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We investigated perfectionism in clinical samples using new measures of maladap-
tive cognitive-personality dimensions—the Evaluative Concerns Perfectionism Scale
(ECPS) and Self-Critical Perfectionism Scale (SCPS), as well as the Frost (FMPS) and
the Hewitt and Flett (HMPS) Multidimensional Perfectionism Scales. Outpatients (N
= 190) with a principal diagnosis of social anxiety disorder (SAD), panic disorder
with or without agoraphobia (PDA), obsessive-compulsive disorder (OCD), or
predominantly major depressive disorder were compared to non-psychiatric con-
trols. Patients with depression and SAD had similar or significantly higher scores
than the controls, and patients with PDA and/or OCD on many perfectionism
measures. OCD patients were also higher than controls and those with PDA on
many scales. PDA patients were similar to controls on all but a few measures. The
SCPS was the only consistent unique positive predictor of variance on the Depres-
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Over the past 15 years, perfectionism and related constructs have become the focus of
extensive theoretical interest and empirical research that illustrates their influence on
a wide variety of psychological disorders and indices of maladjustment (for reviews,
see Flett & Hewitt, 2002a; Shafran & Mansell, 2001). Indeed, perfectionism has been
deemed a major risk factor for anxiety and depression (e.g., Antony, Purdon, Huta, &
Swinson, 1998; Blankstein & Dunkley, 2002; Blankstein & Hillis Lumley, 2008). Al-
though early theorizing and research considered perfectionism from a unidimensional
perspective, most current work views it as a multidimensional cognitive-personality
construct (e.g., Frost, Marten, Lahart, & Rosenblate, 1990; Slaney, Rice, Mobley,
Trippi, & Ashby, 2001) and different components are related differentially to mal-
adaptive and some adaptive qualities (for reviews see Bieling, Israeli, & Antony, 2003;
Enns, Cox, & Clara, 2002; Shafran & Mansell, 2001; Stoeber & Otto, 2000).

Researchers have used different components, and different combinations of com-
ponents, from either two or three of the primary multidimensional conceptualiza-
tions to arrive at their version of two higher-order dimensions (see Stoeber & Otto,
2006, for review), as well as different labels for the primary dimensions. For example,
Blankstein and Dunkley (e.g., Blankstein & Dunkley, 2002; Blankstein, Dunkley, &
Wilson, 2008) refer to a higher-order or latent construct comprised of maladaptive
components as evaluative concerns perfectionism (ECP) and a construct comprised
of components that have some adaptive aspects as personal standards perfectionism
(PSP).

As described by Blatt (1995) in his seminal paper on the “destructiveness” of
perfectionism, specific ECP components are associated theoretically and empirically
with two other cognitive-personality constructs—self-criticism (see Blatt, D’Afflitti,
& Quinlan, 1976), and autonomy (see Beck, Epstein, Harrison, & Emery, 1983).
Blankstein and Dunkley (e.g., Blankstein & Dunkley, 2002; also see Clara, Cox, &
Enns, 2007) described another negative higher order cognitive-personality vulner-
ability dimension—Self-critical Perfectionism (SCP), that refers to the shared vari-
ance among the perfectionism components that comprise ECP and critical aspects of
self-criticism and autonomy. This construct obviously shares significant variance with
ECP. In the current study, we examined links between perfectionism, assessed by the
two most widely used multidimensional measures, and different anxiety disorders and
depression, relative to a non-psychiatric patient control group. In addition, we exam-
ined how the components of perfectionism relate to symptom severity as assessed by
reliable and valid self-report measures of anxiety, dysphoria, and stress, and the role of
comorbidity in the relations with perfectionism. We further examined these links using
two new measures (Blankstein, Harkins, & Jalali, 2008; Blankstein, Prezio, & Taylor,
2008) devised to capture more specifically the key maladaptive aspects of perfection-
ism represented by the ECP and SCP dimensions.

We also address the controversy about the relative maladaptiveness or adaptive-
ness of perfectionism (e.g., Stoeber & Otto, 2006), and the critical components of
“clinical” perfectionism (Shafran, Cooper, & Fairburn, 2002). If we can identify sig-
nificant relations between perfectionism and anxiety and mood disorders and deter-
mine for whom the link is strongest, we might be able to address more directly what
constitutes effective treatment for perfectionistic individuals with these disorders. This
work is important because perfectionism is difficult to treat and can hinder effective
treatment of other psychological problems (e.g., Blatt, Zuroft, Bondi, Sanislow, &
Pilkonis, 1998).
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MULTIDIMENSIONAL PERFECTIONISM,
ANXIETY, AND DEPRESSION

Presently, the most commonly used and well-validated measures of perfectionism were
developed by two separate research teams and assigned the same name despite the
fact they conceptualized perfectionism difterently. Hewitt and Flett’s (1991a) Multi-
dimensional Perfectionism Scale (HMPS) employs a three-component model whereas
Frost and colleagues’ (Frost, Marten, Lahart, & Rosenblate, 1990) Multidimension-
al Perfectionism Scale (EMPS) represents perfectionism as a six-component model.
Both the HMPS and the FMPS have subscales that measure elements of perfection-
ism that have been deemed maladaptive (i.e., linked with distress and other negative
outcomes) as well as relatively adaptive (i.e., typically not linked strongly with distress
and sometimes linked with positive outcomes). Blankstein and Dunkley (2002) sum-
marized research that indicated which subscales of the HMPS and EMPS are associ-
ated with negative outcomes, including socially prescribed perfectionism (SPP) from
the HMPS, and concern over mistakes (CM), doubts about actions (DA), parental
criticism (PC), and parental expectations (PE) from the FMPS. The Hewitt and Flett
self-oriented perfectionism (SOP) and Frost personal standards (PS) subscales are
typically not strongly associated with negative adaptational outcomes and are possibly
relatively adaptive, especially when the influence of maladaptive subscales is partialled
out or controlled for (e.g., Mills & Blankstein, 2000). Although Frost et al. (1990, p.
450) proposed that the perfectionist’s self-imposed “setting of and striving for high
standards is certainly not in and of itself pathological,” some researchers eschew the
possibility that these components can ever be adaptive (e.g., Flett & Hewitt, 2002b),
and Shafran and Mansell (2001, p. 887) argued that SOP and PS (along with CM)
come “closest to the classical concept of perfectionism whereas the other subscales do
not measure the construct.”

In both nonclinical and clinical groups, researchers have linked the “maladaptive”
subscales to negative anxiety and mood outcomes (see Flett & Hewitt, 2002a; Shafran
& Mansell, 2001, for reviews). Some studies reported links between perfectionism
components and specific types of anxiety symptoms (e.g., Bhar & Kyrios, 1999, and
Blankstein, Flett, Hewitt, & Eng, 1993, for socially prescribed [SPP]; Rheaume,
Freeston, Dugas, Letarte, & Ladouceur, 1995, for CM and obsessive-compulsive
phenomena; Lundh & Ost, 1996, for SPP, CM, and DA; Rosser, Issakidis, & Pe-
ters, 2003 for CM and DA and social anxiety). Indeed, perfectionism is an important
component of a cognitive model of social anxiety disorder (SAD; Heimberg, Juster,
Hope, & Mattia, 1995) and is considered to be a risk factor for the development
of obsessive-compulsive disorder (OCDj; Obsessive Compulsive Cognitions Work-
ing Group, 1997). Differences between and/or among patient groups and nonclinical
controls have been reported for SAD (e.g., Bieling & Alden, 1997, using HMPS;
Juster et al., 1996, using FMPS), OCD (e.g., Frost & Steketee, 1997, using EMPS),
and panic disorder with or without agoraphobia (PDA; e.g., Saboonchi, Lundh, &
Ost, 1999, using FMPS; also SAD). Iketani and colleagues (2002a) compared PD
patients and controls on the EMPS. The PDA scored highest on CM, PC, and PS. A
study by Antony, Bieling, Cox, Enns, and Swinson (1998) was more comprehensive
in that it compared perfectionism levels on both the FMPS and HMPS across several
anxiety disorder groups (PDA, OCD, SAD) and nonclinical controls. Patients whose
symptoms met criteria for more than one of the diagnostic groups were excluded.
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Relative to the other groups, SAD was associated with greater CM, DA, PC, and SPT.
As expected, OCD patients had the highest elevations on DA. PDA was associated
with moderate CM and DA elevations. Frost and Steketee (1997) also examined PDA
patients and Antony et al. (1998) examined patients with specific phobias; however,
in both cases the samples were relatively small. Bieling, Summerfeldt, Israeli, and Ant-
ony (2004) examined the link between the HMPS and FMPS and comorbidity (i.e., a
larger number of Axis I diagnoses) in anxiety disorders clinic patients. Scores on both
perfectionism measures were correlated with number of diagnoses.

Further, SPP is a robust and consistent correlate or predictor of dysphoria in stu-
dents (e.g., Blankstein & Hillis Lumley, 2008; Flett, Hewitt, Blankstein, & Mosher,
1995) and depression in psychiatric patients (e.g., Hewitt & Flett, 1991b; Hewitt,
Flett, & Ediger, 1996; Sherry, Hewitt, Flett, & Harvey, 2003). Maladaptive compo-
nents of perfectionism, especially SPP and CM, are also related to associated nega-
tive factors, including daily hassles stress, procrastination, poor problem-solving skills,
emotion-focused coping strategies, and a perceived lack of social support (e.g. Bieling
et al., 2003; Dunkley, Blankstein, Halsall, Williams, & Winkworth, 2000; Flett, He-
witt, Blankstein & Gray, 1998).

EVALUATIVE CONCERNS PERFECTIONISM

Frost, Heimberg, Holt, Mattia, and Neubauer (1993) reported an exploratory fac-
tor analysis of the HMPS and EMPS and demonstrated that different components
combine to form two underlying dimensions—a “maladaptive evaluation concerns”
dimension related to depression and higher levels of negative affect (but not positive
affect) and a “positive strivings” dimension correlated with higher positive affect (but
not depression or negative affect). Suddarth and Slaney (2001) identified similar di-
mensions in an analysis that also included the Almost Perfect Scale—Revised (APS-R;
Slaney et al., 2001) subscales. The higher-order, two-factor structure has also been
demonstrated empirically using confirmatory factor analysis (e.g., Blankstein, Dunk-
ley, & Wilson, 2008; Cox, Enns, & Clara, 2002; Rice, Lopez, & Vergara, 2005).! Al-
though relations between ECP factors and anxiety and dysphoria have been reported
(e.g., Bieling et al., 2003), few studies have examined relations in anxiety or mood
disorders. Bieling et al. (2004) reported that a composite ECP scale predicted higher
levels of comorbidity among anxiety disorder patients whereas PSP did not, and Cox,
Enns, and Clara (2002) reported that ECP was positively correlated with scores on the
Beck Depression Inventory (BDI), whereas a PSP scale was weakly (but significantly)
correlated with depression in adult outpatients.

A unique feature of several recent studies (e.g., Blankstein, Dunkley, & Wilson,
2008; Rice, Lopez, & Vergara, 2005; Suddarth & Slaney, 2001) is the inclusion of
the APS-R discrepancy subscale as an essential ECP component. Discrepancy involves
“the perception that one consistently fails to meet the high standards one has set for
oneself” (Slaney et al., 2001, p. 69). In our comprehensive, integrative conceptual-
ization, the concept of discrepancy captures the sense of helplessness that high ECP
people feel when they believe they might never be able to attain their own or others’

1. Although some researchers formed adaptive versus maladaptive factors by combining subscales from
only one of the extant multidimensional measures (e.g., Chang, Watkins, & Banks, 2004), our focus is on
integration of two or more extant measures to form higher order factors.
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ideals. Blankstein, Prezio, and Taylor (2008) developed a new, refined measure of
ECP that integrates, at the item level, the maladaptive components of the three major
conceptualizations of perfectionism, including the concept of discrepancy as a defining
feature. The Evaluative Concerns Perfectionism Scale (ECPS) measures beliefs that
others set impossible standards, others are dissatisfied with the person’s performance,
and others evaluate the person negatively.

SELF-CRITICAL PERFECTIONISM

Derived from a broader theoretical perspective, SCP is based on the shared variance
among ECP variables, self-criticism (Blatt, D’Afflitti, & Quinlan, 1976), and autonomy
(Beck et al., 1983). Conceptually, all three constructs involve critical self-evaluations.
Self-critical individuals strive for high achievement and perfection, are persistently and
harshly critical and demanding of themselves, are chronically concerned about criti-
cism, disapproval, and rejection from others, and are unable to derive satisfaction from
successtul performance (Blatt & Zuroft, 1992; Nietzel & Harris, 1990). Autonomous
individuals are concerned with achievement and possible failure, and try to maximize
control over the environment in order to reduce the probability of failure and criticism
(Beck et al., 1983; Clark, Steer, Haslam, Beck, & Brown, 1997). Self-criticism and au-
tonomy are related to negative adaptational outcomes in both nonclinical and clinical
samples (see Coyne & Whiffen, 1995; Enns & Cox, 1997), including dysphoria and
major depressive disorder (e.g., Cox, McWilliams, Enns, & Clara, 2004; Luyten et al.,
2007) and SAD (Cox, Fleet, & Stein, 2004; Cox et al., 2000).> Cox, Walker, Enns,
and Karpinsky (2002) found that self-criticism was associated with SAD severity even
after controlling for depression.

The similarities among the negative components of perfectionism (e.g., SPP), self-
criticism, and autonomy have been demonstrated empirically in nonclinical samples
(see Dunkley & Blankstein, 2000; Dunkley, Zuroft, & Blankstein, 2003, for reviews;
also see Shahar, 20006). Dunkley, Zuroff, and Blankstein (2006) compared the relative
predictive ability of specific perfectionism components assessed by the HMPS and
FMPS with self-criticism assessed by the Depressive Experiences Questionnaive (DEQ);
Blatt et al., 1976) and determined that self-criticism was the most robust predictor
of maladjustment factors, including negative aftect, and low positive affect. Similarly,
Dunkley, Blankstein, Masheb, and Grilo (2006) reported that “self-criticism substan-
tially accounts for the relation between perfectionism measures and depressive, anxiety
and cating disorder symptoms” (p. 80).

Blankstein, Harkins, and Jalali (2008; also see Harkins, Blankstein, Jalali, Kraw-
czyk, & Wheeler, 2003) developed a new measure of SCP derived from the vari-
ous measures of the three theoretical constructs. The Self-Critical Perfectionism Scale
(SCPS) 1s comprised of three 15-item alternate forms. The ECP and SCP constructs
are not identical (see Dunkley et al., 2003); however, they share a great deal in com-
mon both conceptually and empirically. The refined ECPS and SCPS have not been
used in patient samples nor compared in the same study.

2. Results are less clear-cut for autonomy, possibly a function of measurement issues in early studies (see
Enns & Cox, 1997).
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THE CURRENT STUDY

Our study differs from, complements, and extends previous research on perfection-
ism and anxiety and mood disorders in important respects. First, we examined several
different anxiety disorders in conjunction with a depression group and a non-patient
control group in the same study. Second, this is the first study to examine similarities
and difterences in levels of perfectionism components and higher-order dimensions
between different anxiety disorders, depression, and controls in conjunction with (a)
an examination of the relation between perfectionism and symptom severity in the pa-
tient groups, and (b) an examination of the relation between perfectionism and patient
Axis I comorbidity. Third, our assessment of perfectionism was more comprehensive
than most past studies because we administered the two most widely used measures:
the HMPS and the EMPS. Fourth, we addressed the maladaptiveness versus adaptive-
ness of perfectionism from a dimensional, integrative perspective. Fifth, we included
a new measure of ECP developed specifically to capture the essential maladaptive as-
pects of perfectionism tapped by the major extant multidimensional measures. Finally,
we adopted a broader perspective and employed a new measure of SCP based on the
integration of ECP components with measures of self-criticism and autonomy.

METHOD

Participants

Participants consisted of patients whose principal diagnosis fell into one of four clinical
groups: SAD (n = 68), PDA (n = 58; 22 with agoraphobia and 35 without agora-
phobia), OCD (n = 26), and depression (n = 39), as well as a group of nonclinical
volunteers (n = 23). Thirty-two of the 39 patients in the depression group were diag-
nosed with major depressive disorder (82%), 3 with dysthymic disorder, 2 with bipo-
lar disorder, 1 with depressive disorder not otherwise specified, and 1 with adjustment
disorder with depressed mood. In total, there were 214 participants. Patients were
adult outpatients at St. Joseph’s Healthcare who either came to the Anxiety Treatment
and Research Centre (ATRC) for a diagnostic intake assessment or who presented
for group treatment at the Mood Disorders Clinic (MDC). For patients, additional
diagnoses were included for the purpose of evaluating comorbidity. One of the main
strategies used to define comorbidity was the number of additional diagnoses (i.e.,
apart from the principal diagnosis). The number of additional diagnoses ranged from
0 to 7. More specifically, 20% of the patients had no comorbid diagnoses, 23% had
at least one additional disorder (apart from the principal diagnosis), 25% had two ad-
ditional disorders, and 29% had at least three additional disorders.? These findings are
comparable to those reported by Bieling et al. (2004). In terms of type of comorbidity,
70% of patients had at least one additional anxiety disorder, 36.3% had at least one

3. Some patients might technically have had co-principal diagnoses but were assigned to groups based on
the disorder for which they decided to obtain treatment first. The other co-principal disorder was included
as an additional diagnosis.
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additional mood disorder, and 12% had some other type of disorder (e.g., substance
abuse, eating disorder). Since neither the ATRC nor the MDC consistently assess for
the presence of personality disorders, it was not possible to determine the distribution
of Axis II conditions.

The sample had a mean age of 37 years and 69% of participants were female.
Ethnic backgrounds were 69% Caucasian, 4% Asian, 1% Black, 2% Native Canadian;
ethnicity data were missing for 22% of participants. Fifty-eight percent of participants
were employed, 14% were students, and 24.6% were not working at the time. In
terms of marital status, 38% were single, 38% were married, 4.4% lived common-law,
and 7.4% were separated or divorced.

Measures

Frost et al. (1990) Multidimensional Perfectionism Scale (FMPS) 1s a 35-item mea-
sure comprised of six subscales: CM (e.g., “If I fail at work/school, I am a failure as a
person”), PS (e.g., “It is important to me that I be thoroughly competent in everything
that I do”), PE (e.g., “My parents wanted me to be the best at everything”), PC (e.g.,
“My parents never tried to understand my mistakes”), DA (e.g., “Even when I do
something very carefully, I often feel that it is not quite right”), and PO (e.g., “Neat-
ness is very important to me”). This measure and its subscales have demonstrated high
validity in a wide variety of samples (e.g., Frost & DiBartolo, 2002).

Hewitt and Flett (1991a) Multidimensional Perfectionism Scale (HMPS) includes
SOP (e.g., “I strive to be the best at everything I do”), OOP (e.g., “Everything that
others do must be of top-notch quality”), and SPP (e.g., “People expect nothing less
than perfection from me”). Reliability and validity has been demonstrated in clini-
cal, community, and student populations (e.g., Flett & Hewitt, 2002a; Hewitt, Flett,
Turnbull-Donovan, & Mikhail, 1991).

Maladaptive Evaluative Concerns Perfectionism (MECP) and Personal Standards
Perfectionism (PSP) Dimensions. Using the relevant subscales of the FMPS and
HMPS, two dimensions were created to represent the maladaptive versus adaptive
components of perfectionism that have been identified and used in previous studies
(e.g., Bieling et al., 2004). To create these dimensions, subscales were converted to
z-scores. The MECP dimension is composed of the SPP, CM, PC, PE, and DA sub-
scales. PSP is a composite of the SOP, OOPD, PS, and PO subscales.

The Evaluative Concerns Perfectionism Scale (ECPS; Blankstein, Prezio, & Taylor,
2008) is a 21-item measure with three 7-item subscales measuring respondents’ be-
liefs about others’ perfectionistic perceptions of them: Negative Evaluation of Person
(NEP) by others (e.g., “If I fail partly, others act as if it’s as bad as being a complete
failure”); Performance Dissatisfaction (PD; e.g., “Others are hardly ever satisfied with
my performance”); and Impossible Standards (IS; e.g., “Others set higher goals for
me than I can achieve”). Blankstein, Prezio, and Taylor (2008) reported strong reli-
ability and validity for each subscale and the total scale in student samples.

The Self-Critical Perfectionism Scale (SCPS; Blankstein, Harkins, & Jalali, 2008;
Harkins et al., 2003) is a 45-item (with three 15-item alternate forms) measure of the
shared variance among self-criticism, autonomy, and ECP. Form A was used in the
present study. Exploratory factor-analyses of a large pool of items were conducted with
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563 university students to provide increased conceptual and measurement refinement
of the SCP construct, followed by confirmatory factor analysis in 488 students. Items
were derived from a revised DEQ (Welkowitz, Lish, & Bond, 1985), the Solitude
subscale of a revised Sociotropy-Autonomy Scale (Clark, Steer, Beck, & Ross, 1995),
the Autonomy subscale from the Personal Styles Inventory (Robins, Ladd, Welkowitz
et al.,, 1994), as well as SPP, CM, and discrepancy. The construct reflects critical self-
evaluation, pressure to reach unrealistic goals and expectations imposed by others, fear
of negative evaluation, need for approval, and defensive separation and preference for
solitude. Sample items include: “Doing my best never seems to be good enough,”
“There is a considerable difference between how I am now and how I would like to
be,” and “I feel controlled when others have a say in my plans.” The SCPS has strong
factor analytic, reliability, and validity findings in university students (Blankstein, Har-
kins, & Jalali, 2008).

The Depression Anxiety Stress Scales, 21-Item Version (DASS-21; Lovibond & Lovi-
bond, 1995) is a 21-item self-report measure of the core symptoms of depression
(dysphoric mood), anxiety (fear and autonomic arousal), and tension/stress (general
nervousness and agitation) over the previous week. Example items include, “I just
couldn’t seem to get going” (Depression), “I felt scared without any good reason”
(Anxiety), and “T found myself getting upset rather easily” (Stress). The DASS-21 has
good reliability and validity, including an ability to distinguish depression from anxiety
(e.g., Antony, Bieling, Cox, Enns, & Swinson, 1998).

Procedure

Participation was voluntary. The study received approval from the Research Ethics
Board at St. Joseph’s Healthcare, Hamilton. For patients in the anxiety groups (seen
at the ATRC), diagnoses were based on the Structured Clinical Interview for DSM-IV
Axis I Disorders (SCID-I; First, Spitzer, Gibbon, & Williams, 1996). Patients in the
depression group had a psychiatric consultation to determine diagnosis at the Mood
Disorder Clinic. Demographics and other patient or treatment-related information
were obtained through review of patient charts. Participants in the nonclinical control
group were recruited by advertisements posted in the community seeking individuals
without a history of mental health problems. Participants received a telephone inter-
view based on screening questions from the SCID-I to ensure that they did not have
a history of any major forms of psychopathology. Eligible nonclinical volunteers were
given minimal remuneration. Patients were not remunerated. Participants were given
the questionnaire package complete with the aforementioned measures.

RESULTS

Preliminary demographic analyses using multivariate analyses of variance (MANO-
VAs) and chi-squares yielded no significant differences between groups in terms of
age, ethnicity, marital status, household income, or gender. In addition, there were no
gender differences on the perfectionism or symptom severity measures.
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Intercorrelations

Table 1 shows intercorrelations among perfectionism subscales and dimensions for
patient participants only (i.c., excluding controls; » = 190). Results are reported for
males and females combined only since inspection of the separate correlation matrices
for the male and female samples suggested that the results were comparable. There
was only one pair of correlations whose difference in magnitude exceeded .40 be-
tween men and women and the majority were different by less than .20. As expected,
“maladaptive” subscales and dimensions correlated positively and significantly. For
example, the strong relation between the SCP dimension and ECPS negative evalua-
tion of the person (NEP; » = .75) indicates approximately 56% variance in common.*
As expected, the SPP and CM were the components most strongly related to both the
SCP and NEP measures. However, SOP was also quite strongly associated with SCPS
and NEP in this patient sample. As expected, the MECP dimension was strongly cor-
related with both the SCPS and ECPS. Finally, among the perfectionism measures,
SOP and PS were strongly correlated (» = .75). The DASS subscales were all posi-
tively and significantly intercorrelated: depression and anxiety » = .58, depression and
stress 7 = .04, and anxiety and stress 7 = .67.

Perfectionism Levels Across Clinical Groups and Controls

Table 2 presents means, standard deviations, and the results of a MANOVA that tested
for differences on the various perfectionism scales as a function of diagnostic group
and controls. The means and standard deviations, where comparisons are possible,
are comparable to those reported previously for patient populations; however, de-
scriptive statistics for the SCPS and ECPS for anxiety and mood disorder patients
are reported here for the first time. In general, the means are higher than those re-
ported for college students. The overall MANOVA for the perfectionism measures
was significant, F(52, 722) = 2.25, p < .0005. Table 2 shows the results of analyses
of variance (ANOVAs) and a priori contrasts for individual measures across groups.
Depression and SAD groups had similar and significantly higher scores than the PDA
and OCD groups (which were similar to the Control group) on many perfectionism
subscales and dimensions (i.e., SOP, SPP, PC, NEP, and IS).* The OCD group was
similar to the depression and SAD groups and higher than the Control group on the
DA, CM, and the SCPS. Notably, there were no differences across groups on OOP, PS,
PE, and PO subscales. Consistent with the above findings, there were significant dif-
terences among groups on the MECP dimension. Specifically, the Control group had
significantly lower scores than all of the patient groups with the exception of the PDA

4. We based our criteria for strength of associations on the formal definition of small, medium, and large
effect sizes specified by Cohen (1992). Correlations of greater than 0.1, 0.3, and 0.5 reflect small, medium,
and large effects, respectively. We consider correlations representing medium or large effect sizes to be
strong associations.

5. Given that past research has indicated significant differences between individuals who have panic disorder
with agoraphobia and those without agoraphobia, a one-way ANOVA was conducted to see if there were
any significant differences between the two groups of panic disorder patients on any of the main perfection-
ism, symptom, or comorbidity measures. No significant differences emerged between the panic disorder
patients with agoraphobia (# = 22) and those without (z = 35) and therefore all subsequent analyses were
performed with the group collapsed into one.
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TABLE 3. Correlations Between Perfectionism Measures and Symptoms Across Clinical Groups

Symptom Measures

Perfectionism Scale DASS - Depression DASS - Anxiety DASS - Stress
HMPS - SPP ATFEE 25%* 36%**
HMPS - SOP 24 12 25%*
HMPS — OOP 12 .09 22%*
FMPS - CM A49** 25%* 36%**
FMPS - DA AB*F* 29%** 38***
FMPS — PC 28*** 26*** 33*xx
FMPS — PE 22%% 6™ 25%*
FMPS - PS A7* .09 16"
FMPS - PO -.02 .01 .03
MECP ATFFE 30%*F* B2FF*
PSP 9% .10 22%F*
ECPS - Total A0**F* 35%*F* 31
ECPS - Negative Evaluation of Person R Rl 33*x* 33%**
ECPS - Performance Dissatisfaction 34%** 27%** 23**
ECPS - Impossible Standards 36%** 36%*F* 297 x*
SCPS o) e 35%x* AN FE*

Note. 1) HMPS: Hewitt-Flett Multidimensional Perfectionism Scale; SOP =Self-oriented perfectionism; OOP =Other-oriented
perfectionism; SPP=Socially-prescribed perfectionism. 2) FMPS: Frost Multidimensional Perfectionism Scale; CM=Concern for
Mistakes; DA=Doubts about Action; PC=Parental Criticism; PE=Parental Expectations; PS=Personal Standards; PO=Preference
for Order; 3) MECP: Maladaptive Evaluative Concerns Perfectionism; 4) PSP: Personal Standards Perfectionism; 5) ECPS:
Evaluative Concerns Perfectionism Scale; 6) SCPS = Self-Critical Perfectionism Scale. *p < .05; **p <.01; ***p < .001.

group, who scored similarly to Controls. Further, the SAD and depression groups
were not significantly different from each other but were significantly higher on the
MECP dimension than were the PDA and OCD groups, who were also not difterent
from each other. In contrast, there were no significant differences across groups on the
PSP dimension except that the depression group scored significantly higher than the
PDA group.

Perfectionism and Symptom Severity

The next set of analyses involved collapsing across all patient groups (i.e., control
group excluded) in order to investigate the associations between perfectionism com-
ponents or dimensions and symptoms of depression, anxiety, and stress as continuous
variables assessed using the DASS. Table 3 summarizes zero-order correlations. In
general, there were moderate to strong associations between perfectionism and symp-
tom severity. Consistent with other results, among the perfectionism components, the
strongest positive associations were between SPP, CM, DA and depression, anxiety,
and stress severity. The SCPS, ECPS (especially the Negative Evaluation subscale),
and MECP were also related positively and strongly to symptom severity. Consistently,
the strongest associations were with DASS-depression severity. PSP and its compo-
nents were weakly positively associated with DASS depression and stress severity but
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TABLE 4. Summary of Hierarchical Regression Analyses: Perfectionism Measures Predicting DASS

Symptom Severity Across Clinical Groups

Depression Anxiety Stress
RA B t R2A B t RA B t

Depression 367 **

HMPS-SOP -.28* 2.1

FMPS-CM A2%* 2.89

SCPS 39%* 2.65
Anxiety 23%x*

HMPS-SPP -35*% 2.14

ECP-PD -31* -2.03

FMPS-PC .25 2.20

ECP-IS 37** 2.63

SCPS 34* 2.12
Stress 27***

ECP-PD -40** -2.65

FMPS-PC 22* 1.99

SCPS .32* 2.06

Note. *p < .05; **p < .01; ***p <.0005. 1) HMPS: Hewitt-Flett Multidimensional Perfectionism Scale; SOP = Self-oriented
perfectionism; SPP = Socially-prescribed perfectionism. 2) FMPS: Frost Multidimensional Perfectionism Scale; CM=Concern
for Mistakes; PC = Parental Criticism; 4) ECP: Evaluative Concerns Perfectionism Scale; PD = Performance Dissatisfaction; IS =
Impossible Standards; 6) SCPS = Self-Critical Perfectionism Scale.

not with anxiety. The primary significant correlations generally remained significant
when diagnostic groups were examined separately (not shown in Table 3).

Next, hierarchical multiple regression analyses across all patient groups were con-
ducted wherein the FMPS, HMPS, ECPS, and SCPS measures were entered simulta-
neously as predictors of each of the DASS subscales. It should be mentioned that some
standardized regression coefficients between the perfectionism measures and certain
symptom measures were larger, and sometimes of opposite direction, than the zero-
order correlations possibly due to suppressor effects (see Cohen & Cohen, 1983). To
facilitate comparison, we emphasize the results where both the zero-order correlations
and regression coefficients were significant and of the same valence (positive or nega-
tive). As shown in Table 4, the perfectionism measures accounted for between 23%
and 36% of the variance in symptom severity. The overall ANOVAs for the various
perfectionism measures on each of the Depression, Anxiety, and Stress scales were all
significant, Fs (13, 166) = 6.52, 3.59, and 4.27, respectively, ps < .0005. The SCPS
was the only measure that was uniquely related to depression, anxiety, and stress symp-
tom severity after shared variance with the other measures was partialled out. Among
the FMPS measures, CM was a unique predictor of depression whereas PC was a
predictor of both anxiety and stress. ECPS-IS was a predictor of anxiety symptoms
suggesting that impossible standards imposed by others is uniquely associated with
anxiety rather than depression.

In a separate set of regressions, with only MECP and PSP dimensions as predic-
tors, the MECP was a significant predictor of depression, R? = .23, F(2, 168) = 25.1,
p < .0005,¢ = 6.52,p < .005, anxiety, R* = .10, F(2, 168) = 9.07,p < .0005, ¢t =
4.04, p < .0005, and stress, R* = .18, F(2, 168) = 18.0,p < .0005,¢ = 5.11,p <
.0005. The PSP did not predict symptom severity.
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TABLE 5. Correlations between Perfectionism Scales and Comorbidity (i.e., Number of Additional
Diagnoses) Across Clinical Groups

Perfectionism Scale Number of Additional (Comorbid) Diagnoses
HMPS - SPP 267 F*
HMPS - SOP 11
HMPS - OOP .03
FMPS - CM 26%**
FMPS - DA 33
FMPS - PC 21%*
FMPS - PE 12
FMPS - PS Al
FMPS - PO .03
MECP 31FR
PSP 11
ECPS - Total 29%**
ECPS - Negative Evaluation 25% %
ECPS - Performance Dissatisfaction 29%x*
ECPS - Impossible Standards 27Fx*
SCPS 34%

Note. 1) HMPS: Hewitt-Flett Multidimensional Perfectionism Scale; SOP = Self-oriented perfectionism; OOP = Other-oriented
perfectionism; SPP = Socially-prescribed perfectionism. 2) FMPS: Frost Multidimensional Perfectionism Scale; CM=Concern
for Mistakes; DA=Doubts about Action; PC = Parental Criticism; PE = Parental Expectations; PS = Personal Standards; PO =
Preference for Order; 3) MECP: Maladaptive Evaluative Concerns Perfectionism; 4) PSP: Personal Standards Perfectionism; 5)
ECPS: Evaluative Concerns Perfectionism Scale; 6) SCPS = Self-Critical Perfectionism. **p <.01; ***p < .001.

Symptom Severity Across Diagnostic Groups

It was important to examine whether the differences in perfectionism levels across
clinical groups were a function of group difterences in symptom severity. ANOVAs
and contrasts indicated that all patient groups were similar and differed only in terms
of being higher than controls on the DASS-anxiety and DASS-stress subscales, ts <
1.96, ns. Although DASS-depression was higher in all patient groups relative to con-
trols, there was a significant difference within the patient groups such that the PDA
group (M = 13.0, SD = 10.6) had significantly lower depression scores than the SAD
M = 19.2, 8D = 12.3), depression (M = 21.8, SD = 13.1), and OCD (M = 18.7,
SD = 11.5) groups, ts(195) > 2.02, ps < .05. However, when DASS-depression was
included as a covariate in the MANOVA investigating differences in perfectionism as
a function of diagnostic group, the pattern of results did not change, indicating that
any differences in depression in the PDA group do not account for differences in per-
fectionism levels across groups.

Perfectionism and Comorbidity

Correlation analyses of the various perfectionism measures with comorbidity were
first completed with comorbidity as a continuous variable: total number of additional
(secondary) diagnoses per patient. Many of the maladaptive components and dimen-
sions were positively associated with comorbidity. Table 5 shows these significant posi-
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tive correlations collapsed across clinical groups, but it is notable that the patterns of
significance within each clinical group paralleled the collapsed results. The strongest
associations involved the SCPS and DA measures.

In order to investigate the link between comorbidity and perfectionism more
conservatively, patients were split into high (2 or more additional diagnoses) and low
(0 or 1 comorbid diagnoses) comorbidity groups. The goal was to examine differences
between high and low (0 or 1 comorbid diagnoses) comorbidity groups. The goal was
to examine differences between high and low comorbidity groups within each of the
different diagnostic groups.

An overall MANOVA across clinical groups, with high/low comorbidity group
and diagnosis (clinical group) as independent factors and the various perfectionism
measures as dependent variables, yielded significant main effects for both comorbidity
and diagnosis. Also, according to Roy’s Largest Root, there was a significant diagnosis
by comorbidity interaction, F(13, 157) = 1.81,p < .05. The main effect of diagnostic
group was discussed previously (see Table 2). The main effect of comorbidity, F(13,
155) = 3.22, p < .0005, was followed up with one-way ANOVAs on each of the
perfectionism scales. There was a main effect for comorbidity on all perfectionism
measures, Fs(3, 175) > 4.66, ps < .05, except for the PE and PO components, Fs(3,
175) = 2.93 and .52, ps >.09. In all cases, higher comorbidity was associated with
higher perfectionism scores. More specifically, post-hoc one-way contrasts indicated
that the strongest and most consistent effects of comorbidity were on the SCPS scale.
Significant difterences in SCPS scores between high and low comorbidity were found
for the SAD group, Ms(SDs) = 73.7 (11.4) vs. 64.1 (16.1), PDA group, Ms(SDs) =
63.1 (19.3) vs. 44.6 (17.0), and OCD group, Ms(SDs) = 72.6 (15.0) vs. 53.8 (18.4),
respectively, Fs > 7.84, ps < .01. In the Depression group, there were also relatively
higher SCPS scores for the high comorbidity, M = 74.2, SD = 14.7, relative to the
low comorbidity group, M = 66.4, SD = 17.4; however, this difference was not sta-
tistically significant, F 1, 36) = 2.08, p = ns. Post-hoc tests of the interaction eftect
revealed that the most significant comorbidity effects occurred in the PDA group:
means for all HMPS subscales, CM, DA, and PC, the ECPS, and the SCPS were all
significantly higher in the high relative to the low comorbidity group, Fs(1, 47) >
5.10, ps < .05.

Comorbidity and Symptom Severity

A MANOVA that included high/low comorbidity groups as the independent factor
and the three symptom severity scales as dependent variables, was significant overall,
F(4,170) = 6.92,p < .0005. One-way ANOVAs revealed, as expected, that patients
with high comorbidity had higher levels of self-reported symptoms than did those
with none or only one additional diagnosis, Fs(1, 175) > 13.5, ps < .0005. The means
(and SDs) for high (n = 97) versus low (» = 78) comorbidity groups, respectively,
were as follows: depression, 21.6 (11.7) vs. 13.2 (11.6); anxiety, 17.1 vs. 11.5 (8.05);
stress, 22.8 (9.48) vs. 17.4 (9.84).

6. Partial correlation coefficients were obtained between each perfectionism subscale and comorbidity (i.e.,
additional number of diagnoses), controlling for DASS symptom scales. A majority of the associations
remained significant, partial rs > .16, ps < .05. The only perfectionism measure that failed to remain a
significant predictor of comorbidity was the PC scale, partial v = .10, ns.
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Perfectionism, Comorbidity, and Symptom Severity

As perfectionism was linked to both greater symptom severity and higher comorbidity,
it was important to determine whether perfectionism was still linked to comorbidity
when differences in symptom severity were taken into account.

To examine whether maladaptive perfectionism accounts for the presence or ab-
sence of comorbidity, a series of logistic regression analyses® was conducted using
comorbidity status (e.g., presence vs. absence) as the binary outcome variable (see
Bieling et al., 2004). However, due to low power, in most cases we found significant
effects only with a more extreme comparison between patients who had either no
additional diagnoses (i.c., no comorbidity) and those who had at least two additional
diagnoses (i.c., multiple comorbidities).

The first analysis was a partial replication of Bieling et al. (2004) using the
MECP and PSP dimensions.” The predictor variables were entered in three blocks:
(1) DASS symptom subscales (to control for symptom severity); (2) PSP (to con-
trol for personal standards perfectionism); and (3) MECP. Consistent with Bieling et
al., the model that included the DASS subscales only as predictors was significant,
x*(3, N = 129) = 20.84, p < .0001, indicating that the set differentiated between
patients with multiple comorbidities and those without any comorbidity; however,
no individual DASS subscale was a significant unique predictor of comorbidity, ps >
.13 (ns). The PSP dimension resulted in a reliable change to the predictive power of
the model, x*(4, N = 129) = 3.85,p < .05. According to the Wald criterion, however,
PSP was not a significant unique predictor of comorbidity status, p < .06. The addi-
tion of MECP in the final step not only resulted in a reliable change to the predictive
power of the model, x ? (5, N = 129) = 4.21, p < .05, but also showed that MECP
was a significant unique predictor of comorbidity status, p < .05. The odds ratio
indicated that there was an increase by a factor of 3.97 in the likelihood of multiple
comorbidities on the basis of a one-unit change in MECP. Prediction of success of the
full model was moderate to good, with 46.9% of the noncomorbid and 93.8% of the
comorbid cases correctly classified, for an overall success rate of 82.2%.

We next investigated whether PSP resulted in a significant effect when entered af*
ter the MECP. As predicted, the addition of MECP in Step 2 led to a significant change
in the predictive utility of the model, ¥*(4, N = 129) = 7.95, p < .005. Further, the
MECP was a significant unique predictor of comorbidity status (B = .19, Wald test =
7.15,p < .01), and reflected an increase by a factor of 1.21 in the likelihood of mul-
tiple comorbidities on the basis of a one-unit change in MECP. PSP, entered on Step
3 of the model, did not reliably change the model, }*(5, N = 129) = .11, p = ns, nor
did it uniquely predict comorbidity status, p = #s.

We examined more closely the relative predictive utility of the various components
of maladaptive evaluative concerns perfectionism, and the ECPS and the SCPS, in a
series of separate logistic regressions. The first step controlled for DASS symptoms.
Step 2 included the following predictors: (a) SPR, DA, and CM; (b) ECPS-Total;
(c) ECPS subscales; (d) SCPS; (e) ECPS-Total and SCPS. Some of the maladaptive
perfectionism scales entered on the second step resulted in changes to the predictive
power of the symptom-only model.

The first analysis determined the results when measures of maladaptive perfec-
tionism from the FMPS and HMPS were entered on the second step. There was a

7. Tables summarizing this and other logistic regression findings are available from the authors.
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significant increase in predictive utility of the model, x*(6, 129) = 30.74, p < .0005.
Although the model correctly predicted 50% of noncomorbid cases and 92.78% of
comorbid cases for an overall success rate of 82.17%, according to the Wald’s statistics
(Range = .42 to 1.55), none of these variables were significant in uniquely predicting
comorbidity status.

The ECPS Total score was a significant predictor of comorbidity status (¢ =
.02, Wald test = 4.76, p < .05), whereas in the separate subscale analysis none of the
individual ECPS subscales were significant predictors, ps > .30 (ns). In terms of the
overall model with the ECPS-Total, the Chi-square indicated that it was an adequate
predictor of comorbidity status, x*(4, N = 130) = 27.94, p < .0005. The odds ratio
indicated that there was an increase by a factor of 1.02 in the likelihood of multiple
comorbidities on the basis of a one-unit change in ECPS-Total. Prediction success of
the full model was moderate to good, with 38.2% of the noncomorbid and 92.7% of
the comorbid cases correctly classified, for an overall success rate of 78.5%.

The SCPS contributed to a reliable increase in predictive power of the model
over and above that of symptoms only, x*(4, 130) = 30.30,p < .0005. The odds ratio
indicated an increase by a factor of 1.04 in the likelihood of multiple comorbidities
on the basis of a one-unit change in the SCPS (¢ = .04, Wald = 8.61,p < .05). The
model was successful in predicting noncomorbid cases (34.29%) and comorbid cases
(92.78%) for an overall success rate of 77.27%.

Finally, we pitted the ECPS-Total and the SCPS against each other to determine
whether one or the other would be a stronger predictor of comorbidity status. Again,
the full model was significant, }*(5, 130) = 33.41, p < .0005. The model correctly
predicted 35.29% of noncomorbid cases and 92.71% of comorbid cases for an overall
success rate of 77.69%. However, the SCPS, controlling for ECPS-Total, was clearly
a stronger predictor (¢ = .04, Wald = 5.11, p < .05) than was the ECPS, controlling
for SCPS (B = .00, Wald = .00, p = ns).

DISCUSSION

This is the most extensive study to date of relations between perfectionism and anxiety
and depression in adults referred to anxiety or mood disorder clinics. We considered
perfectionism from a broad, comprehensive, integrative, and higher-order perspec-
tive. Our study is the first to examine anxiety and depression disorders, stress, anxiety,
and depression symptoms, and Axis I comorbidities together. Further, our findings
illustrate the value of assessing core perfectionism constructs, confirm that high per-
sonal standards are not directly maladaptive, and demonstrate the utility and predictive
power of new measures of evaluative concerns and self-critical perfectionism.

Specific Perfectionism Components

We found significant and meaningful patterns of differences on HMPS and EMPS
subscales between the depression and anxiety disorder groups, and the nonpsychiatric
patient controls, clearly supporting the distinctiveness of different components of per-
tectionism. Consistent with previous research (e.g., Antony et al., 1998), outpatients
with a principal diagnosis of SAD had significantly higher scores than did the controls,
as well as patients with PDA and/or OCD, on many maladaptive perfectionism com-
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ponents (e.g., HMPS socially prescribed and FMPS concern over mistakes). Although
previous studies reported a link between perfectionism components and clinical de-
pression (e.g., Clara et al., 2007), our finding that the depressed group differed from a
control group, and individuals with PDA or OCD, but was similar to the SAD group
in levels of these maladaptive components is unique. Further, the finding counters
Shafran and Mansell’s (2001) hypothesis that levels of socially prescribed perfection-
ism do not differ between depressed patients and controls.

While our findings that concern with mistakes and doubts about actions were
elevated in OCD patients relative to controls confirms a previous report (Antony et
al., 1998), the findings for PDA are inconsistent with past studies (e.g., Iketani et al.,
2002a, 2002b; Saboonchi et al., 1999) in that any differences on the Frost scale (and
HMPS) between the PDA group relative to other clinical groups and the controls were
relatively weak. Perhaps, as reported by Iketani et al. (2002a, 2002b), it requires a
stronger association with agoraphobia (only half of our group) or personality disorder
(unknown in our group) to detect an association with elevated levels of perfectionism.
Nonetheless, our PDA patients with high comorbidity reported significantly higher
levels of perfectionism on most perfectionism scales relative to the low comorbidity
group. Also, patients with OCD and PDA did not have as high scores on self-oriented
perfectionism as did patients with SAD or depression.

We also found meaningful patterns of differences in the relations between per-
fectionism and symptoms assessed by the DASS scales. The association was strongest
for the correlations between concern over mistakes, doubts about actions, and socially
prescribed perfectionism and symptoms of depression. However, in hierarchical re-
gression analyses that included the new ECPS subscales and SCPS, few of the HMPS
and FMPS subscales accounted for unique variance in symptoms. Concern over mis-
takes was a unique positive predictor of depression whereas parental criticism was a
unique predictor of both anxiety and stress symptoms.

This is only the second study to test directly the link between perfectionism com-
ponents and level of comorbidity in anxiety and mood disorder patients. Consistent
with the findings of Bieling et al. (2004), the FMPS concern over mistakes, doubts
about actions, and parental criticism subscales as well as the HMPS socially prescribed
subscale were correlated with the number of comorbid diagnoses. However, none of
these variables were unique predictors of comorbidity status in a logistic regression
analysis after first controlling for DASS symptoms.

Perfectionism Composite Maladaptive Dimension
and the ECPS and SCPS

A unique and robust finding emerged from analyses involving the MECP dimension:
both the SAD and depression groups reported higher levels of maladaptive perfec-
tionism than did the controls and all other anxiety groups. Interestingly, the OCD
group had higher scores than the control group but lower levels than both the SAD
and depressed patients. The MECP was positively associated with depression, anxiety,
and stress symptoms but also predicted comorbidity status after controlling for DASS
symptoms and PSP,

The findings with respect to the new measures of evaluative concerns and self-
critical perfectionism are informative. First, similar to the findings of Blankstein, Pr-
ezio, and Taylor (2008) for university students, the ECPS is highly internally consis-
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tent in outpatients (overall o reliability = .97; subscale os at least .92). In contrast,
reliability of the MECP was .84. Second, the ECPS total score and all three subscales
discriminated between groups: SAD and depressed patients reported the highest levels
but did not differ from each other. Thus, socially phobic and depressed patients believe
that others set impossible standards, are dissatisfied with their performance, and evalu-
ate them negatively. They are resentful that others impose high standards on them,
perceive a discrepancy between the standards and their ability or desire to meet the
standards, and are concerned about making mistakes and critical of themselves. Third,
the ECPS was strongly positively correlated with DASS symptoms; however, only
the impossible standards subscale was a unique predictor and the effect was specific
to anxiety symptoms. Finally, the ECPS total score predicted comorbidity status even
after controlling for symptom levels.

Our most robust and consistent findings involved the SCPS. Derived from a
broader theoretical perspective than the ECPS, this new scale incorporates items from
measures of self-criticism and autonomy, and from the FMPS and HMPS. First, the
SCPS is highly reliable in our clinical sample (o = 90) and, as expected, was strong-
ly correlated with the ECPS (appr0x1mately 50% variance in common), the MECP
(65% common variance), and, in particular, the HMPS socially- prescrlbed and EMPS
concern with mistakes subscales. Second, consistent with expectations, the SAD and
depressed groups reported the highest levels of self-critical perfectionism and differed
significantly from the control and PDA groups; however, they did not differ signifi-
cantly from the OCD group. PDA patients reported significantly higher levels than
the control group but lower levels than the other clinical groups. Socially anxious or
depressed self-critical perfectionists strive for achievement and perfection, engage in
critical self-evaluation, perceive a need to reach unrealistic goals imposed by others, are
concerned about criticism, disapproval, and rejection, and have a defensive separation
and preference for solitude.® Third, the SCPS was strongly correlated with all three
DASS symptom measures and was the only signiﬁcant unique positive predictor of
these symptoms. Fmally, the SCPS had a strong positive association with comorbidity,
contributed to an increase in predictive power over and above that of symptoms, and
was a stronger predictor than the ECPS.

Our results with patients are consistent with the findings of Dunkley, Zuroft,
and Blankstein (2006) who found that self-criticism, relative to specific perfection-
ism components, was the most robust predictor of maladjustment in university stu-
dents. The finding that self-critical perfectionism was highest among individuals with
SAD and depression extends related research with both students and patients (e.g.,
Blankstein & Dunkley, 2002; Cox, Walker et al., 2002; Cox, McWilliams et al., 2004;
Dunkley, Zuroff, & Blankstein, 2006). By definition, self-critical perfectionism is tap-
ping into depressogenic cognitions such as self-punitiveness, a fear of failure, helpless-
ness and hopelessness (see Blankstein, Hillis Lumley, & Crawford, 2007). Self-critics
might experience dysphoria in part due to their heightened sensitivity to stressors
that imply possible failure, a loss of control, or criticism from others (Dunkley et al.,
2003). Self-critics experience emotional dysregulation (Aldea & Rice, 2006), respond
to perceived stressful events with a helplessness orientation (Dweck & Sorich, 1999),

8 Dunkley, Blankstein, Zuroft, Lecce, and Hui (2006) examined an SCP factor in relation to the revised
NEO Personality Inventory. SCP was unrelated to conscientiousness contrary to the assumption that self-
critical people strive for excessive achievement and perfectionism. Our current view is that many SCP indi-
viduals introject and adopt as their own high standards imposed on them by others. In the present study,
SOP correlated .60 with the SCPS.
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employ maladaptive coping strategies such as disengagement and denial (Dunkley et
al., 2003), and do not find satisfaction from strategies (e.g., problem-solving) known
to be helpful in reducing stress (Dunkley et al., 2003). Their ineffective coping meth-
ods are likely to maintain and/or exacerbate depressed mood.

The link between SAD and self-critical perfectionism is also not surprising given
the defining features of the disorder. Sensitivity to criticism or scrutiny by others and
a tendency to be excessively critical of oneself are part of the etiology and core symp-
toms of SAD. In addition, the SCPS taps into the constructs of socially-prescribed
perfectionism and a defensive desire for solitude or autonomy, both of which typify
individuals with SAD (see Neal & Edelmann, 2003, and Shafran & Mansell, 2001,
for reviews). Individuals with SAD are preoccupied with creating perfect social perfor-
mances in order to avoid embarrassment or rejection yet are never satistied with their
performance. No matter how well they perform in social situations, patients with SAD
perseverate on the discrepancy between where they are and where their perfectionistic
ideal says they need to be. Thus, they will often avoid social situations because they
inevitably lead to perceived failure, just as would be predicted in someone with high
self-critical perfectionism.

“Clinical” Perfectionism, Adaptive Components, and an Adaptive
Personal Standards Perfectionism Dimension?

Our findings further inform the debate on “clinical” perfectionism (Shafran et al.,
2002) and the controversy about whether perfectionism is always destructive (e.g.,
Blatt, 1995; Flett & Hewitt, 2002b) or can be relatively benign or even adaptive un-
der some circumstances (e.g., Blankstein & Dunkley, 2002; Stoeber & Otto, 2006).
Shafran and Mansell (2001) assert that the HMPS self-oriented and FMPS personal
standards subscales reflect the classical perfectionism construct. We found that both
SAD and depressed patients were much higher than controls on the HMPS self-ori-
ented subscale; however, the groups did not differ on the FMPS personal standards
subscale. These subscales are highly positively intercorrelated (» = .75) but not re-
dundant despite the fact that they are typically combined when forming the PSP di-
mension. Indeed, the reliability of the PSP dimension was relatively low (o0 = .72).
Further, while the self-oriented and personal standards subscales and PSP dimension
were weakly correlated with DASS depression and stress (not anxiety) symptoms, the
relations were nonsignificant or negative after controlling for maladaptive perfection-
ism, and unrelated to the number of comorbid diagnoses. Thus, consistent with other
results (e.g., Dunkley, Zuroff, & Blankstein, 2006), personal standards perfectionism
measures are mostly unrelated to specific disorders, symptoms, and comorbidity in
anxious and depressed outpatients, and it is difficult to support the view that they are
part of the clinical core of perfectionism, as measured.

Our findings also contradict the theoretical position of Flett and Hewitt (2002b)
that self-oriented perfectionism reflects a demand for absolute perfection from the
self, an extreme striving that goes beyond simply being conscientious and ultimately
leads to negative adaptational outcomes. Blankstein, Dunkley, and Wilson (2008) ob-
served that self-oriented perfectionism taps predominantly high standards, standards
that might not actually be excessive, whereas the EMPS personal standards subscale
clearly assesses high standards only. They proposed a “mismatch” between self-ori-
ented perfectionism conceptualization and actual measurement. Perhaps self-oriented
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perfectionism has both adaptive and maladaptive components that account for the in-
consistent associations with maladaptive functioning (see Dunkley, Blankstein, Zurof,
Lecce, & Hui, 2006). PSP as currently measured without the negative “baggage” as-
sociated with self-critical evaluative processes is not by itself maladaptive.

However, while PSP variables are not particularly pernicious, in contrast to some
of our own and others’ past research with students (see Stoeber & Otto, 20006), we
did not find strong support for the hypothesized adaptiveness of perfectionism in this
patient sample. Nonetheless, the unique predictive validity of PSP could occur in in-
teraction with other variables, such as stress, coping, or social support (e.g., Dunkley,
Zuroft, & Blankstein, 2006). Hewitt and Flett (1993) proposed that self-oriented
perfectionism predicts depression in the context of achievement stress and Enns and
Cox (2005) confirmed that self-oriented perfectionism can interact with achievement
(but not interpersonal) life events to predict nonremission of major depressive dis-
order a year later. Blankstein et al. (2007) reviewed this “congruency” and related
moderator hypotheses and demonstrated that perfectionism components interact with
specific moderators to enhance or buffer the link between perfectionism and suicide
risk. Thus, self-oriented perfectionism is possibly either adaptive or maladaptive under
certain conditions.

Clinical and Treatment Implications

What are the implications of our findings? Our findings have the potential to inform
practice efforts because they clarify for clinicians the importance of assessing specific
components and dimensions of perfectionism in clients who present with anxiety dis-
orders or depression, high symptoms of anxiety, depression, and stress, or multiple co-
morbidities. Further, the results demonstrate the utility of new measures of evaluative
concerns and self-critical perfectionism that should prove useful to both clinicians and
researchers. The ECPS scale assesses salient characteristics and critical defining features
of the MECP dimension identified in past research while at the same time incorporat-
ing the perception of failure to achieve high standards imposed by others. It offers a
briefer (almost 50% fewer items), relatively more reliable, high discriminant valid-
ity measure of maladaptive perfectionism based on a conceptually refined, integrative
construct. Specific factor subscales afford clinicians an opportunity to assess difterent
patterns in patients with the same diagnosis prior to and throughout treatment. The
SCPS is an alternative brief 15-item (with two alternate forms), reliable, single scale
measure that incorporates items adapted from selected measures from the Blatt, Beck,
Hewitt and Flett, Frost, and Slaney research group frameworks to reflect self-critical
perfectionism. It could be used in tandem with, or independently of, the ECPS.

Our findings are consistent with the hypothesis (Blankstein & Dunkley, 2002)
that the maladaptive cognitive-personality ECP and SCP constructs are nonspecific
vulnerabilities for numerous disorders. Further, assuming that research confirms a
cause-effect relation between these dimensions and anxiety and depression, including
symptom severity, the findings will support proposals that personality factors be in-
corporated into classification systems that extend beyond manifest symptoms and are
“more congruent with complex clinical realities” (see Luyten, Blatt, Van Houdenhove,
& Corvelyn, 2006, p. 985). Consistent with a thrust of current psychotherapy research
that attempts to identify the characteristics of patients, including cognitive-personality
dispositions, that predict outcome to treatment (e.g., Blatt & Zuroff, 2005), a major
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implication of our findings is that clinicians need to be sensitive to the possibly critical
role that evaluative concerns and self-critical perfectionism play, particularly in both
SAD and depression. Since perfectionism, self-criticism, or autonomy can possibly
impact treatment response negatively (see Blatt, 1995; Blatt & Zuroft, 2005 for re-
views), it would be prudent for therapists to target perfectionism directly, particularly
as emerging research supports the strategy (e.g., Pleva & Wade, 2006; Riley, Lee,
Cooper, Fairburn, & Shafran, 2007). However, past studies did not focus specifically
on evaluative concerns or self-critical perfectionism. Our findings confirm the need
for interventions to include specific attention to self-critical and evaluative concern
dispositions in depressed and anxious psychiatric patients.

A tuture goal should be to further investigate mediator and moderator effects on
the role that perfectionism plays in putting people at risk for developing disorders and/
or failure to respond to treatment (e.g., Blankstein & Dunkley, 2002; Blankstein et al.,
2007), including situational influences (e.g., Dunkley et al.; 2006), and gender (e.g.,
Blankstein et al., 2007).

Limitations

Certain limitations also suggest future research directions. First, a longitudinal design
could explore temporal relations between perfectionism and depression or anxiety.
Second, since self-report measures are susceptible to impression management, self-de-
ception, and the effect of shared variance across measures, replication with other data
collection methods (e.g., diaries) would be beneficial. Third, while the research-based
treatment literature has been criticized for excluding cases with co-occurring condi-
tions as unrepresentative of real clinical samples (e.g., Westen, Novotny, & Thomp-
son-Brenner, 2004), and our use of patients with multiple Axis I diagnoses led to
important findings about links between perfectionism and comorbidity, research with
“pure” groups would help determine relations between perfectionism and specific dis-
orders independent of other disorders. Fourth, although the majority of patients in the
depression group were diagnosed with major depression, it was not a homogeneous
group and our sample size did not allow us to distinguish between subtypes (e.g.,
recurrent vs. single episode, etc.). Finally, we could not determine possible effects of
Axis IT personality disorder comorbidity, and some studies have shown that coexist-
ing personality disorders impact degree of symptom severity, time to remission, and
treatment response for patients with Axis I disorders (e.g., Grilo et al., 2005; Iketani
et al., 2002b).

Conclusions

The development of new measures is an important step toward conceptual integration
of multiple lines of theoretical and empirical work on perfectionism. It is important
to explore the value of a focus on self-critical perfectionism, evaluative concerns per-
fectionism, and personal standards perfectionism to facilitate understanding of the de-
velopment and treatment of anxiety and mood disorders. Researchers should continue
to study broad dispositions in a hierarchical organization that recognizes multidimen-
sionality but use a simpler structure, wherein there are two main overlapping but not
redundant indicators reflective of maladaptive perfectionism: ECP (the integration of
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critical components from extant multidimensional perfectionism measures), and SCP
(a broader construct that reflects the integration of ECP with the critical aspects of
self-criticism and autonomy), as well as PSP (the integration of measures of high stan-
dards) which reflects less maladaptive and possibly adaptive components (see Judge,
Erez, Bono, & Thoresen, 2002, for explication of this argument).
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