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Abstract The present study examined the relationship between the two central
dimensions of perfectionism, Pure Personal Standards (PPS) and Maladaptive
Evaluative Concerns (MEC), and psychological distress as well as positive affect.
The study also explored two potential mediators, self-concealment (SC) and contingent
self-worth (CSW), of the relationship between these perfectionism dimensions and
various mental health measures. Participants completed questionnaires assessing
perfectionism, the two mediator variables, and a number of measures of mental
health, including depression, fear of negative evaluation, positive affectivity, and eating
disorder symptomatology. Analyses revealed that extracting out the MEC from PPS
perfectionism scores using partial correlations removed the one significant correlation
of PPS with psychopathology, and strengthened its positive correlation with well-being.
In contrast, the MEC dimension of perfectionism was positively related to psychopa-
thology and negatively related to well-being, even when controlling for PPS scores
using partial correlations. Mediational analyses indicated that CSW significantly
mediated the relationships between PPS and mental health, including fully mediating
the relationship between PPS and each measure of psychopathology. Multiple
mediational analyses revealed that SC and/or CSW mediated the relationships between
MEC and mental health indices. These findings suggest that the central aspect of
perfectionism related to psychopathology is the MEC dimension whereas PPS is more
closely associated with positive features of mental health. Findings also suggest that
future investigations of the relationship between perfectionism and psychopathology
take into consideration the mediating effects of SC and CSW.
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Introduction

Frost et al. (1990) defined perfectionism as the setting of high standards paired with
overly critical self-evaluation in pursuit of those standards. Following the publication
of Frost et al.’s (1990) Multidimensional Perfectionism Scale (MPS) as well as Hewitt
and Flett (1991b) identically titled scale (referred to here as the HMPS), research on
the construct of perfectionism exploded. A central question of this ongoing and
burgeoning research literature involves identifying perfectionism’s essential features.
One early study by Frost et al. (1993) examined the dimensions of perfectionism by
factor analyzing the subscales of these two MPSs. Analyses revealed two central
components of the perfectionism construct: Positive Achievement Striving (PAS) and
Maladaptive Evaluative Concerns (MEC). The PAS factor included subscales focused
on setting high personal standards for oneself and others as well as a valuing of
orderliness and organization. The MEC factor included subscales focused on
perceived pressure from others to achieve high standards as well as negative self-
evaluative processes associated with making mistakes or trying to achieve such goals.
Other more recent studies find the same higher-order factor structure underlying the
perfectionism construct (cf. Bieling, Israeli, and Antony 2003; Cox et al. 2002;
Dunkley et al. 2003).

Another central question of the research literature on perfectionism focuses on
isolating how each of these two higher-order dimensions of perfectionism relate to
important psychological constructs. For example, in their original study, Frost et al.
(1993) found that PAS positively correlated with positive affectivity whereas MEC
positively correlated with depression and negative affectivity. Similar patterns of
correlations have been found in a variety of other studies, all revealing that subscales
loading on the MEC factor from the Frost et al. (1993) study are most strongly and
reliably associated with psychological distress (cf. Dunkley et al. 2006; Enns et al. 2001;
Frost et al. 1990; Hewitt et al. 1997; Kawamura et al. 2001) relative to the PAS
subscales. Taken together, these studies support the conceptualization of perfectionism
as a multidimensional construct, with certain dimensions most strongly associated with
risk for psychopathology (Frost et al. 1990; DiBartolo et al. 2004; Dunkley et al. 2006;
Hewitt and Flett 1991b).

This conceptualization is not without its critics. Recently, Shafran et al. (2002)
developed a competing model of ‘‘clinical perfectionism.’’ According to their model,
perfectionism is a unidimensional construct best understood as the self-imposed pursuit
of high standards. They assert that the unrelenting pursuit of demanding standards
increases risk for psychopathology, especially eating disorders. Not surprisingly then,
Shafran et al. argue that subscales primarily loading on the PAS factor from Frost et al.
(1993) best capture their definition of perfectionism (i.e., Personal Standards from the
MPS and Self-Oriented Perfectionism from the HMPS).1

1 Shafran et al. (2002) critique the multidimensional models of perfectionism, declaring that many
features of perfectionism measured in these models, particularly those representing Maladaptive
Evaluative Concerns (MEC) (Frost et al. 1993), do not assess perfectionism. Although Shafran et al.
claim to favor a unidimensional approach to the study of perfectionism, in some places their definition
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Despite Shafran et al.’s (2002) arguments, it is important to note that extant research
has yielded inconsistent results about the relationship between perfectionism’s PAS
dimension and psychopathology, making it difficult to determine the clinical implica-
tions of setting high standards (Frost et al. 1990; DiBartolo et al. 2004; Bieling, Israeli,
and Antony 2003). There is evidence finding that subscales loading on the PAS
dimension sometimes associate with negative affectivity, such as guilt, disappointment,
and anger (Bieling, Israeli, Smith et al. 2003; Antony, Purdon et al. 1998; Hewitt and
Flett 1991a, b) or interact with other risk factors to predict psychological distress (cf.
Dunkley et al. 2000; O’Connor and O’Connor 2003; Steele et al. 2007). Research also
suggests that standard setting may have special relevance to eating disorders, consistent
with Shafran et al.’s (2002) model, since scores on PAS subscales are often high in these
samples (Bardone-Cone et al. 2007; Bastiani et al. 1995; Halmi et al. 2000; Srinivasagam
et al. 1995), although other studies find contradictory results with regard to eating
disorder symptoms (Bulik et al. 2003; Minarik and Ahrens 1996). In addition, high
levels of personal standards are not typical for other Axis I disorders (see Bardone-
Cone et al. 2007 for a review). Finally, other research finds that setting high personal
standards associates with a number of desirable behavioral and psychological outcomes,
including lower levels of procrastination as well as greater self-efficacy, positive
affectivity, conscientiousness, success orientation, and academic motivation and
achievement (Brown et al. 1999; Cox et al. 2002; Frost et al. 1990, 1993; Frost and
Henderson 1991; Powers et al. 2005).

DiBartolo et al. (2004) conducted a study that attempted to account for discrepancies
in relating psychopathology to the PAS dimension of perfectionism. They hypothesized
that standard setting would only relate to psychopathology when meeting those
standards was necessary for maintaining a sense of self-worth. In essence, this work
explored whether there was conceptual contamination of the PAS dimension as
measured by the Frost et al. (1990) MPS, due to Personal Standards (PS) subscale items
simultaneously tapping both the PAS and MEC dimensions. Using a factor analysis of
the PS subscale items from the MPS as well as other items developed to measure a sense
of CSW, DiBartolo et al. found that two of the items in the Frost et al. PS subscale not
only captured the tendency to set high standards, but also seemed to assess CSW (e.g.,
‘‘If I do not set the highest standards for myself, I am likely to end up a second rate
person’’).2 When these items were removed from the PS scale to create a Pure Personal
Standards (PPS) scale, the new scale no longer correlated with psychopathology.
Instead, the new PPS scale correlated strongly with positive outcomes whereas the

Footnote 1 continued
seems almost multidimensional. For example, they note that clinical perfectionism includes both striving
to achieve exacting personal standards as well as a marked fear of failure which will generate self-
criticism and negative self-evaluation when these standards are not met. In fact, this fear of failure and
critical self-evaluative processes are what many other researchers describe as constituting the MEC
dimension of perfectionism (cf. Frost et al. 1990; DiBartolo et al. 2004; Dunkley et al. 2006)
2 The possibility that there are items embedded within a perfectionism measure that may create
inappropriate conceptual overlap between the Positive Achievement Striving (PAS) and MEC
dimensions is not unique to Frost et al.’s (1990) MPS. There is additional evidence that items of the
HMPS subscale (i.e., Self-Oriented Perfectionism) that belong to the PAS dimension of perfectionism
may be similarly contaminated by items reflecting MEC (cf. McCreary et al. 2004). In addition, much of
the work investigating the relationship between perfectionism and eating disorders relies on scores from
the perfectionism subscale of the Eating Disorders Inventory (Garner et al. 1983), a presumptively
unidimensional measure that factor analytic studies find includes both PAS and MEC aspects (Joiner and
Schmidt 1995; Sherry et al. 2004).
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newly developed Contingent Self-Worth Scale (CSWS) correlated with negative
outcomes.

Given the findings by DiBartolo et al. (2004), one central goal of the current research
was to use this more conceptually distinct measure of PAS to compare the strength of
relationship between the PAS versus MEC dimensions of perfectionism and a wide
variety of psychological measures. These data have implications for the empirical
validity of Shafran et al.’s (2002) model since they argue that PAS is the cardinal feature
of perfectionism responsible for pernicious psychological outcomes (especially for
eating disorder symptomatology). In order to examine whether PAS has a different
relationship with eating disorder symptomatology than other forms of psychological
distress, measures of anxiety, depression, and eating disorder symptomatology were
gathered in this study. In addition, a measure of trait positive affectivity was included in
order to gauge how each perfectionism dimension relates to psychological well-being.

In addition to illuminating relationships between the dimensions of perfectionism
and various psychological outcomes, the present study also sought to examine potential
mediators of the perfectionism-psychopathology relationship. To date, relatively little
research has focused on the processes by which each perfectionism dimension relates to
various psychological outcomes (for exceptions see Dunkley et al. 2000, 2003). One such
potential mediator is the construct of CSW previously mentioned (cf. DiBartolo et al.
2004). Past research indicates that individuals high in a contingent sense of self-worth
often suffer from low self-esteem (Crocker et al. 2003) and negative mental health
outcomes (Cramer 1999). Perfectionists seem especially vulnerable to a sense of CSW.
Research finds that perfectionists tend to associate the attainment of goals with their
sense of self (DiBartolo et al. 2004; Frost et al. 1993) and they have low unconditional
self-acceptance, which mediates the relationship with self-esteem (Flett et al. 2003).

Another possible mediator of the relationship of perfectionism’s dimensions to
psychopathology is self-concealment (SC). Individuals with marked MEC tend to
conceal negative personal information to maintain a flawless appearance and to avoid
negative evaluation from others (Frost et al. 1993). Hewitt et al. (2003) found that this
type of perfectionistic self-presentation was correlated with low self-esteem, eating
disorder symptoms, and unwillingness to seek social supports, which led to risk for
psychopathology. Support for the mediating effect of SC were provided by Kawamura
and Frost (2004) who found that SC fully mediated the relationship between
psychological distress and the MEC dimension of perfectionism.

Hence, the goals of this study are twofold. First, it examines the unique relationship
between the setting of high personal standards and psychopathology, with efforts made
to keep the PAS and MEC dimensions distinct. Contrary to Shafran et al.’s (2002)
model but consistent with previous empirical evidence (Frost et al. 1990; DiBartolo
et al. 2004; Dunkley et al. 2006; Hewitt and Flett 1991b), we hypothesized that the MEC
dimension of perfectionism would relate most strongly to psychopathology, even for
eating disorder symptomatology. Second, this study investigates whether the relation-
ship between perfectionism and psychopathology is mediated by a sense of CSW and the
desire for SC. Given previous literature (DiBartolo et al. 2004; Flett et al. 2003; Hewitt
et al. 2003; Kawamura and Frost 2004), it was hypothesized that SC and CSW would
mediate the relationship between perfectionism and psychopathology. Finally, based on
previous findings, we hypothesized that PPS would be associated with positive affect
whereas MEC would not (DiBartolo et al. 2004; Frost et al. 1993).
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Methods

Participants

Participants of this study were recruited from an all women’s college. Two hundred and
seventy-four female undergraduate students participated in the study. The age of the
participants ranged from 18 to 53, with a mean of 20.09 years (SD = 3.35). Of the total,
81.8% were US Citizens, 5.1% were non-US Citizens, and 13.1% did not identify
themselves. Among the participants, 59.6% identified themselves as Caucasian, 4.0% as
African American, 10.2% as Asian American, 5.1% as Latin American, 6.5% as Multi-
cultural, 1.5% as other ethnicities, and 13.1% did not self-identify.

Measures

Dimensions of Perfectionism

Maladaptive Evaluative Concerns dimension of the Multidimensional Perfectionism
Scale (MEC-MPS; Frost et al. 1990). The MPS measures the dimensions of perfection-
ism using items rated on a 5-point Likert scale ranging from 1 (strongly disagree) to 5
(strongly agree). As a whole, the MPS has good internal consistency, and high
correlations with other measures of perfectionism as well as measures of psychopa-
thology (Frost et al. 1990, 1993). For the purposes of this study, a MEC factor of the
MPS was created using subscale scores based on previous research (Frost et al. 1993;
Kawamura et al. 2001; Kawamura and Frost 2004). Specifically, MEC-MPS scores were
calculated by summing four MPS subscale scores: Concern Over Mistakes, Doubts
About Actions, Parental Criticism, and Parental Expectations. In the present study, the
alpha level for MEC-MPS was 0.93.

Pure Personal Standards dimension of the Multidimensional Perfectionism Scale
(PPS-MPS; DiBartolo et al. 2004). The PS subscale of the MPS includes items
reflecting the setting of high personal standards. In a recent study, DiBartolo et al.
(2004) found that this subscale was contaminated by items reflecting MEC. In an
effort to differentiate PASs from these other MECs, DiBartolo et al. excluded two
of the PS’s seven items to create the PPS scale. In the current study, we calculate
both PS and PPS Scale scores to examine which is a better measure of PAS. The
present study yielded an alpha level of 0.85 for both the PS and PPS subscales of
the MPS.

Measures of Mental Health

Depression, Anxiety, and Stress Scale–Depression subscale of the 21 item version (DASS-
D; Lovibond and Lovibond 1995a, b). The DASS is a self-reported questionnaire
measuring an individual’s levels of depression, anxiety, and stress over the previous
week. The items are scored on a 4-point Likert scale; higher scores reflect greater
symptomatology. For the purposes of this study, only the 7-item Depression subscale
was used. The DASS-DA has high internal consistency, and acceptable concurrent
validity, as shown by correlations with established measures of depression (Antony,
Bieling et al. 1998; Wilson and Rapee 2005). The current study yielded an alpha of 0.90
for the Depression subscale.
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Fear of Negative Evaluation-Brief version (Brief FNE; Watson and Friend 1969). The
Brief FNE is a 12-item questionnaire assessing the extent to which one fears receiving
negative evaluation from others rated on a 5-point scale. Psychometric data have shown
that the FNE has good internal consistency, test–retest reliability, and high correlations
with measures of social approval, locus of control, desirability, autonomy, dependence,
dominance, and other measures of anxiety (Collins et al. 2005; Weeks et al. 2005). In
this study, the FNE had a reliability coefficient of 0.91.

Eating Disorder Diagnostic Scale (EDDS; Stice et al. 2000). The EDDS is a 22-item
questionnaire assessing the DSM-IV diagnostic criteria for anorexia nervosa, bulimia
nervosa, and binge eating disorder. Items use a combination of Likert, yes-no,
frequency, and write-in response formats. The total symptom composite score of the
EDDS which measures overall level of eating pathology was used in the analyses of the
current study. Psychometric data has indicated good internal consistency and high
correlation to other measures of eating disorders (Stice et al. 2000). This study yielded
an alpha of 0.86 for the EDDS.

Positive and Negative Affect Scale-Positive Affect Subscale, Trait Version (PANAS-
PA; Watson et al. 1988). This subscale assesses the distinct dimension of trait positive
affect. Items are rated on a 5-point Likert-type scale. Psychometric data have shown
excellent internal consistency, test–retest reliability, and convergent and discriminant
validity for this measure (Watson and Clark 1988). In the present study, the reliability
coefficient for the PA subscale was 0.88.

Potential Mediator Measures

Perfectionistic Self-Worth Scale (PSWS; DiBartolo et al. 2004). The PSWS is a 7-item
self-reported questionnaire measuring the degree to which self-worth is dependent upon
activity, performance, and/or accomplishment. There are two subscales: the four-item
Activity-Based Self-Worth subscale and the three-item Success-Based Self-Worth
subscale. Items on the Activity-Based Self-Worth subscale reflect the degree to which
participants only feel good about themselves when they are busy, productive, and
working toward a goal (i.e., ‘‘The real value in my life is the work I do.’’). Items on the
Success-Based Self-Worth subscale reflect the degree to which participants felt their
self-worth was based on their ability to accomplish their goals (i.e., ‘‘If I were to fail at
something, I would be devastated.’’). Items are rated on a 7-point scale ranging from 1
(disagree) to 7 (agree). The PSWS has good internal consistency and convergent validity
(DiBartolo et al. 2004). The present study yielded alphas of 0.68 and 0.68 for the
Activity-Based and Success-Based subscales, respectively. The study also had an overall
alpha of 0.78 for the PSWS.

Contingent Self-Worth Scale (CSWS; Crocker et al. 2003). The CSWS is a 35-item
questionnaire measuring the extent to which self-esteem is based on internal and
external sources. The items of the scale are rated on a 7-point Likert scale, ranging from
1 (disagree) to 7 (agree). This measure contains seven subscales: Others’ approval,
Appearance, Competition, Academic competence, Family support, Virtue, and God’s
love. For the purpose of the current study, the subscales of Virtue and God’s love were
excluded. The CSWS has shown good reliability and validity, as well as moderate
correlations to other measures of self-esteem (Crocker et al. 2003). The current study
yielded alpha levels ranging from 0.79 to 0.93 for the five CSWS subscales used.

Self-Concealment Scale (SCS; Larson and Chastain 1990). This 10-item questionnaire
is designed to measure the extent to which a person conceals personal information that
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is distressing or negative (i.e., ‘‘I have a secret that is so private I would lie if anybody
asked me about it.’’). Items are rated on a 5-point Likert scale, with higher scores
indicating greater levels of SC. The SCS has demonstrated good reliability and validity,
as well as high correlations to measures of psychological distress (Kawamura and Frost
2004; Larson and Chastain 1990). Its reliability coefficient in the current study was 0.89.

Procedure

Participants of this study were undergraduates recruited by word of mouth or by
announcements made in Introductory Psychology classes. Upon completion of the
measures via the Internet, participants were compensated with class participation credit
and/or were entered into a lottery to win one of the seven cash prizes of 50 dollars. All
study procedures were reviewed and approved by the college’s ethics board.

Results

Exploratory Factor Analysis

Initial factor analysis and item elimination of the contingent self-worth measures. In order
to create a CSW composite to include in further analyses, we conducted a principal
factor analysis with Varimax rotation on the two subscales of the PSW scale3 (DiBartolo
et al. 2004) and five subscales of the CSWS. Item retention required a loading of 0.4 or
greater and each item could not load onto more than one factor. This analysis revealed
one factor with an Eigenvalue greater than 1.0 (F1, Eigenvalue = 3.16, vari-
ance = 45.15). The family support subscale of the CSWS did not obtain loadings
greater than 0.4 and was therefore excluded.

The remaining subscales of the CSWS and PSW were again factor analyzed to ensure
that the previous factor loadings remained stable. This analysis yielded one factor with
Eigenvalue greater than 1.0 (F1, Eigenvalue = 3.11, variance = 51.78). This factor was
labeled CSW and measures the degree to which self-worth is dependent upon external
sources, like success and appearance. The alpha for the CSW factor was good (a = 0.80).

Preliminary Analyses

Interrcorrelations of the MEC factor (MEC-MPS), and both the Personal Standards
(PS-MPS) and Pure Personal Standards subscales (PPS-MPS) with factors measuring
psychological outcomes as well as the two potential mediator variables are displayed in
Table 1.

In terms of mediator variables, MEC-MPS positively correlated with SC and CSW. In
terms of psychological outcomes, MEC-MPS was positively correlated with depression,
FNE, and eating disorder symptoms, and marginally negatively correlated with positive
affectivity.

3 The PSWS total scores were positively correlated (all p-values <0.001) with CSWS scores, r = 0.67,
and each measure of psychopathology (FNE r = 0.50; DASS-D r = 0.42; EDDS r = 0.24) but not
with positive affectivity. The ABSW and SBSW subscales of the PSWS evidenced the same
pattern of correlations as the total score.
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Neither PS nor PPS were related to SC, although both were positively correlated with
CSW with PS evidencing a significantly stronger relationship with CSW than PPS
[Rubin’s z(243) = 5.04; p < 0.001]. In terms of mental health, the two PS subscales were
not related to eating disorder symptom levels. Both were positively correlated with
positive affectivity as well as FNE, with PS showing a significantly stronger association
with FNE whereas PPS was significantly more strongly correlated with PA [Rubin’s
z(245) = 3.77; p < 0.001 and z(245) = -3.16; p < 0.001, respectively]. Only PS-MPS was
positively correlated with DASS-D scores.

Finally, both the PS and PPS subscale scores positively correlated with MEC-MPS
scores, although PS’ relationship with MEC-MPS was significantly stronger in
magnitude [Rubin’s z(243) = 6.23; p < 0.001]. Given this finding as well as similar
results by DiBartolo et al. (2004), we decided to use PPS-MPS as the measure most
purely assessing the dimension of personal standard setting in this study.

Partial Correlations Between Dimensions of Perfectionism and Mental Health
Factors

In order to examine the unique relationship of each dimension of perfectionism (MEC;
PPS) to the measures of psychological outcome, we ran partial correlations (see
Table 2). The relationship of MEC to these measures remained consistent after
controlling for PPS. MEC-MPS was still significantly and positively correlated with
FNE, EDDS, and DASS-D scores. In this analysis, the marginally significant negative
bivariate correlation between MEC-MPS and PANAS-PA scores became statistically
significant.

PPS remained uncorrelated with eating disorder symptom levels and significantly
positively correlated with positive affectivity scores after controlling for MEC-MPS
scores. There were two changes to the pattern of correlations for PPS-MPS and
psychological outcomes, once MEC scores were covaried. First, PPS was no longer
positively correlated with FNE scores. In addition, the nonsignificant correlation
between PPS-MEC and depression scores became significant and negative after
controlling for MEC-MPS scores.

Table 1 Descriptive statistics and correlations of the perfectionism dimensions, mediator variables, and
mental health factors

1 2 3 4 5 6 7 8 9 M SD

1. MEC-MPS – 0.553*** 0.456*** 0.455*** 0.557*** 0.455*** 0.474*** 0.276*** –0.121 58.40 17.71

2. PS-MPS – 0.959*** 0.133 0.462*** 0.132* 0.311*** 0.097 0.277*** 23.16 6.20

3. PPS-MPS – 0.050 0.375*** 0.056 0.228*** 0.047 0.337*** 16.52 4.74

4. SCS – 0.324*** 0.467*** 0.385*** 0.385*** –0.320*** 29.23 9.05

5. CSW – 0.285*** 0.577*** 0.318*** –0.030 116.35 33.20

6. DASS-D – 0.370*** 0.377*** –0.420*** 6.23 5.15

7. FNE – 0.319*** –0.181** 39.28 10.25

8. EDDS – –0.226*** 22.32 13.04

9. PANAS-PA – 25.19 9.07

MEC Maladaptive Evaluative Concerns dimension, MPS Multidimesional Perfectionism Scale, PS
Personal Standards subscale, PPS Pure Personal Standards subscale, SCS Self-Concealment Scale, CSW
Contingent Self Worth factor, DASS-D Depression, Anxiety, and Stress Scale-Depression, FNE Fear of
Negative Evaluation Scale, EDDS Eating Disorder Diagnostic Scale, PANAS-PA Positive and Negative
Affect Scale-Positive Affect

* p < 0.05, ** p < 0.01, *** p < 0.001
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Mediational Analyses

Rather than using the traditional causal steps approach to detecting mediation
described by Baron and Kenny (1986), we adapted a product of coefficients strategy
(Preacher and Hayes 2004, 2006). Recent research indicates that this newer approach to
mediational analyses outperforms the causal steps approach both in terms of reducing
error and increasing power (cf. MacKinnon et al. 2002).

Two examples of the product of coefficients strategy are the Sobel test and the
bootstrapping approach (Preacher and Hayes 2004). Both of these approaches directly
test whether mediation exists by examining the difference between the overall effect (c)
of the independent variable (IV) on the dependent variable (DV) and its direct effect
independent of the mediator variable (c’). For these analyses, we use the Sobel test to
determine whether mediation exists. According to the Sobel test, if the z-score of this
difference (c - c’) is statistically significant, then mediation exists. In addition, if the
direct effect (c’) of the IV on the DV is reduced to zero (i.e., no longer significant) in
relation to the total effect (c), then perfect mediation is said to exist. If the direct effect
decreases, but not to 0, partial mediation exists.

We ran a bootstrapping analysis to follow up the results of each Sobel test since Sobel
requires a normal distribution for the indirect effect whereas bootstrapping does not and
thus, is a relatively more powerful test (cf. Shrout and Bolger 2002). The bootstrapping
approach estimates the indirect effect by sampling with replacement, estimating a
standard error of the indirect effects, and determining a 95% confidence interval (CI) of
the population effect. Just like the Sobel, bootstrapping of the indirect effect determines
whether the indirect effect is significantly different from zero. If the CI interval of the
indirect effect does not include 0, then the indirect effect is significant (p < 0.05) and
mediation exists.

Mediational analyses for the relationship between Pure Personal Standards and mental
health. We used the causal steps approach to determining potential mediators between
PPS-MPS scores and mental health variables (see Table 3). Only CSW was included in
these mediational analyses because SC was not correlated with PPS. As can be seen in
Table 3, CSW was a mediator variable in the relationship between PPS-MPS and each
of these measures since its indirect effect was significant. More specifically, CSW fully
mediated the relationship of PPS-MPS and FNE, and partially mediated the relation-
ship of PPS-MPS and PANAS-PA.

Table 2 Correlations (and partial correlations) between the dimensions of perfectionism and mental
health measures

DASS-D FNE EDDS PANAS-PA

PPS-MPS 0.056 0.228*** 0.047 0.337***
Controlling for MEC-MPS (–0.199**) (0.015) (0.092) (0.444***)
MEC-MPS 0.455*** 0.474*** 0.276*** –0.121�

Controlling for PPS-MPS (0.483***) (0.427)*** (0.286***) (–0.328***)

MEC Maladaptive Evaluative Concerns dimension, MPS Multidimensional Perfectionism Scale, PPS
Pure Personal Standards, DASS-D Depression, Anxiety, and Stress Scale-Depression, FNE Fear of
Negative Evaluation Scale, EDDS Eating Disorder Diagnostic Scale, PANAS-PA Positive and Negative
Affect Scale-Positive Affect

** p < 0.01, *** p < 0.001
� p = 0.06
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The difference between the total and direct effect between PPS-MPS and Eating
Disorder Symptoms (EDDS) was significant, indicating that CSW was a mediating
variable (see Table 3). Interestingly, the total effect of PPS-MPS on EDDS was not
statistically significant, however, after controlling for CSW, the direct effect of PPS-MPS
on EDDS became marginally significant and changed direction. This showed that PPS-
MPS had an indirect effect on eating disorder symptoms through the effect of CSW.

Sobel analyses were followed up by the bootstrapping approach. Given that none of
the 95% CIs for the relationships of the PPS with either of these measures contained 0,
the results from the bootstrapping analyses were consistent with the result from the
Sobel tests and showed that CSW mediated the relationship between PPS-MPS and
each mental health measure.

Mediational analyses for the relationship between Maladaptive Evaluative Concerns
and mental health. We utilized a multiple mediational model with both SC and CSW as
potential mediating variables of the relationships between MEC-MPS and the four
mental health measures (see Table 4). Multiple mediational analyses allow for
examination of the overall indirect effect of the mediators in the relationship between
the IV and the DV using the multivariate delta method (cf. Bishop et al. 1975) as well as
the specific indirect effect of each individual mediating variable using Sobel and
bootstrapping tests (Preacher and Hayes 2006).

The pattern of results was identical for the FNE and DASS-D measures. The total
indirect effect of the mediators was significant and an examination of the specific
indirect effects of CSW and SC separately indicated that each was a significant mediator
(see Table 4). In addition, the significant total effect was reduced by a nontrivial amount
by controlling for SC and CSW in the direct effect, indicating a partially mediated effect
for both FNE and DASS-D.

In terms of eating disorder symptoms, the total indirect effect of MEC-MPS was
significant. After controlling for the mediators, the direct effect was no longer

Table 3 Sobel and bootstrap analyses of the indirect effect of contingent self-worth on the relationship
between the Personal Standards dimension of perfectionism and mental health (1,000 bootstrap samples)

IV M DV Total
effect (c)

Direct effect
(c’)

z-Score of the
indirect effect
(c - c’)

95% CI of the indirect
effecta (lower and upper)

PPS-MPS
fi

CSW
fi

DASS-D 0.0610 –0.1105 4.58*** 0.0910, 0.2605

PPS-MPS
fi

CSW
fi

FNE 0.4905*** 0.0283 5.38*** 0.2814, 0.6639

PPS-MPS
fi

CSW
fi

EDDS 0.1311 –0.2998� 4.53*** 0.2695, 0.6355

PPS-MPS
fi

CSW
fi

PANAS-
PA

0.5013*** 0.6223*** –3.01** –0.2220, –0.0464

All values are based on unstandardized path coefficients

IV independent variable, M mediating variable, DV dependent variable, PPS Pure Personal Standards
dimension, MPS Multidimensional Perfectionism Scale, CSW contingent self-worth, DASS-D
Depression, Anxiety, and Stress Scale-Depression, FNE Fear of Negative Evaluation Scale, EDDS
Eating Disorder Diagnostic Scale, PANAS-PA Positive and Negative Affect Scale-Positive Affect

** p < 0.01, *** p < 0.001
� p < 0.10
a If zero is not in the 95% CI, then the indirect effect is significant at p < 0.05 (two-tailed)
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statistically significant, thus, the relationship of MEC-MPS and EDDS was fully
mediated by SC and CSW. An examination of the specific indirect effects indicated that
both mediators were significant.

Lastly, the results of multiple mediation analyses showed that the total indirect effect
for SC and CSW on the relationship between the MEC-MPS and positive affectivity
(PANAS-PA) was significant. The total effect of MEC-MPS on PANAS-PA was
marginally significant whereas the direct effect was not significant at all, suggesting full
mediation. Analysis of the mediators individually revealed that SC was the only
statistically significant mediator; CSW did not contribute to the indirect effects.

Testing for interaction effects. To ensure that none of the mediation effects were
actually interaction effects, we ran univariate analyses of variance on all of the
mediation models, using the dimensions of perfectionism and potential mediators as the
independent variables and measures of mental health as the dependent variables. The
results showed that none of the models had any significant interaction effects (all p-
values >0.05).

Discussion

Contrary to Shafran et al’s model (2002), these data do not support the idea that the
setting of high personal standards confers a more pernicious effect on psychological
well-being then the MEC dimension. The results of this study indicate that associations

Table 4 Sobel and bootstrap analyses of the indirect effect of contingent self-worth and/or self-
concealment on the relationship between the Maladaptive Evaluative Concerns dimension of
perfectionism and mental health (1,000 bootstrap samples)

IV M DV Total
effect (c)

Direct
effect (c’)

Z-score indirect
effect (c - c’)

BCa 95% CI
indirect effecta

(lower and upper)

CSW 0.0072 0.0501
MEC-MPS fi SC fi DASS-D 0.0208 0.0629

Total 0.1326*** 0.0666** 4.75*** 0.0408 0.1005
CSW 0.0770 0.1920

MEC-MPS fi SC fi FNE 0.0114 0.0770
Total 0.2729*** 0.0883* 6.64*** 0.1052 0.2492
CSW 0.0713 0.1746

MEC-MPS fi SC fi EDDS 0.0612 0.1728
Total 0.2039*** –0.0264 5.95*** 0.1542 0.3172
CSW –0.0209 0.0415

MEC-MPS fi SC fi PANAS-PA –0.0960 –0.0374
Total –0.0487� 0.0061 –2.60** –0.0995 –0.0123

All values are based on unstandardized path coefficients

IV independent variable, M mediating variable, DV dependent variable, MEC Maladaptive Evaluative
Concerns dimension, MPS Multidimensional Perfectionism Scale, CSW contingent self-worth, SC self-
concealment, DASS-D Depression, Anxiety, and Stress Scale-Depression, FNE Fear of Negative
Evaluation Scale, EDDS Eating Disorder Diagnostic Scale, PANAS-PA Positive and Negative Affect
Scale-Positive Affect

* p < 0.05, ** p < 0.01, *** p < 0.001
� p < 0.10
a If zero is not in the 95% CI, then the indirect effect is significant at p < 0.05 (two-tailed)
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between the PAS dimension of perfectionism and negative mental health outcomes may
be driven, at least in part, by contamination of subscales by MEC. Consistent with the
results of DiBartolo et al. (2004), removing items reflecting a self-evaluative process
from the original PS subscale of the MPS caused its correlation with MEC-MPS scores
as well psychological distress to decrease. For example, although the zero-order
correlation of the original PS-MPS subscale with DASS-D scores was significant and
positive, PPS-MEC scores were not correlated with depression scores. Hence, we
recommend use of PPS in future research examining how PAS relates to various
outcomes (cf. DiBartolo et al., in press).

Another possible reason that PAS dimensions of perfectionism yield inconsistent
relationships with measures of mental health may be because of PAS’ relationships with
certain third variables (e.g., mediators or the MEC dimension). Thus, two other ways in
which the effects of MEC versus PPS scores were made separate in this study was by
examining the relationship of PPS to pathology while considering other mediating
variables as well as statistically controlling for MEC. Consistent with previous studies
finding that the relationship of PAS scores to psychopathology often decrease once
controlling for MEC scores (DiBartolo et al. 2004; Dunkley et al. 2006; McCreary et al.
2004; Stoeber and Otto 2006), partial correlational analyses revealed that PPS-MPS
scores were no longer associated with our social anxiety measure. Furthermore, the
positive correlation between PPS and positive affectivity became stronger and a new
significant negative correlation appeared between PPS and depression, after controlling
for MEC-MPS scores. These last two findings suggest that these MEC may act as a
suppressor in the relationship of the setting of high standards and psychological well-
being. Although researchers have expressed concerns with the conceptual interpretation
of partialling independent variables (cf. Lynam et al. 2006), these as well as other
similar results (Dunkley et al. 2006; McCreary et al. 2004) raise the intriguing possibility
that a portion of what is captured by PAS-related perfectionism subscales is
conscientiousness and achievement striving that is separable from any negative self-
evaluative processes that increase risk for psychopathology.

Moreover, the results of the simple mediational analyses examining the relationship
between Pure Personal Standards and measures of mental health, when taken together,
suggest that the setting of high standards is actually associated with positive mental
outcomes as has been found in some previous research (cf. DiBartolo et al. 2004; Frost
et al. 1993). In this study, CSW suppressed the strength of the positive relationship
between PPS and positive affectivity and reversed the direction of the relationship
(from positive to negative although only marginally so) between PPS and eating
disorder-related symptomatology. PPS also no longer related to FNE after accounting
for the negative self-evaluative process of CSW.

These data fail to support Shafran et al.’s (2002) notion that high levels of self-
imposed standards increase risk for psychological distress, even for eating disorder
symptomatology. These, and other data (DiBartolo et al. 2004; Dunkley et al. 2006),
raise the question of whether standard setting is maladaptive in and of itself. Future
research needs to consider whether the relationship of PAS to psychopathology is best
understood by considering the relationship of this perfectionism dimension to other
variables. For example, previous studies find that high levels of perfectionistic striving
only predict greater psychological distress in longitudinal studies when interacting with
other risk factors (e.g., Dunkley et al. 2000; O’Connor and O’Connor 2003; Steele et al.
2007). Similarly, the current study suggests that it is the self-evaluative process of CSW,
not necessarily exacting personal standards, that associates with increased risk for
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poorer mental health, a notion consistent with existing theories of perfectionism that
focus on the pernicious effects of negative self-evaluation on psychological well-being
(cf. Bieling, Israeli, and Antony 2003; Bieling, Israeli, Smith et al. 2003; DiBartolo et al.
2004; Frost et al. 1990). Nonetheless, further longitudinal studies are necessary to
understand whether PPS actually functions to create CSW or other risk factors that
increase the likelihood of subsequent psychological distress.

The mediating effect of CSW on the relationship between PPS and psychopathology
is consistent with part of Shafran et al.’s description of the core psychopathology of
clinical perfectionism. In addition to standards that are personally demanding, Shafran
et al.’s model of perfectionism occasionally focuses on the importance of self-evaluation
that is overly dependent on pursuing and achieving goals. This aspect of their model is
consistent with the findings from the current study indicating that CSW is an important
mediator of the relationship that exists between Pure Personal Standards and mental
health indices. As noted above, it is possible that previous research indicating a
relationship between Personal Standards and increased risk for psychological distress
may have misunderstood how PS relates to mental health due to its relationship with
other psychological variables (i.e., CSW) that mediate these relationships, either
partially or fully.

Consistent with prior research (Bieling, Israeli, and Antony 2003; Bieling, Israeli,
Smith et al. 2003; Dunkley et al. 2006; Frost et al. 1990, 1993; Kawamura et al. 2001),
this study found that the MEC dimension of perfectionism yielded consistent
relationships with a number of measures of psychopathology. For example, both zero-
order and partial correlations revealed positive associations of MEC-MPS scores and
each of the measures of psychopathology. In addition, the marginally significant
negative correlation between MEC-MPS scores and positive affectivity became
statistically significant once PPS-MPS scores were controlled. Overall, these data are
consistent with the notion that it is the negative self-evaluative dimension of
perfectionism, including concerns about making mistakes, worrying about criticism
from others, and doubting one’s own actions in pursuit of a goal, that are most closely
associated with psychopathology (cf. Frost et al. 1990). In essence, this dimension may
be what best distinguishes a perfectionist from a conscientious person who simply sets
high standards (DiBartolo et al. 2004; Dunkley et al. 2006; Frost et al. 1990).

To clarify further the relationship between MEC and mental health, the influence of
SC and CSW as mediators was examined using multiple mediational analyses. The
results reveal that both SC and CSW are important to understanding the relationship
between psychopathology and Maladaptive Evaluation Concerns. For example, CSW
significantly mediated the relationship between MEC-MPS scores and all three
psychopathology measures. Previous research indicates that CSW is common in
perfectionists, especially those with MEC, who often base their sense of self-worth on
their ability to achieve their standards (Flett et al. 1998; DiBartolo et al. 2004; Frost
et al. 1993). Not surprisingly, individuals characterized by maladaptive aspects of
perfectionism are more likely to have low unconditional self-acceptance and self-esteem
(Flett et al. 2003) since performance other than perfect is often interpreted as a
significant failure and an indication of one’s worthlessness (Hewitt and Dyck 1986; Frost
et al. 1993). This appears to be an important putative mechanism to account for how
negative self-evaluative processes effect important psychological outcomes.

The finding that SC mediated the relationship between MEC-MPS scores and all four
mental health factors is another important one that has some previous empirical support
(cf. Kawamura and Frost 2004). Prior research indicates that perfectionists are less
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likely to reveal mistakes because mistakes imply a defect in their abilities, incur negative
evaluation from others, and result in a loss of social approval (Frost et al. 1995; Frost
et al. 1997; Hewitt et al. 2003). This concept is consistent with the Hewitt et al.’s (2003)
conceptualization of the perfectionistic self-presentation; perfectionists want to appear
flawless to avoid negative evaluations from others. Unfortunately, the desire to self-
conceal appears to impair perfectionists’ ability to acquire social support (Hewitt and
Flett 2002), resulting in high risk for distress. In fact, SC as a mediator between the
maladaptive aspects of perfectionism and psychological distress may have important
clinical implications. Arguably, SC could interfere with the process of therapy and may
help to account for the relationship between MEC and negative therapeutic outcome as
well as a less satisfying therapeutic alliance (Shahar et al. 2004; Zuroff et al. 2000).

In the current study, SC and CSW fully mediated MEC-MPS’ relationship with eating
disorder symptoms and partially mediated its relationship with depression and anxiety.
These results suggest that the MEC dimension of perfectionism may operate through
different mechanisms for various forms of psychopathology since there is something else
unique to the MEC dimension that relates to depression and anxiety (but not eating
disorder symptom levels). Coping and social support (Dunkley et al. 2003), as well as
other potential mediating variables, warrant attention in future research.

There are several limitations of this study. First, only female undergraduate
participants were recruited. Furthermore, the study utilized a non-clinical population.
Previous research indicated that aspects of perfectionism associated with psychopa-
thology might differ depending upon whether the studies were based on clinical samples
(Bardone-Cone et al. 2007). There is also potential overlap between the setting of high
standards and other pathological cognitive styles, such as high levels of obsessive-
compulsive thinking and rigidity (c.f. Stoeber and Otto 2006). It would be useful for
future studies to investigate if the results can be replicated in a clinical population,
taking into consideration the overlap of perfectionism with different cognitive styles.
Lastly, the study relied on self-reported data, including measures of positive and
negative psychological functioning. Future studies should include more objective
measures, such as actual achievement performance and clinical diagnoses of pathology,
to better clarify the relationship of perfectionism and psychopathology.

Overall, the present study found perfectionism to be a multidimensional construct,
with only the MEC dimension of perfectionism closely associating with psychopathol-
ogy. Contrary to Shafran et al.’s theory (2002), the present study found the setting of
high standards, by itself, did not confer risk for psychopathology and therefore should
not be considered the central aspect of perfectionism in relation to psychological
distress. In addition, consistent with previous studies (DiBartolo et al. 2004; Kawamura
and Frost 2004) and partially with Shafran et al. (2002), the current study identified
CSW and SC as mediating variables between the relationship of perfectionism and
pathology. Taken as a whole, the current study indicates the importance of
understanding the dimensions of perfectionism in relation to one another and exploring
putative mechanisms by which these dimensions relate to important psychological
outcomes. Through this work, researchers and clinicians alike can better address
the clinical implications of the construct of perfectionism and its impact on mental
health.

Acknowledgments We gratefully acknowledge funds from the Nancy Kershaw Tomlinson Memorial
Fund that helped to make this research possible. Thanks are also due to James C. Rosen for permission
to use his questionnaire and to David Palmer and Nick Horton for their statistical consultations.

123

414 Cogn Ther Res (2008) 32:401–417



References

Antony, M. M., Bieling, P. J., Cox, B. J., Enns, M. W., & Swinson, R. P. (1998). Psychometric properties
of the 42-item and 21-item versions of the Depression Anxiety Stress Scales in clinical groups and a
community sample. Psychological Assessment, 10, 176–181.

Antony, M. M., Purdon, C. L., Huta, V., & Swinson, R. P. (1998). Dimensions of perfectionism across the
anxiety disorders. Behaviour Research and Therapy, 36, 1143–1154.

Bardone-Cone, A. M., Wonderlich, S. A., Frost, R. O., Bulik, C. M., Mitchell, J. E., Uppalla, S., et al.
(2007). Perfectionism and eating disorders: Current status and future directions. Clinical Psychology
Review, 27, 384–405.

Baron, M. R., & Kenny, D. (1986). The moderator-mediator variable distinction in social psychological
research: Conceptual, strategic, and statistical considerations. Journal of Personality and Social
Psychology, 51, 1173–1182.

Bastiani, A. M., Rao, R., Weltzin, T. E., & Kaye, W. H. (1995). Perfectionism in anorexia nervosa. The
International Journal of Eating Disorders, 17, 147–152.

Bieling, P. J., Israeli, A., & Antony, M. M. (2003). Is perfectionism good, bad, or both? Examining
models of the perfectionism construct. Personality and Individual Differences, 36, 1373–1385.

Bieling, P. J., Israeli, A., Smith., J., & Antony, M. M. (2003). Making the grade: The behavioral
consequences of perfectionism in the classroom. Personality and Individual Differences, 35, 163–178.

Bishop, Y. M. M., Fienberg, S. E., & Holland, P. W. (1975). Discrete multivariate analysis: Theory and
practice. Cambridge, MA: MIT Press.

Brown, E. J., Makris, G. S., Juster, H. R., Leung, A. W., Heimberg, R. G., & Frost, R. O. (1999).
Relationship of perfectionism to affect, expectations, attributions, and performance in the classroom.
Journal of Social and Clinical Psychology, 18, 98–120.

Bulik, C. M., Tozzi, F., Anderson, C., Mazzeo, S. E., Aggen, S., & Sullivan, P. F. (2003). The relation
between eating disorders and components of perfectionism. The American Journal of Psychiatry,
160, 366–368.

Collins, K. A., Westra, H. A., Dozois, D. J. A., & Stewart, S. H. (2005). The validity of the brief version
of the Fear of Negative Evaluation Scale. Journal of Anxiety Disorders, 19, 345–359.

Cox, B. J., Enns, M. W., & Clara, I. P. (2002). The multidimensional structure of perfectionism in
clinically distressed and college student samples. Psychological Assessment, 14, 365–373.

Cramer, K. M. (1999). Psychological antecedents to help-seeking behavior: A reanalysis using path
modeling structures. Journal of Counseling Psychology, 46, 381–387.

Crocker, J., Luhtanen, R. K., Cooper, M. L., & Bouvrette, A. (2003). Contingencies of self-worth in
college students: Theory and measurement. Journal of Personality and Social Psychology, 85, 894–
908.

DiBartolo, P. M., Frost, R. O., Chang, P., LaSota, M., & Grills, A. E. (2004). Shedding light on the
relationship between personal standards and psychopathology: The case for contingent self-worth.
Journal of Rational-Emotive and Cognitive Behavior Therapy, 22, 241–254.

DiBartolo, P. M., Li, C. Y., Averett, S., Skotheim, S., Smith, L. M., Raney, C., et al. (in press). The
relationship of perfectionism to judgmental biases and psychopathology. Cognitive Therapy and
Research..

Dunkley, D.M., Blankstein, K.R., Halsall, J., Williams, M., & Winkworth, G. (2000). The relation
between perfectionism and distress: Hassles, coping, and perceived social support as mediators and
moderators. Journal of Counseling Psychology, 47, 437–453.

Dunkley, D. M., Blankstein, K. R., Masheb, R. N., & Grilo, C. M. (2006). Personal standards and
evaluative concerns dimensions of ‘‘clinical’’ perfectionism: A reply to Shafran et al. (2002, 2003) and
Hewitt et al. (2003). Behaviour Research and Therapy, 44, 63–84.

Dunkley, D. M., Zuroff, D. C., & Blankstein, K. R. (2003). Self-critical perfectionism and daily affect:
Dispositional and situational influences on stress and coping. Journal of Personality and Social
Psychology, 84, 234–252.

Enns, M. W., Cox, B. J., Sareen, J., & Freeman, P. (2001). Adaptive and maladaptive perfectionism in
medical students: A longitudinal investigation. Medical Education, 35, 1034–1042.

Flett, G. L., Besser, A., Davis, R. A., & Hewitt, P. L. (2003). Dimensions of perfectionism, unconditional
self-acceptance, and depression. Journal of Rational-Emotive and Cognitive Behavior Therapy, 21,
119–138.

Flett, G. L., Hewitt, P. L., Blankstein, K. R., & Pickering, D (1998). Perfectionism in relation to
attributions for success or failure. Current Psychology: Developmental, Learning, Personality, Social,
17, 249–262.

123

Cogn Ther Res (2008) 32:401–417 415



Frost, R. O., Heimberg, R. G., Holt, C. S., Mattia, J. I., & Neubauer, A. L. (1993). A comparison of two
measures of perfectionism. Personality and Individual Differences, 14, 119–126.

Frost, R. O., & Henderson, K. J. (1991). Perfectionism and reactions to athletic competition. Journal of
Sport and Exercise Psychology, 13, 323–335.

Frost, R. O., Marten, P., Lahart, C., & Rosenblate, R. (1990). The dimensions of perfectionism. Cognitive
Therapy and Research, 14, 449–468.

Frost, R. O., Trepanier, K. L., Brown, E. J., Heimberg, R. G., Juster, H. R., & Makris, G. S. (1997). Self-
monitoring mistakes among subjects high and low in perfectionistic concerns over mistakes.
Cognitive Therapy and Research, 21, 209–222.

Frost, R. O., Turcotte, T. A., Heimberg, R. G., Mattia, J. I., Holt, C. S., & Hope, D. A. (1995). Reactions
to mistakes among subjects high and low in perfectionistic concern over mistakes. Cognitive Therapy
and Research, 19, 195–205.

Garner, D. M., Olmstead, M. R., & Polivy, J. (1983). Development and validation of a multidimensional
eating disorder inventory for anorexia nervosa and bulimia nervosa. International Journal of Eating
Disorders, 2, 15–34.

Halmi, K. A., Sunday, S. R., Strober, M., Kaplan, A., Woodside, D. B., Fichter, M., et al. (2000).
Perfectionism in anorexia nervosa: Variation by clinical subtype, obsessionality, and pathological
eating behavior. The American Journal of Psychiatry, 157, 1799–1805.

Hewitt, P. L., & Dyck, D. G. (1986). Perfectionism, stress, and vulnerability to depression. Cognitive
Therapy and Research, 10, 137–142.

Hewitt, P. L., & Flett, G. L. (1991a). Dimensions of perfectionism in unipolar depression. Journal of
Abnormal Psychology, 100, 98–101.

Hewitt, P. L., & Flett, G. L. (1991b). Perfectionism in the self and social contexts: Conceptualization,
assessment, and association with psychopathology. Journal of Personality and Social Psychology, 60,
456–470.

Hewitt, P. L., & Flett, G. L. (2002). Perfectionism and stress processes. In: G. L. Flett & P. L. Hewitt
(Eds.), Perfectionism: Theory, research, and treatment (pp. 255–284). Washington, DC: American
Psychological Association.

Hewitt, P. L., Flett, G. L., Sherry, S. B., Habke, M., Parkin, M., Lam, R. W., et al. (2003). The
interpersonal expression of perfection: Perfectionistic self-presentation and psychological distress.
Journal of Personality and Social Psychology, 84, 1303–1325.

Hewitt, P. L., Newton, J., Flett, G. L., & Callander, L. (1997). Perfectionism and suicide ideation in
adolescent psychiatric patients. Journal of Abnormal Child Psychology, 25, 95–101.

Joiner, T. E., & Schmidt, N. B. (1995). Dimensions of perfectionism, life stress, and depressed and
anxious symptoms. Journal of Social and Clinical Psychology, 14, 165–183.

Kawamura, K. Y., & Frost, R. O. (2004). Self-concealment as a mediator in the relationship between
perfectionism and psychological distress. Cognitive Therapy and Research, 28, 183–191.

Kawamura, K. Y., Hunt, S. L., Frost, R. O., & DiBartolo, P. M. (2001). Perfectionism, anxiety, and
depression: Are the relationships independent? Cognitive Therapy and Research, 25, 291–301.

Larson, D. G., & Chastain, R. L. (1990). Self-concealment: Conceptualization, measurement, and health
implications. Journal of Social and Clinical Psychology, 9, 439–455.

Lovibond S. H., & Lovibond, P. F. (1995a). Manual for the Depression Anxiety Stress Scales. Sydney: The
Psychology Foundation of Australia.

Lovibond, P. F., & Lovibond, S. H. (1995b). The structure of negative emotional states: Comparison of
the Depression Anxiety Stress Scale (DASS) with the Beck Depression and Anxiety Inventories.
Behaviour Research and Therapy, 33, 335–343.

Lynam, D. R., Hoyle, R. H., & Newman, J. P. (2006). The perils of partialling: Cautionary tales from
aggression and psychopathy. Assessment, 13, 328–341.

MacKinnon, D. P., Lockwood, C. M., Hoffman, J. M., West, S. G., & Sheets, V. (2002). A
comparison of methods to test mediation and other intervening variable effects. Psychological
Methods, 7, 83–104.

McCreary, B. T., Joiner, T. E., Schmidt, N. B., & Ialongo, N. S. (2004). The structure and correlates of
perfectionism in African American children. Journal of Clinical Child and Adolescent Psychology,
33, 313–324.

Minarik, M. L., & Ahrens, A. H. (1996). Relations of eating behavior and symptoms of depression and
anxiety to the dimensions of perfectionism among undergraduate women. Cognitive Therapy and
Research, 20, 155–169.

O’Connor, R. C., & O’Connor, D. B. (2003). Predicting hopelessness and psychological distress: The role
of perfectionism and coping. Journal of Counseling Psychology, 50, 362–372.

123

416 Cogn Ther Res (2008) 32:401–417



Powers, T. A., Koestner, R., & Topciu, R. A. (2005). Implementation intentions, perfectionism, and goal
progress: Perhaps the road to hell is paved with good intentions. Personality and Social Psychology
Bulletin, 31, 902–912.

Preacher, K. J., & Hayes, A. F. (2004). SPSS and SAS procedures for estimating indirect effects in simple
mediation models. Behavior Research Methods, Instruments, & Computers, 36, 717–731.

Preacher, K. J., & Hayes, A. F. (2006). Asymptotic and resampling strategies for assessing and comparing
indirect effects in simple and multiple mediator models. Manuscript submitted for publication.

Shafran, R., Cooper, Z., & Fairburn, C. G. (2002). Clinical perfectionism: A cognitive behavioural
analysis. Behaviour Research and Therapy, 40, 773–791.

Shahar, G., Blatt, S. J., Zuroff, D. C., Krupnick, J. L., & Sotsky, S. M. (2004). Perfectionism impedes
social relations and response to brief treatment for depression. Journal of Social and Clinical
Psychology, 23, 140–154.

Sherry, S. B., Hewitt, P. L., Besser, A., McGee, B. J., & Flett, G. L. (2004). Self-oriented and socially
prescribed perfectionism in eating disorder inventory perfectionism subscale. International Journal
of Eating Disorders, 35, 69–79.

Shrout, P. E., & Bolger, N. (2002). Mediation in experimental and nonexperimental studies: New
procedures and recommendations. Psychological Methods, 7, 422–445.

Srinivasagam, N. M., Kaye, W. H., Plotnicov, K. H., Greeno, C., Weltzin, T. E., & Rao, R. (1995).
Persistent perfectionism, symmetry, and exactness after long-term recovery from anorexia nervosa.
The American Journal of Psychiatry, 152, 1630–1634.

Steele, A., Corsini, N., & Wade, T. D. (2007). The interaction of perfectionism, perceived weight status,
and self-esteem to predict bulimic symptoms: The role of ‘benign’ perfectionism. Behaviour Research
and Therapy, 45, 1647–1655.

Stice, E., Telch, C. F., & Rizvi, S. L. (2000). Development and validation of the Eating Disorder
Diagnostic Scale: A brief self-report measure of Anorexia, Bulimia, and Binge-Eating Disorder.
Psychological Assessment, 12, 123–131.

Stoeber, J., & Otto, K. (2006). Positive conceptions of perfectionism: Approaches, evidence, challenges.
Personality and Social Psychology Review, 10, 295–319.

Watson, D., Clark, L. A., & Tellegen, A. (1988). Development and validation of brief measures of
positive and negative affect: The PANAS scales. Journal of Personality and Social Psychology, 54,
1063–1070.

Watson, D., & Friend, R. (1969). Measurement of social-evaluative anxiety. Journal of Consulting and
Clinical Psychology, 33, 448–457.

Weeks, J. W., Heimberg, R. G., Fresco, D. M., Hart, T. A., Turk, C. L., Schneier, F. R., et al. (2005).
Empirical validation and psychometric evaluation of the Brief Fear of Negative Evaluation Scale in
patients with Social Anxiety Disorder. Psychological Assessment, 17, 179–190.

Wilson, J. K., & Rapee, R. M. (2005). The interpretation of negative social events in social phobia with
versus without comorbid mood disorder. Journal of Anxiety Disorders, 19, 245–274.

Zuroff, D. C., Blatt, S. J., Sotksy, S. M., Krupnick, J. L., Martin, D. J., Sanislow, A., et al. (2000). Relation
of therapeutic alliance and perfectionism to outcome in brief outpatient treatment of depression.
Journal of Consulting and Clinical Psychology, 68, 114–124.

123

Cogn Ther Res (2008) 32:401–417 417




