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Abstract
Background:

Previous research has reported positive correlations between

perfectionism, anxiety and depression within community adolescent samples.
Psychological distress has the potential to develop into adulthood; therefore
consideration is required about potential mechanisms that could positively impact
on this trajectory. Self-compassion has been shown to be negatively associated
with psychopathology and positively related to psychological well-being. It has
also been found to be inversely related to maladaptive perfectionism (negative
aspects of perfectionism) in adult populations. No previous studies have examined
both constructs of perfectionism and self-compassion in an adolescent population
and what impact they may have on psychological distress and well-being.

Aims: This research had two aims: 1. Conduct a systematic literature review
exploring the relationship between perfectionism and anxiety/stress in young
people; 2. Establish empirically whether perfectionism and self-compassion have a
role in the prediction of psychological distress and psychological well-being in an
adolescent population.

Method: For the first aim a systematic review of the literature was conducted to
identify studies that explored the relationships between perfectionism and
anxiety/stress in young people.

Fourteen papers were identified which were

subsequently subjected to methodological appraisal using quality criteria.

To

address the second aim an empirical study was conducted. It was a cross-sectional,
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quantitative design using self-report surveys, in an adolescent population (n=128;
64.1% female, mean age 16.24 years) across schools in Edinburgh.

Results: The results of the systematic review suggested that there is a significant
relationship between perfectionism and anxiety and/or stress in young people;
however, some inconsistent results were found between the perfectionism subtypes
and their impact on anxiety. Methodologically, the studies held good internal
validity, but external validity was poor meaning that the ability to generalise
findings beyond the remit of the studies was questionable. The results of the
empirical study demonstrated a significant relationship between perfectionism and
self-compassion and a subsequent relationship with psychological distress and
psychological well-being in the adolescent population.

An interaction effect

between perfectionism and self-compassion was also established for some of the
variables, with self-compassion playing a particularly significant role in this
relationship.

Conclusions: Overall, there is evidence to suggest a link between perfectionism
and psychopathology in adolescents.

The factors of perfectionism and self-

compassion demonstrated a significant relationship, with both constructs having an
impact on psychological well-being in particular. Self-compassion demonstrated a
strong predictive relationship to both psychological distress and psychological
well-being.

The significant findings regarding self-compassion in particular

suggest that it may be a potential strategy for working with young people (either
clinically or in academic settings) who experience psychological distress related to
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perfectionistic tendencies.

Further research exploring perfectionism and self-

compassion and the link with psychopathology in adolescents is much needed. In
particular, studies are required which attempt to focus on this area with alternative
designs (non cross-sectional), different methodologies and various clinical and
non-clinical adolescent populations.
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Abstract
Perfectionism has been conceptualised as a multidimensional construct with both
adaptive and maladaptive elements and intrapersonal and interpersonal influences.
Anxiety and stress are prevalent in children and adolescents, with detrimental
trajectories into adulthood. Perfectionism has been suggested as a risk factor for
anxiety in this population. A systematic review was conducted on 14 studies
exploring the relationship between perfectionism and stress/anxiety with children
and adolescents.

The majority of studies reported a significant relationship

between perfectionism and anxiety and/or stress, albeit some inconsistent results
were found between the specific factors of perfectionism and their impact on
anxiety.

The studies held good internal validity but the ability to generalise

findings beyond the remit of the studies was questionable. Further research is
required using a consistent conceptualisation of perfectionism and measurement of
stress as well as further studies exploring the specific relationship between stress
and perfectionism.

It is anticipated that expanding the knowledge base in

perfectionism and its impact on anxiety/stress will assist in supporting parents and
those working with young people.
Keywords: Perfectionism, Anxiety, Stress, Children, Adolescents
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Introduction
Conceptualisations of Perfectionism
Perfectionism has been described as a personality construct with both intrapersonal
and interpersonal influences. The conceptualisation of perfectionism is typically
divided into three different factions: definitions in which perfectionism is a unitary
concept, a dyadic concept or as a multidimensional construct. Hamachek (1978)
proposed that perfectionism was a dual construct and that it goes beyond just
behaviours. His main theory underpinned by cognitive theory proposed that how a
person thinks internally about the behaviours can lead to perfectionism. Hamachek
(1978) expressed perfectionism in two forms: normal perfectionists and neurotic
perfectionists. Normal perfectionists are able to recognise their own strengths and
set realistic boundaries and expectations for themselves. Neurotic perfectionists
are unable to do this and instead focus on thoughts of failing and therefore often do
not attempt tasks due to the strength of these cognitions. Hamachek (1978) theory
of perfectionism was innovative at the time; however, whilst he acknowledged the
role of cognition and particularly the role of negative and distorted thinking, he
typically diagnosed perfectionism based on the behaviours individuals displayed,
therefore often undermining the role of cognition despite his assertions.
Additionally, Hamachek (1978) behaviours were on outcome measures and he did
not focus on the precursors of perfectionism, which were more common. Pacht
(1984) held similar thoughts with regards to perfectionism; however, Pacht (1984)
asserted that normal perfectionism was rare and that the resulting psychopathology
of perfectionism was a typical presentation and therefore perfectionism (as both
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normal and neurotic) can be equally debilitating. Whilst Pacht (1984) derived his
thoughts from a cognitive-behavioural standpoint, it is important to highlight that
as with Hamachek (1978) a majority of their research on perfectionism was based
on those from a clinical population where psychopathology was more prevalent and
therefore both authors are biased towards the neurotic or negative aspects of
perfectionism, what we would now understand or term maladaptive perfectionism.

Burns (1980) at a similar time was developing theory regarding perfectionism as a
unitary or single construct. His research, also underpinned by cognitive theory,
stated that perfectionists had an internal script for self-defeat and that their selfworth was in terms of accomplishments. Burns (1980) stated that the way in which
perfectionists think and drive to reach the unattainable was self-defeating. He
stated that perfectionists tended to hold dichotomised, black and white cognitions
and often their core assumptions revolved around 'should' statements, i.e. 'they
should do better'. Whilst Burns (1980) research were similar to that of Pacht
(1984) he was the first author to acknowledge antecedent factors regarding
perfectionism. Burns (1980) believed that perfectionism was rooted in parent-child
relationships, predisposing and perpetuating self-defeating cognitions. Although
Burns (1980) theories of perfectionism were starting to take on a more systemic
and developmental perspective and gave rise to subsequent authors who examined
the origins of perfectionism, his research were very much focused on the
measurement of perfectionism with a clinical population.
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Current Conceptualisations of Perfectionism
Derived from the early theories mentioned, contemporary conceptualisations focus
on developmental antecedents, expressed behaviours and internal cognitions about
perfectionism, whilst others describe the construct in terms of expressive elements
based upon measures. Recent theorists Dunkley and Blankstein (2000) propose a
unitary view of perfectionism, based on the theories of Burns (1980). They state
that perfectionism is due to self-critical cognitions stemming from early parentchild relationships.

Dunkley and Blankstein (2000) state that self-critical

perfectionism is therefore only maladaptive and is based on personality
characteristics such as being overly critical, demanding of oneself and constantly
striving for unrealistic expectations and achievements.

Shafran et al., (2002)

concur with Dunkley and Blankstein (2000) and conceptualise perfectionism as a
cognitive-behavioural model which emphasises the importance of self-orientated
(self-critical) perfectionistic attitudes. Shafran et al., (2002) research, conducted in
the eating disorder population, states that clinical perfectionism is maintained by
negatively biased cognitions and self-criticism as individuals attempt to achieve
personally demanding tasks. Shafran et al., (2002) assert that perfectionism is
further maintained by the constant re-evaluation of standards and goals as never
being high enough and that individuals high in perfectionism will pursue these
despite possible adverse consequences (Shafran et al., 2002). The authors also
state that perfectionism is only dominant in one domain (of the most importance to
them) and although acknowledgement is made to the role of interpersonal
influences, it is described as a related construct and not central to perfectionism.
On reflection of Shafran et al., (2002), their conceptualisation is largely based on
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clinical applications of perfectionism with the eating disorder population and
therefore relatively limited. There is also failure to acknowledge previous research
and evidence which substantiates other factors of perfectionism and how systemic
influences (environmental and dynamic factors) impact on levels of perfectionism.
Additionally, some of the arguments presented are contradictory. In particular,
Shafran and colleagues (2002) highlight the negative impact of perfectionism on
the therapeutic alliance (an interpersonal relationship); however dismiss the
importance of interpersonal dimensions of perfectionism. Shafran et al (2002) has
prompted responses from Hewitt, Flett, Besser, Sherry and McGee (2002) and
Dunkley et al., (2006) who have argued that perfectionism is a multifaceted
concept and that extensive research in the past has extended this conceptualisation
(discussed later).

Contemporary dyadic conceptualisations of perfectionism attempt to divide the
concept into: positive/negative, adaptive/maladaptive, normal/neurotic.

Whilst

slight differences exist between these dichotomies, essentially they can be
perceived as comparable in that positive, adaptive and normal perfectionism are
similar dimensions, whereas negative, maladaptive and neurotic are viewed as the
opposite dimension (Damian et al., 2017). Slade and Owens (1998) dual model of
perfectionism describe the concept in relation to reinforcement theory. In Slade
and Owens (1998) model, adaptive perfectionism is sustained by positive
reinforcement and the need for success.

Contrary, maladaptive perfectionism

involves cognitions and behaviours that are driven towards achieving high goals in
order to avert failure and negative consequences. This model echoes the research

9

of Hamachek (1978) in that normal perfectionists are focused on their strengths and
completing tasks the right way, whereas neurotic perfectionists are focused on the
fear of failing. In reviewing this dual model, minimal regard is given to the
possibility that both adaptive and maladaptive perfectionism may co-exist. For
example, an individual may be motivated to complete a task so as to achieve praise
or validation but simultaneously motivated to avoid a negative outcome such as
anxiety if the task is incomplete or not completed on time. Therefore, this model
makes it difficult to assess both adaptive and maladaptive perfectionism in action.
Additionally, other factors are not considered, such as interpersonal relationships
and wider systemic issues.

The conceptualisation of perfectionism has advanced into a construct incorporating
cognitive, behavioural, motivational and interpersonal elements.

As a

multidimensional concept, perfectionism is defined by its antecedents (Hewitt and
Flett, 1991), or by a mix of antecedents and products of perfectionism (Frost,
Marten, Lahart and Rosenblate, 1990). When based on antecedents, the definitions
tend to focus on three ways perfectionism is effecting the individual. Therefore,
they are not antecedents of issues from childhood, but rather the motivations for
perfectionistic type behaviours (Bousman, 2007). The perfectionist strives for high
and often unrealistic standards and attempts to avoid failing of any kind. They also
expect high standards from others in their life and perceive the requirement to
achieve those standards given by others in their interpersonal context. Hewitt and
Flett (1991) state that perfectionism is therefore classified and effectively measured
by the following elements: Self-orientated perfectionism (SOP) where the
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individual believes that they have to be perfect, Other-orientated perfectionism
(OOP) where the individual gives others unrealistic expectations and harsh
evaluation and Self-prescribed perfectionism (SPP) where the individual perceives
that others expect perfection from them. These factors are measured together
through the use of the Multidimensional Perfectionism Scale (MPS; Hewitt & Flett,
1991).

Another multidimensional conceptualisation that defines perfectionism combines a
mix of antecedents with outcomes and is a six factor model as proposed by Frost et
al., (1990). The antecedent aspect of this model relates to parental criticism and
parental expectations whilst the other four elements relate to outcomes or
behavioural aspects: doubts about actions, concerns over mistakes, high standards
and organisation (Frost et a., 1990; Bousman, 2007). A perfectionist would score
in

the

extreme

in

these

items.

Comparing

both

multidimensional

conceptualisations of perfectionism, the six factor model has elements that explore
parental influences; however it is much focused on self-orientated factors and
therefore limited in its conceptualisation. The former three factor model takes into
consideration the elements of how perfectionism is directed - the self, others and
the social environment and therefore provides a more comprehensive perspective
exploring the influences of intrapersonal and interpersonal factors. Considering the
three factor model further, it is only the two factors of SOP and SPP that are often
reported and researched.

There is little research exploring OOP.

The items

pertaining to OOP is collapsed into the dyad of SPP or SOP for purpose of
reporting and not explored as a separate entity. Therefore, few research studies
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have investigated its specific role in the conceptualisation of perfectionism and
with psychopathology. Research conducted by Stoeber (2014) has suggested that
OOP can be linked to narcissism and psychopathy and describes OOP as the 'dark'
form of perfectionism. Although the three factor model of perfectionism is more
frequently used in the research field, the recent assertions proposed by Stoeber
(2014) highlight that there are gaps in the use of this model and that further
research is required exploring how each element contributes to the understanding
of perfectionism.

Conceptualisation of Perfectionism in Children and Adolescents
Flett & Hewitt (2014) stated that there is extensive indication that perfectionism in
children and adolescents is multidimensional. The exploration of perfectionism is
pertinent in young people due to the developmental changes that occur at this time
such as self-consciousness and peer influences, which can impact on selfevaluation (Flett & Hewitt, 2014). With middle childhood, pre-adolescence and
adolescence comes the development of complex emotions and the formation of
close relationships and attachments. Self-presentation strategies are increasingly
used for impression management with peers and there is increased awareness that
actions and performance leads to approval or disapproval by parents and other
attachment figures (Carr, 2006). Young people therefore develop an internalised
view of what standards are expected of their conduct (Kochanska, 1993).

The comprehension of perfectionism in young people has been extensively
investigated using the Child and Adolescent Perfectionism Scale (CAPS) (Flett et
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al., 2001). The scale is based on the Multidimensional Perfectionism Scale (MPS;
Hewitt & Flett, 1991) and measures intrapersonal perfectionism (SOP; selforientated perfectionism) and interpersonal perfectionism (SPP; socially prescribed
perfectionism and other orientated perfectionism) in relation to children. Further
adaptations to the scale have suggested that subdividing the CAPS further into SPP,
SOP-Critical (self-criticism) and SOP-Striving (striving to perfectionism) may hold
stronger validity (McCreary et al., 2004). McCreary and colleagues (2004) used
this three factor model with a sample of African American children aged between
11-12 years and reported good validity. These findings have since been replicated
by O'Connor et al., (2010) in a Scottish adolescent population.

Perfectionism and Anxiety/stress in Children and Adolescents
Rates of stress and anxiety are found to be comparable to adults by the point of
middle adolescence (Essau et al., 2008). Anxiety and stress in adolescence can
potentially lead to the development of psychopathology in adulthood (Wittchen &
Essau, 1993). It is therefore important to ascertain potential precipitating and
perpetuating factors that can play a part in the development of anxiety and stress in
adolescence.

It has been suggested that perfectionism could be a risk factor that contributes and
maintains symptoms of stress and anxiety and has been researched in a number of
populations (Egan, Wade, & Shafran, 2011). Research shows that perfectionism
and consequent psychopathology is more prevalent in females compared to males
(Slaney & Ashby, 1996). Also, in the educational literature, it is proposed that
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young people who are academically gifted experience anxiety in the context of
both SOP and SPP compared to their non-gifted peers (Roberts & Lovett, 1994). It
is suggested that gifted children strive to continually maintain their superior sense
of self (SOP) and to meet the expectations of others such as teachers and parents
(SPP) (Roberts & Lovett, 1994). Research conducted by Neumeister & Finch
(2006) with gifted children showed that SOP was a positive construct
(achievement, motivation and mastery) and elicited positive emotional responses
and that SPP was more negative (fear of failure) and increased the prospect of
anxiety.

The relationship between perfectionism and anxiety (and other

psychopathology) can differ across cultures (Essau et al., 2008). Some research
has demonstrated that perfectionism and risk of psychopathology has been found to
be more prevalent in populations such as Asian Americans and African Americans
(Castro & Rice, 2003) and Chinese students (Greenberger et al., 2000) compared to
Caucasian populations (Castro & Rice, 2003). However research is inconsistent
and few attempts have been made to compare these factors across cultures.

Cross-sectional research with young people has suggested that anxiety and
perfectionism are positively related; highlighting the potential of perfectionism
being a risk factor (Sironic & Reeve, 2015). Within the adult literature, both SOP
(critical) and SPP (measures of maladaptive perfectionism) have consistently
shown a strong relationship with anxiety in non-clinical samples and are deemed a
risk factor for maintaining anxiety disorders (Lo & Abbott, 2013). In contrast,
positive aspects of perfectionism, i.e. measures of personal striving shows a weak
relationship with anxiety, suggesting that it is not a risk factor (Lo & Abbott,
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2013); however, research in this area has shown to be inconsistent when it comes to
children and adolescents. Particular studies have reported a relationship between
SPP and anxiety/stress, such as Hewitt et al., (2002); however, others report that
the association does not withstand after certain variables are partialled out, such as
baseline mood (McCreary et al., 2004). Similar patterns can be seen with SOP and
anxiety (McCreary et al., 2004). O'Connor et al., (2010) suggests that the complex,
dichotomised nature of SOP leads to unpredictable findings regarding the role of
stress and anxiety. O'Connor and colleagues (2010) draw similarities between SOP
and anxiety/stress with the diathesis-stress hypothesis in that the vulnerability
related to perfectionism may be triggered by stress (Flett et al., 1995).

A number of studies have shown a positive correlation between both perfectionistic
striving and perfectionistic concerns in children and adolescents (Flett et al., 2011;
Guignard, Jacquert & Lubart, 2012).

These studies used cross-sectional and

correlational design therefore the predictive validity of perfectionism on anxiety is
unclear and it may be that both constructs exist in a bidirectional relationship
(Damian et al., 2017). Longitudinal studies with adolescents have demonstrated
some similar results (see Damian et al., 2017). Damian et al., (2017) recent
longitudinal study revealed that perfectionistic concerns predicted a long term
increase in symptoms of anxiety in young people over three waves spanning nine
months overall; however, a similar relationship was not found for perfectionistic
strivings. Anxiety symptoms did not appear to predict increases in perfectionism
(Damian et al, 2017). Whilst such studies as Damian et al., (2017) have furthered
the comprehension of the relationship between perfectionism, stress and anxiety a
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number of methodological flaws deem results to be inconclusive. Studies continue
to be cross-sectional and therefore causation cannot be deduced and the use of nonclinical populations means that results cannot be universally applied to clinical
levels (more severe levels of anxiety).

Additionally, studies frequently use

inconsistent measures of perfectionistic striving which poses challenges for
replication studies. Finally, longitudinal studies often do not use time points that
are long enough to determine change and significant findings are often constrained
to older adolescents (Damian et al., 2017).

Aims of Systematic Review
Research regarding the relationship between perfectionism and anxiety/stress in
adolescents is unclear. Anxiety commonly develops in adolescence and continues
in adulthood; therefore future comprehension of variables affecting this level of
psychological distress is required.

An initial search on The Campbell

Collaboration, Cochrane Database of Systematic Reviews (CDSR) and the
Database of Abstracts of Reviews and Effects (DARE) ruled out any systematic
reviews previously conducted in this area.

Therefore the objective of the

systematic review was to explore the following questions:
1. Is there a relationship between perfectionism and anxiety/stress in children
and adolescents?
2. Is there a difference between the factors of perfectionism (adaptive versus
maladaptive, SPP versus SOP) and anxiety/stress in children and
adolescents?
3. Are there any differences between anxiety and stress and its relationship
with perfectionism?
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Whilst the studies being reviewed may involve other aspects of psychological
distress such as depression, suicide, etc, only anxiety and stress will be the main
area of focus.
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Method
Search strategy
A prospective plan for conducting the systematic review was published on
PROSPERO(https://www.crd.york.ac.uk/PROSPERO/display_record.asp?ID=CR
D42016037167). A literature search was conducted between December 2015 and
October 2016.

The following databases were used:

MEDLINE, EMBASE,

PSYCHINFO, ASSIA, CINAHL, SPORTDiscus and ERIC. The search terms used
were: (perfect* OR "fear of failure" OR "high standards") AND (stress OR anxi*)
AND (adolescents OR teen* or child*).

The initial search incorporated non-

English studies for consideration as well as grey literature (i.e. non published
dissertations).

Inclusion criteria
Final studies were only considered if they: were English language, the samples
were under 18 years of age and the studies included a valid measure of
perfectionism and stress/anxiety (including psychological and biological markers).
All research settings and designs were included.

Exclusion criteria
Studies were excluded if they were conducted in an adult population.
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Search results
The initial search combining databases across three main search engines resulted in
a total of 1239 studies (MEDLINE=190, EMBASE=300, PSYCHINFO=463,
ERIC=120, ASSIA==57, CINAHL=69 and SPORTSdiscus=40). A total of 14
studies were identified for review. The references of these studies were reviewed
to check for further potential research; however no further papers were identified.
The flowchart in Figure 1.1 outlines the process followed.

Critical appraisal
The quality of the 14 included studies were assessed.

Quality criteria were

developed by the author (see Appendix C) based on the Scottish Intercollegiate
Guidelines Network (SIGN) 50 Guideline Developer's Handbook (SIGN, 2013).
Reference was also made to the National Institute for Health and Care Excellence
(NICE) quality appraisal for quantitative studies reporting correlations and
associations (NICE, 2012). The author was mindful of potential issues pertaining
to blinding and biases, therefore the quality criteria also referred to Cochrane's
Principles of Critical Appraisal (Higgins and Green, 2008). Quality criteria were
developed in light of recommendations made by Petticrew and Roberts (2006) in
that "off the shelf" checklists are often not appropriate due to the specific nature
they were designed for. Petticrew and Roberts (2006) also state that researchers
should avoid the allocation of overall scores for assessing the quality of studies as
it is more important to explore the methodology aspects of the studies individually
as opposed to providing an overall score to prevent biasing readers. In the current
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systematic review, inter-rater reliability was conducted by an independent
researcher (a post graduate student in Clinical Psychology) who analysed 25% of
the overall studies. Any differences in scoring were discussed until a score was
agreed.

In order to provide a comprehensive review of the final studies, quality criteria
were devised to focus on the following areas: the clarity of research,
representativeness, confounding variables, outcome measures and statistics. The
rationale for these groupings is that it covers the main areas pertinent for systematic
reviews, as recommended by NICE (2012) and Higgins and Green (2008), and
allows for collation and consideration of bias risks across the studies. Further
clarification for the development of the criteria under the various areas is discussed
below:

Clarity of research
Haynes (2006) states that that research questions should be formed so as to
determine which clinical issues should or could be studied as well as underpinning
and rationalizing the need for investigation. It was considered necessary to develop
criterion to assess the preliminary research questions posed in the studies because
an undefined question would prove difficult to gauge how well it has met its
objectives, or how pertinent it is to the question being explored as part of the
overall systematic review.
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Representativeness
As recommended by NICE (2012), internal and external validity is a fundamental
component in conducting empirical research; therefore it was important that studies
sought to consider this as part of the methodology. Studies were reviewed in terms
of internal/external validity if they considered the potential for selection bias
(including inclusion/exclusion criteria) as well as ensuring diversification in the
population to enhance representativeness.

Confounding Variables
The acknowledgement of possible confounding variables in discussing the
outcomes of research can acknowledge potential detection biases. This is more
likely if there is an absence of blinding. The concept of blinding was incorporated
into the quality criteria so as to explore any evidence of detection (reporting) bias.
It is recognised that blinding is not always possible particularly in cohort studies;
however SIGN (2013) guidance stipulates that studies should acknowledge the
presence of biases when failing to use blinding. Blinding is often not appropriate
for self-report methodology as researchers are typically transparent about the
rationale for the study through direct communication or information sheets. This is
consistent with findings by Sheldrake (1999) who found that blinding was not used
by those that performed research using questionnaires and surveys.
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Outcome Measures
As recommended by SIGN (2013), outcome measures should be clearly stated in
studies to acknowledge any risk of detection bias. There should also be evidence
provided that the measures have been used in a reliable way and have previously
been validated in a comparable population. Contact was made with one of the
authors for further information about the data generated in the study and measures
used (Krasnow et al., 1999); however, no response was received.

Statistical Analysis
Criterion was devised to assess power analysis, statistical analysis and the use of
confidence intervals. Where studies failed to discuss power analysis, the author
referred to NICE (2012) recommendations that a power of 0.80 (that is, it is
expected to witness an effect of a certain size, 80% of the time) is a conventionally
accepted criterion. Effect sizes were determined by the author (if not reported), as
recommended by Sink and Stroh (2006). The papers were assessed for the use of
confidence intervals. This is consistent with recommendations by SIGN (2013),
which state that the provision of confidence intervals with research is vital to
determine the accuracy of statistical results and to discriminate between an
inconclusive review and one that demonstrates no significant outcomes.
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Figure 1.1: Systematic Review Flowchart Process

Initial search conducted (Medline=190, Embase=300,
Psychinfo=463, Eric=120, Assia=57, Cinahl=69,
Sportsdiscus=40).
(TOTAL n=1239)

Potential studies after duplicates removed (n=997)

Titles screened (n=997)

Records excluded as
ineligible for review
(n=856)

Abstracts screened (n=141)

Records excluded as
ineligible for review (see
Appendix B), (n=96)

Full article read through to determine eligibility and
(n=45)

Records excluded as
ineligible for review (see
Appendix B), (n=31)

Final studies to be used for review
(n=14)

References of fourteen
included studies screened
for further studies (n=0)
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Results
Characteristics of included studies
Table 1.1 provides a list of the final 14 studies reviewed. The studies reviewed
spanned a total of eight different countries, with a majority of the studies
completed in USA.

Grey material was searched, which resulted in one non-

published dissertation (Arale, 2007) being included. All of the studies reviewed
used a cross-sectional design and were all conducted in a school setting. Whilst a
majority of the studies used general school populations, some targeted a particular
population due to the nature of the research area being explored. Four studies used
a gifted/academically gifted sample (Roberts and Lovett, 1994; Tan and Chun,
2014; Tsui and Mazzocco, 2007; Guignard et al., 2012) and one study used a
sample of adolescent dancers and gymnasts (Krasnow et al., 1999). All of the
studies used self-report survey methodology; however, Dibartolo and Varner
(2012), Roberts and Lovett (1994) and Tsui and Mazzocco (2007) also added an
experimental component to the study, i.e. an anxiety provoking task. Across all 14
studies, the total sample size was n=3,876 (ranging from n=30 to n=1022). The
mean age across the studies was 12.8 years (ranging from 9 years to 15.5 years). A
majority of the samples had a higher proportion of female participants.
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Quality of included studies
Table 1.2 provides an overview of the quality for each study. Each quality criteria
item had a continuum scoring guide from 0 (not met/not applicable/not reported) to
2 (well covered).
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Table 1.1: Data Extraction Table
Study

Study Design, Method

No
participants,

of

Gender

Afshar et al. (2009)
(Iran)

Cross sectional

Mean age
in
years
(SD)

Measure
of
Perfectionism

Measure
Stress

Factors used

How stress is
determined

Age range

Type of Sample
N=793

14.95 (1.61)

PNPS
-

Self-report surveys

Females - 50.3%
General
sample

school
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Range not
known

Two factors:
'positive' and
'negative'
perfectionism

of

Measure of
Anxiety
(clarification
of score given
if
deemed
necessary)
RCMAS

Key Findings
(perfectionism
and
anxiety/stress
only)
Positive
correlation
between anxiety
and
negative
perfectionism in
both sexes with a
large effect size
(males r = 0.577
and females r =
0.641). Negative
correlation
between anxiety
and
positive
perfectionism in
both sexes with a
small effect size
(males r = -0.107
and females r = 0.113).
No
difference

detected after age
adjustment.
Arale (2007)
(USA)
Unpublished dissertation

DiBartolo & Varner (2012)
(USA)

Cross sectional
Self-report surveys

N=75
Females - 58.6%

11.12
(SD
not
known)

General
sample

Range 8 14yrs

school

Cross sectional

N=103

9.74 (1.40)

Self-report surveys and experimental element.

Females - 54.4%

Range 9 12yrs

General
sample

school
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CAPS
(22
item version)
Two factors:
SOP and SPP

CAPS
(22
item version)
Three factors:
SPP,
SOP-S
and SOP-C.

RCMAS

Positive
correlation
between SOP and
RCMAS with a
medium
effect
size;
6%
of
variance
in
anxiety score was
explained
by
SOP. The link
between SPP and
RCMAS
was
non-significant.

SUDS
(Fear
thermometer
from 0-100%
rating, with
100% being
highest).
SUDS
recorded at 10
time
points
over
the

Children high on
SPP experienced
more
anxiety
than children low
in
SPP.
Although
nonsignificant they
also
rated
performance as
important
and
more likely to

-

-

Essau et al. (2008)
(Hong Kong & Germany)

Cross sectional
Self-report surveys

Total n=1022:
Germany:
N=594, Females 59.4%
Hong
Kong
(HK):
N=428, Females 51.9%
General
sample

school
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Germany:
14.6 (1.6)
HK:
13.8 (1.0)
Range
17yrs

12-

CAPS
(22
item version)
Two
factor
model:
SOP
and SPP

-

experiment.

say that they
should
have
performed better
at
post-test
debrief.

SCAS

In both countries,
there
was
a
significant
positive
correlation
between anxiety
and
perfectionism
with a medium
effect size at
(Germany - SOP
r = 0.22, SPP r =
0.23; HK SOP r
= 0.36, SPP r =
0.30).
HK females had
higher anxiety,
SOP and SPP
compared
to
Germany.

Flett et al. (2011)
(Canada)

Cross sectional

N=81

12.8 (0.67)

Females - 54.3%
Self-report surveys
General
sample

Range not
known

school

CAPS
(22
item version)
Two
factors
used: SOP and
SPP

PSWQ-C
-

PCI
Single factor total score

GhorbanDordinejad
& Nasab (2013)
(Iran)

Cross sectional
Self-report surveys

N=239
Females - 53.9%
General
sample

Guignard et al. (2012)
(France)

Cross sectional
Self-report surveys

school

Total N=132
Gender
provided

not
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No
mean/range
reported all defined
as
"third
graders"
(i.e. approx
age 9yrs)

APS-R
3
factors:
maladaptive
perfectionists,
nonperfectionists,
adaptive
perfectionists.

Mean/range
ages
not
provided.
Sample are
5th and 6th

CAPS
(22
item French
translated
version)
Two
factors

FLCAS
-

RCMAS
-

PCI, SOP and
SPP
all
had
elevated levels of
uncontrollable
worry. Strongest
correlation
between PCI and
worry with a
medium
effect
size (r = 0.37).
Rumination fully
mediated
between PCI and
depression.
Maladaptive
perfectionists had
higher FLCAS
scores compared
to
nonperfectionists and
adaptive
perfectionists.
5th graders (11
year olds) have
less
anxiety
compared to 6th
graders (12 year

Hewitt et al. (2002)
(Canada)

Selective sample
academically
gifted population
(in school)

graders
(i.e. approx
age
1112yrs)

used: SOP and
SPP

Cross sectional

N=114

12.3 (1.77)

Self-report surveys

Females - 60.5%

Range
15yrs

CAPS
(22
Item version)
Two
factors
used: SOP and
SPP.

General
sample

school
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10-

CHS (stress)
Total score for
achievement
stress
and
social
stress
subscales.

RCMAS

olds) but they
have
higher
levels
of
perfectionism.
Positive
correlation
between
perfectionism
and anxiety over
the whole sample
with a medium
effect size (r =
0.35). Both SPP
and SOP linked
to
worry/oversensibility factor
in particular.
When adjusted
for age: both
SOP and SPP
positively
correlated with
anxiety with a
medium
effect
size (r = 0.30 and
r
=
0.24
respectively).
SPP
also

Krasnow et al. (1999)
(Canada)

Cross sectional

N=65:

Self-report surveys

Female
sample

15.5 (0.5)
only

Range
18yrs

12-

MPS
Scores
for
perfectionism*

Selective sample
dancers/gymnasts
(in school)

DES/GES
Scores
for
stress*
Stress rated on
a scale from -3
(extremely
negative) to +3
(extremely
positive).

*author
contacted for
items scores no response.
O'Connor et al. (2010)
(Scotland)

Cross sectional
Self-report surveys

N=737
total
(baseline)
Females - 49.8%
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15.2(0.7)
Range

not

CAPS
(14
item version)
Three factors

Acute
Life
Stress
measure

HADS

positively
correlated with
S-Soc with a
medium
effect
size at (r = 0.25).
SOP interacted
with S-Soc and
S-Ach to predict
anxiety.
Total stress and
negative
stress
were correlated
with
Concern
over Mistakes for
both
modern
dancers
and
gymnasts.
Doubts
about
Actions
was
correlated only
with
negative
stress for modern
dancers with a
large effect size
(r = 0.52).
SPP and SOP-C
were
more
strongly related

Roberts & Lovett (1994)
(USA)

N=515
(follow
up/time point 2)
gender split not
provided
General school
sample

provided.

used: SOP-C,
SOP-S
and
SPP.

Score
is
derived
as
Time 2 - Time
1 to indicate
the presence of
stress.

Cross sectional

N=60

13 (0.6)

Self-report surveys and experimental element.

Females - 50%

Range 12.6
- 14.9yrs

MPS
Two
factors
used:
SPP and SOP.

Digit
Temperature
- physiological
measurement
of
stress.
Recorded
every
10
seconds (2 min
task).
Total
Score=post
experimentbaseline.

Mean and
range not
provided,
but states

PNPS
(translated
into Hindi).
Factors used:

Selective sample
academically
gifted population
(in school)

Sub & Prabha (2003)
(India)

Cross sectional
Self-report surveys

N=200
Gender
unknown

split
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-

CAM

TAI
(translated
into Hindi)

to anxiety and
stress than SOPS.
Both SPP and
SOP-C x Acute
life
stress
interaction
accounted
for
variance
in
anxiety (and the
other
distress
being measured).
Gifted children
had higher SOP
than SPP and
demonstrated
higher negative
affect and stress
in response to
perceived
task
failure.

SOP (negative)
was
positively
correlated with
test anxiety and

General
sample

Tan & Chun (2014)
(Singapore)

Cross sectional
Self-report surveys

school

N=225
Females only
Selective sample
academically
gifted population
(in school)
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9th-10th
grade
(i.e. approx
age 15yrs)

SOP (positive),
SOP
(negative),
SPP (positive),
SPP (negative)

Mean age
not
provided.

APS-R

Range
15yrs

14-

AEQ
-

Factors used:
discrepancy,
high standards
and order.

worry with a
small effect size
(r = 0.193 and r
=
0.133
respectively).
SPP (negative)
was
positively
correlated with
test anxiety with
a small effect
size (r = 0.168)
Discrepancy
(associated with
maladaptive
perfectionists)
was found to be a
positive predictor
of anxiety with a
medium
effect
size (r = 0.26).
High standards
was
also
a
predictor
of
anxiety with a
small effect size
(r = 0.19). There
were
no
significant

Tsui & Mazzocco (2007)
(USA)

Cross sectional
Self-report surveys and experimental element.

N=30

11.7 years
(0.42)

Gender split not
known
Selective sample
academically
gifted population
(in school)
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Range not
known

MPS

MARS-E
-

Two
factors
used:
high
perfectionism
and
low
perfectionism

SCARED (for
initial screen
only and to
exclude
anxiety
disorder)

differences
for
anxiety between
adaptive
and
maladaptive
perfectionists.
MARS-E
and
MPS
were
significantly
correlated with a
medium-large
effect size at (r =
0.496).
Three
subscales of MPS
were positively
correlated with
MARS-E:
concern
over
mistakes, doubts
over actions and
parental criticism
with large effect
sizes (r = 0.590,
0.488, and 0.502
respectively).

Measures/Scales:
CAPS=Child and Adolescent Perfectionism Scale (SPP=socially-prescribed perfectionism, SOP=self-orientated perfectionism, SOP-S = self-orientated perfectionism-Striving, SOP-C = self-orientated perfectionism-critical);
SCAS=Spence Children's Anxiety Scale; SUDS = Subjective Units of Distress Scale; PCI = Perfectionism Cognitions Inventory; PSWQ-C = Penn State Worry Questionnaire for Children; APS-R = Almost Perfect Scale-Revised;
FLCAS = Foreign Language Classroom Anxiety Scale; RCMAS = Revised Children and Adolescent Manifest Anxiety Scale; PNPS = Positive and Negative Perfectionism Scale; CHS = Children's Hassles Scale (S-Ach =
Achievement stress, S-Soc = Social Stress); HADS - Hospital Anxiety and Depression Scale; AEQ = Academic Emotion Questionnaire; MPS = Multidimensional Perfectionism Scale; MARS-E = Mathematics Anxiety Rating ScaleElementary; SCARED = Screen for Child Anxiety Related Emotional Disorders; DES/GES = Dance Experience Survey/Gymnastics Experience Survey; CAM = Current Affect Measure
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Table 1.2: Quality criteria scores
Paper

QC 1.1
Focused
Question

QC 2.1
Sampling

QC 2.2
Representativeness

QC 2.3
Attrition

QC
3.1
Power

QC 4.1
Perfectionism
Measure

QC 4.2
Stress
measure

QC 4.3
Anxiety
Measure

QC 4.4
Blinding

QC 5.1
Statistical
Analysis

QC 5.2
Confounding

QC 5.3
Confidence
intervals

Afshar et al. (2009)
(Iran)
Arale (2007)
(USA)
Unpublished
dissertation
DiBartolo & Varner
(2012)
(USA)
Essau et al. (2008)
(Hong
Kong
&
Germany)
Flett et al. (2011)
(Canada)
GhorbanDordinejad
& Nasab (2013)
(Iran)
Guignard et al.
(2012)
(France)
Hewitt et al. (2002)
(Canada)

2

1

2

1

1

2

0

2

0

2

1

2

2

1

2

0

0

2

0

2

0

2

1

0

2

0

2

2

1

2

0

1

1

2

1

0

1

0

1

0

1

2

0

2

0

2

1

0

2

0

1

0

0

2

0

2

0

2

1

0

1

0

0

0

1

2

0

0

0

2

1

2

2

1

1

0

1

2

0

2

0

2

1

0

2

0

1

0

1

2

2

2

0

2

2

0
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Krasnow
et
al.
(1999)
(Canada)
O'Connor et al.
(2010)
(Scotland)
Roberts & Lovett
(1994)
(USA)
Sub
&
Prabha
(2003)
(India)
Tan & Chun (2014)
(Singapore)
Tsui & Mazzocco
(2007)
(USA)

2

1

2

0

0

2

1

0

0

2

1

0

2

0

1

1

1

2

0

2

0

2

2

2

2

1

2

0

0

2

1

0

1

2

0

0

1

0

0

0

1

1

0

2

0

2

0

0

1

1

0

0

1

2

0

2

0

2

0

0

2

0

1

2

0

2

0

2

1

2

2

0
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Clarity of research
Overall, the included studies performed well against this criterion. Ten studies
scored highly (2), with the remaining studies adequately addressing this criteria (1).
For example, Sub and Prabha (2003) and GhorbanDordinejad and Nasab (2013)
failed to provide hypotheses or objectives underpinning the rationale for the
research. Additionally, whilst Essau et al., (2008) and Tan and Chun (2014) stated
clear research questions with assimilated aims and hypotheses, the use of key
terminology within the questions and conclusions were vague and could be open to
misinterpretation by the reader.

Representativeness
The potential for biases across the studies was significant. Reported details of
sampling methods were poor across all studies, with most having inappropriate,
insufficient or absent inclusion and exclusion criteria. Across the studies there was
also a risk of possible selection bias as most failed to provide any information
regarding recruitment of participants. The description of participant characteristics
across the studies was good, with most providing appropriate demographic details,
with the exception of GhorbanDordinejad and Nasab (2013), Sub and Prabha
(2003) and Tan and Chun (2014) which stated minimal details in this regard. Only
two studies provided information about attrition, stating invitation rates and dropout rates (Dibartolo and Varner, 2012; Tsui and Mazzocco, 2007). Therefore, there
was a risk of attrition bias in the remaining studies.

With regards to

representativeness (particularly the consideration of risk of biases), Afshar et al.,
(2009) was the only study to demonstrate a good score across the criteria exploring
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this issue, demonstrating some consideration with regards to internal and external
validity.

Confounding Variables
Whilst it would appear that most of the studies performed poorly in this respect, the
use of blinding was in fact not appropriate for eleven of the studies due to the use
of self-report survey methodology. Dibartolo and Varner (2012), Roberts and
Lovett (1994) and Tsui and Mazzocco (2007) all used an experimental component
as an adjunct to the study and all demonstrated some evidence of blinding. Eight
studies acknowledged possible confounders in the conclusions or limitations of the
research, as opposed to part of the analysis. Three studies (Hewitt et al., 2002;
O'Connor et al., 2010 and Tsui and Mazzocco, 2007) scored highly in this area as
there was evidence of identification and incorporation of influencing variables into
the statistical analysis beyond the main outcome measures being investigated.
Such variables being measured included: gender, test order (the sequence of
experimental tasks), type of test, time points (experimental condition) and state
measures (mood).

The remaining three studies failed to mention possible

confounding variables.

Outcome measures
The perfectionism measures used across the studies were mostly all validated in
child and/or adolescent samples (CAPS; Flett et al., 1997, MPS; Frost et al., 1990,
APS-R; Slaney et al., 2001). The only exception was Sub and Prabha (2003) that
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used the PNP (Terry-Short et al., 1995), which until this point had only been used
with adult populations.

With regards to stress and anxiety, there were more studies exploring anxiety
compared to stress; however, Hewitt et al., (2002), Roberts and Lovett (1994) and
O'Connor et al., (2010) measured both. The four studies measuring stress used
different scales.

Hewitt et al., (2002) scored highly in this regard using the

Children's Hassles Scale (CHS; Kanner et al., 1987); however, the other studies
used measures that have only been used with adult populations and provided no
substantiation of its use and validity with adolescents. The measurement of anxiety
was good across the majority of studies in that a validated measure for children
and/or adolescents was used. Roberts and Lovett (1994) used the Current Affect
Measure and did not mention how this scale was developed or in what capacity it
has been used in the past.

Statistical Analysis
No studies provided an a priori power calculation. Nine studies appeared to be
adequately powered; however the remaining had small sample sizes and were
likely to be underpowered. Across the studies, the analysis mostly took the form of
correlation and regression, consistent with the hypotheses being explored. Only
three studies (Afshar et al., 2009, GhorbanDordinejad and Nasab, 2013 and
O'Connor et al., 2010) provided a confidence interval of 95%.
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Overall quality of methodology
From reviewing the studies, whilst total scores of the quality criteria were not
calculated, observations of the data extraction table suggest that two studies were
the strongest methodologically: Afshar et al., (2009) and O'Connor et al., (2010),
whereas the weakest was Sub and Prabha (2003).

Overall, the quality of

methodology observed over the studies suggests that whilst internal validity is good
(namely study design, outcome measures, discussion of participant characteristics),
the studies were weaker with regards to generalising findings beyond the remit of
the study.

This increases the risk of problems with external validity.

The

insufficient information regarding external validity factors is consistent with other
reviews that state that reporting on this is provided less often than other
methodological issues (Glasgow et al., 2004). Steckler and McLeroy (2008) state
that studies with poor external validity makes the generalisation of research
findings unlikely, and that conclusions made by systematic reviews and metaanalyses can therefore be limited.

Summary of main findings in the context of methodological quality of studies
1. Is there a relationship between perfectionism and anxiety/stress in children
and adolescent populations?
All studies reviewed found a relationship between perfectionism and stress/anxiety
to some extent in the target population being explored. Due to the methodological
issues highlighted with regards to external validity across the studies, it is difficult
to generalise findings beyond the remit of the actual studies. Where overall total
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scores were reported, Essau et al., (2008), Flett et al., (2011) and Tsui and
Mazzocco (2007) all reported a positive correlation between perfectionism and
anxiety/stress with a medium-large effect size.

Essau et al., (2008) study

demonstrated strong methodology, in particular the use of validated measures and
achievement of likely power in light of a large sample size. In contrast, the
findings of Flett et al., (2011) and Tsui and Mazzocco (2007) should perhaps be
treated with caution due to the fact that these were underpowered; however, Flett et
al., (2011) also detected a strong correlation between perfectionistic cognitions
and worry (with a medium effect size) and that this relationship was fully mediated
by rumination. This study used more than one measurement of perfectionism
(perfectionistic cognitions), which is likely to give some strength to the findings.

O'Connor et al., (2010) demonstrated a positive relationship between perfectionism
and anxiety, even when controlling for age. Guignard et al., (2012) also reported a
positive relationship between perfectionism and anxiety and an effect for age, over
the whole sample with a medium effect size; however, in the latter study younger
children had lower anxiety but higher perfectionism compared to their older peers.
Guignard et al., (2012) explained this finding as possibly due to the different
educational transitions being faced by the younger and older adolescent groups.
Whilst O'Connor et al., (2010) had a strong methodology overall, both this study
and Guignard et al., (2012) demonstrated poor sampling and representativeness.
Both studies had insufficient information about inclusion and exclusion criteria and
failed to provide a sufficient description of the demographic details of the
population, which makes replication studies and interpretation difficult.
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2. Is there a difference between the factors of perfectionism (adaptive versus
maladaptive, SPP versus SOP) and anxiety/stress in children and
adolescents?
Afshar et al., (2009) reported a positive correlation between anxiety and
maladaptive perfectionism with a medium effect size and a negative correlation
between anxiety and adaptive perfectionism with a small effect size.

These

relationships were found in both sexes and there were no differences after age
adjustment. Tsui and Mazzocco (2007) reported similar findings in the relationship
between

maladaptive

perfectionism

and

anxiety

compared

to

adaptive

perfectionism. GhorbanDordinejad and Nasab (2013) also found that maladaptive
perfectionists had higher levels of anxiety compared to their adaptive and nonperfectionist peers. Both studies had similar populations (Iranian school pupils),
were well powered and explicitly mentioned the use of 95% confidence intervals;
however, the findings of GhorbanDordinejad and Nasab (2013) should be treated
with caution as the study had poor methodology. The study demonstrated issues
with sampling methods (lack of recruitment methods, inclusion/exclusion criteria,
attrition) and representativeness (lack of discussion regarding demographic
information). It also used the FLCAS, which lacks research supporting its validity.
Tan and Chun (2014) explored the possibility of perfectionism being a predictive
factor on anxiety. The study detected that discrepancy (a factor associated with
maladaptive perfectionism) was a positive predictor of anxiety with a medium
effect size; however, high standards (self set standards) was also a positive
predictor of anxiety with a small effect size. Interestingly, Tan and Chun (2014)
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found no significant differences in anxiety levels when comparing adaptive and
maladaptive perfectionists.

This study therefore highlighted the role of

perfectionism as being a possible predictor with anxiety but that this extends to
both adaptive and maladaptive perfectionism. These findings may be influenced
by the fact that the sample used were all academically gifted females.

Most of the studies reviewed, explored the concept of perfectionism in the two
factors of SOP and SPP (associated as a measure maladaptive evaluative concerns).
Further divisions of SOP were made within some of the studies, which included:
SOP-striving (adaptive), SOP-critical (maladaptive), SOP-S (social stress) and
SOP-Ach (achievement stress).

Hewitt et al., (2002) found no significant

differences between both factors of perfectionism. In this study both SOP and SPP
positively correlated with anxiety with a medium effect size.

Dibartolo et al., (2012) reported that children high on SPP experienced higher
anxiety than children lower in SPP, and that they were more likely to report that
they should have performed better on the experimental task completed. Children
high in SOP-Striving, a measure of positive striving, displayed similar levels of
anxiety to their low SOP peers (Dibartolo et al., (2012). Dibartolo and colleagues
(2012) study suggested a stronger relationship between SPP and anxiety compared
to SOP. Similar conclusions were drawn by O'Connor et al., (2010) and Sub and
Prabha (2003), which both found a positive relationship between maladaptive
perfectionism factors (SOP critical and SPP) and anxiety.

However, contrary

findings were found by Arale (2007) and Roberts and Lovett (1994). Arale (2007)
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reported a positive correlation between SOP and anxiety with a medium effect size
and with 6% of the variance in anxiety explained by SOP. The link between SPP
and anxiety was non-significant.

Roberts and Lovett (1994) found that their

sample of academically gifted children had higher levels of SOP than SPP and
demonstrated higher levels of both anxiety and stress. The studies conducted by
Arale (2007) and Roberts and Lovett (1994) were similar in methodology and
design and it could be hypothesised that the similarity in findings was due to the
populations used.

Roberts and Lovett (1994) used an academically gifted

population and Arale (2007) sample, whilst not academically gifted, included a
diverse population in terms of ethnicity which included a significant proportion
from Chinese American, Japanese American and African American populations.

3. Are there any differences between anxiety and stress and its relationship
with perfectionism?
Four studies measured stress: Krasnow et al., (1999); O'Connor et al., (2010);
Hewitt et al., (2002) and Roberts and Lovett (1994). The latter three studies
measured both stress and anxiety. Roberts and Lovett (1994) incorporated an
experimental component into the design, which evoked stress and measured this
via physiological responses from skin temperature. Across all studies, the
relationship between perfectionism and stress revealed inconsistent results. Both
O'Connor et al., (2010) and Krasnow et al., 1999) found that maladaptive aspects
of perfectionism were positively correlated with stress. Whilst this relationship
was found across all of O'Connor et al., (2010) sample, it was only evident in some
of Krasnow et al., (1994) sample, namely dancers and gymnasts. The latter study
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demonstrated a positive correlation with a large effect size. Krasnow et al., (1994)
demonstrated some issues with methodology in that the study was underpowered
and it failed to provide scoring of measures. It also used a target population
(dancers and gymnasts) which makes direct comparisons with other studies
difficult.

Studies conducted by Hewitt et al., (2002) and Roberts and Lovett (1994) detected
a positive relationship between both adaptive and maladaptive perfectionism and
stress. The former study reported a strong link between SOP and social stress and
achievement stress and the latter detected a link between both SOP and SPP and
stress. It is noteworthy that Hewitt et al., (2002) study was strong in terms of the
stress measure used (validated with young people) and was the only study to score
highly in this regard. An interaction between perfectionism and stress leading to
the prediction of anxiety was reported in two studies. Hewitt et al., (2002) reported
that SOP interacted with social stress and achievement stress to predict high levels
of anxiety. O'Connor et al., (2010) also found that both SPP and SOP-critical,
when interacting with Acute Life Stress, accounted for variance in anxiety. These
findings from the authors imply that the relationship between perfectionism (both
adaptive and maladaptive) may be influenced by stress.

The strength of the

methodology observed in both studies gives weight to the findings.

Whilst

significant findings were reported across all four studies, there were inconsistent
results and it may be that this was due to inconsistent methods of measuring stress
(often by non-validated means).
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Discussion
The aim of this systematic review was to explore the potential relationship between
perfectionism and anxiety/stress in children and adolescents.

A review of 14

relevant studies was undertaken. No other review with this population has been
conducted. Anxiety and stress are widely prevalent in adolescent populations and
the trajectory of this can extend into adulthood (Wittchen and Essau, 1993).
Perfectionism has been suggested as a possible risk factor for the development or
heightening of anxiety symptoms (Egan, Wade, and Shafran, 2011). This review is
therefore pertinent to extend knowledge in this area and to provide some clarity on
the specific nature of the relationship between these factors. This discussion will
focus on responding to the questions being explored for the review. It will also
discuss and hypothesise some of the relevant and interesting findings highlighted in
this review process.

The relationship between Perfectionism and Anxiety/Stress in Children and
Adolescents
The findings from the systematic review confirm a relationship between
perfectionism and anxiety and/or stress and is consistent with assertions made by
previous researchers in the field (Sironic and Reeve, 2015) and with findings from
studies conducted with adults (Lo and Abbott, 2013). All of the studies reviewed
reported a correlation between the perfectionism and anxiety and/or stress with a
medium to large effect size. Whilst all the studies had a relatively good internal
validity, issues with external validity means that it is difficult to generalise beyond
the specific contexts in which these studies were conducted; however, each of the
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studies reported significant results, which demonstrates that the relationship
between perfectionism and anxiety and/or stress holds some validity.

Few studies found significant effects when considering age, gender or ethnicity.
Essau et al., (2008) found that when comparing males and females in Germany and
Hong Kong, females in both areas had higher levels of anxiety and perfectionism
and stronger correlations between these relationships. Guignard et al., (2012) also
found an effect for age stating that younger children had lower anxiety but higher
perfectionism compared to peers one year older. Although not all studies explored
the effects of demographics, the fact that most found no effect for gender is
contrary to previous research which suggests that perfectionism and anxiety is
mainly a female prevalent issue (Slaney and Ashby, 1996). Most of the studies
used correlation or regression designs therefore it is difficult to state the true nature
of the relationship between perfectionism and anxiety/stress. Previous assertions
have suggested that the relationship may be bidirectional (Damian et al., 2017), and
this review is unable to support or reject these hypotheses.

Factors of Perfectionism and Anxiety
The focus on specific factors of perfectionism did not provide any clear or
consistent results across the studies.

Five of the studies found a stronger

correlation between maladaptive aspects of perfectionism with anxiety compared to
positive aspects. Afshar et al., (2009) reported a positive relationship between
maladaptive perfectionism and anxiety (with a large effect size) and a negative
relationship with adaptive perfectionism and anxiety (with a small effect size).
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Tsui and Mazzocco (2007) found a similar relationship between maladaptive
perfectionism and anxiety. Dibartolo et al., (2012), O'Connor et al., (2010) and Sub
and Prabha (2003) all found a positive correlation between SPP (maladaptive) with
anxiety compared to SOP (adaptive). These results had a small to medium effect
size. Contrary findings were reported by Arale (2007) and Roberts and Lovett
(1994) who found that positive aspects of perfectionism (SOP) was significantly
correlated with anxiety and not SPP (maladaptive). Hewitt et al., (2002), Tsui and
Mazzocco (2007) and Tan and Chun (2014) found evidence of both SOP and SPP
strongly relating to anxiety. Tan and Chun (2014) reported the potential predictive
ability of maladaptive and adaptive perfectionism on levels of anxiety. An
interesting observation was made in some of the studies which detected
inconsistent findings (where there was no difference between both adaptive or
maladaptive perfectionism or SOP and SPP and anxiety). Tan and Chun (2014)
and Roberts and Lovett (1994) used an academically gifted population and Arale
(2007), whilst the population was not gifted, it incorporated a diverse population
with significant numbers from Chinese American, Japanese American and African
American. Previous research has highlighted that those who are academically
gifted can experience high anxiety in both domains of SOP and SPP (Neumeister
and Finch, 2006) and that perfectionism and anxiety is a prevalent issue in ethnic
minorities (Castro and Rice, 2003). The findings from these three studies highlight
the need for further research which compares different child and adolescent
populations.
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The inconsistent results across studies, is similar to the general findings in the
wider research field. McCreary et al., (2004) highlight the inconsistency of results
exploring both maladaptive and adaptive aspects of perfectionism with anxiety.
Hewitt et al., (2002) suggests that when other factors are considered alongside
perfectionism (other forms of distress, psychopathology, etc) then often the
relationship between perfectionism and anxiety becomes diluted. This may be the
case for this systematic review as in order to cover a diverse range of research,
studies were included that explored other factors beyond just perfectionism and
anxiety.

The actual conceptualisation of perfectionism may also be influencing the findings
from the review.

Previous research has highlighted the difference in opinion

between whether perfectionism should be treated as a unidimensional or
multidimensional construct and whether self-orientated factors (self-evaluation,
cognition, etc) and interpersonal factors (SPP) contribute equally to the
understanding of perfectionism (see Shafran et al., 2002 and Hewitt et al., 2002).
Furthermore, O'Connor et al., (2010) states that the specific factor of SOP can
impact on studies. In referring to an earlier study conducted by McCreary et al.,
(2004), O'Connor and colleagues (2010) highlight that using SOP as two
dichotomised factors (positive and negative counterparts) can lead to unpredictable
findings between perfectionism and anxiety. There was little consistency between
the studies under review in how the factors of perfectionism were treated, with
some treating SOP as a total factor and others dividing it into positive and negative
elements. Treating the review as a whole, the included studies demonstrated that

50

both adaptive/maladaptive perfectionism, SOP (in its various forms) and SPP can
have links to anxiety. In particular, Guignard et al., (2012) and Flett et al., (2011)
both explored the role of perfectionistic cognitions, ruminating worrying
cognitions, SOP and SPP. Both studies discussed the equal relationship between
cognition, SOP and SPP and how these factors hold a positive correlation with
anxiety. These findings are consistent with Dunkley et al., (2006) who asserts that
both adaptive and maladaptive perfectionism, as well as self-critical evaluation and
interpersonal influences, all contribute equally to the conceptualisation of
perfectionism. This systematic review provides evidence that perfectionism is a
multidimensional construct; however, further research into the factors of
perfectionism is required to improve the consistency in the measurement of this
construct.

Perfectionism and Stress
Only four studies under review explored perfectionism and stress. Two studies
(O'Connor et al., 2010 and Krasnow et al., 1999) reported a positive correlation
between maladaptive perfectionism and stress compared to adaptive perfectionism.
Roberts and Lovett (1994) and Hewitt et al., (2002) found no difference between
maladaptive and adaptive perfectionism, in that they both correlated with stress.
Inconsistent measurements of stress used across the four studies make comparisons
difficult. The author is not aware of previous studies that have been conducted
which compares stress and anxiety (and its relationship with perfectionism), which
may explain the inconsistency in methodology between the studies. However,
Hewitt et al., (2002) and O'Connor et al., (2010) found that stress interacts in the
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relationship between perfectionism and anxiety by strengthening the relationship.
This suggests that stress may play a significant role in both perfectionism and
anxiety. Flett and Hewitt (2014) and Carr (2006) state the developmental changes
that children and adolescents go through (peer/parental influences, impression
management, self-evaluation) can lead to heightened perfectionism and impact on
levels of stress. Further research is required in this area to develop methods of
stress measurement (in comparison with anxiety) and its relationship with
perfectionism.

Limitations of the review
The main limitation of the review is the heterogeneity between studies with regards
to design, measures used, the factors being explored (often including other forms of
psychological distress such as depression, suicide, etc) and the context in which the
research was conducted. These may have been contributory factors towards the
inconsistent findings across the studies. Due to the variability, it was decided not
to pool data or conduct a meta-analysis as the results would be misleading. All of
the studies were cross-sectional; therefore no conclusion can be made on the causal
relationship between perfectionism and anxiety/stress in young people. Most of the
studies used correlations or regressions for analysis, therefore no firm assertions
can be made on the direction of the relationship between the factors. Publication
bias may also have been introduced as the systematic review excluded non-English
language studies.
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Study implications and future research
The findings from the systematic review suggest that there is a relationship
between perfectionism and anxiety in young people, albeit the exact nature of this
relationship is unclear. Regardless of this, these findings have wider implications
in both clinical and theoretical contexts. In clinical practice, practitioners need to
be mindful of the role of perfectionism in conducting assessments of young people
and in developing formulations. Perfectionism may have a role in the perpetuation
of anxiety and stress, which will impact on the form and direction of treatment with
young people.

More awareness should be raised regarding the role of

perfectionism with parents and those working with children and adolescents in
education. In a context where academic demands are made and expected (from
both parents and teachers), perfectionism may increase, which can impact on levels
of anxiety and stress. It is assumed that this would be particularly relevant during
periods of heighted stress, such as exam periods in adolescence.

Further research is required to explore the specific nature of the relationship
between perfectionism and anxiety in various populations of young people and
across different cultures. This would assist in being able to generalise findings
with more confidence.

In particular, comparisons between the factors of

perfectionism and the individual roles of both maladaptive and adaptive
perfectionism are required so as to provide consistency in the conceptualisation of
perfectionism. Furthermore, prospective and longitudinal studies would also assist
in exploring the trajectory of the relationship between perfectionism and anxiety in
young people. Little research has been conducted focusing on perfectionism and
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stress compared to that of anxiety. Further studies are required in this area, namely
the identification of a consistent method of stress measurement.

Conclusions
This review of 14 studies highlighted the significant relationship between
perfectionism (both positive and negative) and anxiety/stress in young people. The
review also provides evidence for perfectionism being conceptualised as a
multidimensional construct. Whilst most studies confirmed significant findings
with strong internal validity, the ability to generalise findings is less apparent.
Future research is required to investigate this area further utilising validated
measures (particularly of stress) with children and adolescents. Expanding the
evidence base in the area of perfectionism and anxiety/stress in young people is
extremely important in consideration of what is understood about the high
prevalence of anxiety disorders in young people and its detrimental trajectory into
adulthood.
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Abstract
During adolescence, perfectionism may be a contributory factor towards
psychopathology. As seen in previous research with adults, self-compassion has
demonstrated an inverse relationship with maladaptive perfectionism and
psychopathology.

Similar studies are yet to be conducted in an adolescent

population. The aim of this study was to explore the relationship between
perfectionism, self-compassion,

psychological

distress

and well-being in

adolescents. The study was a cross-sectional and quantitative design, using selfreport surveys to assess perfectionism, self-compassion, psychological distress,
psychological well-being. It recruited a sample of adolescents (n=128; 64.1%
female, mean age 16.24 years) from schools across the city of Edinburgh.

Results

demonstrated a significant relationship between perfectionism and self-compassion
and a subsequent relationship with psychological distress and psychological wellbeing. A significant interaction effect between perfectionism and self-compassion
was also established, with self-compassion demonstrating a particularly significant
role in the interaction. Further research is required with adolescents that extends
beyond cross-sectional designs and explores possible mediating and/or moderating
factors between perfectionism and self-compassion.
Keywords:

Perfectionism,

Self-Compassion,

Psychological Well-Being, Adolescents.
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Introduction
Adolescence
Adolescence represents transition in the lifespan characterised by a significant rate
in growth and transformation that is second only to that of infancy (Carr, 2006).
Adolescence is a developmental stage where the sense of self is threatened.
Rosenberg (1986) states that adolescents demonstrate a shift from focused
emphasis on social 'exterior' to psychological 'interior'. Adolescents develop more
internal, concealed, psychological dimensions in the form of qualities and attitudes
(Rosenberg, 1986). As a result self-concept at this stage of development becomes
more complex and multidimensional.

According to Harter (1999) adolescents

transition from a period in childhood where their self-representations are positive
and idealistic to a self-evaluation that is more realistic and accurate. Adolescents
show greater differentiation between the ideal self and the real self with greater
differentiation of their self-image (Shirk and Renouf, 1992). Cognitive changes in
adolescents demonstrate a capacity for higher-order reasoning about the self and its
characteristics (Harter, 1999).

The physical aspect of the self becomes less

important compared to psychological aspects. Adolescents have an important inner
world and begin to introspect about it. Harter (1999) states that whilst adolescents
demonstrate the capacity to separate parts of their self, they have the inability to
organise these into a rational, consistent and realistic self-system. As a result, selfevaluation (particularly concerning identity) shows constant fluctuation and
instability during this developmental stage (Demo and Savin-Williams, 1992). As
cognitive changes are developing, interpersonal relationships are also instrumental
in shaping adolescents' self-concept and identity.
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During middle adolescence,

young people learn to predict others' reactions and internalise behavioural values
(Harter, 1999). Self and social comparison information is influential and young
people begin to compare themselves or their behaviour to their past or to other
adolescents. Adolescent identity and the sense of self can become malleable and
reflects the interpersonal domain, demonstrating a sense of self dependent on social
context (Harter, 1999). Peer relationships and identity formation based on peer
judgement leads to greater independence from parents. Peer relationships become
more intense particularly with regard to evaluations of personal capability.
Adolescents start to learn about social and group conformity and what it's like to be
accepted or rejected from peer groups. Adler and Adler (1998) report that those
who belong to popular social groups are more likely to experience an unstable and
vulnerable sense of self due to the perceived fragility of being included or
excluded. The authors also state that those who want to be part of the popular
social groups ('wannabes') can experience status insecurity, low self-esteem and a
lack of identity clarity (Adler and Adler, 1998). During adolescence the physical
self becomes a persistent occurrence (Toombs, 1994) and can impact on early
adolescent self and identity (Brooks-Gunn and Graber, 1999). Simmons (1987)
stated that if physical changes occur suddenly or prematurely compared to peers of
the same age, then the transition to adolescence and early adulthood can have a
negative impact on self-evaluation. Simmons (1987) states that the timing of
puberty (particularly with girls) has a greater influence on self-esteem, identity and
sense of self than puberty itself.
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It is clear that identity during adolescence is fragile and there is uncertainty over
what is the true self. The period is characterised by increased self-consciousness,
introspection, inner conflict, stress, insecurity, and awkwardness (Brinthaupt and
Lipka, 2002). Identity becomes dependent on who is providing the expectations
(or perceived expectations). For example, opinions of the self may be entangled in
the expectations of parents and peers and therefore impression management and
self-presentation becomes significant. The adolescent may therefore experiment
with different roles and identities, which may convey the notion that the sense of
self is unstructured and unsettled (Brinthaupt and Lipka, 2002). All of this is
occurring at a time with major physical changes as the adolescent transitions into a
young adult. The multiple changes during this developmental stage often does not
occur at the same time or the same rate as peers. Therefore, whilst adolescents
learn to experience a complex sense of self and identity, they often do not have the
capacity or experience to make sense of this difficult developmental stage.

In light of the complexities as part of this developmental stage it is not surprising
that psychological distress is a common issue in adolescence (O'Connor et al.,
2009). There is a substantial body of research which demonstrates that the onset,
course and development of psychopathology, such as anxiety and depression, are
associated with stress in early life (Garber, 2010; Hammen, 2009).

Rates of

depression by middle adolescence are comparable to those found in adult
populations (Southall and Roberts, 2002). Anxiety is also a prevalent mental
health problem in adolescence and its trajectory has been found to develop into
adulthood (Hale et al., 2008). The prevalence figures for depression and anxiety in
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adolescents show that this is higher in females compared to males (Carr, 2006).
Additionally, in both sexes psychopathology can be maintained or exacerbated by
such behaviours in adolescence as drug misuse, self-harm or risk taking (Carr,
2006).

Conceptualisation of Perfectionism in Adolescents
The developmental changes that occur in adolescence make perfectionism a
particularly relevant psychological factor, through increased self-consciousness and
awareness of social expectations. Indeed, adolescence is a period of heightened
self-evaluation and vulnerability to evaluation and achievement expectations from
the self and others (Flett and Hewitt, 2014). Perfectionism has been found to be a
predictor of this distress in adolescents (O'Connor, Rasmussen and Hawton, 2010;
Ingram and Price, 2001; Flett and Hewitt, 2002).

Perfectionism has been

conceptualised as a dichotomised construct, made up of positive/adaptive elements
and negative/maladaptive elements and is widely used by researchers to develop
theoretical understandings of perfectionism as well as measurement of this
construct (Damian et al., 2017).

Perfectionism can be a positive/adaptive

personality trait, leading to personal striving and goal achievement. It can also be
negative and maladaptive, characterised by high standards of performance and
trepidation about the social consequences of not being perfect, which can lead to
high levels of distress (Damian et al., 2017). Nevertheless, this conceptualisation
is not as clear as authors' state. Firstly, it is possible that an individual can possess
the ability to demonstrate adaptive and maladaptive perfectionism simultaneously
perhaps through the completion of tasks; however, this conceptualisation makes it
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difficult to assess both aspects in operation.

Secondly, the polarisation of

perfectionism conflicts with what is known about the main theories of personality,
in that often attributes and qualities exist on a continuum (Goldberg, 1992).
Adaptive or maladaptive perfectionism as part of personality traits also therefore
exist on a continuum, which is influenced by numerous intrapersonal and
interpersonal factors.

The dichotomised conceptualisation of perfectionism is

difficult to assess this fully. This may particularly be the case with adolescents
where constant development increases the fluidity of personality characteristics.
Finally, some authors have argued that adaptive perfectionism does not exist
(Benson, 2003). In Benson (2003) reference is made to discussions with Hewitt
and Flett (2001) which state that it is not productive to consider an adaptive
element of perfectionism.

They argue that whilst someone may have high

standards and experience little distress, the strain and effort to maintain such
standards makes these individuals vulnerable to psychopathology. The likelihood
that errors or failures will be made are inevitable and may lead to stress, distress
and eventual psychopathology (see Benson, 2003). These studies demonstrate that
the dichotomised conceptualisation may not be effective in fully understanding the
complexities of perfectionism.

Shafran et al., (2002) argued that perfectionism is predominantly a unidimensional
construct with particular emphasis on the cognitive-behavioural model and selforientated perfectionistic attitudes.

These authors state that individuals have

overdependence on self-evaluation in the pursuit of self-imposed, unrealistic
standards, typically in one domain (Shafran et al., 2002). This stance focuses on
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the internal world of the individual and the role of negative, black and white
cognitions. It conceptualises perfectionism as a maladaptive construct. Shafran et
al., (2002) have faced criticism for their theoretical conceptualisation as their
research is predominately based on eating disorder, clinical populations.
Additionally, as stated earlier the evolution of cognitive capacities and the
importance of interpersonal relationships during adolescence are highly significant.
Shafran et al., (2002) provide little attention to the role of interpersonal
relationships in their conceptualisation nor mention how differences in accessing
the inner world and processes of introspection at different stages of development
may be an influencing factor.

The general consensus amongst researchers is that

perfectionism is a multidimensional construct which embodies the role of
intrapersonal and interpersonal foci (Hewitt, Flett, Besser, Sherry and McGee,
2002; Dunkley et al., 2006). Flett et al., (2002) integrative model of perfectionism
highlights the multidimensional stance of perfectionism by incorporating personal
(temperament, personality, values), parental (parenting styles, practices) and
contextual (culture, relationships, peers) factors that provide evidence for the
development of perfectionism and the perpetuating factors that influence a young
person's pressure to be perfect (Rasmussen and Troilo, 2016). The combination of
these factors provide a holistic and balanced perspective of the influences that
maintain perfectionism as well as acknowledging the important relationships in a
young person's life across multiple contexts. Flett et al., (2002) state that the
multidimensional conceptualisation of perfectionism can be applied to individual
young people and therefore captures the heterogeneity amongst perfectionists.
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The multidimensional conceptualisation of perfectionism has led to the
development of key assessment measures.

The Child and Adolescent

Perfectionism Scale (CAPS; Flett et al., 1997) is one of the most widely used selfreport measures for perfectionism (Flett and Hewitt, 2014) and is based on the
adult measure (Hewitt Multidimensional Perfectionism Scale, HMPS; Hewitt and
Flett, 1991). The CAPS allows for further understanding of perfectionism and the
interaction of other constructs. Similarly to the HMPS, the CAPS has subscales to
assess both self-orientated perfectionism (SOP; striving for extreme personal
standards) and socially prescribed perfectionism (SPP; the perception that others
demand perfection from one's self) (Flett and Hewitt, 2014). Further research with
the CAPS has proposed a three factor structure of perfectionism with young people
(McCreary, et al., 2004). This conceptualisation breaks down SOP into two further
components:

SOP-critical

(self-criticism)

and

SOP-striving

(striving

for

perfectionism). Flett et al., (2016) argue that the positive findings in using this
scale were questionable. They state that McCreary et al., (2004) altered the CAPS
to a significant degree by rewording five of the items and that they used a four
point likert scale instead of five as recommended by Flett et al., (1997). O'Connor
et al., (2009) study also demonstrated a poor fit to their data, therefore developed
their own three factor alternative with a different set of 14 items. The negatively
worded items were removed as were items that loaded complexly with crossloadings on the factors. O'Connor et al., (2009) reported a good fit of this measure
and demonstrated good validity in two adolescent samples. Flett et al., (2016) still
state that this method is problematic in that it contains no reverse coded items,
some of the items can be open to interpretation and only one item openly reflects
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self-criticism. Despite these concerns, it is noteworthy that Flett et al., (2016)
advocated the removal of the negatively worded items of the CAPS as well as
acknowledging that SOP remaining as a single item does cause difficulties when
assessing the different facets of self-orientated perfectionism.

Perfectionism and Psychopathology in Adolescents
There is significant evidence which highlights the potential detrimental effect of
perfectionism in young people (Flett and Hewitt, 2012). Although the majority of
research has been conducted in non-clinical community settings (namely schools),
higher levels of perfectionism have been found in young people with clinically
diagnosed anxiety and depression (Huggins et al., 2008) and in specific
populations, such as elite athletes and gifted students (Morris and Lomax, 2014). It
has also been linked to other forms of psychopathology such as obsessivecompulsive disorder (Soreni et al., 2014), eating disorders (Hewitt, Flett and
Ediger, 1996), poor academic adjustment (Rice and Dellwo, 2001) and an
increased risk of self-harm or suicide (O'Connor et al., 2010). Research exploring
the individual factors of perfectionism and their relationship with psychological
distress has yielded inconsistent results (see O'Connor et al., 2010). Previous
studies measuring adaptive perfectionism (striving) do not show a significant
relationship with psychological distress (O'Connor et al., 2010; McCreary et al.,
2004).

Other studies have reported a strong relationship between SPP and

depression (Flett et al., 1995; Huggins et al., 2008) and between SPP and anxiety
(Essau et al., 2008; Dibartolo et al., 2012); however, Arale (2007) reported no links
between SPP and anxiety and other authors have stated that whilst there is a

73

relationship, it does not withstand when other variables (such as mood) are
considered (McCreary et al., 2004). Hewitt et al., (2002) found that SOP was
positively correlated with depression and anxiety in a sample of young people,
whereas Huggins et al., (2008) found that SOP did not predict concurrent
depression in a comparable study.

The above studies were conducted in non-

clinical settings, use inconsistent measures and are cross-sectional designs. The
ability to generalise results beyond the remit of these studies is therefore
challenging and highlights the potential problems in examining psychological
distress and perfectionism at a factor level instead of a total score. Additionally,
these studies tend to be correlational and therefore only explore relationships
between perfectionism and psychopathology, making it difficult to come to
conclusions about the true nature (and direction) of the relationship. Whilst some
recent studies have suggested that perfectionism and psychopathology exist in a
bidirectional relationship (Damian et al., 2017), further research is required to
explore this relationship further.

The impact of other factors has also demonstrated significance in the relationship
between perfectionism and psychopathology. Hewitt et al., (2002) found that SOP
interacted with social stress and achievement stress to predict high levels of
anxiety. O'Connor et al., (2010) also found that the interaction between SOPcritical and Acute Life Stress accounted for variance in anxiety beyond the
individual results. It could be hypothesised that perfectionism and stress are
functioning in a vulnerability-stress diathesis and that perfectionism may
perpetuate psychopathology under the provocation of stress. Consistent with this,
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O'Connor et al., (2010) reported that even a low amount of reported stress in their
adolescent population was a significant factor in the relationship between SPP and
risks of self-harm and depression.

The Conceptualisation of Self-Compassion in Adolescents
Recent research has focused on the possible influence of positive psychological
well-being on psychopathology (Bluth and Blanton, 2006). Enhancing positive
psychological states can help to reduce vulnerability, enhance resilience and
improve potential developmental outcomes throughout adolescence and into
adulthood (Keyes, Dhingra and Simoes, 2010).

Positive psychology advocates a

shift of focus to strengths and resourcefulness rather than deficits and problems
(Bluth and Blanton, 2006). Whilst this has been researched within adult and
college samples, only recently has it been extended into adolescent populations.
Research on positive processes during adolescence has shown strong relationships
with psychological well-being (Froh et al., 2010). Self-compassion is a factor
which has been associated with positive well-being in adults (MacBeth and
Gumley, 2012). It advocates welcoming and acknowledging negative emotions
rather than stifling them. Engaging in this process can help enhance positive
emotions (Bluth and Blanton, 2006). Whilst there is less research examining selfcompassion with adolescents than in adults, research has demonstrated that selfcompassion can have a positive effect on this age group (Neff, 2003).

There are three interacting components to self-compassion: 1) Adopting a sense of
self-kindness and understanding towards oneself instead of unkind self-criticalness
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and judgment; 2) seeing one's own experiences as being part of the common human
experience rather than isolating oneself; and 3) being aware and mindful of painful
and negative thoughts and emotions rather than becoming tangled and overidentified with them (Neff, 2003). Self-compassion can be a complex process and
elements of its conceptualisation may deem it to be a process that young people
could find difficult. Neff (2003) argues that the process requires wisdom and lived
experience. Gilbert (2009) highlighted that the component of mindfulness as part
of self-compassion is a form of metacognition and attention regulation associated
with increased activity in the prefrontal regions of the brain.

Considering

adolescent stages of cognitive development, some elements of self-compassion
may prove to be difficult for some young people. Self-compassion also requires an
acceptance and welcoming of negative emotions and considering the fluctuating
emotions experienced during adolescence, this process may be overwhelming for
some young people.

Additionally, self-compassion may conflict with other key

stages regarding interpersonal relationships in adolescent development, such as
egocentrism (Elkind, 1967).

Adolescents can develop "the personal fable" in

which they deem their own experiences to be unique to them and that others will
not appreciate what they are experiencing (Lapsley et al., 1989).

Expressing

thoughts and feelings consistent with the personal fable may reduce their sense of
common humanity.

Indeed, Neff and McGehee (2010) found an inverse

relationship between self-compassion and adolescent's experiences of the personal
fable. Self-criticism, isolation and amplified emotions are common features of
teenage years and therefore self-compassion may be lower during this
developmental period (Neff, 2003).
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Körner et al., (2015) argued that self-compassion should be conceptualised as a
two factor model in recognition of self-compassion containing negative items
(isolation,

over-identified

thinking,

self-criticalness)

(mindfulness, common humanity, self-kindness).

and

positive

items

Previous studies with adult

populations have demonstrated significant relationships between positive items of
self-compassion and psychological well-being and negative items of selfcompassion and psychological distress (Lopez et al., 2015; Körner et al., 2015).
Lopez et al., (2015) in particular found that the negative items of self-compassion
held a strong positive correlation with neuroticism and rumination. Whilst some
studies have found that the positive items of self-compassion can act as a potential
safeguard against the negative items of self-compassion as well as depression
(Wong and Mak, 2013), others have argued that the negative items of selfcompassion may play a more significant role when linked with psychopathology,
such as particular measures of stress (Montero-Marin et al., 2016).

The latter

findings are consistent with previous research that have demonstrated that negative
self-compassion may have different clinical correlates and therefore provide further
substantiation for self-compassion to be considered as a positive and negative
factor structure. In particular, strong relationships have been detected between
self-judgement and self-criticism (Zuroff et al., 1990), isolation and social
withdrawal (Rubin and Coplan, 2004) and over-identified thinking with selffocused rumination (Lyubomirsky and Nolen-Hoeksema, 1995).

Neff (2017)

highlighted that the polarisation of self-compassion is not the intended purpose of
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the scale and detracts from the true meaning of self-compassion. Whilst Körner et
al., (2015) conceptualisation allows for the identification of different elements of
self-compassion that some individuals may or may not struggle with, Neff (2017)
argued for the simplicity of measuring self-compassion as a total score, particularly
with adolescents.

Neff (2017) compared several measures of self-compassion

using the Self-compassion Scale and advocated that the total score continued to
demonstrate the most robustness.

Self-Compassion and Psychological Well-Being in Adolescents
Several studies have demonstrated that self-compassion is associated with
psychological health (Samaie and Farahani, 2011).
established

a

large

inverse

relationship

between

A recent meta-analysis
self-compassion

and

psychopathology (namely anxiety, depression and stress) (MacBeth and Gumley,
2012).

It is suggested that self-compassion can act as a form of coping and

safeguarding against the effects of psychopathology by positively impacting
unproductive repetitive thinking (Raes, 2010).

Additionally, research findings

with adults show evidence of how self-compassion can demonstrate indicators of
positive psychological health, satisfaction with life (Neff, 2003), emotional
intelligence (Heffernan et al., 2010), coping skills (Leary et al., 2007) and positive
well-being (Baer, Lykins and Peters, 2012). Self-compassion has also been found
to have a positive impact on interpersonal relationships (Yarnell and Neff, 2013).
Gilbert (2005) suggests that self-compassion promotes well-being because it makes
individuals feel nurtured, attached with others and invokes a sense of emotional
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calmness. Gilbert (1989) proposed that self-compassion can neutralize the threat
system (linked to anxiety, self-protection and the limbic system) and stimulate the
self-soothing system (related to feelings of secure connectedness, being safe and
the oxytocin-opiate system). Therefore, self-compassion can act as a means of
reducing distress as well as heightening a sense of well-being.

Compared to the adult research literature, there are fewer studies that have explored
self-compassion in adolescent populations; however it has demonstrated the
potential for working with young people. A recent meta-analysis replicated a
strong

relationship

between

self-compassion

and

psychological

distress

(depression, anxiety and stress) in adolescents (Marsh, Chan and MacBeth,
personal communication).

Neff and McGehee (2010) found an inverse

relationship between self-compassion and anxiety and depression within their
sample of 14-17 year olds. A recent study also reported a positive correlation
between self-compassion and self-esteem and a negative relationship between selfcompassion and aggression in a population of 16-18 year old students (Barry,
Loflin and Doucette, 2015).

Self-compassion has additionally been found to

mediate the link between self-esteem and psychopathology in a longitudinal study
of 14-17 year olds (Marshall et al., 2015) as well as being a protective factor
following a significant trauma (Zeller et al., 2014). Bluth et al., (2015), in their
recent experimental study with adolescents, reported the prospect of selfcompassion acting as a buffer against stress. Results of this study also revealed that
those higher in self-compassion had a lower stress response, less anxiety and less
negative affect compared to those in the low self-compassion group.
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This

demonstrates the potential effects of self-compassion as being a significant factor
in protecting against the potential detrimental effects of psychopathology as well as
a means of developing coping and resilience within adolescent populations.

Self-compassion and Perfectionism and its relevance to Adolescents
At a higher concept level Neff (2003) has stated that self-compassion is inversely
related to neurotic (maladaptive) perfectionism; in that students elevated in selfcompassion showed reduced maladaptive perfectionism. On a theoretical level,
both concepts of perfectionism and self-compassion have relevance in adolescent
populations, particularly reflecting on previous discussions of self-concept and
identity formation during this stage of development.

As Erikson (1968)

highlighted, the development of self-concept and identity formation is a major task
during adolescence. Erikson's (1968) theories of identity formation stress that
during this time adolescents are preoccupied with constant self-evaluation and will
often hold negative thoughts of themselves.

Luyckx et al., (2008) state that

perfectionism is a personality dimension that is particularly relevant for identity
formation and the development of a possible positive self-concept. They found that
adaptive perfectionists appeared to set realistic goals and plans, had a greater sense
of identity and sense of self.

On the other hand, maladaptive perfectionists

struggled with defining their identity and were preoccupied by negative cognitions
that impeded their success (Luyckx et al., 2008). They concluded that the selfcriticism maladaptive perfectionists experience can impede on a stable identity
formation (Luyckx et al., 2008). Similarly, Rice and Mirzadeh (2000) report an
established link between perfectionism and identity formation. They state that
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perfectionistic adolescents will often disregard their emotional needs to receive
praise or recognition from others (peers, parents, teachers) or to avoid criticism.
Perfectionistic young people are more likely to develop a negative sense of self and
their abilities based on self or other imposed expectations for perfect performance
(Harter, 1998). It is therefore assumed that a young person's identity will likely be
the presentation of the 'ideal' self and perhaps an inaccurate reflection of what is the
true self. Perfectionists become fearful of exposing the true self as a means of
exposing potential flaws or perceived inadequacies.

Johnson and Nozick (2011) conceptualised self-compassion as a reflective process
in which one can defend oneself from harsh self-criticism and the potential loss of
conviction in, and commitment to, self and identity that follows on from it.
Therefore self-compassion has the potential to play a role in the development of
self-concept and identity stability. Rumination can be a prevalent feature during
adolescence, particularly about the self and perceived personal inadequacies.
Evidence suggests that perfectionists more commonly engage in rumination than
others and that rumination strengthens the correlation between maladaptive
perfectionism and distress (Short and Mazmanian, 2013).

Maladaptive

perfectionism is also linked with elevated levels of persistent self-critical thinking
and obstructive attitudes about emotions (James, Verplanken and Rimes, 2015). A
core premise of Erikson (1968) theory of identity formation is that adolescents
develop increased capacity to engage in reflection about who they are and what is
important to them, shaping a sense of personal awareness and a stable sense of self.
Self-compassion can be an effective means of increasing self-awareness and the
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mindfulness aspect in particular can prevent adolescents from obsessively
ruminating on pessimistic thoughts and emotions about themselves and their
abilities.

Argus and Thompson (2008) reported that mindful awareness can

influence the positive relationship between maladaptive perfectionism and
symptoms of depression. Furthermore, Hinterman et al., (2012) reported a
significant relationship between low mindfulness, maladaptive perfectionism,
depression and rumination. Focusing on the individual factors of self-compassion,
research has shown that self-kindness in particular can moderate the relationship
between depression and a specific element of perfectionism (self-criticalness)
(Wong and Mak, 2013). The ability to engage in self-compassion and increase
self-awareness by perceiving experiences as part of the common human experience
could help to achieve clarity, consistency and stability in self-concept and identity
during adolescence (Johnson and Nozick (2011).

Summary and rationale for the current study
From the research discussed, adolescence has the potential to be a stressful period
with increased risks of psychopathology. Perfectionism may be a contributory
factor; however, previous research is inconsistent and marred by limited
methodologies. Self-compassion demonstrates the capacity to buffer against the
risk of developing psychopathology as well as building a positive sense of self,
improving psychological well-being and resilience in adolescent populations. This
research therefore aims to explore perfectionism, self-compassion and their links to
psychological distress and positive psychological well-being in adolescents.
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Aims and Hypotheses
Study 1 Research Questions and Hypotheses:
Research Question 1:

What is the association between perfectionism and

self-compassion?
Hypothesis 1: Perfectionism and self-compassion will be positively correlated.

Research Question 2:

Do

perfectionism

and

self-compassion

predict

psychological distress and psychological well-being?
Hypothesis 2a: High levels of perfectionism will be associated with higher levels
of psychological distress and lower levels of psychological well-being.
Hypothesis 2b: High levels of self-compassion will be associated with lower levels
of psychological distress and higher levels of psychological well-being.
Hypothesis 2c: Perfectionism and self-compassion (interaction) will have an impact
on levels of psychological distress and psychological well-being.
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Methodology
Design
The study was a cross-sectional design which used self-report questionnaires.
Participants
Participants were recruited from four schools in Edinburgh.

A total of 128

adolescents took part in the study. Participants were required to be over the age of
14 years of age to comply with the recommendations made by Neff (2003) in using
the Self-Compassion Scale (SCS). Participants also had to self-identify to be fluent
in English (reading and writing) for completion of the questionnaires. Participants
with a learning disability were not included due to potential challenges in securing
consent.

Procedure
An information letter was given to all potential participants for the attention of their
parents via the teachers in the participating schools. This included an opt out form
for parents to complete and return if they did not want their child to take part (see
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Appendix D). A participant information sheet and consent form was attached to
the questionnaire packs (see Appendix E). At the end of the questionnaire packs
each participant was provided with a debriefing form (see Appendix F).

Across the four schools, a total of 206 potential participants were identified by the
teachers. There was a final participation of n=128, yielding a completion rate of
62%. The questionnaires were distributed within class time. The researcher was
present to answer any questions about completion.

Measures
The following questionnaires were used with participants. Measures were checked
for internal reliability using Cronbach's alpha. Recommendations by George and
Mallery (2003) were used for parameters to determine levels of consistency (>0.9 Excellent, >0.8 - Good, >0.7 - Acceptable, >0.6 - Questionable, >0.5 - Poor, and
<0.5 - Unacceptable).

Demographic Information
The participants were asked to provide information relating to age, school, year of
education, gender and ethnicity.

Self-Compassion Scale (SCS; Neff, 2003)
The SCS is a twenty-six item measure incorporating six subscales: Self-Kindness,
Self-Judgement, Common Humanity, Isolation, Mindfulness and Isolation.
Responses are given on a five point likert scale, with higher scores representing
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higher self-compassion. Previous research has demonstrated concurrent validity,
convergent validity and discriminant validity (Neff, Kirkpatrick and Rude, 2007).
Studies conducted in the past within USA have demonstrated good internal
consistency (α=.90-.95; total score) (Neff and McGehee, 2010). When conducting
Cronbach's alpha analysis in this sample, the subscales demonstrated a good level
of internal consistency, ranging from α=0.71 - α=0.81. However, when taken as a
total score, its internal consistency was questionable (α=0.66). This is consistent
with recent research, which questions the reliability of using the total scores (Neff,
Whitaker and Karl, 2017).

Previous articles have highlighted the strength of

conceptualising the SCS into positive factors (items: mindfulness, self-kindness,
common humanity) and negative factors (items: over-identified, self-judgment,
isolation) (Lopez et al., 2015; Körner et al., 2015). This can allow researchers to
assign a total positive SCS score and a total negative SCS score by calculating the
mean score for each factor set (Körner et al., 2015). Cronbach's alpha for the two
factor model demonstrated a good to almost excellent level of internal consistency
(positive items α=0.88, negative items α=0.88).

This two factor model was

therefore used in this study.

Child and Adolescent Perfectionism Scale- 14 item version (CAPS-14; McCreary
et al., 2004)
The CAPS-14 is a fourteen item scale. Young people are asked to respond on a
Likert scale with 1 being “false – not at all true of me” and 4 “very true of me”.
This adaptation of the scale was developed by McCreary et al., (2004) and is a
three factor model, measuring socially prescribed perfectionism (SPP), self-
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orientated perfectionism-striving (SOP-S) and self-orientated-critical (SOP-C).
This is devised from the original CAPS 22 item scale by Flett et al., (2000).
McCreary et al., (2004) reported an inadequate fit when using the CAPS-22 in their
sample of 481 African American children. A better fit was found when using the
three factor model as suggested above, demonstrating moderate internal
consistency across the three factors as well as predictive validity of both anxiety
and depression. A further study conducted on a Scottish school population also
reported a goodness of fit with this model and good internal consistency across two
samples and at follow-up (SOP-striving α=0.72-0.78, SOP-critical α=0.74-0.75,
SPP α=0.84-0.86) (O'Connor, Dixon and Rasumssen, 2009). A Cronbach's alpha
analysis confirmed an acceptable to good level of internal consistency across the
whole measure (CAPS total score α=0.87) and the three individual factors (SOPstriving α=0.79, SOP-critical α=0.84, SPP α=0.89) within the current sample. The
three sub-scales were used for the study.

Hospital Anxiety and Depression Scale (HADS; Zigmond and Snaith, 1983)
The HADS is a 14 item measure with seven items each assigned to anxiety and
depression (Bjelland et al., 2002). The measure is answered on a 0-3 four point
response category and so the possible scores range from 0-21 for anxiety and 0-21
for depression. Anxiety and depression can be viewed independently or as a total
score. The HADS has correlations between other commonly used measures for
anxiety and depression and were in the range from between r=0.49-0.83. (Bjelland
et al., 2002).

It demonstrated good internal consistency within adolescent

populations (α=0.89; White et al., 1999). Cronbach's alpha analysis conducted on
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the current sample demonstrated an acceptable to good internal consistency
(anxiety α=0.87, depression α=0.71, total score α=0.84). The total score was used
for this study.

BBC Well-Being Scale (Kinderman, Schwannauer, Pontin and Tai, 2011)
The measure comprises of 24 items and rated on a 1-4 Likert scale. The scale is
based on items taken from the four domains in the WHOQOL-BREF (WHOQOL
Group, 1998) – physical health, psychological health, social relationships and
environment. It is also comprised of five domains from the Psychological WellBeing Questionnaire – self acceptance, autonomy, environmental mastery, purpose
in life and personal growth (Ryff, 1989) and three items to reflect the negative
cognitive triad (Kinderman, et al., 2011). The scale has demonstrated excellent
internal consistency (α=0.94; 24 items), significant relationships with key
demographic variables and measures of concurrent validity (see Kinderman et al.,
2011 for full details). A Cronbach's alpha analysis confirmed the excellent level of
internal consistency as (α=0.90; 24 items) in this sample. The total score was used
for this study.

Adolescent Coping Orientation with Problem Experience (A-COPE; Patterson and
McCubbin, 1983)
The A-COPE is a fifty-four item questionnaire aimed at measuring the types of
coping behaviours used in managing difficulties by children and young people.
Respondents are asked to rate their responses to statements asking "how often
they...". Responses are on a five point likert scale from 1 - "never" to 5 - "most of

88

the time". The questionnaire is divided into twelve subscales: ventilating feelings,
seeking diversions, developing self-resilience and optimism, developing social
support, solving family problems, avoiding family problems, seeking spiritual
support, investing in close friendships, seeking professional support, engaging in
demanding activity, being humorous and relaxing (McCubbin, 1983). The measure
has demonstrated a range of internal consistency across the subscales from α=0.500.76; poor to good, but a good consistency level for the total coping score (α=0.89;
McCubbin et al., 2001). The Cronbach's alpha analysis conducted confirmed a
good consistency level for the total score (α=0.83). The total score was used for
this study.

Ethical approval
Ethical permission was granted from the University of Edinburgh School of Health
in Social Science Ethics Research Committee and Edinburgh City Council
Education Services. A copy of the confirmation letters can be found in Appendix
G.

Statistical Analysis
Power Analysis
An a priori power analysis was conducted to determine the necessary sample size.
Similar studies have not been conducted in the past exploring all of these variables
with an adolescent population. However, reference was made to a large scale
validation study of the self-compassion scale with an adult population by Neff
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(2003).

This study demonstrated a significant relationship between self

compassion and perfectionism, anxiety and depression with a medium to large
effect size (r=-0.57, r=0.65 and r=0.51 respectively) with a sample of
undergraduate students.

It was anticipated that regression would be used for

analysis therefore an a priori power analysis was conducted using G* Power (Faul
et al., 2009). Consistent with recommendations by Sink and Stroh (2006),
statistical significance was set at 0.05 and power level was set at 0.80. A medium
effect size of 0.30 was set for the purpose of this study due to limited research
previously conducted and in light of a more modest anticipated sample size
compared to that of Neff (2003). A minimum sample size of 82 was determined.
Hence the current sample was deemed to have adequate statistical power to support
the analysis plan for the study.

Statistical analyses
All data collected through questionnaires were anonymised and entered into SPSS
(version 22). Demographic information relating to the participants was explored
through descriptive statistics to characterise the sample.

T-tests were used to

explore the impact of differences between and within groups of key variables.
Exploration of the relationship between perfectionism and self-compassion was
initially investigated through correlation. Correlation analyses were conducted
using bootstrapping re-sampling method using 2000 bootstrap resamples.
Bootstrapping is a non-parametric method that approximates circuitous effect and
its 95% confidence intervals. It is widely used in correlation models (Wright,
London and Field, 2011). Micceri (1989) highlighted that often real data can
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deviate greatly from normal distribution, implying that standard error and
confidence intervals (SE CI) are rarely accurate.

Therefore traditionally if

researchers protect against falsely rejecting a hypothesis in the presence of outliers,
they will tend to overestimate the SE and width of the CI, which in turn decreases
the power of the study (Wilcox, 1998). Bootstrapping therefore provides a means
of finding accurate SE and CI and can be used with a variety of statistical analyses
(Wright, London and Field, 2011). Efron and Tibshirani (1993) recommend using
a bias-corrected and accelerated method of bootstrapping so that if the mean of the
bootstrapping is biased then this method will help to correct the bias.

The

acceleration refers to the limits of the confidence interval converging more quickly
(Wright, London and Field, 2011). Based on this recommendation, this process
was applied to the dataset.

Relationships between perfectionism, self-compassion, psychological distress and
psychological well-being were initially analysed through multiple regression. Data
was entered using forced entry method as recommended by Studenmund and
Cassidy (1987) and Field (2013). This entry method was used as this preliminary
stage was exploratory and the variables had never been investigated collectively
before. Following this, further analysis was conducted using hierarchical multiple
regression, inputting data in a hierarchical manner based on the significance of
variables within the sample and from the initial multiple regression analyses. In
the hierarchical multiple regressions gender was inputted as the first variable due to
differences detected in scores of psychological distress and self-compassion in the
sample. The main rationale for this was to determine whether the effects of gender
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had an influence on the dependent variables in isolation or whether its combination
with other factors increase influence.

Bootstrapping was not used for the

regression models as recommended by Field (2013); however, robustness was
confirmed through examination of the residuals as discussed below.

Data screening
To assess for normal distribution, data was initially analysed through the formation
of histograms to identify patterns of distribution. Values of skewness and kurtosis
were converted into z-scores as recommended by Field (2013).

This data is

presented in Table H.1 in Appendix H. Field (2013) recommends that z scores
greater than +/-2.58 at p<0.01 or z scores greater than +/-1.96 at p<0.05 indicates
significant issues with skewness or kurtosis. As can be seen in the data, all zscores were non-significant at both levels; therefore it was assumed that the data
was normally distributed.

For the regression analyses linearity and lack of homoscedasticity was confirmed
through partial regression plots as well as a plot of studentized residuals against the
predicted values. According to Field (2013) the Durbin-Watson (DW) statistic
should fall between 1 and 3 to confirm independent errors, the DW in all cases met
this standard. Tolerance values in all analyses were greater than 0.1 and Variation
Inflation Factors (VIF) were less than 10, therefore no multicollinearity was
assumed in all cases. There were no studentized deleted residuals greater than ±3
standard deviations, no leverage values greater than 0.2 and values for Cook's
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distance above 1. Normality was confirmed through assessment of Q-Q plots. All
parameters were recommended by Field (2013).

Missing data
Previous authors have recommended that items with >10% of missing data should
be excluded (Cohen and Cohen, 1983; Fox-Wasylyshyn and El-Masri, 2005). Item
20 in the BBCWBS was deleted as n=14 (10.9%) had failed to complete it.
Internal consistency remained good at α=0.89. This deletion technique is only
recommended where there is a clear pattern as to why the respondents may have
missed this item (Fox-Wasylyshyn and El-Masri, 2005). It is likely that this was
not completed by some in the sample due to the nature of the question relating to
sexual activity, and the respondents being aged between 14-18 years of age.

Eleven items had <10% of missing data (three SCS, three BBCWBS and five
ACOPE). The deletion technique was not used to overcome this issue as this
process can often pose a risk for bias and assume that the data is not missing
completely at random (MCAR) (Tabachnick and Fidell, 2001).

Imputation

technique, namely case mean substitution (Raymond, 1986) was used. Therefore
the respondent's mean score was based upon the items that are present to the
missing score for that individual (Raymond, 1986). It is a preferred method as it
uses data supplied by a case rather than using data provided by other cases.
Previous authors have referred to its robustness (Roth, Switzer and Switzer, 1999;
Downey and King, 1998).
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Results
Descriptive Statistics

Demographic details of all participants are displayed below in Table 2.1.

Table 2.1: Participant demographic details
________________________________________________________________________________
Demographic details (n=128)
________________________________________________________________________________
Age in years
Mean (SD)
16.24 (0.91)
Range
14-18
________________________________________________________________________________
N (%)
________________________________________________________________________________
Gender
Female
82 (64.1%)
Male
46 (35.9%
________________________________________________________________________________
Ethnicity
White (English/Welsh/Scottish/Northern Irish/British
108 (84.4%)
Mixed/multiple ethnic groups (white and Asian)
2 (1.6%)
Asian/Asian British - Indian
1 (0.8%)
Asian/Asian British - Pakistani
1 (0.8%)
Asian/Asian British - Chinese
1 (0.8%)
Black African/Caribbean/Black British - African
2 (1.6%)
Other (included German, Italian, Polish, South American)
12 (9.4%)
Prefer not to say
1 (0.8%)
_____________________________________________________________________________

Descriptive statistics for all variables are displayed in Table 2.2. Paired sample ttests and independent t-tests were conducted to explore significant differences.
Mean total score on the HADS indicated high levels of distress within the sample.
Females reported higher levels of distress (M =16.44, SD = 6.75) compared to
males (M =12.63, SD = 6.18). This difference was significant t(126) = -3.15;
p<0.05, with a medium effect size, d = 0.56.
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With regards to the SCS, females had a higher mean on the negative items (M =
3.44, SD = 0.72) compared to males (M = 2.92, SD = 0.79). This result was
statistically significant t(126) = -3.83; p<0.001, with a medium-large effect size, d
= 0.72. In contrast, females also reported a lower mean on the positive items (M =
2.55, SD = 0.68) compared to males (M = 2.99, SD = 0.74). This was also
statistically significant t(126) = 3.41; p<0.01, with a medium effect size of d =
0.65.

There was no significant difference for gender on any of the perfectionism subscales, BBCWBS and the ACOPE. Pearson correlations revealed that age was not
significantly correlated with any of the measures.

Table 2.2: Descriptive statistics for all variables
___________________________________________________________________
Measure

Mean
Range of scores
Males (SD)
Female (SD)
Total (SD)
(total sample)
________________________________________________________________________________
HADS - Total Score
12.63 (6.18)
16.44 (6.75)
15.07 (6.78)
0-30
CAPS - SOP-S
10.89 (3.16)
10.46 (2.86)
10.62 (2.97)
3-15
CAPS - SOP-C
9.85 (3.88)
11.70 (3.90)
11.03 (3.98)
4-19
CAPS - SPP
20.04 (7.38)
21.93 (7.04)
21.25(7.18)
7-35
SCS - Positive
2.99 (0.76)
2.55 (0.68)
2.71 (0.74)
1-5
SCS - Negative
2.92 (0.79)
3.44 (0.72)
3.25 (0.78)
1-5
BBCWBS Total Score
64.26 (11.08)
58.00 (11.01)
60.25 (11.39)
32-90
ACOPE Total Score
141.89 (24.85) 148.43 (18.85) 146.08 (21.34)
98-192
________________________________________________________________________________
Hospital Anxiety and Depression Scale (HADS) - Total score, Child and Adolescent Perfectionism
Scale (CAPS): Self-Orientated Perfectionism - Striving (SOP-S), Self-Orientated Perfectionism Critical (SOP-C), Socially-Prescribed Perfectionism (SPP). Self-Compassion Scale - Positive items
only (SCS - Positive), Self-Compassion Scale - Negative items only (SCS - Negative). BBC Wellbeing Scale Total Score (BBCWBS total score). Adolescent Coping Orientation for Problem
Experience total score (ACOPE total score). Range of scores (minimum to maximum scores across
sample). Standard deviation (SD).
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Research Question 1:

What is the association between perfectionism and

self-compassion?
Hypothesis 1: There will be a relationship between perfectionism and selfcompassion.

Pearson's bivariate correlation was conducted between the perfectionism and SCS
subscales and the results are presented in Table 2.3.

As hypothesised,

perfectionism and self-compassion showed a significant relationship.

SOP-C was

positively correlated with SCS-negative with a medium effect size. SPP was also
positively correlated with SCS-negative but demonstrated an inverse relationship
with SCS-positive, both results with a medium effect size.

Table 2.3: Bivariate correlation between perfectionism and self-compassion
(associated p values)
________________________________________________________________________________
CAPS
CAPS
CAPS
SCS SCS (SOP-C)
(SOP-S)
(SPP)
Negative
Positive
CAPS (SOP-C)

-

CAPS (SOP-S)

-.484**
(.000)

-

CAPS (SPP)

.411**
(.000)

.159
(.072)

-

SCS Negative

.405**
(.000)

-.031
(.726)

.419**
(.000)

-

SCS -

-.324

.030

-.290**

-.478**

Positive

(.000)

(.733)

(.001)

(.000)

-

________________________________________________________________________________
**p<.001
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Research Question 2:

Do perfectionism and self-compassion predict

psychological distress and psychological well-being?
Hypothesis 2a: High levels of perfectionism will be associated with higher
levels of psychological distress and lower levels of psychological well-being.

Initially both the BBCWBS and the ACOPE were going to be used as measures of
psychological well-being; however, the ACOPE demonstrated poor correlations
with all variables, and was therefore not used for any further analyses. Due to the
gender differences detected in both the HADS and the SCS scores, gender was also
included in multiple regression analyses that incorporated either of these measures;
however, gender was found to be not significant in the analysis and therefore not
presented in the tables below.

The influence of gender was further explored in

hierarchical multiple regression models for hypothesis 2c and is presented later.

Multiple regression demonstrated that psychological distress was predicted from
perfectionism with R2 = 0.24, adjusted R2 = 0.21, a medium effect size (Cohen,
1988). The overall regression model statistically predicted psychological distress
F(4,123) = 9.53, p<0.001.

Psychological well-being was predicted from

perfectionism with R2 = 0.36, adjusted R2 = 0.35, a large effect size (Cohen, 1988).
The overall regression model statistically predicted psychological well-being
F(3,124) = 23.56, p<0.001. All three subscales of perfectionism added statistical
significance to the prediction of both psychological distress and psychological
well-being (when each variable was held constant). The regression coefficients
confirmed a positive relationship between maladaptive perfectionism (SOP-C and
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SPP) and psychological distress and an inverse relationship with psychological
well-being.

Conversely there was a positive relationship between SOP-S and

psychological well-being and an inverse relationship with psychological distress.
The regression coefficients and standard errors can be found in Table 2.4.

Table 2.4: Summary of multiple regression analysis (perfectionism and
psychological distress1 and perfectionism and psychological well-being)
________________________________________________________________________________
Variable
B
SEB
β
________________________________________________________________________________
Psychological Distress (HADS)
Intercept (Constant)
8.45
2.99
SOP-S
-0.66
0.21
-0.29**
SOP-C
0.39
0.17
0.23*
SPP
0.26
0.82
0.28**
________________________________________________________________________________
Psychological well-being (BBCWBS)
Intercept (Constant)
59.25
3.63
SOP-S
2.14
0.31
0.56**
SOP-C
-1.38
0.25
-0.48**
SPP
-0.31
0.13
-0.19*
________________________________________________________________________________
**p<0.001, *p<0.05, B = unstandardized regression coefficient, SEB = standard error of the
coefficient, β = standardized coefficient. 1 Gender incorporated.

Research Question 2:

Do

perfectionism

and

self-compassion

predict

psychological distress and psychological well-being?
Hypothesis 2b:

High levels of self-compassion will be associated with

lower levels of psychological distress and higher levels of psychological wellbeing.

Multiple regression demonstrated that psychological distress was predicted from
self-compassion with R2 = 0.41, adjusted R2 = 0.40, a large effect size (Cohen,
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1988). The overall regression model statistically predicted psychological distress
F(3,124) = 29.11, p<0.001. Psychological well-being was predicted from selfcompassion with R2 = 0.44, adjusted R2 = 0.43, a large effect size (Cohen, 1988).
The overall regression model statistically predicted psychological well-being
F(3,124) = 32.32, p<0.001. Both SCS-positive and SCS-negative added statistical
significance to the prediction of both psychological distress and psychological
well-being (when each variable was held constant). The regression coefficients
confirmed a positive relationship between SCS-positive and psychological wellbeing and an inverse relationship with psychological distress. Conversely there
was a significant relationship between SCS-negative and psychological distress and
an inverse relationship with psychological well-being. The regression coefficients
and standard errors can be found in Table 2.5.

Table 2.5: Summary of multiple regression analysis (self-compassion and
psychological distress2 and self-compassion and psychological well-being2)
________________________________________________________________________________
Variable
B
SEB
β
________________________________________________________________________________
Psychological Distress (HADS)
Intercept (Constant)
8.30
3.90
SCS-positive
-2.51
0.73
-0.27**
SCS-negative
3.83
0.69
0.45**
________________________________________________________________________________
Psychological well-being (BBCWBS)
Intercept (Constant)
58.25
6.42
SCS-positive
6.72
1.19
0.44**
SCS-negative
-4.55
1.13
-0.32**
________________________________________________________________________________
**p<0.001, B = unstandardized regression coefficient, SEB = standard error of the coefficient, β =
standardized coefficient. 2 Gender incorporated.
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Research Question 2:

Do

perfectionism

and

self-compassion

predict

psychological distress and psychological well-being?
Hypothesis 2c:

Perfectionism and self-compassion (interaction) will have

an impact on levels of psychological distress and psychological well-being.

Two separate hierarchical regressions were performed to explore this hypothesis.
Perfectionism sub-scales and self-compassion subscales were grouped together
according to negative/maladaptive and positive/adaptive foci. These factors were
combined to determine the interaction of these variables for the main dependent
variables: psychological distress and psychological well-being.

Gender was

entered as the first variable in both regression models due to its differences
detected in scores of self-compassion and psychological distress in the population.
The other subsequent variables were entered in a hierarchical manner according to
the results detected in the previous multiple regression models (hypothesis 2a and
2b).

1. Hierarchical Regression
Dependent Variable: Psychological Distress
Independent variables (entered in order): Gender, Self-compassion (SCS-negative)
and Maladaptive perfectionism (SPP, SOP-C).

A hierarchical multiple regression was conducted to determine if the addition of
self-compassion (SCS-negative) and maladaptive perfectionism (SPP and SOP-C)
improved the prediction of psychological distress over gender alone. See Table 2.6
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for full details on each regression model. Model 1 was statistically significant (R2
= 0.07, adjusted R2 = 0.06, F( 1, 126) = 9.94, p<0.001), with a small effect size
(Cohen, 1988). The addition of self-compassion (SCS-negative) in Model 2 led to
a statistically significant increase (R2 = 0.36, adjusted R2 = 0.35, F( 2, 125) =
34.68, p<0.001) with the variance explained increasing by 28% with the inclusion
of self-compassion. The addition of SPP (maladaptive perfectionism) in Model 3
and subsequently the addition of SOP-C (maladaptive perfectionism) in Model 4
did not lead to any statistically significant increases. These results demonstrate that
gender and self-compassion (negative) may be a predictor of psychological
distress.

Table 2.6: Hierarchical multiple regression of model of predictors of
psychological distress
Model
Model 1
(Constant)
Gender

B

SEB

β

8.82
3.81

2.07
1.21

0.27**

-2.75
1.25
4.85

2.33
1.07
0.65

0.09
0.56**

-3.76
1.27

2.41
1.06

0.91

R2 = 0.07
Adjusted R2 = 0.06
F = 9.94**
∆R2 = 0.07
∆F = 9.94**
Model 2
(Constant)
Gender
Self-compassion (SCS-negative)
R2 = 0.36
Adjusted R2 = 0.35
F = 34.68**
∆R2 = 0.28
∆F = 55.16**
Model 3
(Constant)
Gender
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Self-compassion (SCS-negative)
SPP (Maladaptive perfectionism)

4.41
0.11

0.71
0.07

0.51**
0.12

-3.58
1.34
4.52
0.13
-0.08

2.43
1.07
0.73
0.08
0.14

0.09
0.53**
0.13
-0.05

R2 = 0.37
Adjusted R2 = 0.35
F = 24.11**
∆R2 = 0.01
∆F = 2.25
Model 4
(Constant)
Gender
Self-compassion (SCS-negative)
SPP (Maladaptive perfectionism)
SOP-C (Maladaptive perfectionism)
R2 = 0.37
Adjusted R2 = 0.35
F = 18.07**
∆R2 = 0.02
∆F = 0.34

**p<0.001

2. Hierarchical Regression
Dependent Variable: Psychological Well-being
Independent variables (entered in order): Gender, Adaptive perfectionism (SOPS) and Self-compassion (SCS-positive).

A hierarchical multiple regression was conducted to determine if the addition of
adaptive perfectionism (SOP-S) and self-compassion (SCS-positive) improved the
prediction of psychological well-being over gender alone. The regression models
are detailed below in Table 2.7. Model 1 was statistically significant (R2 = 0.07,
adjusted R2 = 0.06, F(1, 126) = 9.48, p<0.05), with a small effect size (Cohen,
1988). The addition of adaptive perfectionism (SOP-S) in Model 2 led to a
statistically significant increase (R2 = 0.15, adjusted R2 = 0.13, F(2, 125) = 10.73,
p<0.001), with a medium effect size (Cohen, 1988). Explained variance only
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increased slightly by 8% with the inclusion of adaptive perfectionism. The full
model, which included the addition of self-compassion (SCS-positive) in Model 3
demonstrated the most significant finding and was the best fit for the data (R2 =
0.44, adjusted R2 = 0.43, F(3, 124) = 32.93, p<0.001), with a large effect size
(Cohen, 1988). The explained variance increased by 29% with the inclusion of
self-compassion. These findings highlight that gender, adaptive perfectionism and
self-compassion are significant predictors of psychological well-being.

The

findings also highlight the significant role of self-compassion in this relationship
with the variance showing the most significant increase following the inclusion of
this variable.

Table 2.7: Hierarchical multiple regression of model of predictors of
psychological well-being.
Model
Model 1
(Constant)
Gender

B

SEB

β

70.52
-6.21

3.48
2.03

-0.27*

58.47
-5.81
1.07

4.91
1.6
0.32

0.25*
0.28*

28.73
-1.92
1.04

5.44
1.67
0.26

-0.81
0.27**

R2 = 0.07
Adjusted R2 = 0.06
F = 9.48*
∆R2 = 0.07
∆F = 9.48*
Model 2
(Constant)
Gender
Adaptive perfectionism (SOP-S)
R2 = 0.15
Adjusted R2 = 0.13
F = 10.73**
∆R2 = 0.08
∆F = 11.21*
Model 3
(Constant)
Gender
Adaptive perfectionism (SOP-S)
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Self-compassion (SCS-positive)

8.71

R2 = 0.44
Adjusted R2 = 0.43
F = 32.93**
∆R2 = 0.29
∆F = 64.78**

**p<0.001, *p<0.05
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1.08

0.57**

Discussion
Adolescence is known to be a developmental stage with increased risk of
developing psychopathology, such as anxiety, depression and stress (Garber, 2010;
Hammen, 2009). Previous research has suggested that perfectionism may be a
perpetuating factor (O'Connor, Rasmussen and Hawton, 2010; Ingram and Price,
2001; Flett and Hewitt, 2002). Research in adult populations has demonstrated that
self-compassion can help to reduce psychological distress, whilst conversely
building resilience and promoting psychological well-being (Samaie and Farahani,
2011; Neff, 2003).

There are limited studies that have been conducted with

adolescents in this area. With this in mind, the aim of the current study was to
extend the literature by exploring the impact of perfectionism and self-compassion
on psychological distress and psychological well-being in the adolescent
population.

Results of this study supported the hypothesis that there is a relationship between
perfectionism and self-compassion in an adolescent population.

Specifically,

measures of maladaptive perfectionism (SOP-C and SPP) demonstrated a positive
correlation with the negative items on self-compassion and conversely held a
negative relationship with self-compassion (positive items only).

Adaptive

perfectionism (SOP-S) was positively correlated with the positive items of selfcompassion and negatively correlated with the negative items of self-compassion.
All findings had a medium effect size. These results are consistent with previous
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findings in an adult college sample (Neff, 2003). No significant gender differences
were detected in any of the perfectionism subscales. This is consistent with other
studies that have used the three factor model of perfectionism (O'Connor et al.,
2010; McCreary et al., 2004). In the current study, a significant gender difference
was found on the self-compassion subscales. Females had a higher score on the
SCS-negative and lower score on the SCS-positive compared to their male peers.
This result was significant with a medium effect size.

This gender effect is

inconsistent with Körner et al., (2015), which was conducted in an adult
population, making it difficult to draw direct comparisons; however, it could be
hypothesised that self-compassion differences between males and females diminish
as they get older.

Consistent with our hypothesis, perfectionism was associated with higher levels of
psychological distress and lower levels of psychological well-being with a medium
and large effect size respectively.

All three subscales of perfectionism added

statistical significance to the prediction of both psychological distress and
psychological well-being.

The current study did not compare anxiety and

depression in isolation as the HADS total score was felt to be a good reflection of
psychological distress and demonstrated good reliability.

Therefore it was not

possible to compare anxiety and depression with regards to each of the factors of
perfectionism; however, the results of the current study highlight the predictive
capacity of perfectionism on psychological distress.

This is consistent with

previous research conducted by O'Connor et al., (2010). Factors consistent with
maladaptive perfectionism (SPP and SOP-C) demonstrated a positive relationship
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with psychological distress and a negative relationship with psychological wellbeing.

Conversely adaptive perfectionism (SOP-S) demonstrated a positive

relationship with psychological well-being and a negative relationship with
psychological distress.

Whilst previous studies have failed to demonstrate a

significant correlation with SOP-S (O'Connor et al., 2010; McCreary et al., 2004),
the current study showed that this particular factor held a stronger relationship with
both psychological distress and psychological well-being compared to the other
subscales.

This is an unexpected result given that the three factor model of

perfectionism is weighted more on factors consistent with maladaptive
perfectionism. In this study SOP-S did not significantly correlate with either SPP
or SOP-C, suggesting that it may hold more weight when related to both
psychological distress and psychological well-being in isolation. Perfectionism as
a three factor model has only been used in few studies (O'Connor et al., 2010;
McCreary et al., 2004); therefore the performance and sensitivity of the factors
require further investigation.

It was hypothesised that high levels of self-compassion would be associated with
lower levels of psychological distress and higher levels of psychological wellbeing. The findings from the current study uphold the hypothesis. The results
demonstrated that psychological distress and psychological well-being could be
predicted by self-compassion, with a large effect size in both cases. Both the SCSnegative (negative items only) and SCS-positive (positive items only) added
statistical significance to the regression model. A significant positive relationship
was detected between SCS-positive and psychological well-being and an inverse
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relationship with psychological distress. The current study also demonstrated a
significant positive relationship between SCS-negative and psychological distress
and a negative relationship with psychological well-being. The findings from the
current study are consistent with Neff and McGehee (2010), which also
demonstrated an inverse relationship between self-compassion and psychological
distress in an adolescent population.

Additionally, the significant relationship

between self-compassion and psychological well-being in this study confirms
previous findings reported in research with adults (Baer, Lykins and Peters, 2012;
Neff, 2003) and in adolescent populations (Barry, Loflin and Doucette, 2015).
Direct comparisons between the current study and the aforementioned studies
should be treated with caution due to the different conceptualisations of selfcompassion used across these studies. The current study incorporated a two factor
model of self-compassion (SCS-positive and SCS-negative), a model only
previously used with adult samples. In particular, Lopez et al., (2015) with an
adult community sample reported a moderate to strong relationship between
negative affect and the negative items of the SCS and equally between positive
affect and the positive items of the SCS. The current study adds to the literature by
providing further evidence of the potential efficacy of using the two factor model
of self-compassion, particularly with adolescent populations.

Whilst previous studies have found an inverse relationship between perfectionism
and self-compassion (Neff, 2003), no previous studies have examined the
combined effect of these variables and what impact they have on psychological
distress and psychological well-being. Our findings suggested that the interaction
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between perfectionism and self-compassion have an impact on psychological wellbeing but not on psychological distress. Due to the gender effect detected on both
measures of psychological distress and self-compassion, two separate hierarchical
multiple regression models were compiled which attempted to control for the
effects of gender. The model demonstrated that gender alone and the addition of
self-compassion (negative) predicted psychological distress. Incorporating both
measures of maladaptive perfectionism (SOP-C and SPP) failed to provide a
significant result. These findings suggest that self-compassion is a significant
factor particularly when coupled with gender. Scores in self-compassion were
significantly higher in females, therefore it could be suggested that females who
demonstrate negative self-compassion have a higher likelihood of experiencing
psychological distress. These findings are consistent with previous research in this
area (Neff, 2003).

The second hierarchical regression model demonstrated that the combination of
gender,

adaptive

perfectionism

and

self-compassion

(positive)

predicted

psychological well-being, even after gender was controlled. Interestingly, it was
the addition of the final variable of self-compassion (positive) that led to the most
significant result with explained variance increasing by nearly one-third. This
finding highlights the potential role of self-compassion (positive) in relation to
psychological well-being. The findings demonstrate the differences in application
of adaptive perfectionism and self-compassion (positive) in that the former may not
necessarily contribute to a sense of well-being and that the use of self-compassion
strategies may be a significant strategy that aids in the development of
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psychological well-being. This may particularly be the case in females, due to the
differences in gender detected in scores of self-compassion.

The latter results highlight significant findings regarding the interaction of
perfectionism and self-compassion as well as the role of self-compassion in
isolation.

Firstly, the significant interaction between perfectionism and self-

compassion in relation to psychological well-being may lie in the factors being
explored in both constructs. Previous research has highlighted the efficacy of
conceptualising self-compassion as comprising of positive and negative factors
(Körner et al., 2015; Lopez et al., 2015; Montero-Martin et al., 2016). This
parallels the conceptualisation of perfectionism, which is also comprised of
(positive) and maladaptive (negative) aspects. There are clear similarities between
the constructs of positive self-compassion and adaptive perfectionism (SOP-S).
The interaction between SOP-S and positive self-compassion and the impact on
psychological well-being appears consistent with Neff (2003).

Neff (2003)

reported self-compassion can act as a means of maximising potential; a
conceptualisation that echoes similarities with SOP-S. Applying this to the results
from the current study, it could be suggested that those who are higher in positive
striving (adaptive perfectionism) and who use positive aspects of self-compassion
may experience higher levels of positive psychological well-being.

Secondly, it was noteworthy that self-compassion played a more significant role in
the prediction of psychological distress and psychological well-being.

With

regards to psychological distress, the role of negative self-compassion may be
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consistent with reports by Montero-Martin et al., (2016), that these factors in
particular have a stronger relationship with psychopathology. The non-significant
impact of maladaptive perfectionism when added to self-compassion (negative) in
predicting psychological distress may be consistent with previous research using
the three factor model of perfectionism. McCreary et al., (2004) have reported that
the links between maladaptive perfectionism and psychopathology can be
weakened when other factors are incorporated (McCreary et al., 2004). Positive
self-compassion held a stronger relationship with psychological well-being
compared to adaptive perfectionism. Therefore, it may be that the true effects of
perfectionism (maladaptive and adaptive) are weakened or overshadowed by the
inclusion of both self-compassion factors. There is a lack of research exploring the
interaction between perfectionism and self-compassion in both the adult and
adolescent population, therefore further research is required exploring this area
further particularly comparing the positive and negative elements of both
constructs.

Limitations
Firstly, the current study was a cross-sectional design and therefore conclusions
about causation cannot be made. Whilst relationships between the main variables
were significant, these were assessed through correlation and regression, which
preludes our ability to draw conclusions regarding causal relationships.

For

example, Damian et al., (2017) postulated that perfectionism and psychopathology
may exist in a bidirectional relationship. Additionally, it may be that other factors
not considered are more of a significant influence. Further research exploring
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mediating and moderating factors may help elucidate the complex interactions
between these variables. The sample used was limited in diversity. The majority
of the participants were female and Caucasian recruited from a school setting. It is
difficult to generalise the findings from the current study beyond this context.
Further research is required particularly in clinical settings to explore this area.
The current study used self-report measures and whilst these demonstrated good
internal reliability, knowledge about their efficacy (particularly with adolescents) is
limited. In particular, self-compassion was measured using a positive and negative
conceptualisation.

Whilst this has been substantiated by previous studies

(Montero-Marin et al., 2016; Lopez et al., 2015; Körner et al., 2015), these were
all with adult populations. There is ongoing debate regarding the conceptualisation
of self-compassion and what factors should be considered as part of this
measurement (Neff, Whitaker and Karl, 2017).

It may be that other

conceptualisations of self-compassion would be a better fit for adolescent
populations. Similarly, in the current study, perfectionism was measured as a three
factor model consistent with previous adolescent studies (O'Connor et al., 2010;
McCreary et al., 2004); however knowledge about the efficacy of this
conceptualisation (compared to others) is also limited and requires further
clarification.

Clinical and Theoretical Implications
Despite the limitations mentioned, the current study demonstrated a significant
relationship between perfectionism and self-compassion; namely that the positive
and negative aspects of each construct both relate to each other positively and
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inversely. Both constructs also appear to impact on psychological well-being and
self-compassion appears to impact on psychological distress.

Self-compassion

demonstrated the most significant relationships with both psychological distress
and psychological well-being. Whilst there is already a strong evidence base for
the use of self-compassion in reducing distress (MacBeth and Gumley, 2012) and
promoting well-being (Neff, 2003); there may be a significant role self-compassion
can play in responding to psychological distress and progressing the more adaptive
side of perfectionism.

The use of treatment models with a focus on self-

compassion may therefore be an option in working with young people who
experience distress. Such approaches have been shown to be effective with adult
populations (Heeren and Philippot, 2011; Rimes and Chalder, 2010; Segal,
Williams and Teasdale, 2002); however, the findings from the current study
highlight the potential efficacy of using this with adolescents. For example, selfcompassion may be a treatment option for those professionals working in clinical
contexts with adolescents where maladaptive perfectionism precipitates or
perpetuates psychological distress.

Additionally, self-compassion may also be

beneficial in academic settings particularly during stressful periods for adolescents,
i.e. exams or transitions into further education.

Conclusions
The current study has demonstrated a link between perfectionism, self-compassion,
psychological distress and psychological well-being in a non-clinical adolescent
population. Despite methodological limitations, the study provides some evidence
for the use of self-compassion as a means of addressing maladaptive perfectionism
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(and associated distress) whilst also building psychological well-being. Further
research is required exploring this area in adolescent populations to determine the
precise nature of the relationships of the factors discussed.
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Statistical Analysis

Operationalisation of Quality Criteria
1. FOCUS OF QUESTION
1.1

The study addresses an appropriate and clearly focused question

Well covered (2) The study refers to a clear question and conclusions state a
clear answer to the question.
Adequately
The study refers to a question, however conclusions are vague
addressed (1)
and tenuous.
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The question is vague and therefore the premise for the study
addressed (0)
is unclear. Conclusions made are also vague as no links to a
question are made.
Not addressed
No question stated.
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Not applicable
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Notes
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2. SELECTION OF PARTICIPANTS
2.1
The sampling method ensures that participants selected are
representative of an adolescent populations and can therefore be generalised.
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(2)
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addressed (1)
Poorly
addressed (0)
Not addressed
(0)
Not reported
(0)
Not applicable
(0)
Notes

The sampling method is clearly reported and attempts to
control for any risks of bias. Appropriate inclusion/exclusion
criteria are stated.
Some elements of bias may be introduced and the
inclusion/exclusion criteria may be deemed inappropriate or
insufficient.
Inclusion/Exclusion criteria is absent.
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The characteristics of participants are clearly stated and are
representative of an adolescent population.
Well covered
(2)
Adequately
addressed (1)
Poorly
addressed (0)
Not addressed
(0)
Not reported
(0)
Not applicable
(0)
Notes

There is a comprehensive description of participant
characteristics (gender, age, educational level, etc) and are
representative of population.
At least two relevant characteristics are described of the
participants and are representative of population.
One/no characteristics are mentioned or are representative of
the population.
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2.3
The study states how many participants were invited to take part in the
research and states the attrition rates.
Well covered (2) Numbers are quoted about: how many were invited to take
part, opt in and drop-out rates.
Adequately
Details given on at least two of the following: invited to take
addressed (1)
part, opt in or drop-out rates.
Poorly
One or none of the numbers are provided for invitations to
addressed (0)
take part, opt in or drop-out rates.
Not addressed
(0)
Not reported (0)
Not applicable
(0)
Notes

3. POWER
3.1

Was a power calculation provided?

Well covered (2) A power calculation was reported and was sufficient for the
study design and outcome measure.
Adequately
A power calculation was not reported, but the study appeared
addressed (1)
to be adequately powered for the analysis undertaken.
Poorly
The study was not adequately powered for the analysis
addressed (0)
undertaken.
Not addressed
(0)
Not reported (0)
Not applicable
(0)
Notes

4. OUTCOME MEASURES
4.1
Perfectionism is measured in a standard, valid and reliable way with an
adolescent population.
Well covered
(2)
Adequately
addressed (1)

The measure of perfectionism has been validated and is
reliable for use with an adolescent population.
The measure of perfectionism has been validated in other
populations but has not been validated for use with adolescent
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Poorly
addressed (0)
Not addressed
(0)
Not reported
(0)
Not applicable
(0)
Notes

samples.
The measure of perfectionism has not been validated for use in
any population.

4.2
Stress is measured in a standard, valid and reliable way with an
adolescent population.
Well covered (2) The measure of stress has been validated and is reliable for use
with an adolescent population.
Adequately
The measure of stress has been validated in other populations
addressed (1)
but has not been validated for use with adolescent samples.
Poorly
The measure of stress has not been validated for use in any
addressed (0)
population.
Not addressed
(0)
Not reported (0)
Not applicable
(0)
Notes

4.3
Anxiety is measured in a standard, valid and reliable way with an
adolescent population.
Well covered (2) The measure of anxiety has been validated and is reliable for
use with an adolescent population.
Adequately
The measure of anxiety has been validated in other
addressed (1)
populations but has not been validated for use with adolescent
samples.
Poorly
The measure of anxiety has not been validated for use in any
addressed (0)
population.
Not addressed
(0)
Not reported (0)
Not applicable
(0)
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Notes

4.4
The assessment of outcome was made blind to the participants (this may
not be applicable to some studies, for example, retrospective studies).
Well covered
(2)
Adequately
addressed (1)
Poorly
addressed (0)
Not addressed
(0)
Not reported (0)
Not applicable
(0)
Notes

The participants are not aware of the purpose of assessment
(independent variable).
Some attempts have been made to make the outcome
assessment blind to the participants and this is clearly
discussed.
There is no evidence of blinding.

5. STATISTICAL ANALYSIS
5.1
The choice of data analysis is appropriate to the study design and
outcome measures.
Well covered
(2)
Poorly
addressed (0)
Not addressed
(0)
Not reported
(0)
Not applicable
(0)
Notes

The analysis is appropriate to the study design.
Inappropriate analysis is used.

No (1) as selection of analysis should be justifiable and clear.
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5.2
Possible confounding variables are considered and addressed within the
study.
Well covered (2) Possible confounding variables are discussed are identified and
incorporated into the statistical analysis.
Adequately
Possible confounding variables are not incorporated into the
addressed (1)
statistical analysis but are discussed in the main text.
Poorly
Possible confounding variables are not considered or discussed
addressed (0)
and not incorporated into the statistical analysis.
Not addressed
(0)
Not reported (0)
Not applicable
(0)
Notes

5.3

Have confidence intervals been provided?

Well covered (2)
Adequately
addressed (1)
Poorly
addressed (0)
Not addressed
(0)
Not reported (0)
Not applicable
(0)
Notes

Confidence intervals have been stated.
Some reference is made to confidence intervals or a rationale
for not including them is mentioned.
No confidence intervals are provided.
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Appendix D: Parental Information Sheet and Opt out form

Adolescents' self-kindness and their drive for high standards

Parent Information Form
My name is Kim Campbell and I am a Trainee Clinical Psychologist studying a
Doctorate in Clinical Psychology at the University of Edinburgh. As part of my
training I am carrying out a piece of research within .............. High School. The
school has given permission for this research to be conducted. This is an
information sheet providing details of the research. At the end there are details of
how you can choose to opt your child out of this research. If you do not complete
this, I shall assume that you are happy for your child to participate.
What is this study all about?
My study is exploring the relationship between how adolescents complete tasks and
their level of striving in doing this and how much they care for themselves within
this process. These factors will be examined in relation to how they can impact
upon stress responses.
Why is this study being conducted?
It is hoped that the information gathered will help us understand how these factors
are related to each other. By exploring this area in more depth, it will help us
develop better understanding of these factors, and such information could help us
develop better support for adolescents.
Why has my child asked to be involved?
The study is with an adolescent school population between the ages of 14-18 and it
was felt that ......... High School is an appropriate environment to conduct such
research.
Does my child have to take part?
NO. Your child can opt-out of this study if you wish. If you would like this option,
please complete the form at the end of the information sheet and return to the
address noted. Your child will also be asked to complete a consent form prior to
participation, to ensure that they are personally happy to be involved. Your child is
free to withdraw their participation at any stage of the research without giving a
reason. If you have any other questions regarding this study, please contact the
researcher directly on the details at the end of the information sheet.
What’s involved?
Your child will be asked to complete five questionnaires, which will take roughly
30 minutes to complete. All questionnaires have been used with adolescents in
previous research and are simple to complete. They will also be asked to provide
some generic information about themselves, such as their age, ethnicity and gender.
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This will be conducted during their normal school day at a date, time and location
in agreement with the school so that disruption to normal activity is kept to a
minimum.
Risks and Benefits of Taking Part
There should be no adverse risks to your child. They have the right to withdraw
from the study at any time. Their responses will be completely anonymous.
There are no direct benefits to your child taking part in the research, it is
anticipated that their responses will help to further research in this area. Based on
feedback from previous studies, some adolescents report enjoying the process of
taking part in research.
Confidentiality
As mentioned your child’s responses will be completely anonymous. All
questionnaires will be kept in a locked cabinet on NHS premises and will only be
accessed by myself and the named supervisors listed below. Any electronic
information will be stored in a password protected document.
What will happen to the results of the study?
The final project will form the part of the completion of a Doctorate in Clinical
Psychology at the University of Edinburgh. It is anticipated that a summary of the
results will be shared with the school (staff and participants). It is likely that a copy
of the report will be held at the University and it is anticipated that general findings
will be later published in academic journals. However, please be assured that the
identity of participants will never be disclosed.
Review of the Study
The research has been approved by the relevant Research Ethics Committee of the
University of Edinburgh and the City of Edinburgh Education Services. As
mentioned, the remit of the study has also been discussed and agreed with the
school.
What if there is a problem?
If you are worried about anything to do with the research, please do not hesitate to
contact Kim Campbell or supervisors (see contact information below). We will do
our best to answer your questions. If you are still unhappy and would like to raise a
formal complaint, please contact the Research Ethics Committee of the School of
Health in Social Science, University of Edinburgh, Teviot Place, Edinburgh, EH8
9AG, Tel: 0131 651 3969
Further Information and Contacts
If you wish to discuss further please contact the names below:
Main Researcher:
Kim Campbell
Paediatric Psychology and Liaison Service (PPALS)
Royal Hospital for Sick Children
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Edinburgh
EH9 1LL
Tel: 0131 5360535
Kim.Campbell@nhslothian.scot.nhs.uk
Clinical Supervisor:
Dr Helen Griffiths
Consultant Clinical Psychologist
CAMHS Tipperlinn
Royal Edinburgh Hospital
EH10 5HF
Tel: 0131 5376364
Helen.Griffiths@nhslothian.scot.nhs.uk

Academic Supervisors:
Dr Stella Chan (Stella.Chan@ed.ac.uk, Tel: 0131 6513935)
Dr Emily Taylor (Emily.Taylor@ed.ac.uk, Tel: 01316503892)
Lecturers in Clinical Psychology
Section of Clinical Psychology
School of Health and in Social Science
University of Edinburgh
Teviot Place
Edinburgh
EH9 9AG
___________________________________________________________________
Parental Opt-out Form
Please note that if you do not complete this form, it will be assumed that you are
happy for your child to participate in the study of the research described above.
I request that my child is opted-out of the research project - Adolescents' selfkindness and their drive for high standards being conducted by Kim Campbell at
....... High School.
Please provide the name of your child and their year group:
Name: __________________________________________________________
Year: ___________________________________________________________

Please return this form to Kim Campbell via your child's teacher.
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Appendix E: Participant Information Sheet and Consent Form

Self-kindness, Personality and Well-Being in Young People

Participant Information Sheet
My name is Kim Campbell and I am a Trainee Clinical Psychologist studying a
Doctorate in Clinical Psychology at the University of Edinburgh. As part of my
training I am carrying out a piece of research within your school. The school has
given permission for this research to be conducted. This is an information sheet
providing details of the research. At the end there is a consent form for you to
complete as well as asking whether you would be interested in volunteering for a
second study at a later stage.
What is this study all about?
This study is exploring the relationship between how adolescents complete tasks
and their level of striving in doing this and how much they care for themselves
within this process. These factors will be examined in relation to how they can
impact upon stress responses.
Why is this study being conducted?
It is hoped that the information gathered will help us understand how these factors
are related to each other. By exploring this area in more depth, it will help us
develop better understanding of these factors, and such information could help us
develop better support for adolescents.
Why have I been asked to be involved?
The study is with an adolescent school population between the ages of 14-18 and it
was felt that the school is an appropriate environment to conduct such research.
Do I have to take part?
NO. You don't have to take part if you don't want do. Just do not complete the
consent form at the end.
What’s involved?
You will be asked to complete five questionnaires, which will take roughly 20-30
minutes to complete. All questionnaires have been used with adolescents in
previous research and are simple to complete. You will also be asked to provide
some generic information about yourself, such as your age, ethnicity and gender.
This will be conducted during your normal school day at a date, time and location
in agreement with the school so that disruption to normal activity is kept to a
minimum.
Risks and Benefits of Taking Part
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There should be no adverse risks to you. You have the right to withdraw from the
study by indicating to the researcher that you no longer would like to take part.
You can stop taking part at any time without having to give a reason. Your
responses will be completely anonymous. There are no direct benefits to you
taking part in the research, it is anticipated that your responses will help to further
research in this area. Based on feedback from previous studies, some adolescents
report enjoying the process of taking part in research.
Confidentiality
As mentioned your responses will be completely anonymous. questionnaires will
be kept in a locked cabinet on NHS premises and will only be accessed by myself
and the named supervisors listed below. Any electronic information will be stored
in a password protected document.
What will happen to the results of the study?
The final project will form the part of the completion of a Doctorate in Clinical
Psychology at the University of Edinburgh. It is anticipated that a summary of the
results will be shared with the school (staff and participants). It is likely that a copy
of the report will be held at the University and it is anticipated that general findings
will be later published in academic journals. However, please be assured that the
identity of participants will never be disclosed.
Review of the Study
The research has been approved by the relevant Research Ethics Committee of the
University of Edinburgh and the Lothian Education Services. As mentioned, the
remit of the study has also been discussed and agreed with the school.
What if there is a problem?
If you are worried about anything to do with the research, please do not hesitate to
contact Kim Campbell or supervisors (see contact information below). We will do
our best to answer your questions. If you are still unhappy and would like to raise a
formal complaint, please contact the Research Ethics Committee of the School of
Health in Social Science, University of Edinburgh, Teviot Place, Edinburgh, EH8
9AG, Tel: 0131 651 3969
Further Information and Contacts
If you wish to discuss further please contact the names below:
Main Researcher:
Kim Campbell
Paediatric Psychology and Liaison Service (PPALS)
Royal Hospital for Sick Children
Edinburgh
EH9 1LL
Tel: 0131 5360535
Kim.Campbell@nhslothian.scot.nhs.uk
Clinical Supervisor:
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Dr Helen Griffiths
Consultant Clinical Psychologist
CAMHS Tipperlinn
Royal Edinburgh Hospital
EH10 5HF
Tel: 0131 5376364
Helen.Griffiths@nhslothian.scot.nhs.uk
Academic Supervisors:
Dr Stella Chan (Stella.Chan@ed.ac.uk, Tel: 0131 6513935)
Dr Emily Taylor (Emily.Taylor@ed.ac.uk, Tel: 01316503892)
Lecturers in Clinical Psychology
Section of Clinical Psychology
School of Health and in Social Science
University of Edinburgh
Teviot Place
Edinburgh
EH9 9AG
If you would like to take part please complete the following consent form
confirming that you have read and understood this information before proceeding
with the questionnaires.
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Appendix E Cont.

Self-kindness, Personality and Well-Being in Young People

Participant Consent Form

I consent to take part in this study and I understand the following (please tick):



I understand that taking part in this research is completely voluntary



I have read the information provided and I am aware of what my participation
will involve.



I understand that I can stop and withdraw from the study by letting the
researcher know that I no longer wish to take part.



I understand that all information that I give will remain private and
confidential.

Initials:

Date:
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Appendix F: Participant Debriefing Form

Self-kindness, Personality and Well-Being in Young People

Participant Debriefing Form

Thank you for taking the time to complete the questionnaires. Sometimes filling in
questionnaires can make you more aware of your feelings. If you experience some
difficult feelings or experience a lot of stress, it is often helpful to talk to your
parents or teachers about this. It may also be useful to talk to your GP.
Should you feel that you would like additional support, please see the details of
organisations below that may be able to help.

Breathing Space
0800 838587
http://breathingspace.scot/

Childline
0800 1111
www.childline.org.uk

Samaritans
08457 909090
www.samaritans.org

Youngminds
http://www.youngminds.org.uk/
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Appendix G: Ethics Approval Letters
07 October 2015
Dear Kim,

Application for Level 2/3 Approval

Project Title:

Exploring the role of self-compassion and perfectionism
in the prediction of psychological distress, stress
reactivity and psychological well-being

Academic Supervisor(s):

Stella Chan / Emily Taylor

Thank you for submitting the above research project for review by the
Department of Clinical and Health Psychology Ethics Research Panel. I
can confirm that the submission has been independently reviewed and
was approved on the 30th September 2015.

Should there be any change to the research protocol it is important that
you alert us to this as this may necessitate further review.

Yours sincerely,

Kirsty Gardner
Administrator
Clinical Psychology
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Appendix G Cont.
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Appendix H: Additional Statistics

Table H.1: Skewness and kurtosis, standard error (SE) and z-scores
Variable

Skewnesss
Value

Skewness
SE

z-score
skewness

Kurtosis
Value

Kurtosis
SE

Z-score
kurtosis

HADS Anxiety

-.172

.214

-.172

-.693

.425

-.693

HADS Depression

.480

.214

.480

-.246

.425

-.246

HADS - Total
score

.095

.214

.095

-.392

.425

-.392

SCS

.176

.215

.176

-.136

.427

-.136

CAPS

-.135

.214

-.135

-.777

.425

-.777

BBCWBS

.016

.214

.016

-.449

.425

-.449

ACOPE

.095

.214

.095

-.525

.425

-.525
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