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Abstract

This thesis explored conceptual and pathological issues of perfectionism within the
developmental period of adolescence. Quantitative and qualitative methodological
approaches were utilised in the study of both general and clinical adolescent
populations. Overall, the thesis aimed to provide an empirically driven account of

adolescent perfectionism within a clinical context.

Introductory chapters discuss adolescent development and mental health,
developmental theories of perfectionism, and adolescent expressions of perfectionism.
Historical and conceptual developments in perfectionism theory are critically discussed
before the current conceptualisations used in adolescent research are identified and

considered.

The findings of a systematic review examining associations between perfectionism,
mental illness, and treatment outcomes in clinical adolescent populations are reported.
PRISMA guidelines and pre-specified qualitative assessment criteria were utilised.
Sixteen studies were included in the review. Good quality research indicates that
socially-prescribed perfectionism relates to suicide and depression. Lower quality
research suggests that self-oriented perfectionism has a role in eating disorders. Studies
of eating disorder, depression, and chronic fatigue syndrome treatment all indicate that
perfectionism negatively impacts on outcomes for these adolescent groups but the effect

is less consistent in suicidal adolescents

A questionnaire-based survey of 507 Scottish adolescents (272 females, 233 males; age
range: 12.24-15.50 years) was conducted to explore the relationships of perfectionism
and clinical perfectionism to mental health risk in the general adolescent population.
Exploratory and confirmatory factor analyses were performed on the Child-Adolescent

Perfectionism Scale (CAPS) and the Clinical Perfectionism Questionnaire (CPQ). The



identified factor structures of these measures were then used to examine risk for
depression, anxiety, and eating disorders in adolescents. Path analyses using structural
equation modelling identified unique paths between varied facets of adolescent
perfectionism and mental health disorders. Perfectionistic concerns, measured by the

CPQ, was found to be transdiagnostic for all three disorders in adolescents.

A focus group study of clinician perspectives of adolescent perfectionism was conducted
and analysed through thematic analysis. The results highlighted similarities and
differences between clinician-perspectives and published conceptual models. The study
also revealed some of the issues clinicians face in their clinical work with clinical
adolescent perfectionists. The study provided a reference framework to inform the

development of the final study.

With the aim of developing a novel conceptualisation of perfectionism in adolescent
clinical populations, a grounded theory study of sixteen adolescents diagnosed with an
eating disorder was conducted. Semi-structured, individual interviews were conducted
and methodically analysed according to grounded theory methodology to explore the
young peoples’ experiences of perfectionism. A novel framework for adolescent clinical
perfectionism is proposed based on the findings of this study. The framework
encapsulates a developmentally relevant construction of perfectionism as it is

experienced by these young people.

The thesis findings are related to associated literature regarding mental health problems
in adolescents and conceptualisations of perfectionism. Implications for clinical
intervention are suggested. Future directions for the field of adolescent clinical
perfectionism are proposed. The unique contribution of this thesis to the wider

adolescent perfectionism literature is discussed.
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Lay Summary

This thesis explored theoretical and mental health issues of perfectionism in adolescents.
Multiple methods are used in the study of both general and clinical adolescent
populations. Overall, the thesis aimed to provide a detailed account of adolescent

perfectionism within a clinical context.

Introductory chapters discuss adolescent development and mental health,
developmental theories of perfectionism, and adolescent expressions of perfectionism.
Historical and conceptual developments in perfectionism theory are critically discussed

before the current theories used in adolescent research are identified and considered.

The findings of a systematic review examining associations between perfectionism,
mental illness, and treatment outcomes in clinical adolescent populations are reported.
Guidelines were used to review sixteen relevant research papers. Good quality research
indicates that socially-prescribed perfectionism relates to suicide and depression.
Lower quality research suggests that self-oriented perfectionism has a role in eating
disorders. Studies of eating disorder, depression, and chronic fatigue syndrome
treatment all indicate that perfectionism negatively impacts on outcomes for these

adolescent groups but the effect is less consistent in suicidal adolescents

A questionnaire-based survey of 507 Scottish adolescents (272 females, 233 males; age
range: 12.24-15.50 years) was conducted to explore the relationships of perfectionism
and clinical perfectionism to mental health risk in the general adolescent population.
Analyses were performed on the Child-Adolescent Perfectionism Scale (CAPS) and the
Clinical Perfectionism Questionnaire (CPQ) to identify their underlying conceptual
structures. The identified structures of these measures were then used to examine risk

for depression, anxiety, and eating disorders in adolescents. Further analyses identified

vil



unique contributions of certain types adolescent perfectionism to mental health

disorders.

A focus group study of clinician perspectives of adolescent perfectionism was conducted
and analysed through thematic analysis. The results highlighted similarities and
differences between clinician-perspectives and published conceptual models. The study
also revealed some of the issues clinicians face in their clinical work with clinical
adolescent perfectionists. The study provided a reference framework to inform the

development of the final study.

With the aim of developing a novel conceptualisation of perfectionism in adolescent
clinical populations, a grounded theory study of sixteen adolescents diagnosed with an
eating disorder was conducted. Semi-structured, individual interviews were conducted
and methodically analysed according to grounded theory methodology to explore the
young peoples’ experiences of perfectionism. A novel framework for adolescent clinical
perfectionism is proposed based on the findings of this study. The framework represents
a developmentally relevant theory of perfectionism as it is experienced by these young

people.

The thesis findings are related to associated literature regarding mental health problems
in adolescents and conceptualisations of perfectionism. Implications for clinical
intervention are suggested. Future directions for the field of adolescent clinical
perfectionism are proposed. The unique contribution of this thesis to the wider

adolescent perfectionism literature is discussed
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Introduction

Chapter 1:
Introducing Perfectionism,

Adolescent Development, and
Mental Health

1.1 Thesis Overview

The thesis explores the construct of perfectionism in adolescents, within the context of
mental health problems. It has been recommended that future research should assess
perfectionism with multiple measures and through a range of methods to develop a more
comprehensive understanding of perfectionism in young people (Rice & Preusser, 2002).
Moreover, the use of qualitative research with perfectionistic young people was
recommended to complement future scale refinement and exploration of childhood
perfectionism. With these recommendations in mind, this Ph.D. adopted a multimethod
approach, drawing on previously defined measures and conceptualisations of
perfectionism, before expanding this knowledge base through a qualitative exploration
of the construct in clinical adolescent populations. As a result, this thesis makes a

substantial, comprehensive, and original contribution to the literature.

Chapter 1 introduces adolescent development and mental health, developmental
theories of perfectionism, and a discussion of why perfectionism may present differently
during adolescence compared to adulthood. In Chapter 2, historical and conceptual
developments in perfectionism theory are critically discussed before the current
conceptualisations used in adolescent research are identified and considered. Chapter 3

briefly synthesises literature highlighting the links between perfectionism and mental
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health problems in the general adolescent population before reporting a systematic
review of clinical literature. This systematic review considered how perfectionism is
currently conceptualised in clinical adolescent literature and what is known about the
relationship between perfectionism, mental health disorders, and treatment outcomes

during adolescence.

Three empirical studies of perfectionism in adolescents are then presented. Chapter 4
reports a cross-sectional survey study exploring current models of perfectionism. In this
study, the factor structure of measures of perfectionism was robustly analysed. Then the
relationships between identified perfectionism factors and three mental health
conditions - depression, anxiety, and eating disorders - were examined in a general
population of adolescents. The second and third studies in the Ph.D. both employed
qualitative research methodologies to explore and redefine perfectionism as it presents
in clinical adolescent samples. Chapter 5 reports a focus group study of clinician
perspectives of clinical adolescent perfectionism. This study provides insight to how
clinicians based within a Child and Adolescent Mental Health Service understand and
work with perfectionism in adolescent clinical populations. Chapter 6 reports a
grounded theory exploration of clinical adolescent perfectionism. In this study, semi-
structured interviews, with a sample of adolescents currently engaged in clinical services
for treatment of a diagnosed eating disorder, were analysed according to grounded
theory methodology. This final study enabled the development of a novel framework for

understanding the construct of perfectionism in adolescents.

This multimethod project provided access to adolescent perfectionism through a variety
of perspectives: those represented in the literature, quantitative self-reports by the
general adolescent population, perspectives of clinicians involved in the care of clinical

adolescent populations, and detailed qualitative accounts by adolescent perfectionists
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themselves. The result is a rich account and analysis of adolescent perfectionism, with a
specific emphasis on conceptualisations relevant to mental health during this unique

developmental period of life.

1.2 Introduction

“Perfectionism — wanting to do the best that you can, all the time, at
everything. That’s how I'd describe it.” — An adolescent perfectionist.

While many of us may hold a general idea of what perfectionism is, psychologists have
invested much time and effort into researching and debating the precise
conceptualisation of this construct. Preliminary pathological conceptualisations of
perfectionism have been followed by a trend towards multidimensional models of the
construct. Perfectionism is now generally acknowledged as being a trait that involves
setting high standards and striving for flawlessness, which may be accompanied by
concern about whether these standards will be met. Examination of contemporary
models has revealed shared core dimensions of perfectionism - perfectionistic strivings
and perfectionistic concerns - which can interact to result in more or less adaptive or
healthy dispositions (Stoeber & Otto, 2006). Perfectionism has historically been
implicated in psychological distress and so researchers employing modern
conceptualisations of perfectionism have continued to explore its role in mental health
problems. Maladaptive and unhealthy presentations of perfectionism have frequently
been identified as playing a role in a variety of mental health problems including,
depression, anxiety, eating disorders, obsessive-compulsive disorder, and suicidal
behaviour (Affrunti & Woodruff-Borden, 2014; Morris & Lomax, 2014; Shafran &
Mansell, 2001). The construct has also been observed to impact negatively on the
successful treatment and recovery from such mental health disorders as depression and

eating disorders (Blatt, 1995; Blatt, Quinlan, Pilkonis, & Shea, 1995; Blatt, Zuroff, Bondi,
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Sanislow III, & Pilkonis, 1998; Sutandar-Pinnock, Blake Woodside, Carter, Olmsted, &

Kaplan, 2003).

The nature of perfectionism in adolescents has received comparatively less attention
than that of perfectionism in adults, despite adolescence being suggested as a crucial
time for the development of more maladaptive types of perfectionism (Flett, Hewitt,
Oliver, & Macdonald, 2002). Certainly, adolescence is a complex period in our lives
characterised by many developments across a range of domains. These multiple,
overlapping transitions create a remarkably unique period of increased stress, which has
the potential to render adolescents particularly vulnerable to the onset of mental health
problems (Graber & Brooks-Gunn, 1996; Kessler et al., 2005). Development of a mental
health disorder during adolescence, in turn, can hold significant implications for life-long
mental health (Kessler et al., 2007). Arguably, perfectionism may be susceptible to
change during adolescence because of the vast developmental transitions which young
people experience during this time. Indeed, many prominent perfectionism researchers
have stressed the importance of providing effective interventions to both prevent and
reduce unhealthy types of perfectionism in adolescents (Flett & Hewitt, 2014; Nehmy &
Wade, 2015). Such interventions require a strong evidence base and conceptual

framework of perfectionism within the unique developmental context of adolescence.

1.3 Adolescence and Developmental Transitions

1.3.1 The Period of Adolescence

The World Health Organization recognises adolescence as being the second decade of
life, between 10 and 19 years of age (World Health Organization, 2016). Adolescence is
also commonly defined as the period of life between childhood and adulthood, initiated

by the biological processes of puberty and ending in culturally relevant progression into
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adulthood (Blakemore & Mills, 2014; Casey, 2015; Sawyer et al, 2012; Smetana,
Campione-Barr, & Metzger, 2006). Some researchers also parse adolescence into three
periods: early adolescence (approximately 10-13 years), middle adolescence (14-17

years), and late adolescence (18 years until mid-twenties) (Smetana et al., 2006).

These definitions of adolescence are not strictly agreed upon, however, and adolescence
is perhaps best described as a fluid concept greatly influenced by social, cultural, and
environmental factors. While many consider puberty to signify the beginning of
adolescence, the age at which this occurs can vary widely and holds little practical
validity across social and cultural contexts (Patel, Flisher, Hetrick, & McGorry, 2007).
The United Kingdom'’s National Health Service (NHS) considers the onset of puberty to
occur at the age of 11 for girls and 12 for boys but considers onset anywhere between 8
and 14 years to be normal (National Health Service, Accessed: October 7, 2016). The end
of adolescence is not easily defined, with culturally specific social and psychological
characteristics being cited as the most commonly used markers (Sawyer et al.,, 2012).
For example, in many non-Western cultures, social events, such as a marriage, typically
mark the end of adolescence. In more individualistic Western cultures, markers specific
to the individual are more commonly used. These may include independent living,
financial and cognitive self-sufficiency, emotional self-reliance, and behavioural self-
control (Arnett & Taber, 1994). Consequently, the end of adolescence in Western culture
may be better understood as a gradual transition that occurs over a period of years. The
previously defined period of late-adolescence may be better regarded in Western
cultures as ‘emerging adulthood’, a period of time between 18 and 25 years, that differs
from adolescence demographically, subjectively, and in terms of identity exploration
(Arnett, 2000). Alternative markers of the end of adolescence arise from physiological
research. For example, if we consider the attainment of complete brain development to

be a marker, then we would have to consider adolescence to continue well into our
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twenties, as accumulating research shows us that brain maturation continues far past
our teen years (Blakemore & Choudhury, 2006). The end point of adolescence could also
be defined by examining chronotypes - the behavioural manifestation of an individual’s
circadian rhythm. While children typically wake early, during adolescence people begin
to sleep progressively later until a peak chronotype delay occurs around the age of 20,
followed by a sharp chronotype advancement. The point at which this happens has been
suggested as marking the end of adolescence, with girls reaching peak lateness around

19.5 years and boys reaching it around 20.9 years (Roenneberg et al., 2004).

This thesis will define adolescence as the period between the ages of 10 and 20 years, i.e.
the ‘teen years’. This incorporates the suggestion of regarding the early-twenties as
being “emerging adulthood” while not seeking to refute clear evidence of continued
development past this period nor to disregard cultural differences. Rather, the intention
is to reflect the main period of adolescent development, in line with the typical social,
cultural, physiological, and psychological context of the United Kingdom (UK), a western

European country, in which the thesis was conducted.

1.3.2 Developmental Transitions in Adolescence

Adolescence is a unique developmental period in the human lifespan, characterised by
rapid growth and multiple transitions in a range of developmental domains. This period
of life is distinct from both earlier childhood and subsequent adulthood due to its
multiple transitions in many life areas within the context of such significant cognitive
and socioemotional development. Some of these key developmental transitions are

outlined here.

As a consequence of puberty, adolescents undergo vast changes in physiology over a
period of time. Girls develop breasts and experience menarche while boys develop facial

hair and experience voice changes (Dorn & Biro, 2011; Sawyer et al., 2012). Adolescent-
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parent relationships go through significant transformations during adolescence with
issues of parenting style, relationship quality, parental authority, and conflict reasoning
all diverging with age (Smetana et al., 2006). The social world of the adolescent is also
more complex than that of childhood. Adolescents typically become more concerned
about the evaluation and support of their peers than of their parents (Larson & Richards,
1991; Larson, Richards, Moneta, Holmbeck, & Duckett, 1996; Rubin, Bukowski, & Parker,
2006; Rubin et al., 2004). They also experience increased self-consciousness compared
to childhood (Coleman, 2011; Elkind, 1967). Romantic and sexual relationships are often
experienced for the first time, presenting a new set of physical and emotional
experiences (Collins, 2003). Adolescents are also typically endowed with greater
personal and social responsibilities as they grow older, as though in preparation for the
complexities of adulthood (Smetana et al,, 2006). For modern adolescents, the 21st
century phenomenon of increased exposure through social media intensifies these
societal expectations and perceived evaluations across various areas of adolescents’

lives, including education, appearance, and relationships (Coleman, 2011).

Beyond the transitions in physical appearance and social behaviours, adolescents also
experience significant cognitive and neurological developments. Cognitive development
during adolescence centres around the gradual attainment of a more conscious, self-
directed, and self-regulating mind (Keating, 2004). Metacognition, for example, has a
prolonged developmental trajectory through adolescence (Weil et al.,, 2013). In early
adolescence, improvements in reasoning, information processing, and expertise are
observed, which are generally thought to lead to young people becoming more capable
of abstract, multidimensional, planned, and hypothetical thinking as they continue to
develop into middle adolescence (Keating, 2004). Developments in cognitive ability of
adolescents have been described as the assembly of an advanced ‘executive suite’ of

capabilities (Donald, 2002). This integrative account of adolescent cognitive
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development has been supported by substantial advances in the study of adolescent
brain development since the turn of the century (Fuhrmann, Knoll, & Blakemore, 2015).
In 2010, a special issue of Brain and Cognition published a range of studies highlighting
how the adolescent brain differs from that of the child or the adult in terms of grey matter
(Gogtay & Thompson, 2010), white matter (Paus, 2010), structural connectivity
(Schmithorst & Yuan, 2010), and neurotransmission (Doremus-Fitzwater, Varlinskaya,
& Spear, 2010; Wahlstrom, Collins, White, & Luciana, 2010). Steinberg (2010) argues
“..the brain changes characteristic of adolescence are among the most dramatic and
important to occur during the human lifespan” and refutes any claims otherwise (Epstein,
2007; Males, 2009). A recent review of human neuroimaging and animal studies
described adolescence as a sensitive period in which the environment can strongly
influence brain and behaviour. Furthermore, normative brain changes in adolescence
may lead to an imbalance between the rapidly developing limbic circuitry and the more

slowly developing prefrontal circuitry (Powers & Casey, 2015).

Adding further complexity to the developmental context of adolescence is the reality that
these multiple transitions do not occur within a vacuum. Human development has been
described as reliant on numerous complex relationships between a range of
environmental systems nested within one another. Development, as described by the
Ecological Systems Theory of human development, results from the various effects of five
environmental systems on the individual (Bronfenbrenner, 1979). Adolescence
represents a period in which the context, and not just the content, of development
changes radically (Steinberg & Morris, 2001). Adolescent development, therefore, needs
to be further understood as a developmental process involving multiple interactions
between individual, familial, societal, cultural, and political systems. Suffice to say,
adolescent development is a complex process that can lead the adolescent to be

vulnerable to a range of adverse outcomes.
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1.4 Adolescent Mental Health

Multiple developmental transitions can increase stress on the adolescent, which in turn
can increase the risk for the onset of mental health difficulties. Mechanisms causing this
stress are suggested to be such issues as anticipation of or anxiety about the future,
regret for the stage passed, psychological adjustment, and ambiguity of status during
transition (Graber & Brooks-Gunn, 1996). Research has also highlighted
developmentally related conflicts and tensions (Smetana et al., 2006) and developmental
timing (Galvao et al., 2014; Kaltiala-Heino, Marttunen, Rantanen, & Rimpela, 2003) to be
linked to mental health problems during adolescence. While not all adolescents will
experience this time of their lives as turbulent and filled with crises, characteristics of
and transitions between the developmental processes of adolescence leave room for the
onset of difficulties in some individuals (Cicchetti & Rogosch, 2002; Fuhrmann et al,,
2015). For example, during the transition from childhood into adolescence, depression
and social phobia have been found to rise in girls and the transition from early to mid-
adolescence represents an increased risk period for substance abuse, panic disorders,
and generalized anxiety disorder (GAD) in both boys and girls. Additionally, during these
transitions, mental health disorders become increasingly likely to be accompanied by
significant functional impairment; the experience of one disorder significantly increases
the chance of continuing to have a disorder or developing another compared to other
young people (Costello, Mustillo, Erkanli, Keeler, & Angold, 2003). Half of all lifetime
cases of mental health disorders begin by the age of 14 years old, with three quarters of
cases by the age of 24 years (Kessler et al., 2005). This marked increase in the emergence
of mental illnesses seen during adolescence includes the onset of mood and anxiety

disorders, eating disorders, psychosis, substance abuse, and self-injurious behaviours
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(Casey, Oliveri, & Insel, 2014; Compas, Orosan, & Grant, 1993; Kessler et al., 2005; Paus,

Keshavan, & Giedd, 2008).

Converging evidence suggests that approximately a quarter of young people have
experienced a mental health disorder in the past year and around a third have
experienced one in their lifetime (Merikangas, Nakamura, & Kessler, 2009). In the UK,
the most recently published survey carried out by the Office of National Statistics on
behalf of the Department of Health and Scottish Executive was conducted in 2004,
finding that in the UK, 11.5% of adolescents (aged 11-16 years) had a diagnosis of a
mental health disorder (Green, McGinnity, Meltzer, Ford, & Goodman, 2005). Within this
population, 5.0% had emotional disorders, 6.6% had conduct disorders, 1.4% had
hyperkinetic disorders, and 1.4% had less common mental disorders such as autism, tics,
eating disorders, or selective mutism. Overall, boys were more likely to be diagnosed as
having any mental disorder (12.6%) than girls were (10.3%), yet girls (6.1%) were found
to be more likely to be diagnosed with an emotional disorder (e.g. anxiety, depression)
than boys (4.0%). An updated version of this national survey, the Survey of the Mental
Health of Children and Young People (MHCYP) 2016, is currently underway and will
provide insight into the current rates of psychiatric illness in British adolescents (due to
be published in 2018). A 3-month prevalence study of mental health disorders in
children and young people conducted in the United States (Costello et al., 2003) found
comparable rates to the U.K. survey (Green et al., 2005) with 13.3% of this population
having any diagnosis. Due to the 3-month longitudinal design of this study, the authors
were able to predict the cumulative prevalence of mental health disorders by age 16
years to be 36.7% for any disorder, with boys (42.3%) having higher risk than girls

(31.0%).
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The culmination of the various and dramatic developmental transitions across numerous
domains places the adolescent in a position of increased risk and susceptibility to the
experience of psychiatric illness (Blakemore, 2008; Casey, Getz, & Galvan, 2008). As
highlighted earlier, timing also plays a key role in these transitions. For example, early
pubertal onset is associated with increased mental health problems (Galvao et al.,, 2014;
Kaltiala-Heino et al., 2003). Adolescents who experience greater decision-making
autonomy in early adolescence have poorer psychological adjustment than those who
experience this during mid to late adolescence (Smetana, Campione-Barr, & Daddis,
2004). Emerging literature highlights brain plasticity in early adolescence and the
important implications this holds for vulnerability to mental health difficulties but also
intervention in adolescents (Gogtay & Thompson, 2010). Environmental and genetic
factors may influence adolescent brain development leading to lowered capacity for

emotion regulation and increased risk of psychopathology (Powers & Casey, 2015).

A psychological construct that has also been implicated in various mental health
problems across adolescence is perfectionism (Affrunti & Woodruff-Borden, 2014;
Morris & Lomax, 2014). Perfectionism is generally understood as a trait that leads an
individual to set high standards, strive for flawlessness, and potentially be concerned
about whether these standards will be met. The complex developmental context of
adolescence has been suggested as posing a potential key time for the development of
perfectionism (Flett et al., 2002). Changes in physical appearance accompanied with
increased self-consciousness may magnify any perceived societal pressure to appear
physically perfect. Increased self-consciousness might also make adolescents more
aware of their abilities and, in turn, lead to them choosing to work towards a desirable
standard or becoming overly concerned and preoccupied with their relative successes
and failures. Inflexible cognitive styles have been linked to less healthy forms of

perfectionism (Egan, Piek, Dyck, & Rees, 2007), highlighting the role of cognitive abilities

11



Chapter 1
that are developing during adolescence. The chapter will now discuss literature
regarding the development of perfectionism to explore how this may relate to adolescent

development.

1.5 Developmental Models of Perfectionism

While the general field of perfectionism has made great advances over the past couple of
decades, our understanding of how and why perfectionism develops through childhood
and adolescence remains somewhat lacking (Stoeber, Edbrooke-Childs, & Damian,
2016). In their developmental analysis of perfectionism, Flett et al. (2002) discussed the
potential roles of the social expectations model, social learning model, social reaction
model, and anxious rearing model, before presenting a preliminary integrative model of
the development of perfectionism. Three distinct hypotheses of perfectionism
development have since been summarised (Stoeber & Childs, 2012; Stoeber etal., 2016),

each emphasising the role of parents in the development of an individual’s perfectionism.

1.5.1 The Parental Perfectionism Hypothesis

The parental perfectionism hypothesis is rooted in social learning theory (Bandura,
1977). Social learning theory describes the learning of behaviours through
observational learning; children model their actions based on what they observe others
doing. Studies of aggressive behaviour in children support this theory, and also suggest
an effect of gender with same-gender modelling being even more apparent (Bandura,
1973; Bandura, Ross, & Ross, 1961). The parental perfectionism hypothesis reflects this
theory by describing the development of perfectionism as being learned through the
observation of a perfectionist parent. Research has supported this theory by revealing
associations between the perfectionism of young adults and that of their parents (Chang,
2000; Frost, Lahart, & Rosenblate, 1991; Vieth & Trull, 1999). One of these studies also

found higher associations between the perfectionism of mothers and daughters and of
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fathers and sons, indicating same-gender modelling effects as predicted by social
learning theory (Vieth & Trull, 1999). However, social learning theory does not explain
the finding that opposite gender modelling did not exist at all, with unrelated (father-

daughter) or even negative (mother-son) associations of perfectionism being observed.

There are limitations to this hypothesis. Much of the literature that evidences support
for the hypothesis consists of correlational, retrospective studies with university
students and their parents. Clearly, the correlational nature of this research prevents
any clear understanding of specific and intricate contributions of parental perfectionism
in the development of the child’s perfectionism. As with all retrospective research, the
literature here will also suffer from hindsight bias and impaired memories. A further
limitation to the parental perfectionism hypothesis is that it fails to acknowledge the
possibility of individuals other than parents being the focus of modelled behaviours.
While parents may be the more obvious demonstrators of behaviour - since children are
likely to be in close proximity to them for long periods of time - Bandura’s social learning
theory was based on experimental studies exploring children’s modelling of behaviour
exhibited by a non-related adult and, therefore, there is no reason for this hypothesis to
limit itself to parents’ perfectionism. Other people can be demonstrators of behaviour,
for example, siblings, peers, nursery workers and teachers. These individuals may also
spend significant time with children throughout their development and so it would be
advisable for this hypothesis to account for the potential impact of perfectionism in

individuals other than the child’s parents.

1.5.2 The Parenting Style Hypothesis

Another perspective is the parenting style hypothesis which focuses on the potential role
of authoritarian parenting (Baumrind, 1971, 1991) in the development of perfectionism.

Authoritarian parenting style is characterised by a harsh and controlling attitude

13
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towards the child. Parents who adopt this style have very high expectations and
demands of the child and are typically very low in terms of responsiveness to their child.
Psychological control characteristics of authoritarian parenting are thought to restrict
the development of adolescents’ autonomy, preventing the development of a secure
sense of self, and in turn resulting in dysfunctional psychosocial functioning (Barber &
Harmon, 2002). Authoritarian parenting has indeed been linked to maladaptive
perfectionism (Enns, Cox, & Clara, 2002; Soenens, Vansteenkiste, Luyten, Duriez, &
Goossens, 2005). Parental responsiveness, on the other hand, was found to be negatively
related to perfectionistic concerns (Miller-Day & Marks, 2006) highlighting the
likelihood that authoritarian parenting may contribute towards the development of
perfectionism. Evidence of the development of perfectionism over time was revealed in
a study which reported increases in perfectionistic concerns over time in adolescents

whose parents exhibited authoritarian parenting styles (Soenens et al., 2008).

While these studies suggest a link between a specific parenting style and maladaptive
perfectionism or perfectionistic concerns, no explanation has yet been offered to explain
the role of parenting in the development of adaptive perfectionism. More positive
parenting styles, such as authoritative parenting (a balanced style characterised by a
warm, responsive approach with reasonable demands), are not accounted for in this
particular developmental perspective of perfectionism. In fact, on closer examination of
the literature, it is apparent that despite the reference to maladaptive perfectionism
profiles, it is only the dimension of perfectionistic concerns which is accounted for by

this hypothesis.

1.5.3 The Parental Pressure Hypothesis

A third hypothesis is the parental pressure hypothesis, which fuses two distinct yet

interrelated socialisation models: the social expectation model and the social reactions
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model. This theory claims that the experience of high parental expectations of
perfection, combined with parental criticism when these expectations are not met,
results in the development of perfectionism during childhood. This model links parental
expectations and criticism to both maladaptive (Frost, Heimberg, Holt, Mattia, &
Neubauer, 1993; Stoeber & Otto, 2006) and adaptive (Stober, 1998; Stoeber & Eismann,

2007) forms of perfectionism.

Rice and his colleagues (Rice, Lopez, & Vergara, 2005) explored the interactions between
these models of socialisation and perfectionism in more detail. They found that adaptive
perfectionism developed in the presence of high parental expectations and low parental
criticism, as was expected based on theoretical accounts of perfectionism (Frost, Marten,
Lahart, & Rosenblate, 1990; Hewitt & Flett, 1991b). However, they found that
maladaptive perfectionism was not so easily explained by the expected pattern of high
parental expectations and high parental criticism. Maladaptive perfectionists generally
reported experiencing low parental expectations of performance. Further analyses
revealed a complex relationship between parental factors and perfectionism. When
parental criticism was high, parental expectations did not affect the unique development
of perfectionism. Rather, it was suggested that an individual’s experience of chronic
parental criticism, regardless of level of expectations, would result in a unique
presentation of maladaptive perfectionism. This latter suggestion, however, is
somewhat speculative, as the correlational nature of the data from the study did not
enable the authors to fully explore the intricacies of the two facets of the model in
relation to maladaptive perfectionism. While promising, it seems that the model
requires more empirical exploration before a clear developmental understanding of

perfectionism can be drawn from it.
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1.5.4 Evidence from Genetic Research

Preliminary evidence from twin studies suggests a moderate genetic component to
perfectionism, supporting the notion of parents playing a role in the development of this
construct (Bachner-Melman et al.,, 2007; Iranzo-Tatay et al., 2015; Kamakura, Ando, Ono,
& Maekawa, 2012; Moser, Slane, Alexandra Burt, & Klump, 2012; Tozzi et al., 2004; Wade
& Bulik, 2007). Heritability rates of between 25% and 54% were reported by these
studies, with certain factors of perfectionism appearing more genetically driven than
others. Of these studies, only one (Iranzo-Tatay et al., 2015) employed a mixed gender
sample, with the remaining studies focusing only on female twins thus restricting the
generalisability of the findings. The mixed-gender study concluded that perfectionism

exhibited moderate genetic influence in male and female adolescents.

1.5.5 Limitations of Parent-Oriented Developmental Hypotheses

As indicated by Stoeber and his colleagues (Stoeber & Childs, 2012; Stoeber et al., 2016),
these three hypotheses represent the most predominant developmental theories of
perfectionism to date; however, there are some limitations which they all share. First,
the theories clearly focus only on the role parents play in the development of
perfectionism, failing to adopt a multi-faceted systems view of development
(Bronfenbrenner, 1979). As it stands, the parent-oriented developmental hypotheses of
perfectionism solely reflect parent processes nested within an inner system of this
model. Others within this system need to be accounted for, as was shown by a study that
revealed developmental implications of adolescent musicians’ perceptions of their music
teacher’s pressure for them to be perfect (Stoeber & Eismann, 2007). Research has also
identified a role for the personality trait conscientiousness in the development of
perfectionism (Stoeber, Otto, & Dalbert, 2009), again highlighting a need to consider

further interactions within the microsystem. Little evidence exists showing any
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consideration of the wider ecological systems on the development of perfectionism,
despite the clear contextual changes characteristic of this life period. Adolescents may
become more aware of and involved in wider ecological systems as their social
responsibilities increase.  Additionally, increases in self-consciousness during
adolescence may make them more susceptible than they were during childhood to
feelings of social pressure to be perfect. The current developmental literature does not
account for the role of cognitive or brain development in the development of
perfectionism. A more complex examination of the developmental context of adolescent
life that reflects a systems model of development may help us to better understand how

and why perfectionism develops in certain individuals.

A second limitation with these hypotheses lies in methodological issues present in the
supporting literature. Much of the supporting research is correlational and thereby void
of any evidence of the causative relationships or developmental trajectories of
perfectionism. In addition, the studies are often retrospective and conducted with highly
educated young adults providing hindsight and sample bias. Another issue lies in that
the exploration of parental perfectionism, expectations, criticism, and styles is often
based on self-reported measures. A perfectionistic young adult could hold a distorted
view of their childhood experiences and present a report, which, in their opinion, fits best
with their current presentation of perfectionism thereby resulting in a literature base

driven by the inaccurate post hoc conclusions of a biased population.

The evidence regarding genetic versus environmental contributions to the development
of perfectionism adds an interesting perspective to the discussed parental
developmental models of perfectionism. For instance, while the parental perfectionism
hypothesis rests on social learning theory, evidence purported to support this theory

may in fact be conflating genetic effects with these environmental ones. Any
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developmental hypotheses should aim to incorporate a range of developmental
perspectives, so as not to present the effects of multiple factors (e.g. genes and modelling

of parents) as being indicative of just one.

1.6 Stability and Developmental Trajectories of

Perfectionism

Another developmental issue for perfectionism worth considering is that of its stability
and developmental trajectories. Assumptions represented in current perfectionism
theory regarding the homogeneity of perfectionism from infancy through to adulthood
may be flawed. While personality was originally believed to be defined very early in life,
developmental theories of personality have shown us that personality traits are not set
in stone and continually develop right across the lifespan (Caspi & Roberts, 2001; Caspi,
Roberts, & Shiner, 2005). If we understand perfectionism to be a personality trait, then
we need to acknowledge the likelihood that it may change and develop during
adolescence. If we look more broadly at other psychological constructs that were
previously believed to be stable from early childhood into adulthood, we can see that
some have since been shown to have a flexible quality during adolescence. For example,
self-esteem was originally believed to be a stable trait throughout life, but was
subsequently observed to have four distinct developmental trajectories across the
adolescent period (Hirsch & DuBois, 1991; Zimmerman, Copeland, Shope, & Dielman,
1997). Self-esteem is a construct that can be greatly influenced by developmentally
relevant factors during adolescence, such as increased peer evaluations when parental
opinions become less focally important (Harter, 1990). Appreciating the developmental
context of adolescence enabled self-esteem researchers to gain a new understanding of
this concept for this age group. Examples such as this highlight the necessity of

acknowledging the context of adolescent development when conceptualising
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psychological constructs, an issue which may currently be overlooked in perfectionism

literature.

There are only a handful of studies incorporating longitudinal designs in their research
of perfectionism in adolescents (Damian, Stoeber, Negru, & Baban, 2013; Herman, Wang,
Trotter, Reinke, & lalongo, 2013; Soenens et al., 2008; Stoeber et al., 2009), making it
difficult to comment on the development of perfectionism over time. The purported
stability of perfectionism could be questioned as a result of two studies conducted over
extended periods of adolescence. The first, a study of academically gifted Czech
adolescents, compared previously identified typologies of perfectionism across a ten-
year period (PorteSova & Urbanek, 2013). The investigated typologies were previously
defined by Parker (1997) who had performed cluster analysis on gifted American
adolescents’ responses to a measure of perfectionism, revealing three perfectionism
types - non-perfectionists, healthy perfectionists, and dysfunctional perfectionists.
PorteSova and Urbanek (2013) used cohort comparison to examine whether these
perfectionism typologies would be represented at three different time points across a
ten-year period. The typologies were only found at their first time point (year 2000).
Their analysis found that while clusters at the later time points (years 2005 and 2010)
were somewhat similar to the proposed typologies, there was notable variation in
perfectionism dimensions within these later clusters. Their study suggests that
dimensions of perfectionism are not necessarily stable across adolescence. Similarly, a
longitudinal study of perfectionism in African-American adolescent males across a
seven-year period raised questions about the stability of perfectionism during

adolescence (Herman et al,, 2013). This study was conducted between 6% and 12t
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grade! and revealed four differing developmental trajectories for maladaptive
perfectionism across the period. These were described as: constantly high maladaptive
perfectionism, constantly low maladaptive perfectionism, increasing maladaptive
perfectionism, and decreasing maladaptive perfectionism. These trajectories appear
similar to the above discussed trajectories of self-esteem. The evidence of changing
levels of perfectionism (i.e. increasing and decreasing maladaptive perfectionism)
experienced by some individuals during adolescence again suggests that adolescent
perfectionism is not necessarily always a stable construct and that this period of life may
be particularly important for understanding the development of perfectionism. The
findings of this study point to the potential for maladaptive perfectionism having a
malleable quality during adolescence, a particularly pertinent point for clinical
intervention. The specific focus of these studies on American, male, and/or gifted youth,
limits the extent to which we can generalise these results. Nevertheless, they do point

to adolescence as being a key developmental period of perfectionism.

1.7 Adolescent Expression of Perfectionism

When studying perfectionism during adolescence, it is worth considering the unique
developmental context of this period and the resulting potential for perfectionism to be
expressed in a different manner to that which is seen in earlier childhood or subsequent
adulthood. Drawing on an example from closely related psychological literature
pertaining to attachment styles, we can see that adolescent expression of psychological
constructs can be quite different to other age groups. Attachment style was traditionally
viewed as a perseverative construct from infancy through to adulthood but this

assumption was challenged by Allen and Manning (2007). Reflective of the adolescent

! For reference: USA students typically enter the 6™ grade aged 11/12 years and leave aged 12/13
years, and then enter the 12t grade aged 17/18 before graduating aged 18/19.
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social context, in which, unlike younger children, adolescents have the ability to exert
more choice over whom they form relationships with and place greater importance on
peer relationships than previously, research reveals the role of peers as “minor”
attachment figures during adolescence (Allen & Manning, 2007). Moreover, their paper
suggests that the attachment system undergoes a fundamental transformation from
infancy to adolescence, with adolescents experiencing fewer threats to survival
compared to infants but increasingly relying on attachment figures for affect regulation.
They determined that attachment in adolescence is qualitatively different to that of
infancy and becomes far more complex, involving reciprocal support, altered power
dynamics, gender effects, and societal expectations. Finally, they recommend
revaluating the issue of measurement, raising concerns about the appropriateness of the

adult measures for capturing the adolescent expression of attachment.

Similar to this example of adolescent attachment behaviour, many of the developmental
features of adolescence could lead to young people expressing perfectionism in a
different manner to adults. For example, increasing academic demands become a
dominant feature of Western adolescent life, with young people being made aware by
society of the high importance of successfully achieving academically. Indeed, Scottish
state schools adhere to an education curriculum entitled “Curriculum for Excellence” a
name that surely reflects an overall endorsement of striving for high standards. In
Western societies, qualifications obtained during adolescence can influence future
opportunities, such as the ability to apply to higher education institutions. Adolescents,
therefore, may be more attuned to the importance of striving for high standards in the
context of academia. A perfectionism measure with items reflecting high standards (e.g.
“I must always be successful at school or work” or “I must work to my full potential at all
times”, see Hewitt and Flett, 1991b) may result in adolescents who in reality are not

perfectionists scoring highly due to their current sensitivity to high standards in the
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specific context of academia. This issue may become less pertinent as individuals pass
further into adulthood and are less frequently faced with academic assessment, meaning

that such items can be interpreted on a more general basis by adults than adolescents.

On a similar note, issues of adolescent cognitive development may impact on the
expression of perfectionism in this population. Until cognitive abilities have matured
sufficiently, adolescents, in contrast with adults, may lack the reasoning and information
processing abilities required to navigate their increasingly mature world. This may lead
to them engaging in less sophisticated strategies than we woul