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Abstract 

Eating disorders (EDs) are common and serious psychiatric disorders causing 
significant physical and psychological suffering, for both those afflicted and their 
significant others. Although there has been considerable research on EDs 
throughout the years, there is still much left to be desired for successful treatment. 
Perfectionism has been suggested to play a crucial role in the development and 
maintenance of EDs. Perfectionism has also been suggested to interfere with 
treatment, and to predict treatment outcome. This thesis aims to illuminate aspects 
of perfectionism in patients with eating disorders.  

In Study I the relationship between perfectionism and Sense of Coherence (SOC) in 
a sample of patients with EDs was investigated. A high extent of perfectionism was 
significantly correlated to a weak SOC. Socially Prescribed Perfectionism (SPP) 
was correlated to all SOC components, while Self-Oriented Perfectionism (SOP) 
was solely correlated to the Manageability component. The results suggested that 
SOP might be a more healthy aspect of perfectionism compared to SPP. Also, SPP 
could be more strongly related to psychiatric co-morbidity.  

In Study II it was explored whether there were different patterns for the extent of 
SPP and SOP, perseverance/changeability of perfectionism, and how such patterns 
were related to long-term outcomes. Study data from a large, clinical, and national 
database was used. Five clusters were found. Persistent SOP was more strongly 
related to ED symptoms and psychiatric symptoms at baseline compared to other 
perfectionism patterns. There were no significant differences in outcomes between 
clusters three years after the initial measure. Patterns of relationships between the 
extent and possible changes of perfectionism measured with the Perfectionism Scale 
in the Eating Disorder Inventory (EDI-P) at baseline, and after six months, did not 
appear to be associated with long-term outcomes in psychiatric health ratings.  

In Study III semi-structured interviews with 15 patients were conducted and 
analysed. The narratives were compared with scorings on the EDI-P. No differences 
were found in the narratives related to EDI perfectionism scores or ED diagnoses. 
Seven themes were found: The origins of perfectionism, Top performance, Order 
and self-control, A perfect body, Looking good in the eyes of others, A double-edged 
coping strategy, and A Sisyphean task.  The women in this study did not emphasize 
their weights or bodies as the main goal of their perfectionistic strivings. Core 
descriptions were order, self-control, and top performances. All participants 
described their awareness of the impossibility of reaching perfectionism. Scorings 
of SOP were significantly higher compared to SPP. The results showed that 
psychometric measures do not always capture patient definitions of perfectionism, 
but considering that perfectionism serves as a means to, among other things, regulate 
affects, and may lead to an exacerbation of an eating disorder, and the development 
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of obsessive-compulsive symptoms, it is important to investigate the definitions of 
perfectionism. All studies in the present thesis were clinical, naturalistic, and, thus, 
transdiagnostic. The results showed that perfectionism in patients with EDs is a 
complex construct, suggesting that perfectionism should be regarded as a 
compensatory strategy with affect-regulating functions, in line with ED symptoms. 
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Sammanfattning på svenska 

I denna avhandling har olika aspekter av perfektionism hos patienter med blandade 
ätstörningsdiagnoser undersökts. Perfektionism brukar beskrivas som 
multifaktoriell och vid ätstörningar har det visat sig att det är två typer av 
perfektionism som är av betydelse; själv-orienterad (SOP) och socialt föreskriven 
(SPP). SOP innebär att personen själv ställer perfektionistiska krav på sig. SPP 
innebär man tänker att andra människor ställer orimliga krav. SOP beskrivs som en 
mer hälsosam aspekt av perfektionism, men just vid ätstörningar har man tidigare 
visat att bägge aspekterna är inblandade i uppkomst och vidmakthållande. 
Perfektionism anses vara försvårande för tillfrisknande, ett hinder i den terapeutiska 
behandlingen och därmed viktig att uppmärksamma. Perfektionismskalan i Eating 
Disorder Inventory, EDI-P, mäter såväl SOP som SPP och har använts 
genomgående i avhandlingens studier. Såväl kvantitativa som kvalitativ metod har 
använts och totalt har 404 personer deltagit, varav fem män. Två studier har gjorts 
vid en subspecialiserad ätstörningsenhet i södra Sverige (ABC i Kalmar) och en 
studie bygger på data från en nationell, longitudinell databas med material från 14 
specialistkliniker i Sverige.  

I samtliga studier uppvisade patienterna en högre grad av SOP jämfört med SPP, 
vilket stärker tidigare forskning som visat att hög grad av SOP är vanligt vid 
ätstörningar. Den första studien visade att en lågt skattad känsla av mening och 
sammanhang, KASAM, var relaterad till en hög skattning av perfektionism, framför 
allt SPP. I den andra studien undersöktes olika mönster av perfektionism avseende 
grad och typ (SOP/SPP), samt föränderlighet under de första sex månaderna efter 
bedömningssamtal för ätstörningsbehandling. Olika mönster framträdde vid 
klusteranalys av perfektionism-skattningarna, däremot fann vi inga samband mellan 
dessa mönster och hur deltagarna skattade sina ätstörnings- eller psykiatriska 
symptom vid uppföljning tre år senare. Den tredje studien var en halvstrukturerad 
intervjustudie där patienter under pågående ätstörningsbehandling fick berätta om 
sin syn på perfektionism. Deras berättelser jämfördes sedan med deras skattningar 
av perfektionism. Tidigare forskning har visat att patienter med en ÄS riktar sin 
perfektionistiska strävan mot sina kroppar, vilket inte deltagarna i avhandlingens 
intervjuer beskrev som huvudmålet för perfektionism. En del beskrev att kropps-
projektet började med hälsosamma mål och alla deltagarna beskrev att ordning och 
topprestationer var förknippade med perfektionism. Syftet var att hålla inre och yttre 
kaos under kontroll. De gav en enhällig bild av att strävan efter perfektionism är ett 
slitsamt och omöjligt uppdrag. Det är svårt att stoppa denna process innan 
nackdelarna blir alltför överväldigande, kanske på grund av de till att börja med 
positiva följderna med minskad ångest, kontroll och positiv uppmärksamhet från 
andra.  
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(ASD), obsessive-compulsive personality disorder (OCPD) (Dyer et al., 2013; 
Goncalves et al., 2016; McElroy, Kotwal, Keck Jr., & Akiskal, 2005; Råstam et al., 
2013; Ulfvebrand et al., 2015; Wentz et al., 2009). Performing research on co-
morbidity is a difficult task with ED diagnoses combined with other psychiatric 
diagnoses and symptom overlap. Research on co-morbidity in EDs should be 
interpreted with caution, age, duration of ED, and malnutrition can be confounding 
factors for co-morbidity among ED patients. 

There are opposing theories regarding the importance of differential diagnostics, 
and, thus, how co-morbidity should be regarded. Co-morbidity is considered 
important from the perspective of its relationship to development and maintenance 
of the ED. Thus, additional diagnoses are important for understanding the condition 
and its treatment (e.g. Treasure, 2006). ED has been suggested to share underlying 
personality traits with other psychiatric diagnoses, e.g. neuroticism in AN, and in 
depression (Bulik et al., 2006). Waller (2008), on the other hand, has suggested that 
EDs should be included with anxiety disorders in the DSM rather than as diagnoses 
of their own. His suggestion was based on anxiety preceding the development of 
EDs, and that ED behaviour is aimed at reducing anxiety, but with a long-term 
maintenance effect (Waller, 2008).  

Prevalence, incidence, and risk factors 

Prevalence 

There has been some evidence for an increasing prevalence of ED (Bulik, 2016; 
Pike, Dunne, & Addai, 2013). Although some studies have shown an increased 
prevalence of EDs in males, female dominance in the frequency of ED remains 
(Woodside et al. 2001; Smink, van Hoeken, Oldehinkel, & Hoek, 2014). In a 
prospective community study, Stice, Marti, & Rohde (2013) showed a lifetime 
prevalence by age 20 of ~13% for all DSM 5 EDs (AN= 0:8%, BN= 2.6%, BED = 
3.0% and OSFED ~11.5%). The prevalence of EDs is higher among homosexual 
and bisexual men compared to heterosexual men, although such a pattern does not 
apply when comparing homosexual/bisexual women with heterosexual women 
(Shearer et al., 2015). 

The onset for the majority of ED patients is usually during the teenage years or in 
the twenties, but the number of women over thirty with an ED is growing. Some of 
the older ED patients have developed an ED early in life and not recovered, some 
have had an early-onset disorder with full recovery but later relapse, while a 
significant number of the midlife ED cases are of late onset (Lapid et al., 2010). ED 
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and mortality. Severe underweight or weight loss influence the endocrine system, 
which could lead to decreased growth hormones, to amenorrhea and osteoporosis, 
the latter often irreversible (Mehler & Andersen, 2010). BED, purging disorder, and 
BN without an early phase of AN have been found to be associated with later obesity 
and substance abuse (Sonneville et al., 2013). Other complications related to ED are 
for, example, oral and dental complications, disturbances in the gastrointestinal 
system such as irritable bowel syndrome, IBS, constipation, or gastroparesis 
(Mehler & Andersen, 2010). No studies have shown an increased prevalence of ED 
in insulin-dependent diabetes mellitus, but when the two diagnoses co-exist, insulin 
misuse is common as a weight reduction strategy (Mehler & Andersen, 2010). Co-
occurring ED and diabetes mellitus have been shown to develop more severe 
complications and elevated mortality rates (Nielsen, Emborg, & Molbak, 2002; 
Rydall, Rodin, Olmstead, Devenyl, & Daneman, 1997). One cause of death in EDs 
is suicide, and ED diagnoses have been found to significantly predict a greater risk 
for suicide (for both men and women) compared to referents without EDs (Zerwas 
et al., 2015). Overall, longitudinal studies on mortality have shown that ED patients 
are at greater risk for untimely death, compared to the general population, with a 
crude mortality ratio of 3.3-3.9% (primary cause of death by suicide 60%) in BN, 
and 6.5-7.5% in AN (suicide 17%) (Franko et al., 2013; Huas et al., 2011; 2013).  

Treatment and outcome  

There is still much to be desired in ED treatment.  (Hart, Granillo, Jorm, & Paxton, 
2011; Steinhausen & Weber, 2009). In a review of AN Steinhausen (2002) found 
that 47% of the population recovered, 33% improved, and 20% had a chronic 
outcome, however, less is known about the development and chronification of other 
ED diagnoses (Treasure et al., 2015). Older age at onset and a short duration of AN 
has been shown to predict a more favourable outcome (Rosling et al., 2016: Vall, & 
Wade, 2015). 

The NICE guidelines recommend family treatment of AN for young patients (2011). 
Family-Based Therapy (FBT) and Multi-Family Therapy (MFT) have been shown 
to be effective in treating young patients with short-term AN (Downs & Blow, 2013; 
Eisler, 2005; Gelin, Fuso, Hendrick, Cook-Darzens, & Simon, 2015; Lock et al., 
2010). The outcome for older AN patients with a longer illness duration are poor 
due to co-morbidity and lack of motivation for recovery (Nordboe, Espeseth, 
Gulliksen, Skårderud, & Holte, 2006; Treasure et al., 2015). Specialist Supportive 
Clinical Management Treatment has been shown to be the best treatment for older 
patients with a long history of AN (Carter et al., 2011; Touyz et al., 2013).  
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A meta-analysis of treatment outcome showed that only approximately 45 % of 
bulimic patients recover from their ED, and 10 % had a chronic condition ten years 
after completion of treatment (Steinhausen & Weber, 2009). The same meta-
analysis showed that psychotherapy was superior to medicinal therapy, although 
SSRIs have been found to be an effective short-term treatment for BN, especially in 
combination with psychotherapy (Mitchell, Roerig, & Steffen, 2013; Steinhausen & 
Weber, 2009). Enhanced cognitive behavioural therapy, CBT-E, was developed as 
a transdiagnostic treatment method for EDs, and treatment studies for BN and BED 
have shown favourable outcomes for CBT-E, and Interpersonal Therapy, IPT 
(Fairburn et al., 2003; Fairburn et al., 2015). CBT has also been shown to be 
effective in clinical transdiagnostic settings (Turner, Marshall, Stopa, & Waller, 
2015). However, despite positive outcomes for CBT and IPT there is a lack of 
randomized-controlled studies (Steinhausen & Weber, 2009). Cognitive and 
behavioural prevention interventions, aimed toward responsiveness to thin-ideal 
media images and sociocultural influences, have been found to lead to 
biopsychosocial changes, and a reduced risk for development of ED (Stice, Becker, 
& Yokum, 2013).   

However, evidenced-based therapeutic treatment guidelines warrant some 
consideration. Patients in the clinical setting are more likely to differ from the 
selected patients in studies with psychiatric and physical co-morbidity (Clinton, 
2010). Many patients are excluded from randomized controlled studies, e.g. 
Thomson-Brenner & Westen (2005) showed that 40 % of patients with BN were 
excluded due to common exclusion criteria (as cited in Clinton, 2010). In clinic most 
patients are diagnosed with a mixed, subthreshold ED symptomatology (Fairburn & 
Bohn, 2005).  

One complication of treatment research is that the therapist effect is difficult to 
separate from the treatment model (Wampold & Serlin, 2000). Therapeutic alliance 
is an important factor contributing to positive outcomes for treatment of any disorder 
(Norcross, 2011). In an interview study, Gulliksen et al (2012) showed that AN 
patients preferred therapist characteristics such as generosity, respect, and patience, 
self-confidence along with active interest, support, and focus on patient resources.  
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Figure 1.  
A cognitive-behavioural model of clinical perfectionism, reproduced from Shafran et al. (2010) with permission from 
Constable & Robinson Ltd. 

Further, the conceptualization of perfectionism is complicated considering the 
amount of related concepts, e.g. order, conscientiousness, achievement, 
competitiveness, striving for mastery, terms of self-evaluation (e.g. self-esteem or 
self-worth), and body image/body dissatisfaction. For example, self-efficacy is the 
perceived ability to meet standards, while perfectionism sets the standard (Flett & 
Hewitt, 2002). Conscientiousness, including terms such as competence, order, 
dutifulness, achievement striving, self-discipline and deliberation, on the other 
hand, is related to SOP, but considered to be a less extreme form of striving (Flett 
& Hewitt, 2002). Conscientiousness has been related to the organizational concept, 
but the Organizational subscale in the MPS-F was shown to be weakly correlated 
with the other subscales, and was for that reason recommended by Frost to be 
excluded (Flett & Hewitt, 2002). Thus, the concepts within or without the 
definitions are debatable. For this thesis I have mainly focused on SPP and SOP 
from the multidimensional model (Hewitt & Flett, 1990; 1991).  

There are several assessments for measuring multidimensional perfectionism 
(Bardone Cone et al., 2007), and in this paragraph just a few of the existing measures 
are recognized. About 1990 two research teams independently published measures 
of multidimensional aspects of perfectionism, sharing a common name, the 
Multidimensional Perfectionism Scale, MPS (Frost et al., 1990; Hewitt & Flett, 
1990; 1991). Both scales have satisfactory psychometrics (Enns & Cox, 2002). The 
Frost MPS-F scale originally consisted of six dimensions of perfectionism: Concern 
over Mistakes, Personal Standards, Parental Expectations, Parental Criticism, Doubt 
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about Actions, and Organization (Frost et al., 1990). The Hewitt & Flett MPS-H 
consists of three dimensions; SOP, SPP and OOP (Hewitt & Flett, 1991) which are 
described in the paragraphs above. The Eating Disorder Inventory (EDI) contains a 
subscale that measures perfectionism. The subscale was intended to be 
unidimensional, but has been shown to measure SOP and SPP (Joiner & Schmidt, 
1995; Sherry et al., 2004). Both subscales have shown satisfactory psychometrics 
(Enns & Cox, 2002). Personal Standards from Frost-MPS and SOP are considered 
to be more related to achievement striving, while Concern over mistakes, Doubt 
about actions, Parental Criticism, and Parental Expectations from Frost-MPS, 
together with SPP, are considered to be related to maladaptive perfectionism 
(Bardone-Cone et al., 2007).  

The role of perfectionism in EDs 

Perfectionism has been found to play a crucial role in the development and 
maintenance of EDs (Egan et al., 2011; Stice, 2002b).  Shafran et al. (2002) 
suggested that EDs might actually be an expression of perfectionism. Women with 
higher levels of perfectionism have been shown to have the highest ED symptom 
levels (Bardone-Cone et al., 2008). Patients with AN, BN, and BED, showed higher 
perfectionism compared to a non-psychiatric control group (Hilbert et al., 2014). 
Patients with AN, in turn, showed higher perfectionism than patients with BED 
(Hilbert et al., 2014).  

It has been shown that the onset of AN leads to enhanced perfectionism (Anderluh, 
Tchanturia, Rabe-Hesketh, & Treasure, 2003). OOP has not been shown to relate to 
EDs, while the combination of SPP and SOP, with differential roles, has been found 
to be associated with EDs (Cockell et al., 2002; Sherry, Hewitt, Besser, McGee, & 
Flett, 2004). SOP has shown to be more strongly related to anorectic symptoms, 
while SPP has been found to correlate with negative affect and depression, and a 
wider range of EDs including BED (Frost, Heimberg, Holt, Mattia, & Neubauer, 
1993; Nilsson, Sundbom, & Hägglöf, 2008; Pratt, Telch, Labouvie, Wilson, & 
Agras, 2001). In summary, research has shown that both achievement striving and 
maladaptive perfectionism are elevated in patients with AN and BN, while the 
findings for patients with BED are more inconsistent (Bardone-Cone et al., 2007). 
In a review of perfectionism in EDs Bardone-Cone et al. (2007) showed that AN is 
more related to perfectionism compared to other psychiatric diagnoses including 
other ED diagnoses.  

Perfectionism has, in some studies, been considered a trait (Lundh & Öst, 2001; 
Zuroff, 1994), and in other studies a state (Egan et al., 2011; Jacoby et al., 2004). 
Trait perfectionism shows temporally stable patterns, while state dependent 
perfectionism varies. Cox & Enns (2003) conducted confirmatory factor analyses 
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avoid stressors. Examples of generalized resistance resources are flexibility, 
intelligence, rationality, knowledge, ability to predict outcomes, and material 
resources (Antonovsky, 1979).  

Three interrelated components are included in the concept; Comprehensibility, 
Manageability and Meaningfulness. Comprehensibility is a cognitive component, 
and is related to the degree of how understandable experiences are (Figure 2). 
Manageability is a behavioural component related to how well the individual knows 
how to handle experiences, and whether he or she has tools to deal with the situation. 
Finally, Meaningfulness is a motivational component that comprises the ability to 
create and strive for values (Antonovsky, 1987). Setbacks are considered to be parts 
of the way towards the values and are worth the effort and the engagement it takes. 
Meaningfulness implies that even the worst experiences can be dealt with through a 
sense of meaning and certainty to survive the experience with some kind of dignity 
(Antonovsky, 1987). 

 

 

 

 

 

 

 

 

 

 

 
 
Figure 2.  
A model of the Sense of Coherence concept. Revised model from Krause, 2011. 

Sense of Coherence, perfectionism and EDs 

There has been substantial research on SOC and health related behaviour, stress, 
psychosomatic, psychiatric, and organic disorders, but research on EDs and SOC is 
sparse. Women with an ED have been shown to have a weaker SOC than the general 
population (Hansson, & Cederblad, 1995; Keller, 1997; Tagay, Mewes, Brähler, & 
Senf, 2009). One could speculate on whether experiencing a weak SOC is a result 
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Research papers 

Aims 

The aim of the present thesis was to further the understanding of perfectionism in 
EDs by the investigation of clinical transdiagnostic samples of patients with ED 
diagnoses.  

The aims of the specific studies were:  
I. To describe the relationship between perfectionism and SOC among 

patients with EDs. 
II. a) To investigate whether there are different patterns of perfectionism 

regarding EDI-P dimensions, extent, and perseverance/changeability over 
time (6 months) in a clinical sample of patients with EDs, and b) To describe 
how these patterns (if found) are related to long-term outcome. 

III. a) To describe experiences and descriptions of perfectionism in patients 
with EDs, and b) to investigate whether descriptions differed between 
participants with high or low scores, respectively, on EDI-P. 

Participants and settings  

The studies presented in this thesis include 404 participants (5 men), all patients 
with EDs, in two different settings. Studies I and III were conducted at a public, 
youth/adult, integrated psychiatric outpatient clinic, the AnorexiBulimiCenter 
(ABC), specializing in the treatment of ED in southern Sweden. ABC receives 
approximately 150 new patients yearly. About 2 % of the patients are men. 
Diagnostic evaluation is performed at admission, by a staff experienced in the 
assessment and treatment of EDs.  

In Study II data was retrieved from the Coordinated Evaluation and Research at 
Specialized Units for Eating Disorders (CO-RED) (further described in Björck, 
Clinton, Sohlberg, & Norring, 2007; Björk, Clinton, & Norring, 2011). The CO-
RED included 14 specialist treatment centres across Sweden, ABC not included. 
The CO-RED units offered a wide variety of recognized therapeutic interventions 
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the study generally scored themselves as having a weak SOC. Their ED symptoms 
and high level of perfectionism can be seen as either, not so adaptive, strategies to 
avoid negative emotions and cognitions following difficulties dealing with stressors, 
or the opposite; experiencing a weak SOC is a result of the consequences of ED or 
perfectionism. Taking the latter approach, some researchers have suggested that 
perfectionism is a trait shared by family members (Bardone-Cone et al., 2007), and 
from that perspective both EDs and a weak SOC could be the results of trait 
perfectionism. Antonovsky (1987) described SOC as solid attitudes that develop in 
relation to significant others and life-situations, especially during the formative 
years. Early developed perfectionism could affect SOC development negatively, for 
example, if the perfectionistic demands were experienced as uncomprehensive and 
unmanageable. The stability of SOC over a life span has been questioned (Eriksson 
& Lindström, 2005), and it is possible that SOC could be influenced by ED 
symptoms. Experiences of ill being may influence self-assessment scores in a 
negative way. Most likely, interaction and enhancement are parts of a vicious circle.  

Patterns of perfectionism 

In Study II we found that patients with EDs showed different patterns of 
perfectionism regarding the extent and perseverance of EDI-SPP and EDI-SOP. 
However, there were no relationships between perfectionism patterns and long term 
outcomes for ED symptoms, ED diagnoses, or related psychiatric morbidity. The 
relationships between perfectionism and EDs and other psychiatric symptoms were 
apparent at baseline, but not after three years. Some patients remained 
perfectionistic, and a large part of the sample never scored themselves as 
perfectionists from the start. In a longitudinal study on patients with restrictive AN 
it was shown that the EDI-P scorings did not change from the eight-year to the 16-
year follow-up (Nilsson et al., 2008). However, in that study EDI-P was not 
measured at baseline, so the first measure of EDI-P was eight years after the first 
admission for AN. In that study the EDI-2 and the SCL-90 were used as outcome 
measures, and significant recovery on the EDI and SCL scales were shown (Nilsson 
& Hägglöf, 2008). This finding was corroborated in Study II, in which most patients 
scored significantly lower on the EDI and SCL-63 at the three-year follow-up. 
Almost half the patients in Study II no longer filled the criteria for an ED, regardless 
of their perfectionism patterns. 

Research on perfectionism as a predictor for ED development is limited (Bardone-
Cone et al., 2007). Retrospective studies, using measures other than EDI-P or MPS-
H, have shown evidence for childhood perfectionism as a predictor of EDs, 
suggesting that trait perfectionism predicts ED development (Bardone-Cone et al., 
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Strengths and limitations  

In the following sections some of the strengths and limitations of the studies in the 
thesis will be discussed further.  

The three studies shared a clinical and transdiagnostic view on EDs according to 
suggestions from earlier research (Egan et al., 2011; Fairburn & Bohn, 2005; 
Fairburn et al., 2003; 2007). Using a transdiagnostic perspective enhanced clinical 
relevance, since different diagnoses show symptom overlap, and common 
maintaining mechanisms, besides the significant migration between the different 
ED diagnoses (e.g. Fairburn & Bohn, 2005).  

In order to widen the understanding of perfectionism, and to strengthen 
generalizability, the methodological approaches differed; the first study was a 
consecutive, cross-sectional study with patients from one specialized treatment 
centre in Sweden. The second study used data from a longitudinal, naturalistic 
multicentre study with participants from 14 specialist treatment centres in Sweden. 
The data was used to investigate whether different patterns of perfectionism in EDs 
were related to long-term outcomes. 

The quantitative studies were complemented by a qualitative study in which patients 
with EDs described their experiences and descriptions of perfectionism; and it was 
investigated whether the descriptions differed between participants with high or low 
perfectionism. However, the sample was too small to draw conclusions regarding 
quantitative results, but further studies on comparisons between EDI-P scorings and 
qualitative descriptions would be valuable.  

The EDI-Perfectionism scale was used to measure perfectionism throughout the 
studies, divided into self-oriented and socially prescribed aspects. The 
conceptualization of perfection was thus similar in the three studies.  

Due to the consecutive recruitment of participants in the studies, most participants 
in this thesis were women (499/504). However, female dominance reflects clinical 
reality (Allen, Byrne, Oddy, & Crossby, 2013). Another limitation was that all 
studies were performed in Sweden. Swedish patients with EDs have been shown to 
score generally lower on the EDI compared to international samples, which has also 
been shown for EDI-P scorings (Norring & Sohlberg, 1988; Nyman-Carlsson et al., 
2015). All of this reduces the generalizability of the findings. 

The co-morbidity aspect with a frequent diagnosis overlap was not investigated in 
the first and third studies. Self-reported data has been used in the three studies, 
which entails risks of response bias. At the same time, using well established, valid, 
and reliable measurements ensured that the included variables were measured in the 
same way in the different research settings. The EDI-P is often used in research on 
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preventing and removing harm, and is, in the short-term, the least obvious principle. 
Participants did not benefit by participating in the studies, benefits will rather 
emerge in the future, for other patients with EDs. Finally, justice: again participants 
were reassured that participation or refusal would not affect future treatment. All 
participants were 18 years or older and were able to decide whether they wanted to 
participate or not. In Study III participants invested time and effort in the interviews. 
Effort was made to schedule interviews when the participants chose, and the authors 
were not involved in the assessment or treatment of the participants. The studies 
were approved by the research ethics committees of Linköping University (Study 
I), Uppsala University (Study II), and Lund University (Study III).  

Further studies  

As described in other studies on perfectionism and EDs, interrelations have been 
proven to be complex, and more research is thus warranted (Bardone-Cone, 2007). 
On one hand, SOP has been considered a healthier aspect of perfectionism compared 
to SPP (e.g. Bieling, Israeli, & Antony, 2004), but on the other hand the studies in 
this thesis show a larger extent of SOP among the research subjects, and there were 
stronger relationships between SOP and psychopathology. Relationships between 
SOP and EDs have been suggested to be moderated by other vulnerability factors, 
for example ineffectiveness, body dissatisfaction, or self-esteem (Boone & Soenens, 
2015; Cano et al., 2016; Vohs et al., 2001). Lethbridge et al. (2011) suggested that 
SOP rather than SPP is associated with psychopathology in individuals with EDs. 
Thus, questions for further research remain. The extent of perfectionism varied, and 
patterns of changeability differed among patients with EDs. Considering this, a 
suggestion for further studies on patterns of perfectionism (regarding extent and 
changeability) is to use a larger and more controlled sample, with a possibility to 
compare different ED diagnoses and perfectionism patterns regarding extent and 
perseverance. Studies of perfectionism as a state or trait, with more specific 
measures for targeting predictors of long-term outcomes of the treatment and 
development of ED, are suggested for further studies. For that, a more 
comprehensive measure than the relatively short EDI-P scale should be used for 
assessing multidimensional perfectionism. Despite the greater prevalence of EDs 
among women, more studies on boys/men would be desirable. 

Regarding Study I, studies on SOC and EDs are sparse, and other studies of 
perfectionism and SOC are non-existing. No conclusions can be drawn until more 
research on these variables are performed. More studies on the interrelationship 
between perfectionism and SOC would be an interesting continuation. If 
perfectionism is not related to EDs, how or why are perfectionism and SOC related? 
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  Background:  There is a substantial body of research on eating disorders and perfectionism. 
Also there are several studies on eating disorders and sense of coherence (SOC), but studies 
regarding all three subjects are sparse. Perfectionism and the degree of SOC are considered 
central and aggravating aspects of psychiatric conditions, not least in relation to eating 
disorders.  Aims:  The present study aimed to describe the relationship between perfectionism as 
operationalized by Garner in the Eating Disorder Inventory-2 and SOC as de� ned by 
Antonovsky in the SOC-29 scale. The hypothesis was that SOC should be negatively associated 
with perfectionism.  Methods:  Data from the two self-measuring instruments collected from 95 
consecutively recruited eating disorder outpatients were analysed with descriptive and inferential 
statistics.  Results:  The patients in the present study scored consistently with other Swedish 
eating disorder samples on the Perfectionism subscale in the Eating Disorder Inventory-2 
(EDI-P) and on the SOC-29, indicating a higher degree of perfectionism and weaker SOC than 
normal population groups. Perfectionism was signi� cantly correlated to SOC. The correlation 
was negative, con� rming the study hypothesis. The hypothesis was further con� rmed in a 
subgroup analysis comparing patients with different degrees of SOC related to their EDI-P 
scores.  Conclusions:  Perfectionism is associated with SOC in patients with eating disorders. 
 Clinical implications:  The clinical implications derived from the study could be a 
recommendation to focus on the SOC in patients with an eating disorder with the 
hope of lowering the patients ’  perfectionism as well.  

      • Eating disorders  ,   Perfectionism  ,   Sense of coherence  ,   Treatment.   

 Suzanne Petersson, AnorexiBulimiCenter, L ä nssjukhuset i Kalmar, S-391 85 Kalmar, Sweden, 
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  Eating disorders generally, and anorexia nervosa (AN) in 
particular, are severe psychiatric problems, associated 

with impaired psychosocial functioning, untimely death 
and considered hard to treat (1 – 4). Perfectionism is a 
feature strongly associated with eating disorders (2). The 
onset of eating disorders is common during puberty. The 
pubertal transition is a vulnerable period, particularly for 
girls. Body image is an important part of the pubertal 
girl ’ s global self-esteem. A signi� cant number of girls in 
that phase are discontented with their bodies and suscep-
tible to perceived evaluation from others (5, 6). Relations 
between perfectionism and eating disorder-related beha-
viours seem to be crucial (7, 8). 

 Fairburn among others considers perfectionism to 
be one of the main risk factors for developing eating 
disorders (9, 10). Eating disorders are also seen as 
an expression of perfectionism related to body control 
(11 – 13). Perfectionism in eating disorders tends to affect 
the patients ’  control of weight, food intake and body 

shaping (11). Flett et   al. (14, p. 200) investigated bulimic 
and perfectionistic automatic thoughts in a non-clinical 
sample and suggested that there seems to be  “ a weight-
related self-schema that incorporates an emphasis on 
perfectionism ” . 

 A large number of studies have been made to opera-
tionalize and explain the components of perfectionism 
(12, 15 – 17). According to a cognitive behavioural theory, 
the underlying core beliefs of perfectionism are based on 
an exaggerated self-evaluation in terms of achievement, 
and the rules that stem from those core beliefs are 
dichotomously and conditionally demanding: when there 
is a � aw you  are  a failure and this experience is anxiety 
provoking (10, 18). Different theoretical perspectives 
share the view that perfectionism has a compensatory 
function for problems with regulation of inner processes 
such as feelings and bodily signals (10, 19 – 22). Perfec-
tionism consists of some aspects that seem to be trait-
determined and some aspects that seem to be more 
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worthlessness, shame and failure (9). A weak SOC is 
related to reduced motivation, decreased adaptive coping 
and treatment compliance. Similar consequences come 
with perfectionism, which is considered an obstacle to 
psychotherapy due to rigid behaviour patterns, reluctance 
to change and low tolerance for exposure of stress (38, 
43, 44). Research on eating disorders and SOC is sparse, 
and published research on perfectionism and SOC seem 
to be non-existent.   

 Aim 
 The present study aimed to describe the relationship 
between perfectionism (as operationalized by Garner in 
the Eating Disorder Inventory-2, EDI-2; 45, 46) and SOC 
(as de� ned by Antonovsky in the SOC-29 scale; 34) 
among patients with eating disorders. The hypothesis 
was that SOC should be negatively associated with 
perfectionism.    

 Material and methods  
 Setting 
 The present study was conducted at a youth – adult 
integrated psychiatric outpatient clinic, specializing in 
the treatment of eating disorders. The clinic receives 
approximately 150 new patients yearly. The diagnostic 
evaluation is performed in a clinical interview according 
to the DSM-IV criteria. To guide treatment focus, the 
patients � ll in self-evaluation forms at the clinic. Two of 
these — the Sense of Coherence Scale-29 (SOC-29) and 
the EDI-2 — have been used in this study (34, 45, 46).   

 Participants and data collection 
 The participants were recruited consecutively. Patients 
were included during a 15-month period. When diag-
nosed with an eating disorder, patients were asked to 
participate in the study. A total of 144 patients were 
diagnosed with an eating disorder during this period. 
Seven refused participation. Eleven did not show up 
for the evaluation sessions to complete questionnaires. 
Treatment was initiated in 26 cases without patients hav-
ing been asked to participate in the study. Five partici-
pants were excluded because they did not complete the 
SOC-29. The sample comprised 94 women and one man. 
Ages ranged from 14 – 53 (mean    �     22.3    �     7.2). BMI ranged 
from 14.4 to 44.8 (mean    �     21.1    �     4.4). The DSM-IV 
diagnoses were divided into AN, 14% ( n    �      13); bulimia 
nervosa, 18% ( n    �      17) and eating disorder not otherwise 
speci� ed, 68% ( n    �      65) respectively. The sample is repre-
sentative for the patient clientele of the clinic. 

 The patients completed the Swedish version of the 
EDI-2 and the Swedish version of the SOC-29 during a 
session in the initial evaluation phase. The � rst author 
then transferred the patients ’  individual scores, item by 

subject to circumstantial conditions (23). It is suggested 
to develop in a combination between parent factors and 
the child ’ s temperament (24). 

 Hewitt  &  Flett (25) developed a three-dimensional 
construct of perfectionism containing self-oriented per-
fectionism (SOP), socially prescribed perfectionism (SPP) 
and other-oriented perfectionism (OOP). The Multidi-
mensional Perfectionism Scale (MPS-H) measures the 
construct. The SOP scale captures the degree of perfec-
tionistic demands on oneself, while the SPP scale focuses 
on experience of conditional perfectionistic demands 
from signi� cant others. The OOP scale measures the per-
son ’ s demands on others to perform perfectly and is con-
sidered unrelated to eating behaviour (26). Lethbridge 
et   al. (27) suggest that self-oriented perfectionism rather 
than socially prescribed perfectionism is associated 
with eating disorders. The Perfectionism subscale in the 
Eating Disorder Inventory-2 (EDI-P) was constructed as 
a unidimensional scale but has been found to include the 
SOP and the SPP perspectives with three items each, 
although this is not considered an exact proxy for the 
MPS-H (28 – 32). One difference between the subscales is 
that while the EDI-SPP items mainly concerns expecta-
tions from family members, the MPS-H SPP scale 
addresses expectations from non-speci� ed persons (29).  

 Sense of coherence and eating disorders 
 The concept sense of coherence (SOC) was derived from 
the theory of salutogenenesis (33, 34). The salutogenetic 
view focuses on factors protecting against stressful events 
in life (34). The SOC concept is described as solid atti-
tudes rather than personal traits. SOC is considered to 
develop in relation to signi� cant others and life-situations 
from birth on with less change for adults than for younger 
persons (34, 35). Child-centred parenting is shown to be 
associated with a strong SOC at adulthood (36). SOC is 
considered a global measurement based on three compo-
nents: comprehensibility, manageability and meaningful-
ness (34, 37, 38). Goodsitt (p. 211, 20) suggests that 
eating disordered patients have  “ a failure to integrate 
bodily, cognitive, and affective experience into an orga-
nized core self  ” , which could be comparable to the de� ni-
tion of a weak SOC. Women with an eating disorder are 
known to have a weaker SOC than the general population 
(37, 39, 40).   

 Sense of coherence and perfectionism 
 Antonovsky (34) suggests that a strong SOC acts as a 
buffer against stress. This has been con� rmed in clinical 
studies of, for example, depression and chronic heart fai-
lure (41, 42). Perfectionistic standards per se are stress 
inducing. Perfectionistic behaviour provides a sense of 
control in the short term as it works as an aid against 
feared situations and intermittently holds back feelings of 
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groups was used, comparing means between the EDI-SPP 
and the EDI-SOP and means between the  “ very low ”  
versus the  “ low ”  SOC-score groups. For correlation tests, 
Spearman ’ s rank correlation was used. The statistical 
analysis was performed using Statistica, version 10.   

 Ethical considerations 
 During the clinical assessment, participants were provided 
written information about the study and written consent 
was obtained. They were told that they could withdraw 
from the study at any time and such a decision would 
not affect their future treatment. Participants were reas-
sured that the data would remain con� dential. The study 
was approved by the management of the psychiatric 
clinic, and by the board of the county council, responsi-
ble for patient data. The study was also approved by the 
regional ethical review board of Link ö ping, Sweden, No: 
M145-08.    

 Results 
 The patients in the present study scored consistently with 
other Swedish eating disorder samples on the EDI-P 
(mean    �     6.0    �     4.4), which is signi� cantly lower than the 
scores of the North American norm group 
(mean    �     8.9    �     6.2) (47, 50). 

 The EDI-P reached internal consistency reliability 
with  �      �     0.80 for the total scale (Table 1). When divid-
ing EDI-P into two subscales (28, 30), the internal con-
sistency was  �      �     0.74 for the EDI-SPP and  �      �     0.78 for 
the EDI-SOP, which supports earlier research suggesting 
that the EDI-P can be seen as two separate subscales. 
The patients scored signi� cantly higher on the EDI-SOP 
than on the EDI-SPP ( t    �      5.82,  P    �      0.0000). 

 The results on the SOC-29 in the present study were 
low (mean    �     106.5    �     20.8) compared with a non-clinical 

item, into an Excel database together with socio-demo-
graphic, diagnostic and health data.   

 Instruments  
 EDI-2 
 The Eating Disorder Inventory-2 (EDI-2) is a self-report 
questionnaire designed to measure attitudes, personality 
features and eating disorder symptoms. The instrument 
is internationally acknowledged and often used in the 
research and assessment of eating disorders (19, 47, 48). 
EDI-2 is a 91-item self-report questionnaire with 11 
subscales. The subscales have demonstrated high inter-
nal consistency reliability as well as test – retest reliabil-
ity (47, 49, 50). Respondents are asked to rate each 
item on a 6-point scale, ranging from  “ never ”  to 
 “ always ” . The scoring-system is hidden from the respon-
dent (45, 46). The clinical mean score for Swedish 
patients with eating disorders is 6.1 ( �     4.1) while the 
non-clinical mean for Swedish women is 2.6 ( �     3.4) 
(50). The Perfectionism subscale can be divided into 
two separate subscales with three items each: items 36, 
52 and 63 are related to self-oriented perfectionism 
according to MPS-H (EDI-SOP), while items 13, 29 
and 43 are related to socially prescribed perfectionism 
(EDI-SPP) according to the same scale (28). The third 
and latest version of the instrument, the EDI-3, is now 
published. The items of the Perfectionism subscale have 
not been changed in the new edition (32).   

 THE SENSE OF COHERENCE SCALE (SOC) 
 In order to measure SOC, Antonovsky created a 29-item 
self-report questionnaire with 7-point Likert scales for 
each item. The total score ranges from 29 to 203. The 
SOC scale consists of three components: comprehensi-
bility (10 items), manageability (10 items) and mean-
ingfulness (eight items), plus one item that is a part of 
the total score but not a part of any of the components 
(34). The SOC-29 has been validated and has shown 
good reliability and is used as an outcome measure for 
psychotherapeutic interventions (38, 51). The Swedish 
non-clinical mean score of the SOC-29 for adults is 152 
( �     18) (52). Non-clinical schoolchildren generally have 
lower scores than adults (146    �     10) (37). Patients in 
need of greater healthcare support scores generally 
lower on the scale (43).    

 Data analysis 
 Data was analysed by descriptive and inferential statis-
tics. In order to evaluate the extent to which scales and 
subscales met the criteria for internal consistency reliabil-
ity inter item correlations as well as Cronbach ’ s  �   were 
calculated. The material was divided into two groups 
according to the median of the SOC-scores (referred to 
as  “ very low ”  and  “ low ” ). The  T -test for dependent 

   Table 1.  Displaying results and internal consistency reliability for 
sense of coherence (SOC) and the Perfectionism subscale in the 
Eating Disorder Inventory-2 (EDI-2), as well as their postulated 
components.  

Sample, present study ( n    �      95)

SOC and EDI-2 perfectionism 
(number of items) Mean  s 

Inter-item 
corr.

Cronbach ’ s
   �  

SOC Comprehensibility (10) 32.0 7.2 0.19 0.70
SOC Manageability (10) 37.8 8.3 0.22 0.73
SOC Meaningfulness (8) 32.3 8.1 0.45 0.85
SOC total (29 *  ) 106.4 20.8 0.22 0.89
EDI-2 Perfectionism, total (6) 6.0 4.4 0.43 0.80
EDI-2 Perfectionism-SPP (3) 2.2 2.3 0.55 0.74
EDI-2 Perfectionism-SOP (3) 3.8 2.8 0.55 0.78

     *  SOC total contain one additional item that is not included in the component 
scales (Antonovsky, 1987).   
  s , standard deviation.   
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psychometrically sound. The validity of the SOC-29 has 
been questioned and what the instrument measures is 
subject to debate (54). Although there has been strong 
resistance toward dividing the SOC scale, the present 
study found some support for doing so. The Cronbach ’ s 
 �   values for the SOC components in our study were 
satisfactory, while the mean inter-item correlations were 
satisfactory only for the meaningfulness component. The 
mean inter-item correlation as well as the internal consis-
tency for this component is better than for the undivided 
scale, which could be added to the criticism of the con-
struct (54). This result is congruent with other studies on 
the measure of meaningfulness, showing that this is the 
purest factor in the SOC construct (37, 38). In an over-
view of studies on non-clinical populations, the results 

sample ( n    �      254, mean    �     152    �     18.0) (52). SOC-29 scores 
in earlier studies of Swedish eating disorder patient 
groups ranged from mean    �     103.6 to mean    �     122.3 (37). 
The SOC-29 scores in the present study were within that 
range. The internal consistency of the SOC-29 showed 
an  �  -level of 0.89 (Table 1). 

 The EDI-SPP showed a 0.45 correlation with the 
EDI-SOP, further supporting a possible split into two 
internal subscales (Table 2). When correlating the 
SOC components with each other, there were signi� cant 
correlations at  P    �      0.001 (ranging from 0.44 to 0.61). 
Also, the total SOC scale correlated signi� cantly with 
the SOC components (Table 2). Furthermore, the SOC 
scale and the EDI-P were signi� cantly negatively corre-
lated to each other ( P    �      0.01). Signi� cant negative corre-
lations at  P    �      0.05 were also the case when relating the 
SOC components to the EDI-P and the EDI-SPP. The 
strongest correlation between the scales was between the 
SOC total and the EDI-SPP ( P    �      0.001), as well as the 
SOC component meaningfulness and the EDI-SPP 
( P    �      0.001) (Table 2). 

 Our hypothesis was that SOC should be negatively 
related to the results on the EDI-P. To test the hypothe-
sis furthermore, the SOC-results were divided into two 
groups according to the median of the sample, one with 
scores of 43 – 106 (labelled  “ very low ” ) and one with 
scores of 107 – 156 (labelled  “ low ” ) and compared them 
with the EDI-P results. The group that comprised the 
lowest SOC-scores had signi� cantly higher scores on the 
EDI-P (Figure 1).   

 Discussion 
 The EDI-P reached the criterion for internal consistency 
reliability Cronbach ’ s  �      �     0.70 (53), both as one scale 
and when divided into an EDI-SPP subscale and an EDI-
SOP subscale, which points towards EDI-P as being 

   Table 2 . Correlation matrix of sense of coherence (SOC) results and results on the Eating Disorder Inventory-2 (EDI-2) Perfectionism 
scale as well as their postulated components.  

EDI-2 
Pefectionism, 

total

EDI-2 
Perfectionism, 

socially prescribed

EDI-2 
Perfectionism, 
self-oriented SOC total

SOC 
Comprehensibility

SOC 
Manageability

SOC 
Meaningfulness

EDI-2 Perfectionism, total 1.00 0.78 *   *   *  0.90 *   *   *   �     0.33 *   *   �     0.20 *   �     0.29 *   *   �     0.28 *   *  
EDI-2 Perfectionism socially 

prescribed
0.78 *   *   *  1.00 0.45 *   *   *   �     0.38 *   *   *   �     0.22 *   �     0.31 *   *   �     0.35 *   *   *  

EDI-2 Perfectionism 
self-oriented

0.90 *   *   *  0.45 *   *   *  1.00  �     0.23 *   �     0.15  �     0.23 *   �     0.17

SOC total  �     0.33 *   *   �     0.38 *   *   *   �     0.23 *  1.00 0.78 *   *   *  0.87 *   *   *  0.82 *   *   *  
SOC Comprehensibility  �     0.20 *   �     0.22 *   �     0.15 0.78 *   *   *  1.00 0.61 *   *   *  0.44 *   *   *  
SOC Manageability  �     0.29 *   *   �     0.31 *   *   �     0.23 *  0.87 *   *   *  0.61 *   *   *  1.00 0.58 *   *   *  
SOC Meaningfulness  �     0.28 *   *   �     0.35 *   *   *   �     0.17 0.82 *   *   *  0.45 *   *   *  0.58 *   *   *  1.00

      *  P    ,     0.05;  *   *   P    �      0.01;  *   *   *   P    �      0.001.   

Boxplot for EDI-P and degree of SOC
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     Fig. 1 . Box plot displaying comparisons between the Perfectionism 
subscale in the Eating Disorder Inventory-2 and sense of coherence 
(SOC) subgroups;  “ very low ”  (SOC    �     107) and  “ low ”  (SOC    �     107) 
scores,  t    �      2.78,  P    �      0.0067.  
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and on the EDI-P are consistent with other studies on 
patients with eating disorders (37, 30, 50). Data were 
normally distributed, the measures used showed good 
overall internal consistency reliability and the sampling 
was consecutive, which together can be seen as support-
ive for the generalizability of the results. When using 
self-report inventories there is a risk that response biases 
have some impact on the � ndings, though. Furthermore, 
the labels  “ low ”  and  “ very low ”  referring to subgroups 
in the material could be debated. There were 34% 
(16 participants) in the  “ low ”  group that reached the 
criteria for  “ moderate SOC ”  and saying that their results 
are low is somewhat misguiding, but still, the scores in 
the upper median group are still low compared with non-
clinical populations. The limited earlier research on the 
topic poses challenges when it comes to a more theoreti-
cal discussion of the material. 

 The clinical implications derived from the study could 
be a recommendation to focus on the SOC in patients 
with an eating disorder with the hope of lowering the 
patients ’  perfectionism as well. Such a focus could also 
function as a clinical test of the direction of causality 
between SOC and perfectionism in patients with an 
eating disorder.          
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Abstract 

Purpose: Perfectionism has been found to predict outcomes in the treatment of 
eating disorders (ED). In the present study, we took advantage of longitudinal data 
to: a) investigate whether there are different patterns of perfectionism in a clinical 
sample of patients with ED, and b) describe how these patterns are related to long-
term outcome. Methods: A sample of patients (N=294) from a database was divided 
into clusters according to perfectionism patterns measured with the EDI-2 
perfectionism scale at baseline and six months in treatment. Cluster-analysis was 
performed on extent and perseverance/changeability of self-oriented and socially 
described perfectionism. Outcome data was measured with the EDI-2 and the SCL-
63. Frequencies of eating disorder diagnoses were investigated. Results: Five 
clusters were found. Persistent self-oriented perfectionism was more related to 
eating disorder symptoms and psychiatric symptoms at baseline compared to other 
perfectionism patterns. A pattern of persistently high ratings of both self-oriented 
and socially prescribed perfectionism was shown to be related to a better recovery 
rate compared to a pattern of persistent self-oriented perfectionism. There were no 
other significant differences of outcome between clusters. Conclusions: Results 
indicated better psychiatric and psychological health three years after the initial 
measure. Patterns of relations between the extent and possible changes of 
perfectionism measured with the EDI-P at baseline and after six months did not 
appear to be associated with long-term outcomes on psychiatric health ratings.  

 

Keywords: Perfectionism, Eating Disorders, Eating Disorder Inventory, Long term 
study, Cluster analysis 
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Introduction 

Eating disorders (ED) are serious psychiatric disorders that cause significant 
physical and psychological suffering for those afflicted. ED include anorexia 
nervosa (AN), bulimia nervosa (BN) and related eating disorders. AN is 
characterized by refusal to maintain normal weight, and BN by intermittent binge 
eating and compensatory behaviour. It has been shown that different ED diagnoses 
fundamentally share the same core psychopathology, with over-valuating eating, 
shape, weight and control (Ekeroth, Clinton, Norring, & Birgegård, 2013). 
Migration across the ED diagnoses is common, therefore a transdiagnostic 
perspective has been suggested (Fairburn, Cooper, & Shafran, 2003). 

Perfectionism is generally considered an integral aspect of ED (Hilbert et al., 2014). 
Individuals with EDs tend to score higher on perfectionism measures (Bardone-
Cone, 2007; Hilbert et al., 2014). Despite considerable research on the topic, the 
function of perfectionism remains unclear, and it has been suggested to have 
different functions in the aetiology and maintenance of ED (Levinson & 
Rodebaugh, 2016; Nilsson, Sundbom, & Hagglof, 2008; Shafran, Cooper, & 
Fairburn, 2002; Welch, Miller, Ghaderi, & Vaillancourt, 2009). Two aspects of 
perfectionism have been found to be associated with EDs, high personal standards 
and evaluative concerns (i.e. self-critical evaluations and over-concern of expected 
demands from others) (Bieling, Israeli, & Antony, 2004). Recently Wade, Wilksch, 
Paxton, Byrne, and Austin (2015) showed that a higher level of concern for 
mistakes, mediated by a higher level of ineffectiveness, increased the risk of ED 
development in a preventive longitudinal study of schoolgirls.  

There are inconsistent findings regarding the changeability of perfectionism, and it 
has been considered state dependent in some studies, but as a stable trait in others 
(Parker, 2002; Shafran et al., 2002). Saboonchi and Lundh (1999) showed that 
perfectionism varies due to situations. It has been found that perfectionism is 
susceptible to change by interpersonal experiences (Blatt, 1995). In a similar way 
some studies have shown a reduction of the extent of perfectionism after rather brief 
psychotherapeutic interventions, whereas other studies have shown an unchanged 
extent of perfectionism after treatment and recovery (Ashbaugh et al., 2007; Lundh 
& Öst, 2001; Maia et al., 2011; Nilsson et al., 2008). The extent of perfectionism 
has been found to be crucial in treatment, not least since it is considered an obstacle 
to the alliance between therapist and client, and a high extent of perfectionism has 
been found to predict poor outcomes in treatment of ED (Bardone-Cone, 2007; 
Bizeul, Sadowsky, & Rigaud, 2001; Blatt & Zuroff, 2002; Santonastaso, Friederici, 
& Favaro, 1999; Sutandar-Pinnock, Woodside, Carter, Olmsted, & Kaplan, 2003) .  

 �³�3�H�U�I�H�F�W�L�R�Q�L�V�P�´���L�V��not easily defined, and definitions and methods of measurement 
vary (Lo & Abbott, 2013). During the last three decades a wide range of assessments 
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of perfectionism have been developed. In 1990 Hewitt & Flett developed the 
Multidimensional Perfectionism Scale (MPS). The MPS is derived from a clinical 
perspective, and view perfectionism as a personality feature that is negative. The 
MPS consists of three dimensions; Self-Oriented (SOP), Socially Prescribed (SPP) 
and Other Oriented (OOP) perfectionism. SOP is experienced as self-imposed, 
while SPP is a conception that other people demand flawless achievement or 
appearance of one self, and OOP is expectations of exceedingly high standards for 
other people (Hewitt & Flett, 1990; Hewitt & Flett, 1991a). 

SPP has been found to be associated with a broad range of psychopathology and 
negative affect, while SOP is sometimes even considered to relate to healthy 
strivings (Bieling et al., 2004; Blatt, 1995; Frost, Heimberg, Holt, Mattia, & 
Neubauer, 1993; Hewitt & Flett, 1991b). When it comes to ED, research has shown 
that the combination of the two aspects of perfectionism is crucial, and that SOP 
accounts for unique variance in ED symptomatology (Lampard, Byrne, McLean, & 
Fursland, 2012). SOP has been found to relate to anorectic strivings with a thinner 
ideal figure, resistance to eating and over-activity (Bardone-Cone, 2007; Cockell et 
al., 2002; Sherry, Hewitt, Besser, McGee, & Flett, 2004). The combination of SPP 
and SOP was examined by Davis (1997), who found that a high extent of SOP and 
a low extent of SPP predicted high levels of body esteem, whereas the contrary 
combination (low SOP and high SPP) predicted poor body esteem in ED 
populations.  

The Eating Disorder Inventory (EDI) is a widely used questionnaire for eating 
disorder pathology, and has been twice revised (Garner, 1983, 1991, 2004). One 
means of measuring perfectionism is the Perfectionism scale in the EDI (EDI-P). 
The EDI-P was constructed as a unidimensional scale, but has been found to include 
two subscales with three items each; one related to self-oriented perfectionism (EDI-
SOP), and the other related to socially prescribed perfectionism (EDI-SPP) 
according to the Hewitt & Flett MPS (Bardone-Cone, 2007; Joiner & Schmidt, 
1995; Lampard et al., 2012; Sherry et al., 2004).   

The Coordinated Evaluation and Research at Specialized Units for Eating Disorders 
(CO-RED) was a longitudinal naturalistic multicentre study (from 1996 to 2001) 
with a large, well described sample of patients with ED. EDI was one of the 
measures used in the study.  

In the present study, we took advantage of the CO-RED data to: a) investigate 
whether there are different patterns of perfectionism regarding dimension, extent, 
and perseverance/changeability over time (6 months) in a clinical sample of patients 
with EDs, and b) describe how these patterns (if found) are related to long-term 
outcome. The hypotheses were that a) a low extent of perfectionism should be 
related to a better outcome, compared to a high extent of perfectionism b) 
changeable perfectionism should be related to a better outcome compared to a 
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persistent high extent of perfectionism c) a high extent of SPP should be less 
beneficial for outcome compared to a high extent of SOP. 

Method 

In order to establish naturally occurring perfectionism patterns, cluster analysis was 
conducted using the baseline and six-month follow up scores of the EDI-SPP and 
EDI-SOP. If interpretable and conceptually meaningful clusters were found, 
outcome analyses would be performed. Eating disorder variables, psychiatric 
symptoms, and frequencies of ED diagnoses were used as outcome measures. 
Inasmuch as it has been shown that different ED diagnoses fundamentally share the 
same core psychopathology, and since migration across the ED diagnoses is 
common, a transdiagnostic perspective was chosen for this study. 

Procedure 

The CO-RED included 14 specialist treatment centres across Sweden. The units 
offered a wide variation of recognized therapeutic interventions for ED and 
concomitant psychopathology. Treatment included different forms of individual, 
family or group therapies, psychopharmacological medication and expressive 
treatment forms. Treatment forms such as out-patient, in-patient and day-patient 
settings were offered. Data was collected by a staff experienced in the treatment of 
eating disorders (most frequently psychiatric nurses, clinical psychologists and 
psychiatrists) at participating treatment units. The instrument battery in CO-RED 
consists of both interview measures and self-reporting inventories. The initial 
assessment was completed at the treatment start, and thereafter follow-ups at 6, 12, 
18, and 36 months, respectively, were carried out.  

Participants  

The CO-RED database comprised 908 ED patients. At the six-month follow-up 482 
patients remained. The inclusion criterion for the present study was complete EDI-
P scores at baseline   and at 6 and 36 months. The criterion-based sample comprised 
294 patients from the database, 290 women and 4 men. The age of the sample ranged 
from 18-50 years (mean=25.5, SD =7.1), and the BMI range was 10.4-44.2 kg/m2 
(mean=20.1, SD=4.7). The distribution of DSM-IV eating disorder diagnoses at 
baseline was: Anorexia Nervosa (AN: N=76; 25.9%), Bulimia Nervosa (BN: 
N=104; 35.4%) and Eating Disorder Not Otherwise specified (EDNOS: N=114; 
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38.8%). Reasons for missing data at follow-up included dropping out from treatment 
and assessment, failure of staff to obtain data on all questionnaires, and failure by 
some participants to complete all self-reported measures. A non-response analysis, 
�X�V�L�Q�J���)�L�V�K�H�U�¶�V���H�[�D�F�W���W�H�V�W�����Z�D�V���F�R�Q�G�X�F�W�H�G���F�R�Q�V�L�G�H�U�L�Q�J���D�J�H�����G�L�D�J�Q�R�V�H�V�����J�H�Q�G�H�U�����%�0�,��
and initial scorings on the EDI-P. No significant differences were found when the 
studied sampled and non-respondent sample were compared. The study was 
approved by the regional ethical review board of Uppsala University, Faculty of 
Medicine.  

Measurements 

EDI-2 

The Eating Disorder Inventory-2 (EDI-2) is a 91-item self-report questionnaire 
designed to measure ED related constructs (Garner, 1991)1. The instrument is well 
established and widely used in the research and assessment of ED (Norring, 1990; 
Woodside et al., 2002). The EDI-2 consists of eleven scales; (1) Drive for thinness, 
(2) Bulimia, (3) Body Dissatisfaction, (4) Ineffectiveness, (5) Perfectionism, (6) 
Interpersonal Distrust, (7) Interoceptive Awareness, (8) Maturity Fears, (9) 
Asceticism, (10) Impulse Regulation and (11) Social Insecurity. Respondents are 
asked to rate each item on a 6-�S�R�L�Q�W���V�F�D�O�H�����U�D�Q�J�L�Q�J���I�U�R�P���³�Q�H�Y�H�U�´���W�R���³�D�O�Z�D�\�V�´�����7�K�H��
scales of the instrument have demonstrated high internal consistency as well as test-
retest reliability (Garner, 1991; Nevonen, Clinton, & Norring, 2006). The EDI-P 
�V�X�E�V�F�D�O�H�V���F�R�Q�V�L�V�W���R�I���W�K�U�H�H���L�W�H�P�V���H�D�F�K�����L�W�H�P�V���1�R�����������³�2�Q�O�\���R�X�W�V�W�D�Q�G�L�Q�J���S�H�U�I�R�U�P�D�Q�F�H��
�L�V�� �J�R�R�G�� �H�Q�R�X�J�K�� �I�R�U�� �P�\�� �I�D�P�L�O�\�´���� �������� �³�$�V�� �D�� �F�K�L�O�G���� �,�� �W�U�L�H�G�� �Y�H�U�\�� �K�D�U�G�� �W�R�� �D�Y�R�L�G��
�G�L�V�D�S�S�R�L�Q�W�L�Q�J�� �P�\�� �S�D�U�H�Q�W�V�� �D�Q�G�� �W�H�D�F�K�H�U�V�´���� �D�Q�G�� �������� �³�0�\�� �S�D�U�H�Q�W�V�� �K�D�Y�H�� �H�[�S�H�F�W�H�G��
excellence �I�U�R�P���P�H�´���D�U�H���U�H�O�D�W�H�G���W�R���6�3�3�����Z�K�L�O�H���L�W�H�P�V���1�R�����������³�,���K�D�W�H���E�H�L�Q�J���O�H�V�V���W�K�D�Q��
�E�H�V�W���D�W���W�K�L�Q�J�V�´�������������³�,���I�H�H�O���W�K�D�W���,���P�X�V�W���G�R���W�K�L�Q�J�V���S�H�U�I�H�F�W�O�\���R�U���Q�R�W���G�R���W�K�H�P���D�W���D�O�O�´���D�Q�G��
���������³�,���K�D�Y�H���H�[�W�U�H�P�H�O�\���K�L�J�K���J�R�D�O�V�´���D�U�H���U�H�O�D�W�H�G���W�R���6�2�3��(Joiner & Schmidt, 1995). The 
SPP scale mainly concerns expectations from family members. Two of the EDI-SPP 
items are in the past tense, which differs from the formulations in the remaining 
EDI-P items. The EDI scales can be combined into two global measures; the first 
three scales measuring central eating disorder symptoms (EDI-ED) and the 
following eight scales measuring psychological correlates of eating disorders (EDI-
PSY). The global measures were used for the study together with the EDI-P, divided 
into SOP and SPP. Since the EDI-P was used as a predictor, the EDI-P was 
withdrawn from the EDI-PSY and resulted in an EDI �³�3�V�\�F�K�R�O�R�J�L�F�D�O�� �E�X�W�� �1�R��
�3�H�U�I�H�F�W�L�R�Q�L�V�P���P�H�D�V�X�U�H�´�����(�'�,-PSYNOP). 

                                                 
1 The items in the Perfectionism scale have not been changed in the new version of the EDI, the EDI-

3 (Garner, 2004). 
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SCL-63 

The Symptom Checklist-63 was used to measure self-reported psychiatric 
symptoms (Derogatis, Lipman, & Covi, 1973). A shortened, 63-item version of the 
SCL-90 was constructed by removing subscales assumed to be of lesser relevance 
for eating disorder patients i.e. Phobic anxiety, Paranoid ideation, Psychoticism, 
and additional scales. The six subscales used were Somatisation, Obsessive-
compulsive, Interpersonal sensitivity, Depression, Anxiety and Hostility. The 
respondents are asked to rate each item from 0 to 4 on a five point scale. 

Data analysis 

Cluster analysis  

In order to investigate different patterns of perfectionism, a cluster analysis was 
conducted. The statistical analyses were performed using STATISTICA 12.0. Data 
was divided into clusters using the initial and six-month measures of the EDI-SPP 
together with the initial and six-month measures of the EDI-SOP. The analysis was 
conducted in three steps according to Fraley and Raftery (1998). The first step was 
to identify possible outliers calculating logarithms of the EDI-SPP and EDI-SOP 
data. No outliers were found. �7�K�H�� �V�H�F�R�Q�G�� �V�W�H�S�� �Z�D�V�� �F�R�Q�G�X�F�W�H�G�� �Z�L�W�K�� �:�D�U�G�¶�V��
hierarchical method in order to identify the optimal number of clusters. A five-
cluster solution was judged to be the most meaningful, since it resulted in 
conceptually meaningful and distinct clusters. The hierarchical solution was further 
analysed by conducting a non-hierarchical k-means cluster analysis for five clusters 
in order to optimise results. According to Bergman (1988) the Explained Error Sum 
of Squares (EESS) for the cluster solution should be more than 50%. The EESS for 
the chosen five-cluster solution was 66.3 %. Table 1 and Figure 1 present descriptive 
data for the clusters.  

Other statistical analyses 

Internal consistency was calculated for each outcome measure at baseline. �3�H�D�U�V�R�Q�¶�V��
r for the included variables at baseline was computed and presented in a correlation 
matrix. Descriptive statistics was performed for the five clusters. Repeated measures 
ANOVA was used to determine whether the within-group changes of SPP and SOP 
(baseline and 6 months) for the clusters were significant, and in case of significance 
�6�F�K�H�I�I�p�¶�V���W�H�V�W��was used. �5�H�S�H�D�W�H�G���P�H�D�V�X�U�H�V���$�1�2�9�$�����I�R�O�O�R�Z�H�G���E�\���6�F�K�H�I�I�p�¶�V���S�R�V�W��
hoc analysis in case of significance, were also used to determine whether the within-
group changes between baseline and the 36-month follow-up of the outcome 
variables were significant. The differences of outcome between clusters were made 
with repeated measures ANOVA followed by Scheffé´s tests in case of significance. 
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The frequency of diagnoses at the 36-month follow-up was calculated, and Chi 
square performed as a significance test.  

Results 

Internal consistencies (C�U�R�Q�E�D�F�K�¶�V���D�O�S�K�D�����I�R�U���W�K�H���V�F�D�O�H�V���X�V�H�G���Z�H�U�H���6�2�3� ��0.71, SPP= 
0.69, EDI-ED= 0.91, EDI-PSYNOP= 0.93, and the SCL scales = 0.78-.0.87.  

The five clusters 

�7�K�H���I�L�U�V�W���F�O�X�V�W�H�U�����Z�D�V���O�D�E�H�O�O�H�G���³�*�H�Q�H�U�D�O���S�H�U�I�H�F�W�L�R�Q�L�V�W�V�´�����*�3�����D�Q�G���Z�D�V���F�K�D�U�D�F�W�H�U�L�]�H�G 
by a high initial SPP and SOP, and the ratings did not change significantly at the 
six-month follow-�X�S�����7�D�E�O�H�������D�Q�G���)�L�J�����������7�K�H���V�H�F�R�Q�G���F�O�X�V�W�H�U�����O�D�E�H�O�O�H�G���³�&�K�D�Q�J�H�D�E�O�H��
�S�H�U�I�H�F�W�L�R�Q�L�V�W�V�´�����&�3�������K�D�G���D���K�L�J�K���6�3�3���D�Q�G���D���P�R�G�H�U�D�W�H���6�2�3���D�W���E�D�V�H�O�L�Q�H���E�X�W���W�K�H���U�D�W�L�Q�J�V��
were significantly less at the six-month follow-up for the two subscales. The third 
�F�O�X�V�W�H�U���� �O�D�E�H�O�O�H�G�� �³�&�K�D�Q�J�H�D�E�O�H�� �V�H�O�I-�R�U�L�H�Q�W�H�G�� �S�H�U�I�H�F�W�L�R�Q�L�V�W�V�´�� ���&�6�2�3���� �Z�D�V��
characterized by a low SPP and a high SOP at baseline, and by significant reductions 
in the ratings of SOP at the six-month follow-up. The fourth cluster, labelled 
�³�3�H�U�V�L�V�W�H�Q�W���V�H�O�I-�R�U�L�H�Q�W�H�G���S�H�U�I�H�F�W�L�R�Q�L�V�W�V�´�����3�6�2�3�������V�K�R�Z�H�G���D���P�R�G�H�U�D�W�H���6�3�3���D�Q�G���D���K�L�J�K��
SOP, both unchanged at the six-month follow-�X�S���� �7�K�H�� �O�D�V�W���F�O�X�V�W�H�U�����O�D�E�H�O�O�H�G���³�1�R�Q��
�S�H�U�I�H�F�W�L�R�Q�L�V�W�V�´�� ���1�3������ �V�K�R�Z�H�G�� �O�R�Z�� �D�Q�G stable ratings on both SPP and SOP at 
baseline, and at the six-month follow-up. 
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Discussion 

In the present study we utilized longitudinal data, collected in a multicentre 
naturalistic setting, to investigate whether there were different patterns of 
perfectionism in a clinical sample of patients with EDs, and describe how these 
patterns (if found) were related to long-term outcome. Five distinct perfectionism 
patterns/clusters �Z�H�U�H�� �I�R�X�Q�G���� �7�K�H�� �³�*�H�Q�H�U�D�O�� �S�H�U�I�H�F�W�L�R�Q�L�V�W�V�´�� ���*�3����showed a high 
initial SPP and SOP, which persisted at the six-month follow-�X�S�����7�K�H���³Changeable 
�S�H�U�I�H�F�W�L�R�Q�L�V�W�V�´�����&�3�� showed a high SPP and a moderate SOP at baseline, but the 
ratings were significantly lower at the six-month follow-up for the two subscales. 
�7�K�H���³�&�K�D�Q�J�H�D�E�O�H���V�H�O�I-�R�U�L�H�Q�W�H�G���S�H�U�I�H�F�W�L�R�Q�L�V�W�V�´�����&�6�2�3�����Z�H�U�H���Fharacterized by a low 
SPP, and high SOP at baseline, and by significant reductions in the ratings of SOP 
at the six-month follow-u�S���� �7�K�H�� �³�3�H�U�V�L�V�W�H�Q�W�� �V�H�O�I-�R�U�L�H�Q�W�H�G�� �S�H�U�I�H�F�W�L�R�Q�L�V�W�V�´�� ���3�6�2�3����
showed a low SPP and high SOP, persistent at the six-month follow-up. T�K�H���³�1�R�Q��
�S�H�U�I�H�F�W�L�R�Q�L�V�W�V�´�����1�3�����L�Q�F�O�X�G�H�G���D substantial proportion of patients (n=81) who rated 
a low extent of perfectionism at the first and second assessment.  

Research has shown that perfectionism in patients with EDs is associated with a 
broad range of psychopathology. SPP has been shown to be especially associated 
with obsessive-compulsive disorder, depression, and anxiety disorders (Egan, 
Wade, & Shafran, 2011; Enns, Cox, & Borger, 2001; Hewitt & Flett, 1991b; Pinto, 
Liebowitz, Foa, & Simpson, 2011), and SOP, especially with depression (Bieling et 
al., 2004; Blatt, 1995). A persistently high level of perfectionism (GP) was thus 
expected to relate to higher ratings for SCL Obsessive-compulsive, SCL Depression 
and SCL Anxiety, compared to a low extent of perfectionism (NP). In addition to 
the associations between perfectionism and psychopathology, perfectionism has 
been found to interfere negatively with the alliance between patient and therapist 
(Blatt & Zuroff, 2002; Sutandar-Pinnock et al., 2003), thus making a therapeutic 
intervention less likely to succeed for GP, and possibly PSOP, compared to NP. The 
baseline scorings on all outcome variables varied significantly between clusters, 
except for the EDI-ED (containing the first three subscales in the EDI measuring 
ED related questions). Regarding interaction between time and outcome for 
outcome measures, there was a significant difference between clusters regarding the 
global psychological measure, EDI-PYNOP were NP scored lower than GP, CP and 
PSOP. This was expected, but the differences were between baseline means only. 
At the 36-month follow-up scores for all outcome variables were similar. Thus, no 
significant differences between perfectionism patterns regarding the three-year 
outcome measures of psychiatric symptoms, or ED symptoms, were found. 
Symptoms decreased, and ended up significantly for all groups. Changes between 
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baseline and follow-up were hence dependent on factors other than perfectionism 
patterns. Nilsson et al. (2008) showed that while ED symptoms and psychiatric 
symptoms decreased, the EDI-P levels remained the same. However, they showed 
a relation between initial perfectionism scorings and outcome, which was not 
supported in this study. This highlights a need to further investigate long-term 
outcomes regarding EDs and perfectionism. 

When comparing recovery rates from EDs there was a significant difference 
between the GP and the PSOP clusters. Interestingly, significantly more patients in 
the GP cluster had recovered from ED than the patients in the PSOP cluster, 
indicating that a high extent of self-oriented perfectionism was less beneficial than 
a high extent of both SOP and SPP. The perfectionism perseverance of the PSOP 
cluster could be the cause of a poorer outcome, but could not explain why the 
patients in the GP cluster had a better outcome. More patients in the GP cluster were 
relatively, but not significantly, recovered at the three-year follow-up compared to 
all clusters, suggesting, against other research, that a generally high, persistent 
extent of perfectionism should be preferable. The small size of the GP cluster (n=26) 
could explain the divergent results. The differences were not apparent when missing 
data was included in the analysis. 

ED patients with a persistently high extent of EDI-SPP and/or SOP (the GP and the 
PSOP clusters), rated their symptoms on the outcome variables at the same level as 
ED patients with a more changeable perfectionism, and as ED patients with a stable 
low extent of perfectionism (the CP and the NP clusters). Again, a high persistent 
extent of SOP, but not combined with a high persistent extent of SPP (as for the GP 
cluster), appeared to be most negative regarding ED symptoms and psychiatric 
symptoms. This finding might corroborate the study of Lethbridge, Watson, Egan, 
Street, and Nathan (2011), suggesting that, contrary to other psychiatric conditions 
in individuals with EDs SOP, rather than SPP, is associated with psychopathology, 
�D�Q�G�� �W�K�D�W���³���W���K�L�V��has implications for theories of perfectionism, wherein EDs self-
oriented perfectionism cannot be considered adaptive or benign in relation to 
pathology�´�� ���S���� ��������. Relations between SOP and ED have been suggested to be 
moderated by other vulnerability factors, for example ineffectiveness, body 
dissatisfaction, or self-esteem (Boone & Soenens, 2015; Vohs et al., 2001). This 
suggests further studies on mediators and moderators for perfectionism in ED 
symptomatology.  

The ED-related variables, EDI-ED and EDI-PSYNOP, were significantly correlated 
with all SCL variables at baseline, which indicated a relation between the broad 
eating disorder related aspects, as measured with the EDI-2, and other 
psychopathology. SPP and SOP were also correlated to most of the variables, 
although with varying strength. SPP was correlated to fewer variables, and to a 
lesser extent compared to SOP. Thus again, regarding SOP as a healthier aspect of 
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perfectionism has not been corroborated in this study. Although Levinson and 
Rodebaugh (2016) suggested that perfectionism interventions should be considered 
as an intervention for ED treatment, earlier research has not shown that interventions 
to reduce perfectionism in patients with AN have led to improvement (Schmidt & 
Treasure, 2006). Our study showed that the recovery rate three years after the 
assessment was 46% (missing data deleted), which is in line with other research 
(Steinhausen, 2002; Steinhausen & Weber, 2009). In order to develop more 
effective treatment interventions a larger understanding of ED relevant factors in a 
longitudinal perspective is needed.  

Methodological issues 

This is a longitudinal study, with a three-year follow-up. The data was collected in 
a naturalistic setting, and was taken from 14 different treatment centres throughout 
Sweden. The sample is large, and should altogether strengthen the clinical 
generalizability and utility of the results. The study is based on a naturalistic, 
transdiagnostic sample, which is a strength considering clinical relevance. Although 
different ED diagnoses fundamentally share the same core psychopathology, and 
migrations between the ED diagnoses are common, there is a lack of studies on 
transdiagnostic samples (Clinton, 2010). Some methodological factors warrant 
consideration, however. First, self-reported data was used, entailing risks of 
response bias. However, using well established, valid, and reliable measurements 
ensure that the included variables were measured in the same way at the different 
treatment centres. The EDI is a well-established measure of ED-related concerns, 
and we utilized data from an existing database. However, in some studies the EDI-
P has been considered an insufficient measure of perfectionism (Chang, Ivezaj, 
Downey, Kashima, & Morady, 2008; Hurley, Palmer, & Stretch, 1990; Peck & 
Lightsey Jr, 2008). Using a more comprehensive measure than the relatively short 
EDI-P scale for assessing multidimensional perfectionism would have been 
valuable, and should be investigated in future studies. Studies of assessment of 
perfectionism as a state or trait with more specific measures in order to target 
predictors of long term outcomes of treatment and development of patients having 
an ED should be further investigated.  

Although more clinically relevant, previous studies have shown it difficult to make 
predictions in heterogeneous ED samples (Steinhausen & Glanville, 1983a; 
Steinhausen & Seidel, 1993). Bastiani, Rao, Weltzin, and Keye (1995) found 
elevated EDI-P scores in weight-restored patients with AN. Considering this, a 
suggestion for further studies is to use a more homogeneous and controlled sample 
with, for example, a larger sample of patients with restrictive AN.  

16



 

17 

Conclusions  

This study showed that there are different perfectionism patterns regarding the 
extent and aspects of perfectionism (SOP/SPP) among patients with EDs. The 
perfectionism patterns were shown to be related to ED and other psychiatric 
symptoms at assessment, but this relation did not appear at the long-term follow-up. 
The hypotheses that a) a low extent of perfectionism should be related to a better 
outcome, compared to a high extent of perfectionism b) changeable perfectionism 
should be related to a better outcome compared to a persistent high extent of 
perfectionism c) a high extent of SPP should be less beneficial for outcome 
compared to a high extent of SOP, were not supported by this study. SOP was shown 
to be more related to ED symptoms and psychiatric symptoms compared to SPP, 
and SOP was also related to less recovery from ED diagnoses. Perfectionism is 
considered highly associated with eating disorders. However, relations between 
perfectionism and EDs (and other psychopathology) are complex, and have been 
shown to be mediated by other variables (Boone & Soenens, 2015; Watson, Steele, 
Bergin, Fursland, & Wade, 2011; Vohs et al., 2001). The construct of perfectionism 
is complex and multifaceted, and hence difficult to conceptualize and measure 
(Bardone-Cone et al., 2007). However, perfectionism patterns on extent and 
changeability did not predict outcome, about one third of the patients in this study 
scored a low extent of perfectionism. For about 40% of the patients, who scored a 
high extent of perfectionism at baseline, their perfectionism scorings decreased 
significantly during a si�[�� �P�R�Q�W�K�V�¶�� �S�H�U�L�R�G���� �7�K�H�� �U�H�V�X�O�W�V�� �R�I�� �W�K�L�V�� �V�W�X�G�\�� �S�U�R�E�O�H�P�D�W�L�]�H��
previous assumptions that perfectionism is as relevant in EDs as previously been 
advocated, and corroborate findings of previous studies claiming that perfectionism 
does not affect outcome (Schmidt & Treasure, 2006).  
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