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ABSTRACT

Objective: This study examined perfec-

tionism in relation to recovery from eat-

ing disorders by comparing different con-

ceptualizations of perfectionism across

healthy controls and fully recovered,

partially recovered, and active eating

disorder cases, where full recovery was

defined using physical, behavioral, and

psychological indices.

Method: Participants were primarily

young adult females; 53 active eating dis-

order cases, 15 partially recovered cases,

20 fully recovered cases, and 67 healthy

controls. Participants completed ques-

tionnaires assessing trait perfectionism,

perfectionistic self-presentation style,

and frequency of perfectionism cogni-

tions, as well as a diagnostic interview to

determine lifetime and current eating

disorder diagnoses.

Results: A robust pattern emerged

whereby the fully recovered individuals

and healthy controls had similar levels of

perfectionism that were significantly

lower than the perfectionism levels of

the partially recovered and active indi-

viduals with eating disorder, who were

comparable to each other.

Discussion: These findings have

implications for more clearly defining

eating disorder recovery and for the role

perfectionism may play in achieving full

recovery. VVC 2009 by Wiley Periodicals,

Inc.

Keywords: perfectionism; eating dis-

orders; recovery

(Int J Eat Disord 2010; 43:139–148)

Introduction

Perfectionism has been linked both conceptually
and empirically to eating disorders. Hilde Bruch, a
pioneer in the field of eating disorders, noted that
patients with eating disorders demonstrate ‘‘super-
perfection,’’1 and perfectionism related to the body
is implied in a criterion common to both anorexia
nervosa (AN) and bulimia nervosa (BN), namely, that
self-evaluation is overly reliant on [perfect] weight/
shape.2 Empirically, there is evidence that perfec-
tionism is elevated among those with eating disor-
ders compared with healthy controls,3–9 is a risk and

maintenance factor for bulimic symptoms,10 and
prospectively predicts AN.11 Furthermore, recent
intervention work in the area of eating disorders has
focused on reducing perfectionism given its concep-
tualization as a maintenance factor.12,13 Thus, per-
fectionism appears to play a role in the etiology,
maintenance, and treatment of eating disorders.

But what happens to perfectionism when indi-
viduals recover from eating disorders? Does perfec-
tionism decrease or does it remain elevated and,
thus, possibly increase risk for relapse? A review of
the perfectionism and eating disorder literature
concluded that, in general, individuals recovered
from an eating disorder maintain elevated levels of
perfectionism.14 Several studies found that individ-
uals recovered from AN, generally defined by ab-
sence of an eating disorder diagnosis, the return of
menses, and normal weight, were more perfection-
istic than healthy controls and similarly perfection-
istic to individuals who met criteria for AN.3,7,15

Similarly, studies have generally reported that indi-
viduals recovered from BN, typically defined by
absence of an eating disorder diagnosis, stable
weight, regular menses, and absence of binge eat-
ing and purging, are more perfectionistic than
healthy controls and comparable to those with cur-
rent BN.5,16,17 Furthermore, a study using a mixed
eating disorder group found that those recovered
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from BN and/or AN had higher perfectionism
scores than healthy controls.18 This pattern of
results provides support for perfectionism not
being a state effect, solely associated with the active
phase of an eating disorder, and bolsters its role as
a risk factor or possible ‘‘scar.’’19

Despite the convergence of the findings related
to perfectionism and eating disorder recovery, there
are two significant limitations to this body of work:
(1) constraints related to how recovery from an
eating disorder is defined, and (2) a focus on
unidimensional perfectionism. This study addresses
these limitations by comparing different stages of
eating disorders (including a more nuanced defini-
tion of recovery, delineating partially recovered and
fully recovered groups) along different dimensions/
manifestations of perfectionism.

Defining Recovery from an Eating Disorder

Researchers and clinicians have highlighted the
need to identify and agree on meaningful defini-
tions of eating disorder recovery.20,21 A perusal of
studies where authors included a recovered eating
disorder group demonstrates that most studies
have defined recovery based on physical measures
(e.g., weight, menses) and behavioral measures
(e.g., no binge eating) with no mention of cognitive
aspects related to eating disorders (e.g., body image
concerns). And yet, clinicians readily can provide
examples of clients who are ‘‘recovered’’ via physi-
cal and behavioral measures, but still engaging in
extreme eating disorder thinking about their bodies
and food. By not considering these broader psycho-
logical elements of recovery, a ‘‘recovered’’ group is
likely quite heterogeneous so that findings using
this grouping may be misleading.

Recent work examining recovery from AN has
highlighted the importance of defining recovery in
a more in-depth way, to separate those who retain
residual disordered eating attitudes and behaviors
from those who do not. Bachner-Melman et al.22

compared two groups of women recovered from
AN with a group of healthy controls on a variety of
symptoms and personality features. Women who
were behaviorally, but not cognitively, recovered
from AN (defined as BMI �19, regular menstrua-
tion for at least 3 months, and absence of binge
eating and purging for at least eight consecutive
weeks) had significantly higher levels of general
symptomatology and perfectionism (Perfectionism
subscale of the Eating Disorder Inventory; EDI23)
than women who were recovered both behaviorally
and cognitively, with cognitive recovery indexed by
no fear of weight gain or body image distortion.

Furthermore, the behaviorally and cognitively
recovered group was indistinguishable from
healthy controls in symptomatology and perfec-
tionism. These findings suggest that regression to
the population mean in perfectionism is possible
in a sample of individuals recovered from AN, but
only if recovery is operationalized using both cog-
nitive and behavioral criteria.

Couturier and Lock24,25 explored various ways to
define remission and recovery from AN, noting that
many who no longer meet AN criteria still have lin-
gering weight or eating-related psychopathology, and
stressed the importance of using a combination of
weight gain and psychological change related to eat-
ing disordered behaviors and attitudes to best define
true recovery. One way of assessing psychological
aspects of eating disorders involves examining scores
on the Eating Disorder Examination interview
(EDE).26 In particular, Couturier and Lock24 recom-
mend that absence of an eating disorder, a weight
threshold, and EDE subscales within 1 or 2 SDs of
normal be combined to identify recovery.

In this study, we consider individuals who no lon-
ger meet criteria for an eating disorder ‘‘fully recov-
ered’’ if they have a body mass index of at least 18.5,
exhibit no binge eating, purging, or fasting in the
past 3 months, and score within 1 SD of community
norms on all subscales of the Eating Disorder Exami-
nation-Questionnaire (EDE-Q),27 which is derived
from the EDE. This operationalization of full recov-
ery has been validated using multiple other eating
disorder measures, including ones focused on eating
disordered thinking and body image (Bardone-Cone
et al., submitted for publication).

Assessing Perfectionism

Most of the research on perfectionism and eating
disorder recovery assessed perfectionism as a uni-
dimensional construct, using the Perfectionism
subscale of the EDI,23 despite perfectionism gener-
ally being conceptualized as multidimensional
(e.g., normal and neurotic perfectionism28). At the
forefront of the development of multidimensional
assessments of trait perfectionism were the Hewitt
and Flett29 multidimensional perfectionism scale
(Hewitt & Flett MPS) and the Frost multidimen-
sional perfectionism scale (Frost MPS).30 Factor
analyses of these two measures have yielded two
underlying factors, often referred to as maladaptive
perfectionism and adaptive perfectionism.31,32 Of
the limited recovery research that has used multi-
dimensional measures of perfectionism (either the
Hewitt & Flett MPS or the Frost MPS), results indi-
cate that individuals recovered from AN and BN are
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elevated in both maladaptive and adaptive perfec-
tionism compared with healthy controls.3,5,33 How-
ever, these findings relied on definitions of recovery
that did not capture important cognitive compo-
nents of eating disorder recovery.

Unknown is how recovered individuals compare
with healthy controls and active eating disorder
cases on different conceptualizations of perfection-
ism. For example, Hewitt et al. 34 developed a mea-
sure of perfectionistic self-presentation style that
refers to the degree to which individuals hide their
mistakes and imperfections (Perfectionistic Self-
Presentation Scale), finding associations with this
style and eating disorder symptoms.35,36 Another
line of research has examined the frequency of
perfectionistic automatic thoughts (Perfectionism
Cognitions Inventory), with this measure account-
ing for unique variance in distress beyond that
accounted for by trait perfectionism dimensions.37

Although these different conceptualizations of per-
fectionism are related to trait perfectionism (e.g.,
MPS subscales), they are not redundant with them
and merit separate investigation.34,37

The Current Study

In this study, we revisit the topic of perfectionism
in relation to recovery from eating disorders by
building on prior work and addressing limitations.
We define eating disorder recovery using physical,
behavioral, and psychological indices to produce a
group that is ‘‘fully recovered’’ and one that is ‘‘par-
tially recovered’’ (i.e., physically and behaviorally,
but not psychologically, recovered). These two
groups in different stages of recovery are compared
with individuals currently diagnosed with eating
disorders and a healthy control group with no
history of an eating disorder on a variety of concep-
tualizations of perfectionism including dimensions
of trait perfectionism, perfectionistic self-presen-
tation styles, and perfectionism cognitions. We
hypothesize that, when recovery is defined in this
more comprehensive way, individuals who are fully
recovered will have lower levels of perfectionism
compared with active eating disorder cases, but
perfectionism levels in partially recovered individu-
als will be comparable with the levels of active eat-
ing disorder cases.

Method

Participants and Recruitment

Attempts were made to contact all current and former

female patients with eating disorders (ages 16 and older)

seen at the University of Missouri Pediatric and Adoles-

cent Specialty Clinic (N 5 273) between 1996 and 2007,

the year of data collection. This clinic is a primary care

and referral clinic specializing in the care of children and

adolescents (ages 10–25 years) that has physicians with

expertise in eating disorders. Of the 273 patients with eat-

ing disorders, 96 (35.2%) were successfully contacted and

recruited. Fifty-five (20.1%) of the 273 were contacted but

did not participate due to other time commitments or

lack of interest. Of the remaining patients, four (1.5%)

were deceased and 118 patients (43.2%) could not be

contacted due to absent or incorrect mailing addresses

or inability to make phone contact. These rates are fairly

comparable to those of other studies doing a first follow-

up of patients with eating disorders over a range of about

10 years.38 In sum, of the 151 patients with eating disor-

ders we were able to contact, 63.6% participated. Healthy

controls were recruited from two sources: the clinic from

which the patients with eating disorders were recruited

(n 5 17) and the university campus (n 5 50). Eligible

controls were females ages 16 and older with no current

or past eating disorder symptoms.

For all participants recruited from the clinic (former

and current patients with eating disorders and healthy

controls), current contact information was sought via

patient records, public records such as whitepages.com,

court records, and marriage records, and paid tracking

searches. Eligible participants were mailed a cover letter

that described the study and included the lead research-

er’s phone number for finding out more information or

expressing interest. Up to two mailings were sent out and

if there was no response at that point, then attempts

were made to contact the eligible participant via phone

to describe the study and solicit participation. Recruit-

ment for the healthy controls outside of the clinic

occurred through fliers and introductory psychology

courses. Those who responded to the flier, which noted

inclusion criteria of no current or past eating disorder

symptoms, called the lead researcher at which point the

inclusion criteria were reiterated and the study was

described. Those who were recruited from introductory

psychology classes were contacted via phone if they met

inclusion criteria based on screening measures adminis-

tered at the start of the semester.

Study Procedures

After providing written consent, all participants first

completed the same set of questionnaires and then, on a

separate date, an interview. (For participants under the

age of 18, we obtained written assent from the minor and

written consent from a parent.) For the majority of the

participants, the time between questionnaires and inter-

view was within one week. Most participants completed

the questionnaires (71.2%) and interview (82.9%) in per-

son. Those who lived too far away to travel to the study
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site completed the questionnaires via mail and did a

phone interview. Interviews were privately conducted by

one of three extensively trained individuals who partici-

pated in over 50 h of training videos, role plays, and dis-

cussions about interviewing. Participants were provided

financial remuneration after completing the interview,

except for the controls from psychology classes who

received course credit. All aspects of this study were

approved by the university’s institutional review board.

Measures Used for Defining Eating Disorder

Status Groups

Structured Clinical Interview for DSM-IV, Patient Edition. The

Structured Clinical Interview for DSM-IV (SCID)39 was

administered to determine lifetime and current eating dis-

order diagnoses (AN, BN, eating disorder not otherwise

specified (EDNOS)).a EDNOS cases were those that met

the SCID’s guidelines for EDNOS (e.g., subthreshold AN,

subthreshold BN, regular use of inappropriate compensa-

tory behaviors, and binge eating disorder). A random sub-

set (about 5%) of the audiotaped interviews was examined

for inter-rater reliability, yielding absolute agreement for

current AN, BN, and EDNOS.

Eating Disorders Longitudinal Interval Follow-up Evalua-
tion interview. We used portions of the Eating Disor-

ders Longitudinal Interval Follow-up Evaluation inter-

view asking about the presence of binge eating, vomiting,

laxative use, and fasting over the past 3 months.40

Eating Disorder Examination-Questionnaire. The Eating

Disorder Examination-Questionnaire (EDE-Q) assesses

disordered eating thoughts and behaviors over the past 4

weeks, yielding four subscales: Restraint (attempts to

restrict food intake), Eating Concern (feeling guilty and

concerned about eating), Weight Concern (dissatisfaction

with and overvaluation of weight), and Shape Concern

(dissatisfaction with and overvaluation of shape).27 The

EDE-Q is one of the most commonly used measures of dis-

ordered eating attitudes and behaviors in clinical and com-

munity populations41 and its subscales have good internal

consistency (alphas of 0.78–0.93)42 and convergent valid-

ity.27,43 This questionnaire is derived from the EDE inter-

view,26 which was used in prior work in defining eating dis-

order recovery.24 In this study, coefficient alphas were .�
0.85 for all subscales.

Body Mass Index. Weight and height were measured

after the interview and used to compute body mass index

(BMI). For those who completed the interview over the

phone, we used self-reported height and weight in the

BMI computations.

Perfectionism Measures

Multidimensional Perfectionism Scale. The MPS was

developed to reflect intrapersonal and interpersonal

dimensions of trait perfectionism.29 Self-oriented perfec-

tionism, the intrapersonal dimension, reflects having very

high standards for oneself (e.g., ‘‘I strive to be as perfect as

I can be’’). Socially prescribed perfectionism, one of the

interpersonal dimensions, reflects feeling that others hold

excessively high standards for oneself (e.g., ‘‘The better I

do, the better I am expected to do’’). The other interperso-

nal dimension, other-oriented perfectionism, focuses on

having high standards for other people and was not

included because it is unrelated to eating behavior.44,45

The MPS is one of the most commonly used measures

of multidimensional perfectionism, with well-established

reliability (subscale alphas 5 0.74–0.89 in patient and

nonpatient samples) and convergent validity.29 In this

study, coefficient alpha was 0.92 for Self-Oriented

Perfectionism and 0.89 for Socially Prescribed Per-

fectionism.

Perfectionistic Self-Presentation Scale. The Perfection-

istic Self-Presentation Scale (PSPS) focuses on an individ-

ual’s outward expression of perfectionism.34 The measure

includes three subscales: Perfectionistic Self-Promotion

reflects declarations and demonstrations about one’s per-

fectionism (e.g., ‘‘I need to be seen as perfectly capable in

everything I do’’); Nondisplay of Imperfection reflects

behavioral efforts to hide flaws (e.g., ‘‘I will do almost

anything to cover up a mistake’’); and Nondisclosure of

Imperfection reflects avoiding verbal confirmation of

one’s flaws (e.g., ‘‘I try to keep my faults to myself’’). The

subscales have a high degree of internal consistency

(alphas 5 0.84–0.89).36 They also have adequate con-

struct and discriminant validity; for example, perfection-

istic self-presentation accounted for unique variance in

depressive symptoms above and beyond dimensions of

trait perfectionism from the MPS.34 In this study, coeffi-

cient alpha was 0.93 for Perfectionistic Self-Promotion,

0.91 for Nondisplay of Imperfection, and 0.86 for Nondi-

sclosure of Imperfection.

Perfectionism Cognitions Inventory. The Perfectionism

Cognitions Inventory (PCI) assesses the frequency of

perfectionism-related thoughts and, thus, captures the

degree to which perfectionism is experienced as obses-

sive or ruminative.37 In contrast to the PSPS which

focuses on the outward expression of perfectionism, the

PCI can be thought of as reflecting perfectionism experi-

enced internally. Participants report on how often they

have thoughts such as ‘‘I have to be the best’’ and ‘‘I am

too much of a perfectionist.’’ The scale is best repre-

aA diagnosis of AN was given whether or not the amenorrhea cri-

terion was met. Although return of menses is an important index

of recovery, its use is problematic because it does not apply to

boys or premenstrual girls, and it is not meaningful among women

taking oral contraceptives. Other researchers have expressed these

concerns25 and have not required the presence of amenorrhea for

a diagnosis of AN.18
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sented with one factor with a high level of internal con-

sistency (coefficient alpha 5 0.96) and good validity.37

Across several clinical and nonclinical samples, the PCI

explained unique variance in depressive symptoms over

and above trait perfectionism.37 In this study, coefficient

alpha for the PCI was 0.95.

Data Analytic Strategy

Participants were categorized into four eating disor-

der status groups in the following way. Healthy controls

(n 5 67) had no history of an eating disorder, and

active eating disorder cases (n 5 53) had a current eat-

ing disorder diagnosis (AN, BN, or EDNOS). To provide

a more nuanced definition of recovery, individuals who

had a history of an eating disorder (AN, BN, or EDNOS)

but did not currently meet eating disorder criteria were

divided into two groups: fully recovered and partially

recovered. Following the general recommendations of

Couturier and Lock,24 we combined a weight threshold

and scores on the EDE-Q subscales to comprehensively

assess recovery. The fully recovered group (n 5 20)

comprised women without a current eating disorder

who had a BMI of at least 18.5, reported no binge eat-

ing, purging, or fasting in the prior 3 months, and

scored within 1 SD of age-matched community norms

on each of the EDE-Q subscales. The partially recov-

ered group (n 5 15) included women without a current

eating disorder who were recovered physically (BMI

�18.5) and behaviorally (no binge eating, purging, or

fasting in the past 3 months) but not psychologically

(at least one EDE-Q subscale greater than 1 SD of age-

matched norms).b The BMI cut-off of 18.5 was chosen

because the range of 18.5–24.9 is considered normal

weight by the World Health Organization.46 The norms

used for determining fully and partially recovered sta-

tus were the age-banded norms reported by Mond

et al.,47 so that for a given patient with an eating disor-

der, her EDE-Q scores were compared to those of

women of a similar age. We chose to use one SD from

norms rather than two SD from norms because two SD

from norms on the EDE-Q subscales often included

scores of 4 or higher, which are considered clinically

significant.47

Given the intercorrelations among the various perfec-

tionism variables (r 5 0.52 to 0.80), we first performed a

multivariate analysis of variance (MANOVA) to see if

there was a difference in perfectionism across groups

(active eating disorder, partially recovered, fully recov-

ered, and healthy controls) larger than would be

expected by chance. A significant multivariate effect was

followed up with univariate analyses via analysis of

variance (ANOVA) and Tukey HSD tests for pair-wise

comparisons.

Results

Descriptive Statistics and Attrition Analyses

The four groups did not differ in terms of socio-
economic status, with the following highest levels
of parental education attained reported: active eat-
ing disorder (M 5 16.68 years, SD 5 2.79), partially
recovered (M 5 16.63 years, SD 5 2.52), fully recov-
ered (M 5 16.60 years, SD 5 3.14), and controls (M
5 16.52 years, SD 5 2.65). They also did not differ
in terms of ethnicity, with the vast majority identi-
fying as Caucasian (90–95% across the groups).
However, the groups did differ in age (F (3,151) 5
15.44, p \ .001), with healthy controls (M 5 19.46
years, SD 5 1.88) significantly younger than all
other groups: active eating disorder (M 5 23.18
years, SD 5 4.39), partially recovered (M 5 23.53
years, SD 5 5.80), and fully recovered (M 5 24.55
years, SD 5 4.89). Controlling for age did not
change the pattern of significance, so results with-
out age as a covariate are presented for parsimony.

The eating disorder groups did not differ in their
pattern of lifetime eating disorder diagnoses. For
example, a similar percentile from each group, fully
recovered, partially recovered, and active eating
disorder, had experienced a lifetime diagnosis of
AN (55, 73, and 64%, respectively; v2 (2, N 5 88) 5
1.26, p 5 .524) and a lifetime diagnosis of BN (35,
27, and 38%, respectively; v2 (2, N 5 88) 5 0.63, p 5
.741). The eating disorder groups also did not differ
significantly in the number of years since the emer-
gence of the eating disorder symptoms, or age or
BMI at start of treatment. In the active eating disor-
der group, 17% currently had AN, 6% had BN, and
77% had EDNOS.

To examine whether the individuals who partici-
pated differed from those who did not, we used
clinic chart data to make comparisons. The partici-
pants were not significantly different from the non-
participants (those with whom contact was never
made or who declined to participate but agreed to
let us use limited chart information) in terms of

bEight of the 96 current and former patients with eating disor-

ders did not meet criteria for a current eating disorder or either

definition of recovery (i.e., partial recovery of physical and behav-

ioral recovery, but not psychological recovery, or full recovery of

physical, behavioral, and psychological recovery). These were pri-

marily individuals who had reported some (though minimal) binge

eating or purging, typically once or twice in the past 3 months. We

excluded these individuals from analyses to produce ‘‘cleaner’’ re-

covery groups and to include a recovery group more typical of

what is seen in the literature (i.e., physical and behavioral recov-

ery). However, when analyses were run including these eight indi-

viduals in the ‘‘partial recovery’’ group, the same pattern of results

emerged as presented in this work using the stricter definition of

partial recovery.
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current age, age at first clinic visit, BMI at first
clinic visit, eating disorder diagnoses, and number
of years since last clinic visit. These findings pro-
vide confidence that, at least on these measures,
study participants were representative of the larger
patients with eating disorder population at this
clinic.

Group Differences in Perfectionism

The MANOVA was significant, F (18, 405) 5 7.04,
p \ .001, Wilks’ Lambda 5 0.46, partial g2 5 0.23.
To see which perfectionism measures were driving
the difference and to identify the pattern of differ-
ence among groups, ANOVA and Tukey HSD tests
were performed.

Multidimensional Perfectionism Scale

Groups differed in both dimensions of trait
perfectionism (see Table 1). For both the self-
oriented and socially prescribed dimensions of
perfectionism, the healthy controls and fully
recovered cases were not significantly different
from each other, but each had significantly lower
perfectionism scores than both the partially
recovered and active eating disorder cases. The
partially recovered and active eating disorder
cases did not differ on self-oriented or socially
prescribed perfectionism.

Perfectionistic Self-Presentation Scale

Groups differed in each aspect of perfectionis-
tic self-presentation (see Table 1). For perfection-
istic self-promotion and nondisclosure of imper-
fection, the healthy controls and fully recovered
cases were not significantly different from each
other, but each had significantly lower perfec-
tionism scores than both the partially recovered
and active eating disorder cases. The partially
recovered and active eating disorder cases did
not differ on perfectionistic self-promotion or
nondisclosure of imperfection. For nondisplay of
imperfection, the same pattern emerged with one
difference: the fully recovered group did not dif-
fer significantly from the partially recovered
group, although the pattern of the means was in
the expected direction.

Perfectionism Cognitions Inventory

Healthy controls and fully recovered cases were
not significantly different from each other in terms
of frequency of perfectionism cognitions, but each
had significantly lower perfectionism scores than
both the partially recovered and active eating disor-
der cases (see Table 1). The partially recovered and T
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active eating disorder cases did not differ on fre-
quency of perfectionism cognitions.c

Discussion

The findings of this study are counter to those of
prior work on perfectionism and eating disorder re-
covery, and shed light on important issues related
to defining recovery and the role of perfectionism
in eating disorders. Consensus from past research
has been that individuals recovered from AN or BN
have levels of perfectionism comparable to active
eating disorder cases and significantly higher than
healthy controls.14 However, when recovery is
defined in a way to ensure physical, behavioral,
and psychological recovery, as done in this study, a
different pattern of findings emerges. Individuals
fully recovered from an eating disorder had perfec-
tionism levels comparable to healthy controls and
generally significantly lower than partially recov-
ered (physical and behavioral, but not psychologi-
cal, recovery) and active eating disorder cases,
which were groups with comparable perfectionism
levels. This occurred across all conceptualizations
of perfectionism - that is, trait perfectionism (set-
ting very high standards for oneself and feeling that
others expect perfectionism from oneself), perfec-
tionism related to self-presentation (e.g., trying to
present as flawless to others), and frequency of per-
fectionism-related thoughts. Interestingly, the find-
ings based on the active eating disorder group, the
partially recovered group, and the healthy controls
mirror the earlier findings regarding recovery and
perfectionism.

Perfectionism is considered a risk factor for eat-
ing disorders,10 and one piece of support for this
has been the finding that individuals recovered
from eating disorders still have elevated levels of
perfectionism. The current results do not under-
mine the role of perfectionism as a risk factor, but
they do call into question the notion that recovered
individuals maintain elevated perfectionism when
recovery is defined comprehensively to include
psychological aspects (e.g., weight and shape con-
cern). What might the current findings tell us
regarding the role of perfectionism in eating disor-
der recovery?

It may be that the fully recovered individuals
experienced decreases in perfectionism over time

which permitted their attaining a more compre-
hensive recovery state. This possibility is bolstered
by evidence for perfectionism being a negative pre-
dictor of outcome for eating disorders (moreso for
AN than BN)14 and by support for Cognitive Behav-
ior Therapy-Enhanced (CBT-E),12 which includes a
module for tackling perfectionism which is concep-
tualized as a maintenance factor for eating disor-
ders. From this perspective, interventions and/or
experiences that help decrease perfectionism may
be key to making full recovery attainable. However,
it could also be that the temporal ordering is
reversed, with attaining full eating disorder recov-
ery (with eating disorder symptomatology at levels
comparable to those with no history of an eating
disorder) being what permitted the relaxation of
perfectionistic standards and attitudes.

It is possible that the fully recovered group had
lower levels of premorbid perfectionism than the
partially recovered group and that the recovery dif-
ferences are due to the discrepancy in initial levels
of perfectionism that have not necessarily changed
over time. As noted, there is some support for
perfectionism impeding recovery, especially among
those with AN.14

It may be that perfectionism does not predict
outcome per se but rather the process of time to re-
covery. In particular, differences in earlier perfec-
tionism may have permitted the fully recovered
group to attain a good outcome sooner. Individuals
who are currently ‘‘partially recovered’’ may even-
tually attain full recovery, but via a slower process
due to perfectionism.

Might different levels of recovery be attributable
to different initial severities of eating disorder pa-
thology rather than to perfectionism differences?
The current data indicate that the groups did not
differ in several indices reflecting severity. For
example, there were no significant group differen-
ces in terms of the distribution of a lifetime history
of AN, the more severe eating disorder from a mor-
tality standpoint. Furthermore, the percentiles that
met criteria for both AN and BN at some point in
their lives were comparable (10% of the fully recov-
ered group and 13% of the partially recovered
group). Also, age of onset of symptoms and both
age and BMI at start of treatment did not differ
across groups. That said, there could have been
eating disorder severity differences that were not
measured, such as the lowest BMI attained, which
might have been responsible for poorer outcomes.

It could also be that the different levels of recov-
ery were due in part to differences in comorbid
psychopathology, in particular, depression and
anxiety that covary with perfectionism levels. There

cA Bonferroni correction for the six univariate tests would set a

significant p-value at 05/6 5 0.008. Because all p-values for the

omnibus F for these univariate analyses were\ 0.001, the findings

remain significant even with this conservative approach.
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is some support for this being a possibility in that
more of the partially recovered group currently met
criteria for a mood disorder, mainly major depres-
sive disorder, than the fully recovered group (20%
vs. 0%), but the partially and fully recovered groups
looked fairly similar in terms of percentiles with a
current anxiety disorder (33% vs. 28%, respectively)
(Bardone-Cone et al., submitted for publication).

The cross-sectional nature of the data limits
what we can conclude regarding the role of perfec-
tionism in eating disorder recovery. Future work
requires longitudinal naturalistic research, ideally
with the assessment of premorbid perfectionism
and with perfectionism, eating disorder sympto-
matology, and comorbid psychopathology being
assessed prospectively. Additionally, treatment out-
come studies where perfectionism is targeted
would help determine this personality factor’s
causal role in recovery. Case studies illustrate how
targeting perfectionism can reduce both perfec-
tionism and disordered eating,48,49 and a cognitive-
behavioral intervention for clinical perfectionism
has been found to reduce perfectionism and main-
tain these changes.50 To the degree that reductions
in perfectionism precede and contribute to full eat-
ing disorder recovery, or quicker time to recovery,
continued efforts in assessing and treating perfec-
tionism among individuals with eating disorders
will be important.

This study contributes to the literature with its
assessment of eating disorder recovery to include
fully recovered and partially recovered individuals
and its broad coverage of the perfectionism con-
struct. To our knowledge, this is the first time per-
fectionism has been examined across groups of
active, partially recovered, and fully recovered eat-
ing disorder cases and healthy controls and one of
a limited number of studies assessing multidimen-
sional perfectionism in eating disorder recovery.
Additional strengths include the use of a diagnostic
interview, the recruitment through a primary care
facility, and the criteria used for healthy controls.
By sampling from a facility other than an eating
disorder clinic we were able to study a group with
greater variability of severity, which should contrib-
ute to generalizability. It is also a strength that the
healthy controls were determined only by absence
of an eating disorder history, rather than by the ab-
sence of any past psychopathology which would
create ‘‘super healthy’’ controls that are less repre-
sentative and against which it would be easier to
find group differences.51

In terms of limitations, all data were self-report
and cross-sectional and the sample size was rela-
tively small. We note that we were not able to con-

tact a significant minority of individuals. Some of
the particular challenges in locating young women
for follow-up included women who married and
changed their last name as well as the now wide-
spread use of mobile phones for which numbers
are not recorded in any accessible registry.
Although no significant differences were found
between participants and nonparticipants on rele-
vant measures such as eating disorder diagnosis or
age of onset of symptoms, the groups could have
differed in other unmeasured variables that may
have introduced bias. Future research on course
and outcome will be best served by prospective
research with a sample at the start of treatment so
that a commitment to research participation can
be built and the sample can be more easily tracked.
Another limitation is the use of the EDE-Q rather
than the EDE, which has been used in prior work to
define recovery.24 However, because the EDE-Q is
derived from the EDE27 and more practical to
administer, including the EDE-Q is a logistically
appropriate step in developing ways to define re-
covery. It is a limitation that the healthy controls
were younger than the other three groups, and
future work should ensure that comparison groups
are age-matched. Of note, analyses controlling for
age yielded the same pattern of results. Finally,
grouping together AN, BN, and EDNOS is a limita-
tion. Although there appear to be no differences in
perfectionism, maladaptive or adaptive, across the
diagnostic groups of AN, BN, and EDNOS,14,52–54

there may be differences in the associations
between perfectionism and recovery across type of
eating disorder and larger samples would be
needed to investigate this. Interestingly, some lines
of research would promote grouping together eat-
ing disorders arguing that eating disorder diagnos-
tic migration is common,55 that eating disorders
share a common core pathology making them
more similar than dissimilar (the transdiagnostic
view of eating disorders),12 and that finding a parsi-
monious way to define recovery regardless of
eating disorder presentation is practical and
important (Bardone-Cone et al., submitted for
publication).

These findings highlight the importance of con-
sidering stages of eating disorder recovery and bet-
ter understanding the relation between perfection-
ism and recovery. For at least some individuals,
physical, behavioral, and psychological recovery is
possible and appears to be associated with perfec-
tionism levels comparable with healthy controls. A
concern for the partially recovered group is that
their elevated perfectionism may increase their risk
for relapse or may impede their progress toward
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full recovery. Future research examining perfec-
tionism and eating disorder recovery should in-
clude prospective study designs and treatment
outcome studies and should consider other con-
structs, such as social support, that may mediate
both recovery and change in perfectionism.

The authors are grateful to the study participants for
their time and effort in sharing their past and current
experiences. The authors also thank the anonymous
reviewers for their suggestions regarding alternative
explanations of the findings.
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