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Abstract
Background: The present study aimed to test a model of perfectionism investigating parenting style, early
maladaptive schemas and sensitivity to reinforcement theory.

Methods: A general population sample (n=384), and a clinical sample consisting of individuals with major
depressive disorder (n=40), social anxiety disorder (n=35), obsessive compulsive disorder (n=39), and
eating disorders (n=38) completed measures of parenting, early maladaptive schemas, perfectionism,
inhibition/approach system, avoidance and overcompensation coping styles, and psychological distress.

Results: The path analysis indicated that the model �ts with data from both samples.

Conclusion: The results inidicate that future research should further investigate a range of variables to
further understand perfectionism. 

Background
Perfectionism has been proposed as a transdiagnostic process (1), and there is a consistent relationship
between perfectionism and anxiety disorders, Obsessive Compulsive Disorder (OCD), depression and
Eating Disorders (EDs) (2). Also, cognitive behavioral therapy of perfectionism reduces depression, anxiety,
and eating disordered symptoms regardless of primary diagnosis (3).

Previous research has investigated models of etiology in perfectionism (4). Maloney et al. (4) examined the
relationship between parenting styles, parent's attachment to the child, neuroticism, maladaptive schemas
according to Young’s model (5) and perfectionism as measured by Concern over Mistakes, Personal
standards, and Doubts About Actions subscales of Frost Multidimensional Perfectionism Scale (6).
 Structural equation modeling showed a direct relationship between parent's excessive expectations, and
criticism and perfectionism. Schemas of Disconnection/Rejection domain mediated the relationship
between parent's attachment to the child and perfectionism. The relationship between neuroticism and
perfectionism was found to be mediated by schemas of Disconnection/Rejection. Boone et al. (7) also
found signi�cant association between perfectionistic concerns as measured by the Concern over Mistakes
and Doubts about action subscales (6) and schemas of Disconnection/Rejection, Impaired Autonomy and
Performance, Other Directedness, and Over-vigilance and Inhibition in a sample of eating disorder women.
In contrast, Boone et al. (7) found that Personal Standard subscale (6) had a signi�cant association with
Over Vigilance and Inhibition. The results of this study showed that only Perfectionistic Concerns
signi�cantly mediated the relationship between schemas of Disconnection/Rejection, Other Directedness
and body image concerns. However, further research is required to more thoroughly examine the
relationship between perfectionistic strivings and perfectionistic concerns and early maladaptive schemas
to understand the relationship between these schemas and perfectionism.

Another process which may be useful to examine in relation to perfectionism is avoidant or
overcompensation coping styles. According to early maladaptive schema theory (5), when individuals use
avoidance as a coping style, “they try to arrange their lives so that the schema is never activated” (p 34).
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When individuals overcompensate, “they �ght the schema by thinking, feeling, behaving, and relating as
though the opposite of the schema were true” (p34). Reinforcement Sensitivity Theory (8) may potentially
be useful on examining why individuals choose a speci�c avoidance or overcompensation behavior or
coping style.

 

 Reinforcement Sensitivity Theory states that Behavioral Approach System (BAS), Behavioral Inhibition
System (BIS), and Fight, Flight and Freeze System control emotion and behavior. The Behavioral Approach
System is activated by conditional/unconditional reinforcement or relief from punishment, and evokes
approach behaviors. Behavioral Inhibition System activates in the face of con�ictual situations (approach-
avoidance). Fight, Flight, and Freeze System is related to fear. In relation to perfectionism, it seems that
when individuals perceive the achievement of perfectionistic goals as impossible (aversive stimulus), the
Behavioral Inhibition System is activated and provokes avoidant behaviors such as avoidance,
procrastination, and abandonment of un�nished tasks. Some studies con�rm this hypothesis. Warnke et
al. (9) reported that experiential avoidance serving as the mediator between behavior inhibition sensitivity
and post-traumatic stress. Williams et al. (10) also found that BIS system correlated with emotion- and
avoidance-focused coping strategies and this relationship was mediated by cognitive appraisal. 

        On the contrary, in situations where it is possible to achieve ambitious goals (reinforcement stimulus),
the Behavioral Approach System activates approach behaviors. Also, in the time of achieving the goals, the
Behavioral Approach System resets new and more ambitious goals. Although evidence on relationship
between Behavioral Inhibition System and avoidant behaviors are promising, no published study has been
done on the relationship of Behavioral Approach System and overcompensation behaviors. Therefore, in
the present study we aimed to explore the relationship between Behavioral Approach/Inhibition Systems
and avoidance and overcompensation coping styles in the context of perfectionism.

The aim of this study was to examine various processes which may be related to perfectionism in both a
non-clinical and clinical sample in order to inform future treatment research.  Perceived parenting, early
maladaptive schemas, avoidance and overcompensation coping styles, and Behavior Inhibition/Approach
Systems were examined in relation to perfectionism in community and clinical (patients with Major
Depressive Disorder, Obsessive-Compulsive Disorder, Social Anxiety Disorder, and Eating Disorders)
samples. Speci�cally, a model was tested where perceived maladaptive parenting styles (e.g. affectless,
perfectionistic/ punitive, emotionally depriviating, permissive, overprotective parenting) were hypothesized
to be associated with schemas of Disconnection/ Rejection, Impaired Autonomy and Performance, which
in turn were associated with Perfectionistic Strivings and Perfectionistic Concerns. Also, we hypothesized
Perfectionistic strivings predict overcompensation coping style through Behavioral Approach System. And,
Perfectionistic Concerns predict avoidance coping style through Behavioral Inhibition System. Avoidance
coping and overcompensation coping styles will be associated with psychological distress. Based on the
Young Schema theory (5), the direct effect between early maladaptive schemas and overcompensation and
avoidance styles and psychological distress was freed within the model (see �gure 1). 

https://www.sciencedirect.com/topics/neuroscience/posttraumatic-stress-disorder
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Methods

Participants
The present study was part of a larger cross-sectional project investigating the etiological and maintaining
mechanisms of perfectionism through structural equation modeling. Therefore, some parts of the method
section are identical to previously published articles(11-13).Participants were recruited from the general
population and clinics. The general population sample included 403 participants (204 women) in Tehran,
Iran. They were selected via proportional quota sampling based on the last census data of Statistical
Center of Iran (2011). Inclusion criteria were being between 18- and 50-yearsold, having completed high
school in order to sure that they understand the content of the items accurately, and living in Tehran for at
least 6 years. Nineteen participants had skipped more than 10% of the items. Therefore, the data of 384
subjects were analyzed. The mean age of the general population was 33.03 (SD= 9.38).

The clinical sample consisted of individuals who met the DSM 5 criteria for MDD (n=40, 65% women), OCD
(n= 39, 61.5% women), SAD (n= 35, 74% women), or EDs (n= 38 women, 81.5% bulimia nervosa, 18.5%
anorexia nervosa). The mean age of the four clinical groups were as follow: MDD = 29.87 (SD= 5.94); OCD
= 31.25 (SD= 5.52); SAD = 28.37 (SD= 6.37); and EDs = 30.38 (SD= 5.55).

Measures

Clinical Perfectionism Questionnaire (CPQ)
The CPQ (14) assesses cognitive, emotional and behavioral components of clinical perfectionism over the
past month by means of 10 items that are rated on a four-point Likert scale (from “not at all” to “all of the
time”). Moloodi et al. (11) demonstrated the validity and reliability of the Persian version of the CPQ and
reported that the CPQ captures two factors named Personal Standards (PS) and Evaluative Concern (EC).

Perfectionism Inventory (PI)
Hill et al. (15) developed a 59-item Perfectionism Inventory where participants respond on a 5-point scale
from strongly disagree to strongly agree. Jamshidi et al. (16) reported satisfactory structural validity,
convergent validity, and internal consistency for the Persian version of PI. We used Organization,
Planfulness, and Striving for Excellence subscales of Perfectionism Inventory and Personal Standards
subscale of Clinical Perfectionism Questionnaire (14) to measure Perfectionistic strivings. We utilized
Concern over Mistakes, Need for Approval, and Rumination subscales of Perfectionism Inventory and
Evaluative Concerns subscale of Clinical Perfectionism Questionnaire (14) to assess Perfectionistic
Concerns.
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Depression Anxiety Stress Scales-21 (DASS-21)
The DASS-21 is a self-report instrument consisted of three subscales that measure symptoms of
depression, anxiety, and stress over the past week. Participants were asked to answer the items using a 0
(did not apply to me at all) to 3 (apply to me very much) scale. The Persian version of the DASS-21 has
acceptable construct and convergent validity as well as internal consistency (17).

Young Parenting Inventory (YPI)
The YPIis a 72 itemquestionnaire which assesses developmental origins of early maladaptive schemas
and perceived parenting. Participants were asked to rank their parent's behaviors separately using a 6 Likert
scale (1= Completely untrue, to 6 = Describes him/her perfectly). Validity and reliability of the YPI has been
stablished in Western population (18). To our knowledge, there is no study that investigate factor structure
of the YPI in Iranian population. Thus, we explored factor structure of the YPI in the current samples. The
result of exploratory factor analysis on data of both mothers and fathers revealed a �ve-factor solution
including affectless parenting, perfectionistic/ punitive parenting, emotional deprivation parenting,
permissive parenting, and overprotective parenting. These factors showed good internal consistency.

Young Schema Questionnaire-Short form (YSQ-short form)
This measure was developed by Young (19) in order to assess 18 early maladaptive schemas. The YSQ-
short form has acceptable construct validity, internal consistency, reliability, and discriminative validity in
Iranian population (20). In the present study, we used unconditional schema subscales (e.g. Disconnection/
Rejection, and Impaired Autonomy and Performance Domains).

Cognitive Behavioral Avoidance Scale (CBAS)
The CBAS was developed in order to assess behavioral and cognitive avoidance. This scale consists of 31
items and 4 subscales. The CBAS showed good validity and reliability in Western (21) and Iranian
populations (13).

Behavioral Inhibition/ Behavioral Activation Scales (BIS/
BAS)
Carver and White (1994) developed the BIS/BAS 20-item scale that assesses reactiveness to aversive
stimuli, reward responsiveness, drive, and fun seeking. The items are scored using a 4-Likert scale (1 =
completely agree to 4 = completely disagree). It possesses good validity and reliability among Iranian and
western population (22).
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Young Compensation Inventory (YCI)
The YCI consists of 48 items that assess overcompensation coping style using a 6-Likert scale (23).
Exploratory factor analysis of the current data revealed 6 factors including status seeking and control,
rebellion, counter dependency, egocentrism, and intolerance of criticism, and emotional inhibition.

Procedure
The research procedure was approved by Ethical Review Board of University of Social welfare and
Rehabilitation Sciences (94/801/T/ 26318) and all procedures of the research were done in accordance
with the Declaration of Helsinki. All participants provided written consent. In order to gather data from
general population sample, �ve social workers selected participants according to quota sampling matrix
from visitors in health centers, parks, and/or cultural houses of Tehran.

For the clinical sample, psychiatrists or clinical psychologists referred the patients to the �rst author (R.M.)
for an evaluation usingthe Structured Clinical Interview for DSM-IV (SCID).Those who met the inclusion
criteria and agreed to participate in the study, were instructed about the questionnaires and requested to
complete them in one week. As previously mentioned, some parts of the method section are identical to
previously published articles(11-13).

Statistical analysis
We applied path analysis with maximum likelihood estimation using AMOS 23. To establish the �t of the
model, we considered the χ2/df-ratio less than 3, as well as goodness-of-�t index (GFI), adjusted goodness-
of-�t index (AGFI), incremental �t index (IFI), comparative �t index (CFI) with cut off≥.95 as acceptable
(24). We Also considered the root mean square error of approximation (RMSEA), and standardized root
mean square residual (SRMR) with values ≤ .08 indicating adequate �t (24).

Results

Correlations in general population
Table 1 presents correlation coe�cients between the variables in the sample from the general population.
Consistent with our prediction, most correlations between measured variables were signi�cant.  However,
there was no signi�cant relationship between early maladaptive schemas and Perfectionistic Strivings,
between Behavioral Inhibition System and avoidance coping style, and overcompensation coping style and
psychological distress. 

Please insert table 1 here

https://www.wma.net/policies-post/wma-declaration-of-helsinki-ethical-principles-for-medical-research-involving-human-subjects/
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Correlations in clinical sample 
 Pearson correlation coe�cients of the measured variables in the clinical sample is shown in Table 2.
Consistent with our prediction, there were signi�cant relationships between all variables. 

Please insert table 2 here

 Measurement Model 
A con�rmatory factor analysis was conducted for each variable in the measurement model (behavioral
approach system, behavioral inhibition system, avoidance, overcompensation coping styles, psychological
distress, early maladaptive schemas, perfectionistic concerns, Perfectionistic Strivings, and parenting) to
test the dimensionality of each variable (Table 3). All factor loadings of the models were signi�cant.

Please insert table 3 here

Path analysis
Path analysis of the model in the general population

The goodness-of-�t indices showed that the model  had good �t in the general population sample (χ2/df-
ratio = 2.36, GFI = .97, AGFI= .93, IFI = .97, CFI = .97, TLI = .94,  RMSEA = .06, 90% CI [0.04, 0.08]), SRMR =
.04) (Figure 2). 

Consistent with theory, signi�cant paths were observed between most of the variables (e.g. perceived
mother and father’s poor parenting and early maladaptive schemas; early maladaptive schemas and
perfectionistic concerns; Perfectionistic Strivings and perfectionistic concerns, etc.). However, early
maladaptive schemas were not associated with Perfectionistic Strivings. Perfectionistic concerns did not
signi�cantly correlate with avoidance coping style, and overcompensation coping style did not signi�cantly
correlate with psychological distress (see �gure 2).

Path analysis of the model in the clinical sample 
Similar to the general population, goodness-of-�t indices con�rmed that the  model of perfectionism
indicated good �t with data of clinical sample (χ2/df-ratio = 1.73, GFI = .94, AGFI =.88, IFI =.95, CFI = .95,
TLI = .92,  RMSEA = .07, 90% CI [0.03, 0.10]), SRMR = .06 (Figure 3).  

Consistent with theory, signi�cant paths were observed between most variables (e.g. perceived mother and
father’s poor parenting and early maladaptive schemas and early maladaptive schemas and perfectionistic
concerns) (see Figure 3). However, overcompensation coping style was not associated with psychological
distress. Also, Behavioral Inhibition System did not correlate with avoidance coping style.
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Discussion
The proposed model showed a good �t with data from both clinical and community samples. The results
are congruent with Maloney et al. (4) who found that perfectionistic and affectless parenting signi�cantly
explain early maladaptive schemas, which mediates the relationship between parenting style and
perfectionism.

The pathways showed that perceived mothers’ and fathers’ parenting explain variance in early maladaptive
schemas. These �ndings are in line with schema theory (5). Also, these results are congruent with previous
research, which demonstrates signi�cant relationships between perceived parenting and schema formation
(25). These studies generally show that perfectionistic and violent parenting signi�cantly explain variances
of early maladaptive schemas.

The results of path analysis showed that in clinical and community samples early maladaptive schemas
explained variance in Perfectionistic Concerns. These �ndings are in line with Maloney et al. (4) who found
that schemas of Rejection/ Disconnection mediated the relationship between parent’s attachment to the
child and perfectionism. Boone et al. (26) also showed that among women with eating disorders there was
a signi�cant correlation between perfectionistic concerns and schemas of Rejection/ Disconnection,
Impaired Autonomy/Performance, Other–Directedness and Over vigilance/Inhibition Domains.

The relationship between early maladaptive schemas and perfectionistic strivings were different between
general population and clinical sample. In the clinical sample, early maladaptive schemas signi�cantly
predicted perfectionistic strivings, but not in the general population. As the participants in the general
population reported signi�cantly lower defectiveness/ shame, failure, and vulnerability to harm and illness
schemas, individuals in the general population demonstrated low levels of early maladaptive schemas,
which might explain the lack of relationship to perfectionistic strivings. However, patients with
psychological disorders may set high standards in order to neutralize activated early maladaptive schemas
(Young et al., 2006). In other words, in the clinical groups, the early maladaptive schemas are active and
thus they set high standards for themselves in order to feel lovable or capable (5, 27). However, according
to cognitive behavior theory (27) and early maladaptive schema theory (5) it is virtually impossible to reach
such high standards. Thus schemas of those individuals will remain active.

In both the clinical and community samples Perfectionistic Strivings signi�cantly explained Perfectionistic
Concerns. Interpretation of the results would be that when a person sets very ambitious goals and
standards for herself, she simultaneously understands that achieving these goals will be very di�cult or
even impossible. Therefore, fear of failure which is core component of perfectionist concerns will arise.

The �ndings showed that Perfectionistic Concerns in clinical and community samples signi�cantly explain
Behavioral Inhibition System. These �ndings are in line with Reinforcement Sensitivity Theory. The RST
argue that aversive situations provoke the Behavioral Inhibition System (28).

Although previous studies have documented a signi�cant correlation between Behavioral Inhibition System
and experiential avoidance (29), we did not �nd a signi�cant relationship between Behavioral Inhibition
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System and avoidance coping style. Experiential avoidance is a different concept than avoidance coping
and they are operationalized and measured in different ways. In previous studies, the target concept was
experiential avoidance, which was measured by Acceptance and Action Questionnaire (30), but in the
present study, the avoidance coping style concept was measured by Cognitive-Behavioral Avoidance Scale
(21). Experiential avoidance refers to one’s unwillingness to relate to personal experiences. These
experiences include feeling, thoughts, somatic symptoms, and memories. However, avoidance as a
behavioral coping style refers to behaviors that keep away a person from stressful situations (31).
Consequently, future research should investigate relationship between Behavioral Inhibition System and
avoidance coping styles and experiential avoidance, simultaneously.

Our �ndings indicated that in both clinical and community samples Perfectionistic Strivings signi�cantly
predict changes in Behavioral Approach System. The present �ndings are consistent with Reinforcement
Sensitivity Theory (8). According to the Theory, Behavioral Approach System is sensitive to the stimulus
that promise reward and behavioral approach system evokes motivational behaviors. The studied model
showed that in both clinical and community samples Behavioral Approach System signi�cantly predicts
changes in overcompensation coping style. This �nding is consistent with the predictions of the present
study. The present study is based on the assumption that in a situation where ambitious goals are likely to
be achieved (incentive stimulus), Behavioral Approach System activates behaviors for achieving goals
(incentive behaviors). When goals are achieved or approached, behavioral approach system again sets new
ambitious goals.

However, in both samples, overcompensation coping style did not predict variance of psychological
distress. Several explanations come to mind to explain this �nding. First and most, it could be concluded
that avoidance coping style has more fundamental role than overcompensation in the maintenance of
depressive disorders, obsessive-compulsive disorder, social anxiety disorder and eating disorders. Second,
according to Early Maladaptive schema theory (5), overcompensation coping style is the healthiest form of
coping with early maladaptive schemas. However, when person uses overcompensation coping style rigidly
and frequently, negative consequences will occur. Third, overcompensation coping style expresses with
behaviors such as dominating, controlling, exploitation others, or manipulating of others’ feelings. It is
important to note that these behaviors probably have more negative effects on interpersonal relationships
than intrapersonal variables (e.g. anxiety and depression). However, we did not assess interpersonal
problems in the current study. Therefore, future research should focus on the role of overcompensation
coping style in interpersonal problems.

Finally, our results showed that early maladaptive schemas signi�cantly predict changes in avoidance and
overcompensation coping styles, and psychological distress. These results are congruent with the
literature. Studies have shown that early maladaptive schemas signi�cantly explain avoidance coping style
(32), overcompensation coping style (18), and depression and anxiety symptoms (33). These results are
also congruent with early maladaptive schemas theory (5).

There were several limitations of the study. First, the cross-sectional design study prevents being able to
infer causation. Second, self-report was used to measure perceived parenting style which may be
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contaminated by recall bias. It is necessary to do longitudinal research to study the role of developmental
factors in perfectionism more precisely. Third, in the present study experiential avoidance was not included.
Future studies should investigate the relationship pattern between Behavioral Inhibition System and
experiential avoidance and avoidance coping style, simultaneously.

Conclusion
In summary, the study provided evidence for associations of a range of variables with perfectionism in
clinical and community samples of Iran. Future research should examine the validity of these associations
according to the proposed model using longitudinal data.

Abbreviations
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Schema Questionnaire-Short form = YSQ-short form, Cognitive Behavioral Avoidance Scale = CBAS,
Behavioral Inhibition/ Behavioral Activation Scales = BIS/ BAS, Young Compensation Inventory
(YCI), Structured Clinical Interview for DSM-IV = SCID, Goodness-of-Fit Index = GFI, Adjusted Goodness-of-
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Tables
Table 1

Correlation of variables in the sample from the general population
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    1 2 3 4 5 6 7 8 9

1 Father's Perceived
Parenting

                 

2 Mother's Perceived
Parenting

.62**                

3 Early Maladaptive
Schemas

.51** .47**              

4 Perfectionistic
Strivings

-.09 -.14 -.01            

5 Perfectionistic
Concerns

.16 .16 .56** .20*          

6 Behavioral Approach
System

-.04 -.09 -.13 .42** .02        

7 Behavioral Inhibition
System

.08 .07 .30** .12 .49** .39**      

8 Avoidance Coping
Style

.29* .29* .59** -.29* .34** -.36** .11    

9 Counterattack  Coping
Style

.17 .08 .23* .12 .20 .26* .17 .04  

10 Psychological Distress .32** .32** .55** .21* .39** -.24* .21* .58** .11

*p < .05, ** p <.01

 

Table 2

Correlation of measured variables in the clinical sample
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    1 2 3 4 5 6 7 8 9

1 Father's Perceived
Parenting

                 

2 Mother's Perceived
Parenting

.32**                

3 Early Maladaptive
Schemas

.32** .39**              

4 Perfectionistic
Striving

.18 .13 .17*            

5 Perfectionistic
Concerns

.08 .28* .65** .45**          

6 Behavioral Approach
System

.19 .04 -.01 .33** .14        

7 Behavioral Inhibition
System

.20* .10 .37** .26* .56** .48**      

8 Avoidant Coping
Style

.16 .32** .62** .02 .45** -.15 .20*    

9 Counterattack Coping
Style

.28* .27* .42** .11 .36** .19* .23* .29*  

10 Psychological
Distress

.12 .24* .56** .11 .40** .02 .31** .56** .28*

*p < .05, ** p <.01

 Table 3

Measurement model and McDonald's Omega coe�cient of subscales  
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Subscales General population (n = 384) Clinical sample (n=152)

  Fit indices Fit indices

Behavioral Approach System x2/df = 3.19

GFI= .95

TLI = .95

IFI = .95

CFI = .95

RMSEA = .07

SRMR= 0.05

x2/df = 1.47

GFI= .94

TLI = .95

IFI = .97

CFI = .96

RMSEA = .05

SRMR= 0.03

Behavioral Inhibition System x2/df= 1.71

GFI= .99

TLI = .97

IFI = .98

CFI = .98

RMSEA = .04

SRMR= 0.02

x2/df = 1.14

GFI= .98

TLI = .99

IFI = .99

CFI = .99

RMSEA = .03

SRMR= 0.02

Avidance Coping Style x2/df= 2.78

GFI= .99

TLI = .98

IFI = .99

CFI = .99

RMSEA = .06

SRMR= 0.001

x2/df= 0.07

GFI= .99

TLI = .99

IFI = .99

CFI = .99

RMSEA = .0001

SRMR= 0.001

CounterAttack Coping Style x2/df= 0.99

GFI= .99

TLI = 1.00

IFI = 1.00

CFI = 1.00

RMSEA = .0001

SRMR= 0.01

x2/df= 1.27

GFI= .98

TLI = .98

IFI = .99

CFI = .99

RMSEA = .04

SRMR= 0.03
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Psychological Distress x2/df =.80

GFI= .99

TLI = 1.00

IFI = 1.00

CFI = 1.00

RMSEA = .0001

SRMR= 0.01

x2/df=.80

GFI= .99

TLI =1.00

IFI =1.00

CFI =1.00

RMSEA = .0001

SRMR= 0.01

Early Maladaptive Schema x2/df= 2.26

GFI= .97

TLI = .94

IFI = .96

CFI = .96

RMSEA = .05

SRMR= 0.04

x2/df= 1.46

GFI= .95

TLI = .95

IFI = .97

CFI = .96

RMSEA = .05

SRMR= 0.04

Perfectionistic Strivings x2/df= 2.46

GFI= .99

TLI = .98

IFI = .99

CFI = .99

RMSEA = .06

SRMR= 0.01

x2/df= 0.79

GFI= .99

TLI = 1.00

IFI = 1.00

CFI = 1.00

RMSEA = .0001

SRMR= 0.01

Perfectionistic Concerns  x2/df= 1.74

GFI= .99

TLI = .98

IFI = .99

CFI = .99

RMSEA = .04

SRMR= 0.02

x2/df= 0.29

GFI= .99

TLI = 1.00

IFI = 1.00

CFI = 1.00

RMSEA = .0001

SRMR= 0.01

Perceived mother’s Parenting  x2/df-ratio =0.94

GFI= .99

x2/df-ratio = 1.08

GFI= .99
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TLI = 1.00

IFI = 1.00

CFI = 1.00

RMSEA = .00

SRMR= .01

TLI = .99

IFI = .99

CFI = .99

RMSEA = .02

SRMR= 0.02

Percived father’s     parenting x2/df-ratio =0.94

GFI= .99

TLI = 1.00

IFI = 1.00

CFI = 1.00

RMSEA = .00

SRMR= .01

x2/df-ratio =3.03

GFI= .99

TLI = .97

IFI = .97

CFI = .97

RMSEA = .11

SRMR= .03

Figures
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Figure 1

proposed conceptual cognitive behavioral model of perfectionism
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Figure 2

Transdiagnostic model of perfectionism in general population

Note: The bold paths are signi�cant, while the regular paths are not Signi�cant
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Figure 3

Transdiagnostic model of perfectionism in clinical sample

Note: The bold paths are signi�cant, while the regular paths are not Signi�cant


