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Abstract

In this study, we sought to examine associations between dimensions of trait perfectionism and posttraumatic stress disorder (PTSD) symptoms among a community sample of
adults who experienced at least one traumatic event and determine whether the associations between trait perfectionism dimensions and PTSD symptomatology varied as a
function of perceived control. A sample of 161 (57% women; M = 33.24 years, SD =
10.84 years) community adults who experienced at least one traumatic event in their lives
completed self-report measures of trait perfectionism, perceived control, personality, and
PTSD symptomatology. Results from multiple regression analyses indicated that socially
prescribed perfectionism was associated with higher levels of PTSD symptomatology.
However, this finding was qualified by a significant interaction with perceived control
such that higher levels of socially prescribed perfectionism were associated with greater
PTSD symptomatology only under conditions of low perceived control. Findings underscore the importance of individual differences in socially prescribed perfectionism and
perceived control for PTSD symptomatology.
Keywords Perceived control . Perfectionism . Personality . Trauma . Posttraumatic stress
Epidemiological research has indicated that exposure to traumatic events is relatively common
with estimates ranging from 20 to 83% (Breslau et al. 1998; Kessler et al. 1995). Yet, the
prevalence of posttraumatic stress disorder (PTSD) tends to be relatively low, with lifetime
prevalence rates ranging from approximately 6 to 9% and 1-year prevalence rates ranging from
3 to 5% in Canada and the USA (Kessler et al. 2005; Koenen et al. 2017; Van Ameringen et al.
2008). These findings cast doubt on the notion that experiencing traumatic events is the
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primary etiological factor in the development of PTSD (Johnson and Thompson 2008). In light
of evidence suggesting that personality traits play an important role in vulnerability to PTSD
symptomatology (Jaksic et al. 2012), this study focused on the link between perfectionism and
PTSD symptomatology in a community sample of adults.
Perfectionism is a multidimensional personality trait that is broadly characterized by the
relentless pursuit of absolute perfection, harsh self-criticism, excessively negative reactions to
perceived mistakes, and the inability to experience satisfaction even when excessively high
standards are met (Frost et al. 1990; Hewitt and Flett 1991; Sirois and Molnar 2016). Although
associations between perfectionism and anxiety have received extensive theoretical and
empirical support (Affrunti and Woodruff-Borden 2018; Burgess and DiBartolo 2016; Hewitt
and Flett 1991) and perfectionism has been implicated extensively in stress and stress-related
health problems (Dunkley 2018; Molnar et al. 2018), the relationship between perfectionism
and reactions following exposures to traumatic stressors has received little attention. There are
sound theoretical reasons to expect a positive association between perfectionism and PTSD
symptoms (see Flett et al. 2016). Traumatic experiences may be responded to quite negatively
in individuals with elevated levels of perfectionism because these individuals have a strong
need for control and are often highly stressed by events beyond their control (Flett et al. 1995;
Hewitt and Flett 2002). Indeed, situations that evoke feelings of helplessness and a sense of not
being in control (e.g., the COVID-19 pandemic) are felt acutely by perfectionists (see Flett and
Hewitt 2020). Traumatic events also underscore for the person who needs to be perfect or who
feels a pressure to be perfect that things have been far from ideal and their efforts and actions
have been negatively impacted. Perfectionists are particularly at risk for experiencing PTSD
symptomatology after a traumatic event because they typically feel responsible for negative
outcomes and experiences (for an extended discussion, see Flett et al. 2016). Accordingly, in
light of these observations, we tested a model in which the associations between trait
dimensions of perfectionism and PTSD symptomatology were moderated by perceived control
in a trauma-exposed community sample.
Studies employing unidimensional perfectionism measures have found some initial support
for a link between perfectionism and PTSD symptom endorsement (Kolts et al. 2004; Mitchell
et al. 2012; Robins et al. 1994). Research on PTSD and perfectionism as a multidimensional
construct has thus far relied on the attitudinal measure of perfectionism developed by Frost et al.
(1990). This inventory assesses various components including high personal standards, doubts
about actions, concern over mistakes, excessive parental expectations, and excessive parental
criticism. A study by Kawamura et al. (2001) examined associations among perfectionism,
depression, PTSD, and obsessive-compulsive disorder in a sample of college students and
found significant positive correlations between PTSD symptoms and both personal standards
and the maladaptive perfectionism composite factor that combined the other four subscales.
Egan et al. (2014) tested a model in which the link between multidimensional perfectionism
and PTSD symptomatology was mediated by rumination in 30 patients with PTSD. Participants completed two Frost subscales (personal standards and concern over mistakes) and a
clinical perfectionism measure. PTSD symptomatology was assessed via the Posttraumatic
Stress Checklist (Civilian) for DSM-IV (Weathers et al. 1991). Results demonstrated that
concern over mistakes and clinical perfectionism each were positively associated with PTSD
symptoms. A robust association was also found between depressive rumination and PTSD
symptoms, and depressive rumination mediated the link between multidimensional perfectionism and PTSD symptoms. That is, individuals higher in perfectionism who responded by
brooding were in turn more likely to experience PTSD symptoms.
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We sought in the current study to extend previous research in two significant respects. First,
we utilized Hewitt and Flett’s (1991) influential conceptualization of multidimensional trait
perfectionism. To our knowledge, this framework has not been used to evaluate the link
between perfectionism and PTSD symptomatology. The model advanced by Hewitt and Flett
(1991) is unique in its emphasis of both the personal and interpersonal elements of the
perfectionism construct. This conceptual model of perfectionism includes a focus on personal
perfectionism (i.e., self-oriented perfectionism), but also perfection demanded from others (i.e.,
other-oriented perfectionism) and the sense of being target and having pressure to meet
perceived perfectionistic demands imposed on the self by others (i.e., socially prescribed
perfectionism). Interpersonal elements of perfectionism should be particularly relevant when
PTSD symptoms arise from interpersonally based trauma and it occurs within a context of
social disconnection and limited social support (see Hewitt et al. 2006, 2017).
While the possible role of socially prescribed perfectionism in PTSD has not been directly
explored, theory and research support that socially prescribed perfectionism is a vulnerability
factor for PTSD symptomatology. Indeed, socially prescribed perfectionism has been implicated in several types of maladjustment (Hewitt and Flett 1991; Limburg et al. 2016). A
persistent theme in the PTSD literature is that there is a subset of people with PTSD who
experience profound shame and social anxiety due to a sense of not living up to social
expectations and tendencies to anticipate negative social experiences and negative social
evaluation (e.g., Budden 2009; Collimore et al. 2010; Dorahy et al. 2013; Zayfert et al.
2005). Consequently, socially prescribed perfectionism may be a key element when posttraumatic stress is rooted in a sense of not living up to social expectations because individuals with
extreme levels of socially prescribed perfectionism would be confronted continuously with a
sense of failing to live up to the impossible expectations imposed on them.
Second, we tested the possibility that low perceived control interacts with trait dimensions
of perfectionism to produce greater PTSD symptoms. The importance of perceived control has
been underscored in both the perfectionism and PTSD literatures. With respect to perfectionism, research has established that self-oriented perfectionism and other-oriented perfectionism
are associated with a greater need for control (Flett et al. 1995), so traumatic events could
violate this need for control and predictability. Research has demonstrated that socially
prescribed perfectionism is associated with a lack of interpersonal control (Flett et al. 1995),
general perceptions of a lack of perceived control (Buhr and Dugas 2006), and low self-control
(Tangney et al. 2004). The sense of low personal control and helplessness that accompanies
socially prescribed perfectionism (Hewitt and Flett 1991) could set the stage for higher levels
of PTSD symptoms among people with elevated socially prescribed perfectionism.
Foa et al. (1992) emphasized the role of perceived control in the development of PTSD in
their seminal paper. They asserted that the uncontrollability of the event is central to the
development of PTSD. Studies have established that lower perceived control in general is
associated with PTSD severity (Bolstad and Zinbarg 1997; Doerfler et al. 2005; Kushner et al.
1993). Other evidence suggest that feelings of inefficacy and low perceived control contribute
to distress reactions among people with high levels of perfectionism (Dunkley et al. 2020;
Martin et al. 1996; Mor et al. 1995). These findings suggest that a lack of personal mastery or
control could be a key factor in terms of how certain individuals with high levels of
perfectionism react to traumatic stressors. It is important to note that work by Frazier and
associates has clarified that the key element is current perceptions of perceived control rather
than past perceived control or perceptions of anticipated control (Frazier et al. 2001, 2004).
Accordingly, perceived control was also assessed in the present study.
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In this study, we tested a model in which the associations between trait dimensions of
perfectionism and PTSD symptomatology were moderated by perceived control in a
trauma-exposed community sample. We hypothesized that higher levels of trait perfectionism and lower levels of perceived control would be associated with greater PTSD
symptomatology. We also hypothesized that the relationships between trait dimensions of
perfectionism and PTSD symptomatology would vary as a function of perceived control,
such that those with higher levels of perfectionism and lower levels of perceived control
would report higher levels of PTSD symptomatology. Neuroticism, respondent sex, age,
income, education, the number of traumatic events that the participants experienced, and
the average age of onset of trauma were incorporated into analyses to determine whether
perfectionism provided greater incremental explanatory power over and above these
constructs. This was important given that these variables have been strongly related to
PTSD symptomatology (Jaksic et al. 2012), and negative emotionality is a key feature
among a subset of PTSD sufferers described as internalizers (Rielage et al. 2010).
Moreover, neuroticism has been strongly linked to perfectionism, particularly socially
prescribed perfectionism (Enns et al. 2005; Hill et al. 1997) and it is important to ascertain
how perfectionism relates to PTSD and perceived control while still taking into account
the predictive utility of related individual differences in neuroticism.

Method
Participants
A community sample of adults was recruited to participate in a closed-access web-based study
of personality and health through advertisements in newspapers and posters in the Southern
Ontario region and through advertisements on websites. Selection criteria included that
participants be at least 18 years old and computer literate with an email address. Individuals
who agreed to participate (N = 249; 57% women) completed a confidential web-based questionnaire. Informed consent was obtained for this study and the University Ethics Board
approved this study. Respondents were paid $25 for their participation. The average age was
33.24 years old, with age ranging from 20 to 78 years. The majority of the respondents in this
sample (97%) were Canadian citizens. Ethnicity was not assessed in this study due to an
omission on the questionnaire. With respect to education level, 2% had less than high school,
11% completed high school, 21% had some college training or completed college, 49% had
some university training or completed their Bachelor’s degree, and 17% completed a graduate
level of professional degree.
It is important to note that our participants were restricted in one key respect. Given our
interest in trauma and PTSD symptomatology, we limited our focus to only those individuals who reported experiencing at least one traumatic event in their lifetime (n = 161,
56% women). It should be noted that results from independent samples t tests indicated
that individuals who reported experiencing traumatic experiences were not significantly
different from individuals who reported no traumatic experiences on any of the study
variables with the exception of household income (t(236) = − 2.61, p = .01) and total PTSD
symptoms (t(236) = − 2.06, p = .04). That is, individuals who experienced traumatic events
reported greater household income and greater PTSD symptomatology than people who
did not experience traumatic events.
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Measures
Perfectionism Perfectionism was assessed with the 45-item Multidimensional Perfectionism Scale (HFMPS; Hewitt and Flett 1991). The self-oriented perfectionism subscale
measures the extent to which individuals place high standards on themselves (e.g., “One
of my goals is to be perfect in everything I do”). The other-oriented perfectionism subscale
measures the extent to which an individual places high standards of achievement on
significant others (e.g., “I cannot stand to see people close to me make mistakes”). Finally,
the socially prescribed perfectionism subscale measures the extent to which people feel
that high standards are being imposed on them by significant others (e.g., “The people
around me expect me to succeed in everything I do”). Each item is rated on a scale from 1
(strongly disagree) to 7 (strongly agree), with subscale scores ranging from 15 to 105.
Higher scores indicate higher levels of perfectionism. The HFMPS subscales have demonstrated adequate reliability and validity in both clinical and non-clinical samples (Hewitt
and Flett 2004).
Perceived Control The 10-item measure of global perceived personal control (Chipperfield
et al. 2004; Ruthig et al. 2007) was employed to assess perceived control. This inventory
assesses perceived control over various aspects of one’s life (e.g., How much influence do you
have over your life in general?). Participants make 1 to 10 ratings ranging from “almost no
influence” to “total influence.” Analyses indicate that the measure has one factor with items
having item-total correlations ranging from .42 to .79 (Ruthig et al. 2008). Scale scores range
from 10 to 100. Higher scores reflect greater perceived control.
Trauma The Life Events Checklist (LEC; Blake et al. 2000) assesses 16 different potentially
traumatic events (PTEs) acknowledged to lead to a diagnosis of PTSD according to DSM-IV
criteria or other difficulties associated with posttraumatic stress and to cue PTEs prior to the
assessment of PTSD symptoms. Respondents indicate whether each trauma occurred or not by
choosing a yes or no response and a total count is calculated for the number of traumas
experienced. For each PTE, participants were also instructed to indicate the years since the
traumatic event occurred.
PTSD Symptoms The Modified PTSD Symptoms Scale-Self-Report (MPSS-SR; Falsetti et al.
1993; Resick et al. 1991) was used to measure posttraumatic distress. This measure assesses
multiple traumas instead of only examining PTSD symptomatology that is caused by a
particular traumatic experience. Participants rated the frequency and severity of 16 symptoms
reflecting the DSM-IV diagnostic criteria for PTSD. A total score was calculated by summing
the frequency and severity scores (APA 1994). The MPSS-SR has demonstrated good
psychometric properties in treatment and community samples (Coffey et al. 1998; Falsetti
et al. 1993).
Neuroticism The neuroticism subscale from the 40-item “Mini-Markers” measure of the fivefactor model (FFM) developed by Saucier (1994) was also administered. Neuroticism was
assessed by eight items, each rated on a Likert scale ranging from 1 (extremely inaccurate) to 9
(extremely accurate). A composite score was created by taking the mean of the neuroticism
items. Scores ranged from 1 to 9.
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Data Analyses
A two-step hierarchical multiple regression was employed using SPSS 20 statistical software
with bootstrapping procedures for generating 95% bias-corrected regression coefficients and
accelerated confidence intervals for each effect. Interaction terms were computed for each
perfectionism dimension and perceived control. Because composite variables, such as interaction terms, are correlated with their component variables, to reduce multicollinearity and to
ease the interpretation and probing of significant interactions, each component variable was
centered around its sample mean before the interaction terms were computed (Aiken and West
1991; Cohen et al. 2003) and only the centered variables were entered into the regression
models.
Specifically, PTSD symptoms were regressed on respondent’s age, household income,
education, number of traumas experienced, average age of onset of trauma, respondent’s sex,
neuroticism, perfectionism dimensions, and perceived control in step 1, and the non-linear
components (i.e., perfectionism dimensions by perceived control) in step 2. Significant
interactions were further investigated employing a series of post hoc regression equations,
referred to as simple slopes analysis by Aiken and West (1991). For example, to test the
hypothesis that the relationship between socially prescribed perfectionism and PTSD symptomatology varies as a function of perceived control, simple slopes analyses were conducted to
observe differences in slope by perceived control and to determine whether these slopes
differed significantly from zero. Finally, given the relatively large number of variables in each
model, an adaptation of Fisher’s protected t test strategy, as described in Cohen et al. (2003),
was employed as a method of evaluating the statistical significance of the predictors to control
for type 1 error inflation.

Results
Descriptive Statistics and Bivariate Correlations
Means, standard deviations, and correlations between all model variables are presented in
Table 1. The mean HFMPS subscale scores were in keeping with norms for community
samples (see Hewitt and Flett 2004). From Table 1, it is clear that individuals reported
experiencing an average of approximately two traumatic experiences. The three most
common traumatic experiences reported were transportation accidents (n = 94, 56%), a
sudden and unexpected death of a close other (n = 60, 36%), and physical assault (n = 48,
29%), and the least common traumatic experiences being causing another individual
serious injury, harm, or death (n = 3, 2%), exposure to combat (n = 2, 1%), and captivity
(n = 0, 0%). Overall, 4.8% of the sample was in the clinical range for PTSD
symptomatology.
At the level of bivariate associations, results indicated that socially prescribed perfectionism
was the only HFMPS dimension linked with experiencing greater PTSD symptomatology.
Significant positive associations were also found between each of the perfectionism dimensions. Neuroticism was positively related to socially prescribed perfectionism and PTSD
symptomatology. The number of traumatic experiences was positively related to PTSD
symptomatology. Finally, perceived control was negatively associated with neuroticism,
socially prescribed perfectionism, and PTSD symptomatology.
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t p < .06, *p < .05, **p < .01, ***p < .001

n = 161. SOP, self-oriented perfectionism; OOP, other-oriented perfectionism; SPP, socially prescribed perfectionism; PC, perceived control; Trauma age, average age of onset for
traumatic experiences
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Table 1 Means, standard deviations, scale reliabilities, and bivariate correlations for model variables
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Regression Analyses
Overall, the model was statistically significant, accounting for 45% of the variability in PTSD
symptoms (F(14,146) = 8.36, p < .001). Results are presented in Table 2. With respect to the
main effects, the number of traumas experienced, average age of onset of trauma, and socially
prescribed perfectionism were each positively associated with PTSD symptomatology. Thus,
individuals who experienced more frequent trauma experienced trauma at older ages, and
those who reported higher levels of socially prescribed perfectionism experienced greater
PTSD symptomatology. Age was negatively related to PTSD symptomatology, indicating that
older individuals experienced less PTSD symptoms.
Socially prescribed perfectionism remained positively associated with PTSD symptoms
after accounting for the demographic variables, number of traumas experienced, average age
of onset of trauma, and neuroticism (see Table 2). Finally, an interaction between socially
prescribed perfectionism and perceived control was observed (see Fig. 1). As hypothesized,
results of follow-up simple slopes analyses indicated that a significant positive association was
present between socially prescribed perfectionism and PTSD symptomatology at low levels of
perceived control (b = .48, p < .001). The relationship between socially prescribed perfectionism and PTSD symptomatology was not statistically significant (b = .06, p = .63), at high
levels of perceived control. None of the other associations was statistically significant. Given
concerns that the inclusion of covariates could potentially bias results (see Simmons et al.
2011), the model was tested with and without the covariates. No meaningful differences in the
results emerged when the covariates were not included in the model.

Table 2 Summary of the regression of PTSD symptomatology on relevant demographics, number of traumas,
average age of onset of trauma, neuroticism, perfectionism dimensions, perceived control, and interactions
between perfectionism dimensions and perceived control
Step

1

2

Variable

Age
Education
Income
Neuroticism
Trauma
Trauma age
Respondent sex
SOP
OOP
SPP
Perceived control
SOP by perceived control
OOP by perceived control
SPP by perceived control

B

− .52***
.00
− .27
.60
4.95***
.33*
− 1.02
− .04
− .03
.23*
− 1.30
.09
− .14
− .17**

SE B

.14
.63
.35
.81
.68
.15
2.13
.09
.11
.10
.83
.06
.09
.06

95% CI
Lower bound

Upper bound

− .793
− 1.234
− .966
− 1.007
3.613
.030
− 5.238
− .218
− .242
.030
− 2.932
− .021
− .311
− .286

− .237
1.236
.428
2.210
6.286
.621
3.190
.138
.178
.433
.341
.199
.031
− .063

β

sr2

− .34
.00
− .05
.05
.49
.20
− .03
− .06
− .02
.21
− .12
.15
− .14
− .25

.054
.000
.002
.002
.215
.019
.001
.001
.000
.021
.010
.010
.010
.036

n = 161; SOP, self-oriented perfectionism; OOP, other-oriented perfectionism; SPP, socially prescribed perfectionism; Trauma age, average age of onset for traumatic experiences
For step 1 of the regression equation, R2 change = .40, Fchange(11, 149) = 9.07, p < .001. For step 2 of the regression
equation, R2 change = .04, Fchange(3, 146) = 3.84, p = .011
***p < .001, **p < .01, *p < .05
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Discussion
The purpose of this research was to investigate how the trait perfectionism dimensions
conceptualized by Hewitt and Flett (1991) are associated with PTSD symptomatology in a
community sample of adults. We also investigated whether the associations between trait
perfectionism dimensions and PTSD symptoms varied as a function of perceived control. Our
correlational results revealed a positive link between socially prescribed perfectionism and
PTSD symptoms. That is, higher levels of socially prescribed perfectionism were associated
with greater PTSD symptomatology. Socially prescribed perfectionism was also associated
with reduced perceived control and higher levels of neuroticism. Examination of these factors
in a regression analysis that also included relevant demographics, neuroticism, the reported
number of traumatic events experienced by the participants, and the average age of onset of
trauma established that socially prescribed perfectionism provided incremental predictive
utility with respect to PTSD symptomatology.
Subsequent tests of moderator effects found no evidence that self-oriented or other-oriented
perfectionism interacted with low perceived control, but an interaction between socially
prescribed perfectionism and perceived control was observed. Individuals who were characterized jointly by high socially prescribed perfectionism and low perceived control in life were
particularly likely to experience elevated PTSD symptoms. This interaction is understandable
and meaningful given that past research has established that individuals with higher levels of
socially prescribed perfectionism also tend to exhibit a deficit in cognitive-emotion regulation
abilities and demonstrate maladaptive coping tendencies (Rudolph et al. 2007). These people
tend to feel controlled by others’ expectations and are often confronted with the realization that
they are falling short of the lofty expectations they perceive to be imposed on them. Individuals
in this situation who feel that they are not in control and perhaps lack a sense of self-efficacy
are people who, in all likelihood, feel overwhelmed by previous traumatic stress along with
images and cognitions related to this trauma, while also dealing with feeling like a failure for
not being able to meet unrealistically high social standards. Moreover, a subset of these people
will likely see their lack of control as a personal failure to the extent that they pride themselves
on being people who are typically in control and who must be in control to feel efficacious and
successful. This research has clear theoretical implications in terms of the need to incorporate
key moderators such as perceived control into models of perfectionism and poor psychological
adjustment. This focus on perceived control should extend to including appraisals of the

Fig. 1 Two-way interaction of socially prescribed perfectionism and perceived control on PTSD symptoms
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degree to which uncontrollability is seen as a very personal failure in the ability to exert control
by those who assume too much responsibility for outcomes that are perhaps beyond the control
of any one person. This emphasis on key contextual factors is in keeping with the original
emphasis by Hewitt and Flett (1991) on the need to conceptual dimensions of perfectionism as
vulnerability factors that will be activated or amplified when life experiences and related
variables come into play.
This study also has clear practical implications for the treatment of PTSD. An explicit focus
on perfectionism and associated themes should be particularly beneficial to the subset of
people who have PTSD and who are higher in socially prescribed perfectionism. Since
cognitive-behavioral therapy is one of the most recommended therapies for PTSD, our results
indicate that therapists would benefit from paying special attention to maladaptive cognitions
that are associated with socially prescribed perfectionism. The benefits of promoting mindfulness among vulnerable perfectionists have also been noted (see Flett et al. in press). However,
it is important to acknowledge the treatment challenges when working with traumatized
individuals higher in socially prescribed perfectionism. A growing body of research indicates
that individuals characterized by higher levels of perfectionism are less likely than individuals
lower in perfectionism to benefit from psychological interventions and when they are undergoing treatment, they often require longer interventions (Blatt and Zuroff 2002; Hewitt et al.
2017). This is particularly the case when people higher in perfectionism are undergoing
treatment (see Hewitt et al. 2008, 2018). Moreover, given the relational nature of socially
prescribed perfectionism and relational outcomes evident in PTSD, treatments that have a
relational focus may be particularly effective on disorders such as PTSD. Certainly, there is
evidence that these psychodynamically oriented treatments are effective in both perfectionism
(Hewitt et al. 2018) and in treatment of PTSD (Schottenbauer et al. 2008). One implication that
follows from the apparent role of socially prescribed perfectionism in PTSD is that certain
individuals with higher levels of socially prescribed perfectionism may be particularly prone to
the feelings of social anxiety and shame that complicate recovery from PTSD. It is quite
possible that socially prescribed perfectionism plays a role in vulnerability to PTSD, but
socially prescribed perfectionism also complicates the recovery process for those individuals
receiving treatment for PTSD.
The current study provided no indication of a role for self-oriented or other-oriented
perfectionism in the experience and expression of PTSD. However, it seems to us that it
would be decidedly premature to exclude these trait perfectionism dimensions from further
consideration. Indeed, Hewitt and Flett’s (1991) conceptualization and theory of perfectionism
would support the notion that traumatic events which are attributed internally to the self should
impact self-oriented perfectionists who feel a strong sense of responsibility and have experienced setbacks and trauma that may have impacted their goal-related pursuits and their sense
of self. However, given that self-oriented perfectionism was developed and is conceptualized
as a vulnerability factor and not expected, necessarily to have main effect associations with
negative outcomes, it may be that self-oriented perfectionism is only associated with PTSD
symptomatology under conditions of high stress and when particular events and failures to
control outcomes are seen as a personal shortcoming or failure. Thus, future research is
encouraged to continue to explore the potential role of self-oriented and other-oriented
perfectionism along with relevant moderators when assessing how perfectionism may contribute to greater PTSD symptomatology among individuals who have experienced trauma.
While this study yielded some unique findings, the results must be interpreted within the
context of some limitations. Importantly, the cross-sectional nature of this study precludes
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making causal statements. Multidimensional perfectionism and PTSD must be studied from a
longitudinal perspective. Reciprocal relations may be found because it is plausible that striving
for perfection and trying to meet perfectionistic expectations may be adopted by some people
as a way of coping with trauma. This possibility was introduced in the social reaction model of
perfectionism postulated by Flett et al. (2002a). According to this formulation, people exposed
to trauma and maltreatment tend to become highly focused on becoming perfect to ward off
further traumatic events and mistreatment.
One strength of this study was that our hypotheses were tested with a community sample of
adults, rather than with a student sample, as is typical in the literature. Although a community
sample offers increased generalizability of the findings, results of this study are still restricted
to a non-clinical sample in which the average for PTSD symptoms was quite low. Thus, future
studies would be well served to assess the links among perfectionism, perceived control, and
PTSD symptomatology in people who have been clinically diagnosed with PTSD.
It will also be important for future research to establish the unique predictive ability of
perfectionism when examined within the context of other predictors associated with vulnerability to PTSD. For example, the extent to which the link between interpersonal elements of
perfectionism and PTSD symptoms reflects the associations that interpersonal perfectionism
and PTSD symptoms have with an insecure attachment style remains unclear (Besser et al.
2009). Future investigations would also benefit from examining the possible mediating role of
factors that likely underscore the association between perfectionism and PTSD symptoms.
Potentially significant factors to consider include intolerance of uncertainty and anxiety
sensitivity. Both factors have been linked jointly with perfectionism and PTSD symptomatology (Asmundson and Stapleton 2008; Buhr and Dugas 2006; Fetzner et al. 2013; Flett et al.
2004) and both factors likely define the people with high levels of perfectionism who are
particularly prone to PTSD.
Finally, given that research on perfectionism and PTSD is still in its early stages, it is
important to explore the possible role of other conceptualizations and measures of perfectionism in PTSD, including chronic and frequent automatic thoughts about the need to be perfect
(Flett et al. 1998). This cognitive aspect of the perfectionism construct tends to predict unique
variance in distress beyond the variance predicted by trait perfectionism dimensions (Flett et al.
1998, 2007). The potential role of perfectionistic automatic thoughts is suggested by the results
of a study by Flett et al. (2002b) which established that scores on the Perfectionism Cognitions
Inventory were associated with reports of intrusive cognitive images as assessed by the Impact
of Event Scale (Horowitz et al. 1979).
In summary, this study evaluated the roles of trait perfectionism dimensions and perceived
control in PTSD symptomatology in adults from the community. This study uniquely
established a link between socially prescribed perfectionism and PTSD symptoms and found
that socially prescribed perfectionism combined interactively with low perceived control to
predict elevated PTSD symptoms. Our findings suggest that individuals higher in socially
prescribed perfectionism who feel a strong pressure to meet social expectations for perfection
will be particularly vulnerable to the experience of posttraumatic stress symptoms after
experiencing trauma, such as the COVID-19 pandemic. Presumably, these individuals in
particular would benefit from attempts to bolster their resilience levels and ability to cope
prior to being exposed to life situations that could involve experiencing traumatic stressors.
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