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Abstract 

Background: Maladaptive perfectionism is a transdiagnostic risk and maintaining factor for a range of 

mental health conditions, including bipolar disorder (BD). Self-compassion represents a potential 

protective factor against maladaptive perfectionism, however no studies to date have examined the 

relationship of these constructs in BD. The aim of the present study was to examine associations 

between maladaptive perfectionism, self-compassion and symptoms among individuals with BD. 

Methods: Baseline data were collected from 302 participants with a DSM-IV diagnosis of BD 

participating in an international randomised controlled trial. Participants completed measures of 

maladaptive perfectionism, self-compassion, symptom severity and emotion regulation difficulties. 

Clinician-administered measures of depression and mania severity were additionally collected. 

Correlation and mediation analyses were conducted. 

Results: Maladaptive perfectionism was positively associated with depression, anxiety and emotion 

regulation difficulties. Lower levels of self-compassion correlated with greater self-reported 

depression, anxiety and emotion regulation difficulties. Self-compassion partially mediated 

relationships between maladaptive perfectionism, depression, anxiety and emotion regulation 

difficulties. 

Limitations: The cross-sectional design limits conclusions about causal relationships between study 

variables. Results may not be generalizable to other BD populations. The role of maladaptive 

perfectionism and self-compassion in elevated mood states of BD remains unclear. 

Conclusion: Self-compassion represents one mechanism through which maladaptive perfectionism 

influences symptoms of depression, anxiety and emotion regulation difficulties in BD. Self-compassion 

represents a modifiable treatment target; individuals with BD exhibiting maladaptive perfectionistic 

tendencies may benefit from interventions fostering self-compassion.   

Key words: Bipolar disorder, maladaptive perfectionism, self-compassion, mediator, treatment 
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1. Introduction 

Perfectionism is defined as the tendency to set excessively high standards for oneself and to engage 

in overly critical self-evaluations (Frost et al., 1990). The construct is multidimensional, broadly 

organised into two superordinate factors: perfectionistic strivings and perfectionistic concerns 

(Stoeber and Otto, 2006). The former captures a self-oriented striving for perfection combined with 

high personal standards (conceptually mapping on to adaptive aspects of perfectionism). The latter 

captures maladaptive perfectionism, characterised by self-criticism, fear of failure and negative 

evaluation by self or others, concerns over making mistakes and doubts about actions and feelings of 

discrepancy between one’s high standards and actual performance (Stoeber and Otto, 2006). High 

levels of distress arise from striving to meet unrealistic standards and unattainable goals, driven by a 

fear of failure and criticism and attempts to escape feelings of inferiority (Lo and Abbott, 2013). 

Maladaptive perfectionism, the focus of the present study, is a transdiagnostic risk and maintaining 

factor across a range of mental health conditions including eating disorders, depression and anxiety 

(Egan et al., 2011), and has been associated with suicidal ideation and behaviour (Hewitt et al., 2006). 

Controlled studies have demonstrated that treatment of perfectionism results in a reduction of 

symptoms across clinical disorders (Glover et al., 2007; Riley et al., 2007; Steele and Wade, 2008). 

Understanding risk and protective factors that influence maladaptive perfectionism is therefore a 

clinical research priority.  

1.1 Perfectionism in bipolar disorder 

Perfectionistic cognitive styles have been implicated in several psychological models of risk and 

outcome for bipolar disorder (BD). The transdiagnostic model of mood dysregulation and BD (Mansell 

et al., 2007) proposes that self-critical or shaming beliefs (constructs linked to perfectionism) are 

major drivers of maladaptive cognitive appraisals, and that in turn, those maladaptive cognitive 

appraisals promote the development of depressive and manic symptoms. Similarly, the expanded 

Behavioural Activation System (Becerra et al., 2013) dysregulation theory of BD (Urošević et al., 2008) 

describes BD as related to a processing style characterised by perfectionistic standards, with a 

predominant focus on performance and high levels of self-criticism. Perfectionistic standards are 

associated with excessive goal striving, similarly associated with risk and outcome in BD (Johnson, 

2005; Johnson et al., 2012). 

A number of studies indicate that perfectionism is elevated in BD, and more importantly, that it is 

predictive of mood swings among those with BD. Cross-sectionally, for example, relative to controls, 

perfectionistic dysfunctional attitudes (Scott et al., 2000), BAS-relevant cognitive styles (Fletcher et 

al., 2013) and significantly higher perfectionism scores have been observed in  BD (Jones et al., 2005). 
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High Dysfunctional Attitude Scale scores reflecting maladaptive perfectionism have been observed 

among those with BD after controlling for symptoms (Alloy et al., 2009; Lam et al., 2004), and among 

those with remitted BD as compared to controls (Wright et al., 2005). Longitudinally, perfectionism 

predicted the onset of manic and hypomanic episodes in one study (Alloy et al., 2009), while in another 

study, self-criticism, performance focus and high self-standards interacted with congruent life events 

to predict depressive and manic symptoms in those with bipolar II disorder and cyclothymia (Francis‐

Raniere et al., 2006). After controlling for baseline depressive and manic symptoms, perfectionistic 

cognitive styles mediated the association between bipolar spectrum disorders and anxiety 

comorbidity and increased depressive symptoms at one-year follow-up (O’Garro-Moore et al., 2015).  

There appears to be some specificity in the nature of perfectionism observed among those with BD. 

Items concerning performance and achievement standards appear more sensitive to the disorder than 

do those regarding dependency and the need for approval (Lam et al., 2004). More recently, differing 

dimensions of perfectionism (e.g., self-oriented perfectionism versus socially-prescribed 

perfectionism) have been found to be uniquely positively associated with chronic depressive and 

manic symptoms in BD pedigrees, mediating the relationship between anxiety/stress and depressive 

and manic symptoms (Corry et al., 2017). Taken together, empirical findings to date suggest 

perfectionism may play an important role in BD symptoms and outcomes.  

1.2 Self-compassion: an antidote to perfectionism? 

Self-compassion, one way of relating to oneself in a kind and healthy manner, is garnering increasing 

interest in psychological research and treatment. Three components of self-compassion have been 

described (Neff, 2003): (i) self-kindness (as opposed to self-criticism), (ii) common humanity (rather 

than separating and isolating oneself) and (iii) mindfulness (as opposed to over-identifying with one’s 

painful experiences). A self-compassionate stance acknowledges the suffering and pain that is 

experienced by the self, in the context of the human condition. By fostering self-kindness and self-

acceptance through actions such as meditation, writing, or challenging negative self-talk, a self-

compassionate approach may theoretically buffer against the harsh and self-critical style associated 

with maladaptive perfectionism (Lowens, 2010). Empirical data from non-clinical populations is 

supportive of this idea. Self-compassion partially mediated the association between perfectionism and 

depression in university students (Mehr and Adams, 2016); while in another study (Ferrari et al., 2018), 

moderation analyses revealed that self-compassion was associated with diminished strength of the 

relationship between maladaptive perfectionism and depression in two independent samples 

(adolescents and adults). In a related study, we found that self-compassion mediated the relationship 

between vulnerability to BD and psychological distress in a non-clinical sample (Yang et al, 2018). In 
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one cross-sectional study, those with remitted BD reported significantly lower mean levels of self-

compassion relative to healthy controls (Døssing et al., 2015). On the subscales of the measure used 

(the Self-Compassion Scale)(Neff, 2003), those with BD reported significantly lower scores on Self-

Kindness and significantly higher scores on Self-Judgment (Døssing et al., 2015).  

 

Self-compassion is a skill that can be cultivated as a practice, requiring the individual to be mindfully 

aware of thoughts and feelings they experience, without judgment (Neff, 2003). As such, self-

compassion may represent a modifiable treatment target, with growing evidence supporting the 

efficacy of self-compassion-focused therapies  for a range of conditions including borderline 

personality disorder (Soler et al., 2015), social anxiety disorder (Koszycki et al., 2016), major depressive 

disorder (MDD) (Krieger et al., 2013) and psychosis (Braehler et al., 2013). A systematic review on the 

benefits of compassion-focused therapy (CFT) indicated this approach holds promise for mood 

disorders (including BD) – particularly those high in self-criticism (Leaviss and Uttley, 2015).  

1.3 Aims of the study 

The aim of the present study is to examine the relationships between maladaptive perfectionism, self-

compassion and symptoms among individuals with BD. We hypothesise that (i) maladaptive 

perfectionism will be positively associated with BD symptoms (depression, mania, anxiety, emotion 

regulation difficulties) and negatively associated with self-compassion, (ii) lower levels of self-

compassion will be related to greater endorsement of bipolar symptoms, and (iii) self-compassion will 

mediate the relationship between maladaptive perfectionism and BD symptoms.  

2. Materials and methods 

2.1 Design  

This study involved secondary data analysis of baseline data collected as part of a larger international 

randomised controlled trial (the ORBIT RCT; Trial registration NCT03197974) investigating the 

effectiveness of an online self-management program for individuals with ‘late stage’ BD (defined as 

10 or more mood episodes). Study protocol details are outlined elsewhere (Fletcher et al., 2018).  

2.2 Participants and procedures 

Participants (18-65 years of age) who had received a diagnosis of BD from a medical practitioner 

provided informed consent following study registration online. Other eligibility criteria included a 

confirmed DSM-IV diagnosis of BD (I, II or NOS) based on the MINI International Neuropsychiatric 

Interview (MINI)(Sheehan et al., 1998), no current mood episode (assessed via the MINI), no current 
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psychotic features or active suicidality, under the care of a medical practitioner. Structured interviews 

(MINI, clinician-administered symptom measures) were conducted via telephone by trained Masters-

level clinical research interviewers, with inter-rater reliability checks conducted every three months. 

Participants then completed an online battery of questionnaires assessing demographic and clinical 

data, including self-reported measures of perfectionism, self-compassion, depression, anxiety and 

emotion regulation difficulties (detailed below). Upon completion of baseline assessments, 

participants were subsequently randomised to the study trial. Baseline data collected for n = 302 

consecutively randomised participants are reported in the present study. The study was approved by 

the Swinburne University Human Research Ethics Committee (2016/289) and informed consent was 

obtained from all participants.  

2.3 Measures 

2.3.1 Maladaptive Perfectionism  

The Almost Perfect Scale-Revised (APS-R)(Slaney et al., 2001) is a widely used self-report measure of 

adaptive and maladaptive perfectionism. We used a brief version of the APS-R, the Short revised 

Almost Perfect Scale (SAPS)(Rice et al., 2014), that has demonstrated adequate internal consistency 

(up to Cronbach’s α = 0.87), convergent and discriminant validity with other indicators of 

perfectionism and related constructs (e.g., conscientiousness, neuroticism, emotion regulation and 

depression). The SAPS Discrepancy subscale (SAPS-D), used in the present study, assesses maladaptive 

perfectionism, including the extent to which the individual perceives their own performance as failing 

to meet their expected standards. Higher scores indicate higher levels of maladaptive perfectionism. 

   

2.3.2 Self-compassion 

The 26-item Self-Compassion Scale (SCS)(Neff, 2003) comprises six sub-scales measuring dimensions 

of global self-compassion: Self-Kindness, Self-Judgement, Common Humanity, Isolation, Mindfulness 

and Over-Identification. Items are rated on a 5-point Likert scale (1 = almost never; 5 = almost always) 

and can be summed to obtain an overall self-compassion score (higher scores indicating greater self-

compassion). The SCS has sound psychometric properties including good convergent and discriminant 

validity, high test-retest reliability (0.83 over 3 weeks) and internal consistency (Cronbach’s α = .92) 

(Neff, 2003). A recent examination of the scale’s factor structure supports the use of the total score 

as a reliable measure of self-compassion (Neff et al., 2017) and is therefore reported in the present 

study.  

2.3.3 Mood symptoms 
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Depression 

1. The Quick Inventory of Depressive Symptomatology-Self-Report (QIDS-SR)(Rush et al., 2003) is a 

self-report measure of depression symptoms with high internal consistency (Cronbach’s α = 0.87) 

that correlates strongly with established clinician-rated scales including the Hamilton Depression 

Rating Scale (r = 0.86) (Rush et al., 2003). Higher scores indicate more severe depression. 

 

2. The Montgomery-Asberg Depression Rating Scale (MADRS)(Montgomery and Asberg, 1979) is a 

widely-used, valid and reliable measure 10-item clinician-administered scale of depressive 

symptomatology that is sensitive to change. Higher scores indicate more severe depression. While 

the MADRS contains one item (‘apparent sadness’) based on visual observation, prior studies (e.g. 

Hermens et al., 2006; Kobak et al., 2008) have demonstrated that the full MADRS, including this 

item, can be administered reliably via telephone. In line with these studies, interviewers in the 

present study were instructed to be attentive to verbal signs (e.g. tone of voice, rhythm, pace of 

talking etc.) to compensate for this item in assessing level of sadness. 

Mania 

The Young Mania Rating Scale (YMRS)(Young et al., 1978) is an 11-item clinician-administered scale 

assessing symptoms of mania. This scale has well-established reliability and validity (Young et al., 

1978; Miller et al., 2009). Higher scores indicate more severe mania. Similar to the MADRS, the YMRS 

contains one item (‘appearance’) based on visual observation. Interviewers were trained to use probe 

questions (e.g. have others noticed changes in the way you dress) to account for this item. As noted 

above and overviewed by Hermens et al. (2006), studies examining comparability of face-to-face and 

telephone-administered interviews capturing data on psychiatric symptoms indicate the latter are as 

valid as those obtained by the former.   

Anxiety 

The Depression Anxiety Stress Scale-21 items (DASS-21)(Lovibond and Lovibond, 1995) is a valid and 

reliable self-report measure of symptoms experienced over the previous week. The DASS-Anxiety 

(DASS-Anx) subscale score was used in the present study, measuring anxiety symptoms including 

physiological arousal and fear based emotions. High internal consistency (Cronbach’s α = .87) has been 

reported for the DASS-Anx subscale (Antony et al., 1998). Higher scores indicate more severe anxiety. 

Emotion regulation difficulties 

The Difficulties in Emotion Regulation Scale (Gratz and Roemer, 2004) is a widely-used 36-item 

multidimensional self-report measure of emotion regulation difficulties. Higher scores indicate more 
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difficulty in emotion regulation. The short-form version (DERS-16)(Bjureberg et al., 2016) assesses 

similar constructs (non-acceptance of negative emotions, inability to engage in goal-directed 

behaviours when distressed, difficulties controlling impulsive behaviours when distressed, limited 

access to emotion regulation strategies perceived as effective, lack of emotional clarity). In a large 

transdiagnostic sample of treatment-seeking adults with emotional disorders (including BD), DERS-16 

scores showed strong concordance with the original measure (Hallion et al., 2018). The measure has 

excellent internal consistency (Cronbach’s α = 0.92) and good test-retest reliability (Bjureberg et al., 

2016). We used the total DERS-16 score in the present study.  

2.4 Statistical analyses 

Statistical analyses were conducted using IBM® SPSS® Statistics Version 24.0.  First, mean and standard 

deviations, and Cronbach’s alpha (α) were reported for each of the scales. Second, Pearson Product 

Moment correlations (r) were calculated to reflect bivariate associations between perfectionism, self-

compassion and BD symptoms (depression, anxiety, emotion regulation difficulties). Second, 

mediation analyses were undertaken using a bootstrapped multivariate procedure (Preacher and 

Hayes, 2008), using the PROCESS macro Version 3 (Hayes and Rockwood, 2017) in IBM SPSS Statistics. 

Results are based on 5000 bootstrapped samples and 95% confidence intervals. The indirect effect is 

considered significant if the upper and lower bounds of the confidence intervals do not contain zero 

(Preacher and Hayes, 2008). This method maximises power using smaller sample sizes and does not 

require data to adhere to assumptions of normality (Hayes, 2013). Mediation was investigated by 

testing significance of the indirect effects of the independent variable on the dependent variable (DV) 

through the mediator (M). Complete mediation is demonstrated when the IV no longer affects the DV 

after the mediator has been controlled, making path c’ zero; partial mediation is demonstrated when 

the path from the IV to the DV is reduced in absolute size but is still different from zero when the 

mediator is introduced (Baron and Kenny, 1986). In the present study, self-compassion was tested as 

a mediator in the relationship between maladaptive perfectionism (the IV) and BD symptoms (the 

DVs, with separate mediation models examining depression, anxiety and emotion regulation 

difficulties).  

 

3. Results 

Mean scores, standard deviations, score range in the sample and Cronbach’s (α) for all measures are 

summarised in Table 1. All measures showed adequate variability and internal consistency.  

(INSERT TABLE 1 HERE) 
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3.1 Sample characteristics 

Data were obtained from 302 participants (242 BD I, 54 BD II, 6 BD NOS), with a preponderance of 

females (70.5%) and mean age of 44 years (SD = 11.7, range 20-65 years). The majority (96.7%) 

indicated they had taken psychotropic medication during the past month. Demographic details are 

outlined in Table 2.  

(INSERT TABLE 2 HERE) 

3.2 Bivariate correlations 

To test for mediation, significant associations should occur between (a) the predictor (maladaptive 

perfectionism) and the mediator (self-compassion), (b) the mediator and outcome (BD symptoms), 

and (c) the predictor and outcome (Baron and Kenny, 1986). As shown in Table 3, correlations were 

all significant (all p’s < 0.05) in predicted directions for the majority of key variables: (a) maladaptive 

perfectionism (SAPS-D) was strongly but negatively correlated with self-compassion (SCS), (b) SCS was 

negatively correlated with clinician-rated depression (MADRS), self-reported depression (QIDS-SR), 

anxiety (DASS-Anx) and emotion regulation difficulties (DERS-16), (c) SAPS-D positively correlated with 

QIDS-SR, MADRS, DASS-Anx, and DERS-16. The mediator (self-compassion) did not correlate with the 

YMRS, therefore mediation analyses were not conducted with this DV.  

(INSERT TABLE 3 HERE) 

To test for the possible confounding influence of demographic variables (IVs) on remaining key 

measures (DVs: SAPS-D, SC, MADRS, QIDS-SR, DASS-Anx, DERS), a series of multivariate regression 

analyses were undertaken. Dummy variables were created for categorical variables. The per-

comparison alpha level was set to 0.001 to minimise Type I error. Significant relationships were found 

between marital status and SCS (F(5,296) = 3.4, p < 0.05); employment status and DASS-Anx (F(8,293) 

= 2.9, p < 0.05); bipolar subtype diagnosis and MADRS (F(2, 299) = 3.9, p < 0.05). Therefore, marital 

status, employment status and bipolar subtype diagnosis were entered as covariates in mediation 

analyses. 

 

3.3 Mediation analyses 

Separate parallel mediation models were constructed to test the hypothesis that self-compassion 

would be a significant mediator of maladaptive perfectionism with depression (Model 1, Figure 

1),anxiety (Model 2, Figure 2) and emotion regulation difficulties (Model 3, Figure 3).  
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3.3.1 Model 1: Depression 

As depicted in Figure 1, maladaptive perfectionism was a significant predictor of self-compassion (path 

a), b = -1.61, SE = 0.14, t(297) = -11.26, p < 0.01, and self-compassion was a significant predictor of 

self-reported depression (path b), b = -0.04, SE = 0.01, t(296) = -2.82, p < 0.01. The total effect was 

significant, whereby those with higher scores on maladaptive perfectionism reported more severe 

self-reported depression, b = 0.22, SE = 0.04, t(297) = 5.48, p < 0.01. The indirect effect was significant, 

whereby self-compassion mediated the relationship between maladaptive perfectionism and self-

reported depression, b = 0.07, SE = 0.02, 95% CI [0.02, 0.12]. However, the direct effect remained 

significant with maladaptive perfectionism continuing to predict self-reported depression (path c’), b 

= 0.14, t(296) = 3.11, p < 0.01, suggesting partial mediation by self-compassion. Approximately 14% of 

the variance in self-reported depression severity was accounted for by the predictors (R2 = 0.139). 

(INSERT FIGURE 1 HERE) 

Turning to clinician-rated depression, mediation was not supported: (i) self-compassion did not 

significantly predict clinician-rated depression (path b), b = -0.03, SE = 0.02, t(296) = -1.16, p = 0.25, 

and ii) the indirect effect was non-significant, whereby self-compassion did not mediate the 

relationship between maladaptive perfectionism and clinician-rated depression, b = 0.05, SE = 0.04, 

95% CI [-0.03, 0.12]. 

 

3.3.2 Model 2: Anxiety 

Self-compassion was a significant predictor of anxiety (path b), b = -0.03, SE = 0.01, t(296) = -2.92, p < 

0.01. The total effect was significant, whereby those with higher scores on maladaptive perfectionism 

reported more severe anxiety, b = 0.14, SE = 0.03, t(297) = 4.70, p < 0.01. The indirect effect was 

significant, indicating self-compassion mediated the relationship between maladaptive perfectionism 

and anxiety, b = 0.06, SE = 0.02, 95%CI [0.02, 0.09]. However, the direct effect remained significant 

with maladaptive perfectionism continuing to predict anxiety (path c’), b = 0.08, SE = 0.03, t(296) = 

2.40, p < 0.05, suggesting partial mediation by self-compassion. Approximately 13% of the variance in 

anxiety severity was accounted for by the predictors (R2 = 0.127). 

(INSERT FIGURE 2 HERE) 

3.3.3 Model 3: Emotion regulation difficulties 
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As outlined in Figure 3, self-compassion was a significant predictor of emotion regulation difficulties 

(path b), b = -0.50, SE = 0.03, t(296) = -14.04, p < 0.01. The total effect was significant, whereby those 

with higher scores on maladaptive perfectionism reported more emotion regulation difficulties, b = 

1.09, SE = 0.11, t(296) = 9.66, p < 0.01. The indirect effect was significant, indicating self-compassion 

mediated the relationship between maladaptive perfectionism and emotion regulation difficulties, b 

=0.80, SE = 0.10, 95%CI [0.60, 1.00]. However, the direct effect remained significant with maladaptive 

perfectionism continuing to predict emotion regulation difficulties (path c’), b = 0.29, SE = 0.10, t(296) 

= 2.72, p < 0.01, suggesting partial mediation by self-compassion. Approximately 56% of the variance 

in emotion regulation difficulties was accounted for by the predictors (R2 = 0.557). 

(INSERT FIGURE 3 HERE) 

4. Discussion 

This is the first study to investigate the relationships between maladaptive perfectionism, self-

compassion and symptoms among individuals with BD. Study results have important implications for 

how we understand mechanisms underpinning symptoms in BD.   

4.1 Bivariate associations 

As hypothesised, maladaptive perfectionism was positively associated with self-reported and clinician-

rated depression, anxiety and emotion regulation difficulties. Results are consistent with previous 

studies that found higher levels of perfectionism to be associated with symptoms of depression and 

anxiety among individuals with BD (Hewitt et al., 1998; Corry et al., 2013; Corry et al., 2017). We did 

not find an association between maladaptive perfectionism and manic symptoms however, running 

contrary to other studies (Corry et al., 2013; Alloy et al., 2009; Lam et al., 2004). Inconsistencies may 

be due in part to the use of different measures across studies. In the present study, a clinician- -rated 

measure of manic symptoms (the YMRS) was used rather than self-report measures used in other 

studies (e.g., the General Behaviour Inventory). Further, certain dimensions of perfectionism may be 

more relevant for specific mood states. For example, among those with BD, associations between 

socially-prescribed perfectionism (i.e. the individual perceives that others have high standards for 

them) and manic symptoms have been reported; while self-oriented perfectionism (i.e. the individual 

has high standards for themselves) has been associated with depressive symptoms (Corry et al., 2017; 

Hewitt et al., 1998). Ongoing investigation of associations between differing dimensions of 

perfectionism and mood states in BD are required.  

Turning to self-compassion, associations were in predicted directions, with lower levels of self-

compassion correlating with greater self-reported and clinician-rated depression, anxiety and emotion 



12 
 

regulation difficulties. Study results align with a previous meta-analysis demonstrating negative 

relationships between self-compassion and symptoms of depression and anxiety in clinical and non-

clinical populations (MacBeth and Gumley, 2012). Lower self-compassion has been reported among 

those with MDD relative to non-clinical controls, even when controlling for depressive symptoms 

(Krieger et al., 2013). Significant inverse correlations between self-compassion and emotion regulation 

difficulties have been reported in other studies (Roemer and Orsillo, 2010; Vettese et al., 2011; Krieger 

et al., 2013). Our findings indicate that the protective effects of self-compassion observed across 

mental health conditions applies in BD. Notably in the present study, self-compassion was not 

associated with manic symptoms. These results are broadly consistent with an earlier study of self-

compassion in a BD sample (Døssing et al., 2015), in which self-compassion was not significantly 

related to the annual frequency of past manic and hypomanic episodes. Self-compassion represents a 

kind and nurturing attitude specifically towards adversity or negative states (Neff, 2003). Mania is 

often (but not always) regarded as a positive state, with euphoric mood and inflated self-esteem, and 

thus self-compassion scales may not capture attitudes towards these manic symptoms well. Low levels 

of self-compassion may therefore have particular relevance for depressive and anxious symptoms in 

BD.  

4.2 Self-compassion as a mediator between maladaptive perfectionism and BD symptoms 

Our hypothesis that self-compassion would mediate the relationship between maladaptive 

perfectionism and BD symptoms was partially supported. Self-compassion was found to partially 

mediate the impact of maladaptive perfectionism on self-reported depression (but not clinician-rated 

depression), anxiety and emotion regulation difficulties.  Inconsistencies between clinician-rated and 

self-reported outcomes of depression are common in the literature, suggesting such measures are not 

interchangeable despite moderate correlations (e.g. Uher et al., 2012; Cuijpers et al., 2010). In the 

present study, lack of mediation for the former, but not the latter, may be due to differing scale 

content and relative weightings of different symptom dimensions. Alternatively, methodological 

issues may contribute to discrepancies: for example, self-report measures are stable (e.g. 

questionnaire items remain the same across patients), whereas additional error variance is added in 

clinician-rated measures (despite training and inter-rater reliability) (Cuijpers et al., 2010). Despite this 

inconsistency, study results suggest that self-compassion represents one mechanism through which 

maladaptive perfectionism influences self-reported symptoms of depression, anxiety and emotion 

regulation difficulties in BD. 

Emotion regulation can be conceptualised as a broad set of cognitive, behavioural, and physiological 

processes that influence the way an individual experiences and responds to emotions (Finlay‐Jones, 
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2017). Emotion regulation difficulties contribute to the onset and maintenance of mood and anxiety 

disorders (Aldao et al., 2010). In BD, these have been characterised (as measured via the DERS) by 

difficulties engaging in goal-directed behaviour, impulsivity and limited access to useful strategies 

(Becerra et al., 2013; Van Rheenen et al., 2015). The latter two strategies were found to predict manic 

and depressive propensity, respectively, and increased symptom severity was associated with greater 

difficulties in emotion regulation in individuals with BD (Van Rheenen et al., 2015). Our results were 

consistent with this finding, insomuch as the DERS total score positively correlated with depression 

and anxiety symptoms. Self-compassion partially mediated the relationship between maladaptive 

perfectionism and emotion regulation difficulties. Notably, a large proportion of variance (56%) in 

emotion regulation difficulties was accounted for by self-compassion and maladaptive perfectionism. 

These results provide support for self-compassion as a potentially key intervention target to facilitate 

adaptive emotion regulation.  

Our findings fit with a broader theoretical and empirical literature on the centrality of self-compassion. 

Self-compassion has been conceptualised as a critical component in the capacity to regulate emotions 

(Gilbert, 2005; Gilbert, 2009). As overviewed by others (Finlay‐Jones, 2017), developmental 

perspectives highlight the protective role of secure attachment relationships in the development of 

self-compassion and emotion regulation skills. Self-compassion was found to mediate the relationship 

between childhood maltreatment and later emotion regulation difficulties in one study (Vettese et al., 

2011), while in another study, emotion regulation difficulties (as measured by the DERS) were 

associated with dysfunctional parenting experiences in those with BD II and borderline personality 

disorder (Fletcher et al., 2014). Early cultivation of self-compassion may act as a preventative process 

against the sequelae of BD.  

4.3 Clinical implications 

Given evidence that self-compassion may be modifiable through psychotherapy, the present findings 

suggest that individuals with BD who exhibit maladaptive perfectionistic tendencies may potentially 

benefit from psychological interventions designed to foster self-compassion. Assisting these clients to 

adopt the alternative approach of extending kindness to themselves when they fall short of their own 

standards may buffer against depression, anxiety and emotion regulation difficulties. 

Preliminary evidence from mindfulness-based cognitive therapy with self-compassion components 

suggests it is efficacious in assisting individuals with BD to increase their capacity to regulate their 

emotions (Deckersbach et al., 2012). Participants in the present study are part of an ongoing 

international RCT (Fletcher et al., 2018) contrasting a mindfulness-based intervention that contains 

self-compassion elements with an active control. Once complete, this RCT will provide definitive data 
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on the potential benefits of such an intervention for those with BD - and in particular, those presenting 

with high levels of maladaptive perfectionism. 

Importantly, not all types of perfectionism are maladaptive. Striving to attain high personal standards 

can be adaptive and have positive consequences (Stoeber and Otto, 2006). As noted by others (Egan 

et al., 2011), the aim of treatment is not to remove striving for personal standards; rather, the focus 

is on curtailing self-evaluation based on meeting personal standards and criticism when the standards 

are not met. Self-compassion may allow individuals with BD to engage in goal-directed behaviour in a 

healthy and sustainable manner. Rather than excessively pursuing goals despite consequences (e.g., 

burn-out, leading to further emotional dysregulation), this approach may encourage flexibility in goal 

pursuit while simultaneously fostering resilience when goals are unable to be attained.   

Maladaptive perfectionism is a common underlying feature across multiple psychopathologies: 

treatments targeting this issue may therefore reduce symptoms across a number of domains with 

specific benefit for those with comorbid conditions (Bieling et al., 2004). In BD, comorbidity is the 

norm rather than the exception, elevating transdiagnostic risk factors such as maladaptive 

perfectionism as an important treatment target. Our results provide a theoretical framework for self-

compassion as a potentially protective process to buffer the impact of maladaptive perfectionism on 

depression as well as the comorbid anxiety symptoms and emotion regulation difficulties 

characterising BD.  

4.4 Limitations 

The present cross-sectional study was limited to investigating statistical mediation, conclusions about 

causal mechanisms await longitudinal investigation (Kazdin, 2007). For example, it is plausible that BD 

symptoms (depression and anxiety in particular) precede maladaptive perfectionism. Findings require 

replication in other BD samples: our sample forms part of a larger randomised controlled trial targeting 

those with ‘late stage’ BD who were not currently within a mood episode; it is therefore unclear 

whether findings would extend to those earlier on in terms of stage of illness or with higher levels of 

current symptomatology. Indeed, examination of maladaptive perfectionism levels in BD individuals 

across different mood states would assist in unpacking the influence of current mood state on self-

reported perfectionism. The role of maladaptive perfectionism and self-compassion in elevated mood 

states remains unclear. The range of YMRS scores in the present study was restricted due to few 

participants presenting with significant manic symptoms, therefore the reduced variability may have 

contributed to non-significant associations with key variables. Other sample characteristics limiting 

generalisability of findings include over-representation of females and individuals with a high level of 

education (over 60% with a university degree); the influence of these features remains unclear, with 
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other studies reporting inconsistent results with respect to gender and educational differences on 

various aspects of perfectionism (Macsinga and Dobrita, 2010). Finally, we only examined one 

mediator; multiple mediation models including mindfulness, rumination and other associated 

variables would allow determination of their relative effects on the relationship between maladaptive 

perfectionism and BD symptoms. To provide experimental evidence regarding the centrality of self-

compassion, well-controlled treatment studies targeting self-compassion would be helpful.  

5. Conclusion 

Elevated levels of maladaptive perfectionism are associated with core symptoms of BD, and therefore 

may be a useful target in psychological interventions for those facing the condition. A focus on 

practicing self-compassion may protect against symptoms of depression and anxiety while fostering 

improved emotion regulation and quality of life. Self-compassion is a promising approach with a 

growing evidence base to support its efficacy. Further research is needed to highlight the important 

of self-compassion in enhancing wellbeing in those with BD, and explore both the psychological and 

biological mechanisms that contribute to measurable positive change.  
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