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Abstract
This study investigated an integrative, psychological model of suicidality involving the relationship between
perfectionism and future thinking to predict short-term outcome in well-being following a suicidal episode. Two hundred
and sixty-seven adults hospitalized following a self-harm episode completed a range of clinical and psychological measures
in hospital and were followed up approximately two months after discharge. Hierarchical regression analyses conﬁrmed
that, among the suicidal self-harmers who had a history of repetitive self-harm (n ¼ 65), outcome among low social
perfectionists changed as a function of positive future thinking such that outcome was better for those high on positive
thoughts compared with those low on positive future thoughts. There was no such positive change in outcome among the
high social perfectionists. There were also no signiﬁcant interactive effects evident among the non-repetitive self-harmers
(n ¼ 61). These ﬁndings extend recent research to suggest that socially prescribed perfectionism and positive future
thinking (but not negative future thinking) are implicated in outcome following repetitive suicidality. Implications for
theory and clinical practice are discussed.
r 2006 Elsevier Ltd. All rights reserved.
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Introduction
Suicide rates have risen in many Western countries in recent decades (Cantor, 2000). Indeed, public concern
with the changing scale of the problem is reﬂected in the publication in the USA and UK of national suicide
prevention strategies and targets. Although the reduction of suicide is the ultimate objective, much attention
has been focused on suicide attempt history as it is the best predictor of subsequent completed suicide
(Maris, 1991).
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Perfectionism, future thinking and suicidal behaviour
There has been increased recognition that we need to move beyond the classic psychiatric diagnostic
categories if we are to further understand the aetiology of suicidal behaviour (van Heeringen, 2001). As a
result, there is a growing body of knowledge to support diathesis-stress models of psychological distress and,
more recently, of suicidality (Baumeister, 1990; Chang & Sanna, 2001; O’Connor, O’Connor, & Marshall,
2006). In effect, these models posit that dispositional psychological vulnerabilities, when activated by stress,
render an individual at risk of suicidality. To this end, one such vulnerability trait, perfectionism, has been
shown to be associated with psychological distress in clinical and non-clinical populations (e.g., Blatt, 1995;
Chang & Sanna, 2001; Hewitt & Flett, 1991; O’Connor & O’Connor, 2003).
Over the years, a number of scales have been developed to measure perfectionism. However, since the 1990s,
Hewitt and Flett’s (1991) Multidimensional Perfectionism Scale (MPS) has probably been the most widely
used and is employed in the present study. Their scale consists of three dimensions: socially prescribed
perfectionism, self-oriented perfectionism and other-oriented perfectionism. Socially prescribed perfectionism
(or social perfectionism) taps beliefs about the excessive expectations we perceive signiﬁcant others have of us;
self-oriented perfectionism focuses on the standards we set for ourselves; other-oriented perfectionism is the
extent to which we possess high expectations and standards for other people’s behaviour. Taking an overview
of this literature, it is reasonable to conclude that social perfectionism is the most robust correlate of
psychological distress as there are inconsistent ﬁndings involving the other two dimensions (Flett & Hewitt,
2002; O’Connor, 2006; Shafran & Mansell, 2001). However, there is a current debate about (i) the merits or
otherwise of employing multidimensional measures of perfectionism which incorporate interpersonal domains
and (ii) whether the interpersonal dimensions are associated with but are not integral elements of
perfectionism (Dunkley, Blankstein, Masheb, & Grilo, 2006; Hewitt, Flett, Besser, Sherry, & McGee, 2003;
Shafran, Cooper, & Fairburn, 2002, 2003).
Although a detailed critique of the current debate is beyond the scope of this paper, it is worth noting
Dunkley and colleagues’ (Dunkley et al., 2006) response to Shafran, Hewitt and colleagues. They put forward
an alternative conceptualization of perfectionism, characterized by two higher order (latent) dimensions of
perfectionism: personal standards (PS), and evaluative concerns (EC) perfectionism. PS perfectionism involves
the setting of high standards and goals for oneself whereas EC perfectionism ‘‘involves overly critical
evaluations of one’s own behavior, an inability to derive satisfaction from successful performance, and chronic
concerns about others’ criticism and expectations’’ (EC includes socially prescribed perfectionism). We
propose to investigate the extent to which our ﬁndings ﬁt with this conceptualization of perfectionism.
There are also a number of pragmatic and empirical issues which warrant comment. First, many of the
perfectionism studies have been cross-sectional (see Shafran & Mansell, 2001, for a review); second, few have
focused on behavioural outcomes of psychological distress, for example suicidal behaviour (e.g., Hewitt,
Norton, Flett, Callander, & Cowan, 1998; Hunter & O’Connor, 2003) and third, fewer still have attempted to
predict psychological outcome following suicidal behaviour speciﬁcally (Enns, Cox, & Inayatulla, 2003).
Indeed, to our knowledge (O’Connor, 2006), no studies have investigated outcome following an act of selfharm in adults (i.e., in an acute sample of suicidal adults). Fourth, almost no studies have investigated the
extent to which state-like cognitions interact with perfectionism to exacerbate or buffer against distress
(O’Connor & Forgan, 2006). This is surprising as recent research suggests that positive cognitions about the
future are implicated in hopelessness and suicidality (MacLeod, Pankhania, Lee, & Mitchell, 1997; O’Connor
& Cassidy, 2006). Speciﬁcally, MacLeod and colleagues found that parasuicide patients, when compared with
healthy controls, reported fewer positive thoughts for the future but did not differ in terms of the number of
negative thoughts that they were worried about (MacLeod et al., 1997). What is more, consistent with existing
models of suicidality (e.g., O’Connor, 2003; Williams, 2001), in healthy populations, positive future cognitions
moderate the social perfectionism–hopelessness relationship such that those with low positive thinking and
high social perfectionism exhibit elevated hopelessness (O’Connor, O’Connor, O’Connor, Smallwood, &
Miles, 2004).
Although we have independently replicated MacLeod’s ﬁndings (Hunter & O’Connor, 2003; O’Connor
et al., 2004), none of the studies to date have considered suicidal intent or whether the effect holds across
self-harm patients with and without self-harm history. The present study, therefore, represents the ﬁrst
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prospective study to investigate the future thinking–perfectionism effect in a sample of parasuicide patients
who reported suicidal intent and have different self-harm histories.
Theoretical context: escape, entrapment and the cry of pain model
The conceptualization of suicidal behaviour as driven by need for social (or self) approval coupled with an
inability to think positively about the future is consistent with two psychological models of suicidal behaviour.
The ﬁrst, Baumeister’s (1990) escape from self- model posits that failure to attain (either self or) socially
imposed unrealistic standards stimulates a chainlike process including self-blame, negative self-awareness,
negative affect and a desire to escape painful self-awareness which renders suicide likely. In the second model
(the cry of pain model), Williams proposes that suicidal behaviour is reactive, a response to a stressful
situation that has three components: defeat, no escape and no rescue (Williams 2001, Williams, Barnhofer,
Crane, & Beck, 2005; Williams, Crane, Barnhofer, & Duggan, 2005)—it is a form of entrapment.
Beyond the empirical rationale presented above, the theoretical rationale for studying socially prescribed
perfectionism and positive future thinking independently as well as hypothesizing an interaction is derived
from both escape theory and the cry of pain model, as follows. First, according to escape theory, suicide risk is
increased if an individual perceives a shortfall between their present and past levels of quality (of life) or when
they experience ‘‘private feelings that one cannot live up to what others expect’’ (Baumeister, 1990, p. 92).
Second, the central tenet of the cry of pain model is that suicide risk increases as a function of three
judgments made about a stressful situation: (i) that the stressful situation causes feelings of defeat, rejection
and loss, (ii) that the situation is inescapable and (iii) that there are no opportunities for rescue. Crucially, the
cry of pain model posits that these three judgments are affected by information processing deﬁcits/biases (e.g.,
positive future thinking) and individual differences factors (e.g., perfectionism). Thus, perfectionism and
positive future thinking, as determinants-in-part of the cry of pain judgments, are implicated in suicide risk.
Speciﬁcally, we posit that higher levels of perfectionism increase one’s sensitivity to environmental cues that
signal defeat, rejection and loss and low levels of positive future thinking (akin to reasons for living) project
entrapment into the future. In other words, when one looks to the future, as a consequence of the impaired
positive future thinking, such individuals can see no end to the entrapment and hopelessness ensues, with
suicide rendered more likely.
Third, in respect of the moderating hypothesis, the cry of pain model is explicit; it states that the presence of
rescue factors (e.g., positive future thinking) should moderate or attenuate the deleterious effect of
inescapability on one’s wish to die—indeed, this moderating pathway has been supported by data from a
clinical case-control study (O’Connor, 2003). Therefore, given that perfectionism impacts upon one’s defeat
and entrapment judgments, in the present study, we predicted that positive future thinking (a rescue factor)
would attenuate the social perfectionism–suicide risk relationship.
The present study
In short, for the present study, we recruited patients from a general hospital following a self-harm episode
and measured their psychological well-being in hospital and again two months later. Indeed, few studies in
suicidology have assessed the short-term course of post-suicide attempt psychological symptoms (Jallade,
Sarfati, & Hardy-Bayle, 2005). We aimed to determine whether positive future thinking moderated the
perfectionism–psychological distress relationship. As we were interested in well-being at time 2, we paid
particular attention to the protective effects of positive future thinking. Furthermore, given that suicidal intent
rather than the seriousness of a self-harm episode is often a better predictor of repetitive suicide attempts and
completed suicide, we focused on those self-harmers who reported suicidal intent (Hawton, 2000; Skegg,
2005). Consequently, we hypothesized that (i) those suicidal participants who reported high levels of positive
future thinking and low levels of social perfectionism at baseline would report best outcome in hopelessness
and suicidal ideation at time 2 and (ii) negative future thinking would not predict time 2 distress.
In addition, (iii) we sought to determine whether an established pattern of self-harm presentations (i.e.,
repetitive versus not repetitive self-harm history) inﬂuenced the future thinking–perfectionism interaction,
tentatively hypothesizing that the interaction would be stronger among repetitive self-harmers. Such analyses
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are timely, given the repeated calls for researchers to look at suicidal subgroups (like repeaters and nonrepeaters) in acknowledgement of the heterogeneity of the suicidal population (see Leenaars, DeLeo, &
Diekstra, 1997). Our rationale for expecting differences between the two groups (repetitive and non-repetitive
self-harmers) was informed by the following:research (e.g., MacLeod et al., 2004; Malone et al., 2000;
O’Connor, Armitage, & Gray, 2006; van Heeringen, 2001; Young et al., 1999) has shown that repetitive selfharmers are more vulnerable to psychological disturbance than non-repetitive self-harmers and as result, we
hypothesized that the two suicide risk factors (i.e., future thinking and social perfectionism) should have a
stronger effect on the well-being of the repeaters versus non-repeaters. We made no speciﬁc predictions about
the other dimensions of perfectionism.
Method
Participants and procedure
We recruited patients from a general hospital following an episode of self-harm and measured their
psychological well-being then and again two months later. Two hundred and sixty-seven adults (16 years of
age and older) who were seen by the Liaison Psychiatry service the morning after presenting at the Royal
Inﬁrmary of Edinburgh (at the Accident and Emergency department and Combined Assessment Unit
Toxicology ward) following acute self-poisoning (90%), physical self-injury (7%) or both (3%) were recruited
to the study. The majority of patients were recruited from the Combined Assessment Unit (89%). Exclusions
were limited to participants who were unﬁt for interview, unable to give informed consent or unable to
understand English. This did not represent a consecutive sample; rather it reﬂects the practical limitations of
recruiting via a general hospital. Ten percent of participants who were approached declined to take part. There
were 149 females and 118 males with an overall mean age of 35.1 years (SD ¼ 13.3, range ¼ 16–78 years). The
men and women did not differ signiﬁcantly in age, t(265) ¼ 1.32, ns. Twenty-nine percent (n ¼ 76) of the
participants had no history of self-harm, 25% (n ¼ 66) had self-harmed once in the past, 17% (n ¼ 44) two or
three times in the past and 30% (n ¼ 81) four or more times.
Potential participants were approached in the acute receiving ward or Accident and Emergency department
and invited to participate in the study. The researcher gave a brief introduction outlining the nature of the
assessment and highlighted that participation was voluntary, conﬁdential and refusal would not interfere with
their treatment protocol. Ethical approval had been obtained from the Local Research Ethics Committee and
the University Department of Psychology.
At Time 1, patients were interviewed in hospital, usually within 24 h of admission. The future thinking task
was always administered ﬁrst to reduce contamination effects followed by measures of perfectionism, mood
(i.e., anxiety and depression), hopelessness and suicidal thinking but the order of presentation of these
measures was counterbalanced. At Time 2, on average two months later (M ¼ 8.2 weeks, SD ¼ 6.6), patients
were contacted again and asked to complete the Beck Hopelessness Scale (BHS; Beck, Weissman, Lester, &
Trexler, 1974) and the suicide ideation subscale of the Suicide Probability Scale (Cull & Gill, 1988). To
maximize follow-up, we made concerted efforts to contact all participants via post, email and telephone.
Baseline measures
Future thinking: The future-thinking task (FTT; MacLeod et al., 1997) requires participants to think of
potential future experiences across three time periods—the next week (including today), the next year and the
next 5–10 years. This is completed for positive and negative future thoughts. On each occasion, participants
have 1 min to think of future experiences for a given time period; this is repeated until all six time x valence
periods are assessed. Before administration of FTT, all participants complete the standard verbal ﬂuency
task—to control for general cognitive ﬂuency—in which they have to generate as many words as possible to
three letters (F, A, S), with 1 min allowed per letter. Consistent with previous research (MacLeod et al., 1997),
the time periods for positive and negative future thinking are aggregated to yield total positive (PFT) and
negative future thinking (NFT) scores.
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Perfectionism: The MPS (Hewitt & Flett, 1991) is a 45-item measure of perfectionism, with 15 questions
assessing each of three dimensions of perfectionism: (i) self-oriented perfectionism (MPS-Self), deﬁned as a
strong motivation to be perfect, all-or-nothing thinking and self-reported high achievement expectations (e.g.,
‘‘One of my goals is to be perfect in everything I do’’); (ii) socially prescribed perfectionism (MPS-Social)
assesses the degree of belief that others hold unrealistically high expectations of one’s behaviour and that they
would only be satisﬁed with these standards (e.g., ‘‘The people around me expect me to succeed at everything I
do’’); and (iii) other-oriented perfectionism (MPS-Other) is the degree to which an individual sets unrealistic
standards for others (e.g., ‘‘If I ask someone to do something, I expect it to be done ﬂawlessly’’). Respondents
are asked to rate each statement on a 7-point Likert-type scale ranging from 1 (disagree) to 7 (agree). The MPS
has been shown to exhibit acceptable test–retest reliability and construct validity and is stable over three
months (Hewitt & Flett, 1991). The three scales yielded good internal consistency in the present investigation
(Cronbach’s a ¼ .72, .92, .82 for MPS-Self, MPS-Social and MPS-Other, respectively).
Suicidal ideation: Suicidal ideation was assessed using the suicidal ideation subscale of the Suicide
Probability Scale (Suicidal ideation-T1; Cull & Gill, 1988). The subscale is comprised of 8 items pertaining to
suicidal cognitions, negative affect and presence of a suicide plan (e.g., ‘‘I feel that people would be better off if
I were dead’’). The scale has good reliability and validity (Cull & Gill, 1988). Cronbach’s a ¼ .88.
Suicidal intent: All participants were asked about the current self-harm episode, speciﬁcally regarding
whether they had intended to end their life. Responses were classiﬁed into ‘Yes’, ‘No’ or ‘Don’t know/
ambivalent’. For analytic purposes, the responses were dichotomized into ‘Yes’ or ‘No/Don’t know/
ambivalent’.
History of self-harm: All participants were asked whether they had engaged in self-harm in the past. For
multivariate analyses, we collapsed those who had never or only once previously self-harmed into one group
(i.e., non-repetitive self-harmers) and the other participants into a second group (i.e., repetitive self-harmers).
We chose more than one previous episode to determine inclusion in the repetitive self-harm group to ensure
that we differentiated sufﬁciently between episodic (infrequent) and repetitive self-harm.
Hopelessness: Hopelessness was measured using the 20-item BHS (BHS-T1; Beck et al., 1974). Respondents
are asked to indicate either agreement or disagreement with statements that assess pessimism for the future
(e.g., ‘‘I look forward to the future with hope and enthusiasm’’). This is a reliable and valid measure. In the
present study, internal consistency was good (Kuder–Richardson-20 ¼ .92).
Depression and anxiety: The Hospital Anxiety and Depression Scale (HADS; Zigmond & Snaith, 1983)
consists of 14 questions, seven corresponding to the anxiety subscale (e.g., ‘‘Worrying thoughts go through my
mind’’) and seven corresponding to the depression subscale (e.g., ‘‘I look forward with enjoyment to things’’).
The HADS is a reliable and valid measure of affect. Internal consistency (a) for depression and anxiety was
¼ .77 and .77, respectively.
Follow-up measures
Participants completed the BHS (BHS-T2; a ¼ .94) and Suicide Ideation subscale of the Suicide Probability
Scale (Suicidal ideation-T2; a ¼ .88) at Time 2. Two months was deemed to be a suitable time period for
follow-up, as this allows for substantial recovery following the self-harm episode, to test the central
hypotheses, and it should minimize attrition.
Statistical analyses
First, we describe the sample (correlations, means and SDs) and report any differences in psychological
well-being as a function of group (i.e., repetitive self-harm history/no repetitive self-harm history), intention
(suicidal intent/no suicidal intent) and time (i.e., baseline/time 2). Next, we conduct two sets of regression
analyses with those participants who intended to end their lives, to determine whether perfectionism and
future thinking predicted hopelessness and suicidal ideation at Time 2. Consistent with other studies on future
thinking, we adopted a medium-to-large effect size of .30. As a result, setting alpha at .05, power at .80 with six
predictors (i.e., the number of predictors in the main hierarchical regression analyses), G-Power estimates that
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53 participants are required in each group at Time 2 (i.e., the repetitive and non-repetitive intentional selfharm groups). This criterion is met in the present study.
Results
Descriptive statistics
Of the initial sample, 164 (61%) completed measures at both time points, at Time 1 (T1) and at Time 2 (T2),
approximately two months later and the majority of participants reported suicidal intent (see Fig. 1). Our
follow-up rate compares favourably to other studies in the ﬁeld (e.g., Walker, Joiner, & Rudd, 2001;
Wingate,Van Orden, Joiner, Williams, & Rudd, 2005). Those who did not complete the T2 measures did not
differ signiﬁcantly from those who did in terms of age, t(265) ¼ 1.04, ns, marital status, w2(2) ¼ 1.6, ns and
gender, w2(1) ¼ .90, ns. They also did not differ signiﬁcantly in any of the other T1 variables (i.e., hopelessness,
suicidal ideation, perfectionism, anxiety, depression or future thinking; range: t(265) ¼ .02–1.91, ns) except
that those who were not followed up were signiﬁcantly more socially perfectionist (t(265) ¼ 2.33, po.05).
Critically, the groups did not differ in terms of self-harm history (w2(1) ¼ .62, ns) or suicidal intent
(w2(1) ¼ .59, ns). As anticipated, participants reported signiﬁcantly lower levels of hopelessness and suicidal
ideation at T2 compared with T1, t(163) ¼ 4.59, po.001 and t(163) ¼ 7.5, po.001, respectively. There were
also no signiﬁcant correlations between standard verbal ﬂuency and suicidal thinking or hopelessness at T1 or
T2 (r ¼ .022 to .082, ns).
Correlations and hierarchical and regression analyses
As the focus of the study is on individuals with suicidal intent, all forthcoming analyses are limited to these
individuals. Zero-order correlations, means and standard deviations for the baseline and outcome variables
are presented in Table 1.
Predicting outcome following suicidal behaviour
We conducted a series of hierarchical regression analyses to determine whether future thinking moderated
the relationship between perfectionism and hopelessness and suicidal ideation. As we are particularly
interested in whether perfectionism and future thinking model are similar across different self-harm history

Fig. 1. Characteristics of self-harm sample.
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.025
.209
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11.03 (4.91)
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—
.447***
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.033
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.057

Depression
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15.18 (4.12)
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.315*
—
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.247*
.310*
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—
.619***
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.152
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—
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—
.428***
.014

Social
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.051
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—
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51.38 (10.67)
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.019
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.294*
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.239
.280*
—

Other

Note: *po.05, **po.01, ***po.001, Repetitive self-harmers above the diagonal; non-repetitive self-harmers below the diagonal. Rb ¼ repetitive group; Na ¼ non-repetitive group.
Suicidal-T1 ¼ suicidal ideation Time 1; Suicidal-T2 ¼ suicidal ideation Time 2; BHS-T1 ¼ hopelessness Time 1; BHS-T2 ¼ hopelessness Time 2; PFT ¼ positive future thinking;
NFT ¼ negative future thinking; Social ¼ socially prescribed perfectionism; Self ¼ self-oriented perfectionism; Other ¼ other-oriented perfectionism.

—
.459***
.471***
.315*
.543***
.421***
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.262*
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Suicidal-T1
Suicidal-T2
BHS-T1
BHS-T2
Depression
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PFT
NFT
Social
Self
Other

Suicidal-T1

Table 1
Correlations and means and SDs for all of the study variables for the suicide intenders who completed measures at both time points by self-harm group
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populations, we conducted separate regression analyses with the (i) repetitive and (ii) non-repetitive self-harm
participants who intended to kill themselves.
All predictor variables were mean centred before entry into the regression analyses. To remove variance
associated with initial levels of hopelessness (or suicidal ideation) and mood, BHS-T1 (or Suicidal IdeationT1), depression (T1) and anxiety (T2) were entered in the ﬁrst step of each regression. One of the three
dimensions of perfectionism (MPS-Self; MPS-Social or MPS-Other) was entered at step 2 followed by either
positive or negative future thinking at step 3. Finally, the relevant multiplicative term (e.g., MPSSocial  positive future thinking) was entered at the fourth step, to test for the interaction effects (see Miles &
Shevlin, 2001).
Testing positive future thinking as a moderator of the perfectionism– outcome relationship
Only the regression analyses involving MPS-Social yielded signiﬁcant interactions in the ﬁnal models among
those suicidal participants who had a history of repetitive self-harm. None of the interactions concerning the
non-repetitive self-harmers were signiﬁcant (see Table 2). In both the suicidal thinking and hopelessness
regressions, the positive future thinking and MPS-Social interaction were signiﬁcant predictors, b ¼ .356,
t(64) ¼ 2.72, po.01 and b ¼ .286, t(64) ¼ 2.08, po.05, respectively, along with positive future thinking,
b ¼ .294, t(64) ¼ 2.45, po.05 and b ¼ .329, t(64) ¼ 2.66, po.01, respectively (see Table 2). Depression
(b ¼ .260, t(64) ¼ 2.13, po.05) and MPS-Social (b ¼ .273, t(64) ¼ 2.00, po.05) were additional predictors of
suicidal ideation.
To probe the interactions, consistent with Aiken and West (1991), we plotted regression lines of best ﬁt at
high (one standard deviation above the mean) and low levels (one standard deviation below the mean) of
MPS-Social and positive future thinking. Next, we conducted further tests separately on the high and low
MPS-Social lines to determine whether they differed signiﬁcantly from zero. This revealed that the low MPSSocial slope for hopelessness, b ¼ .710, t(64) ¼ 2.82, p ¼ .007 and suicidal ideation, b ¼ .768,
t(64) ¼ 3.21, p ¼ .002 differed signiﬁcantly from zero but neither of the high MPS-Social slopes did,
b ¼ .053, t(64) ¼ .28, ns and b ¼ .18, t(64) ¼ 1.00, ns. In other words, as illustrated in Fig. 2, psychological
disturbance among the low social perfectionists changed as a function of positive future thinking such that
outcome was better for those high on positive thoughts compared with those low on positive future thoughts.
Conversely, irrespective of level of positive future thinking, outcome among the high social perfectionists did
not change for the better. However, another interpretation of Fig. 2 could be that either high MPS-Social or
low positive future thinking are sufﬁcient in and of themselves to predict a poor outcome (as levels of
hopelessness and suicide ideation appear to be roughly equivalent whether the participant has high
perfectionism, low positive thinking or both). There were no other signiﬁcant main effects or interactions
beyond the initial levels of distress.
Testing negative future thinking as a moderator of the perfectionism– outcome relationship
We conducted similar regression analyses with negative future thinking as a moderator. There was no
evidence for moderation in any of these analyses. Without exception, baseline distress and/or depression were
the only signiﬁcant predictors of T2 suicidality or hopelessness.
Discussion
This study yielded clear evidence to support the central hypotheses. For repetitive self-harm patients, the
interaction between socially prescribed perfectionism and positive future thinking predicted psychological
well-being two months following a suicidal episode, beyond the variance explained by initial levels of mood
and distress. Speciﬁcally, this is the ﬁrst ever study to show that repetitive suicidal self-harm patients who
reported low social perfectionism and high positive future thinking following a suicidal episode exhibited the
best outcome in terms of hopelessness and suicidal thinking two months later. Moreover, we have illustrated
that the interaction between social perfectionism and positive future thinking predicts suicidal risk
prospectively in an acute adult clinical population.
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Table 2
Hierarchical regression analyses testing the moderating effects of positive future thinking on the relationship between perfectionism and
hopelessness/suicidal ideation among suicide intending self-harm patients
Non-repetitive self-harmers
Variable

R

2

Predicting hopelessness (BHS-T2)
Step 1
BHS-T1
Anxiety-T1
Depression-T1
Step 2
Social
Step 3
PFT
Step 4
Social  PFT

.349
.349
.355

Step 1

.338

Step 2
Step 3
Step 4
Step 1

Step 2
Step 3
Step 4

BHS-T1
Anxiety-T1
Depression-T1
Self
PFT
Self  PFT
BHS-T1
Anxiety-T1
Depression-T1
Other
PFT
Other  PFT

.338

.341
.341
.346
.338

.339
.339
.340

Predicting suicidal ideation (Suicidal-T2)
Step 1
Suicidal-T1
.255
Anxiety-T1
Depression-T1
Step 2
Social
.257
Step 3
PFT
.273
Step 4
Social  PFT
.275
Step 1

Step 2
Step 3
Step 4
Step 1

Step 2
Step 3
Step 4

Suicidal-T1
Anxiety-T1
Depression-T1
Self
PFT
Self  PFT
Suicidal-T1
Anxiety-T1
Depression-T1
Other
PFT
Other  PFT

.255

.255
.272
.282
.255

.257
.275
.285

Repetitive self-harmers
Final beta

t

Variable

R2

Final beta

t

.463
.253
.177
.089
.023
.086

3.17**
1.89
1.25
.70
.18
.69

BHS-T1
Anxiety-T1
Depression-T1
Social
PFT
Social  PFT

.187

.243
.113
.170
.209
.329
.286

1.73
.94
1.31
1.35
2.66**
2.08*

.524
.222
.168
.059
.000
.078

3.64***
1.68
1.19
.51
.00
.68

BHS-T1
Anxiety-T1
Depression-T1
Self
PFT
Self  PFT

.187

.310
.084
.159
.008
.218
.052

2.35*
.67
1.18
.07
1.58
.40

.514
.238
.177
.035
.007
.029

3.63***
1.87
1.25
.31
.06
.26

BHS-T1
Anxiety-T1
Depression-T1
Other
PFT
Other  PFT

.187

.298
.072
.157
.090
.237
.050

2.25*
.59
1.17
.72
1.63
.37

.411
.173
.156
.024
.127
.039

2.85**
1.19
1.04
.178
1.00
.30

Suicidal-T1
Anxiety-T1
Depression-T1
Social
PFT
Social  PFT

.223

.223
.078
.260
.273
.294
.356

1.87
.674
2.13*
2.00*
2.45*
2.72**

.416
.142
.148
.021
.153
.103

2.93**
1.01
.99
.17
1.23
.86

Suicidal-T1
Anxiety-T1
Depression-T1
Self
PFT
Self  PFT

.223

.215
.003
.271
..092
.250
.101

1.72
.03
2.10*
.77
1.81
.78

.420
.180
.162
.061
.151
.104

2.94**
1.32
1.10
.518
1.23
.89

Suicidal-T1
Anxiety-T1
Depression-T1
Other
PFT
Other  PFT

.223

.224
.037
.239
.090
.317
.222

1.84
.32
1.86
.73
2.22*
1.71

.188
.242
.294

.188
.242
.244

.215
.251
.253

.224
.258
.342

..224
.258
.266

.224
.254
.290

Note: *po.05, **po.01, ***po.001, Suicidal-T1 ¼ suicidal ideation Time 1; Suicidal-T2 ¼ suicidal ideation Time 2; BHST1 ¼ hopelessness Time 1; BHS-T2 ¼ hopelessness Time 2; PFT-positive future thinking; NFT-negative future thinking; Social ¼ socially
prescribed perfectionism; Self ¼ self-oriented perfectionism; Other ¼ other-oriented perfectionism.

How the findings relate to previous research
These ﬁndings are also consonant with previous research, in particular the studies conducted by Hewitt,
Flett, O’Connor and colleagues (Hewitt, Flett, & Weber, 1994, 1998; Hewitt, Flett, Sherry, & Caelian, 2006;
Hunter & O’Connor, 2003; O’Connor & Forgan, 2006; O’Connor et al., 2004) and they support Hewitt et al.’s
(2006) assertion that, within this conceptualization of perfectionism, social perfectionism is the dimension
which is most robustly related to suicidality. These data also support the conceptualization of suicidality in
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Panel A

Panel B
24
22
Suicidal Ideation Time2

Hopelessness Time 2

14

12

10
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Low
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8

20
18
16
Socially
Prescribed
Perfectionism
Low
High

14
12

6

10
Low

High
Positive Future Thinking

Low

High
Positive Future Thinking

Fig. 2. Positive future thinking as a moderator of the social perfectionism–distress relationship among the repetitive self-harm group.

terms of escape theory (Baumeister, 1990) and the cry of pain model (Williams, 2001). However, with respect
to the former, the present study suggests that escape theory can be reﬁned. According to Baumeister, the ﬁrst
step in the chainlike process which potentially culminates in suicidal behaviour is when, during stressful times,
we fall short of our expectations or standards. Baumeister also suggests that this perceived shortfall can be as a
result of self-imposed standards or a sense of other people’s expectations. In the light of our data, therefore, it
would be reasonable to specify that it is the impact of an individual’s view of other people’s expectations
rather than self-imposed standard-setting (as assessed via the self-oriented perfectionism subscale) which is
predominant in escapist suicide risk.
With respect to the broader implications, as this study did not include other measures of perfectionism or
related constructs, in particular Blatt’s self-criticism dimension, additional more wide ranging conclusions
about the relations between perfectionism and suicide risk cannot be proffered. Indeed, a recent review of the
perfectionism–suicide risk literature (O’Connor, 2006) concluded that, aggregating all of the ﬁndings across
clinical and non-clinical studies, there was consistent evidence that self-critical evaluative concerns
perfectionism (i.e., a higher order factor representing socially prescribed perfectionism, self-criticism, concern
about mistakes and doubts about actions) was implicated in suicide risk. In this light, therefore, the present
ﬁndings add support to the notion that social perfectionism—a component of self-critical evaluative concerns
perfectionism—is pertinent to outcome following a suicidal episode (see Dunkley et al., 2006). However, more
research is required to determine whether, as Alden, Dunkley and colleagues posit (Alden, Ryder, & Mellings,
2002; Dunkley et al., 2006), that self-criticism accounts, in large part, for the relationship between MPSSocial/Self and psychological distress. Indeed, these authors would suggest that self-criticism is the active
ingredient in perfectionism.
There is also sound evidence for Williams’ model of suicide (Williams, 2001). The cry of pain model moves
beyond escape per se to incorporate the states of entrapment and defeat (Gilbert & Allan, 1998). In this
conceptualization of suicidality, it is the interaction between the desire to escape from a situation characterized
by feelings of defeat and rejection and not having the internal or external resources to escape, which is
pertinent to suicide risk. Therefore, according to our data, a higher level of positive future thinking reduces the
sense of entrapment resulting in the individual believing that they have more to look forward to, and
consequently, they have reasons for living which is associated with a better outcome.
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One apparent difference between the present ﬁndings and those of O’Connor et al.’s (2004) analogue study
is also worthy of comment. In the latter study, O’Connor et al. found that only social perfectionism and its
interaction with positive future thinking predicted distress whereas in the present study, there were
independent effects of social perfectionism, positive future thinking as well as the associated interaction in the
prediction of suicidal ideation. Although one might be tempted to conclude that, in the present study, the
absence of both positive future thinking and social perfectionism were two independent risk factors for
continued psychological disturbance, such a conclusion would be premature. First, direct comparison between
the studies is not possible, O’Connor et al.’s (2004) study was cross-sectional, it controlled for perceived stress
and it employed a non-clinical population. Second, the difference in sample characteristics is particularly
important (i.e., suicidal clinical versus healthy non-clinical), as the mean social perfectionism score for both
samples is markedly different (M ¼ 52.44, SD ¼ 13.33 and M ¼ 65.2, SD ¼ 13.8, for O’Connor et al., 2004
and the present study, respectively). Therefore, it is likely that the two studies are sampling from different
areas of the distribution. Third, the apparent independent effects of the two predictors are not actually
independent, rather they are contingent upon the presence of the interaction.
Clinical implications
There are a number of implications of this study. First, we should redouble our efforts to evaluate evidencebased interventions to modify trait perfectionism. To our knowledge, none of the treatment programmes
developed to this end has been evaluated rigorously (e.g., Antony & Swinson, 1998). We also support Shafran
et al.’s (2002, 2003) assertion that it is only when we focus on the speciﬁc mechanisms implicated in the onset
and maintenance of perfectionism that we will have any success in terms of treatment interventions.
Second, this study adds to the growing body of evidence highlighting the importance of positive cognitions
in psychological research and therapy (e.g., Fredrickson & Losada, 2005; MacLeod et al., 1997). We would
suggest that the evaluation of rigorous interventions which attempt to modify positive future thinking is
warranted. Third, these data also ﬁt with self-regulatory theory (Carver & Scheier, 1998) which argues that
one’s ability to identify, pursue and attain goals is central to adaptive and effective self-regulation. Fourth,
given that suicidal individuals often experience harsh social environments and high levels of trauma, stress and
abuse (see O’Connor & Sheehy, 2000), it would be interesting to determine the extent to which high scores on
socially prescribed perfectionism reﬂect a trait characteristic and to what extent they may reﬂect the reality of
their social environment.
Future research should also look closely at the relationship between future thinking, perfectionism and selfharm history. It may well be that a larger sample is required to detect a small effect in the non-repetitive selfharm group. Assessment of suicidal intent requires comment. In the present study, we asked patients whether
they intended to end their lives, it may have been better to employ Beck’s Scale for Suicide Ideation which
takes into account medical and circumstantial factors (Beck, Kovacs, & Weissman, 1979).
Two potential limitations of this study are worthy of comment. On the whole, those participants who we
followed up were similar to those who we were unable to assess at Time 2. However, the latter scored
signiﬁcantly higher on social perfectionism compared with the former. In our view, rather than being a
limitation, this adds more weight to the present conclusions as it suggests that the statistical effect would have
been more powerful if more of the repetitive self-harm patients had been followed up. We also counter
potential criticisms that the follow-up was not long enough. First, few studies in suicidology have assessed the
short-term course of post-suicide attempt psychological symptoms (e.g., Bronisch, 1992; Jallade et al., 2005;
Sarfati, Bouchaud, & Hardy-Bayle, 2003; Van Praag & Plutchik, 1985; Walker et al., 2001). Indeed, the few
which have, have tended to limit such short-term follow-up to no more than one month (e.g., Jallade et al.,
2005; Sarfati et al., 2003). Second, as is the case in the present study, so long as there is evidence of substantial
change in outcome during the follow-up period, the speciﬁc timeframe is not pertinent to the testing of the
theoretical questions.
It is also important, however, to extend the present research to determine whether positive future thinking
and social perfectionism predict long-term recovery. After all, we only focused on the immediate aftermath of
a suicidal episode. It would also be worth determining whether these variables are sufﬁciently sensitive to
predict repetitive suicidal behaviour and completed suicide. To conclude, this study yields good evidence that
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social perfectionism and positive future thinking are implicated in the short-term course following a suicidal
crisis.
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