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Perfectionism and cognitive-behavioural theories of maintenance of disorders

Shafran et al. (2002) have devised a model of “clinical perfectionism” that is designed to describe how
perfectionism might maintain a variety of psychopathologies. Clinical perfectionism has been defined as
«...the overdependence of self-evaluation on the determined pursuit of personally demanding, self-imposed,
standards in at least one highly salient domain, despite adverse consequences”.
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A recent revision of the model (Shafran, Egan, & Wade, 2010) as seen in Fig. 1 makes explicit the role that
performance related behaviour, including performance checking (e.g., constantly comparing performance to
others), avoidance, procrastination, and counterproductive behaviours (e.g., being over-thorough, checking)
has in maintaining the cycle of clinical perfectionism. Preliminary data are consistent with the model. For
example, individuals with perfectionism ‘raise the bar’ after achieving their goals (Kobori, Hayakawa, &
Tanno, 2009) and dichotomous thinking, does predict significant variance in perfectionism (Egan et al.,
2007). A qualitative study has also supported the maintaining factors of the model, for example finding
themes of self-criticism following failure, rules, rigidity and avoidance amongst individuals with clinical
perfectionism (Riley & Shafran, 2005). There is also data supporting that self-oriented and socially-prescribed
perfectionism is associated with higher levels of shame and guilt following failure in a task, which supports
predictions of the model (Stoeber, Kempe, & Keogh, 2008).
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Fig. 1. The revised cognitive-behavioural model of clinical perfectionism, reproduced
from Shafran, Egan, and Wade (2010).

Furthermore, criticisms of the model (e.g.,Dunkley, Blankstein, Masheb, &Grilo, 2006) are based on the
notion that Shafran et al (2002) were stating that personal standards were maladaptive. However this is not the
case, rather the underlying idea in the model of clinical perfectionism was that there was nothing maladaptive
in striving for excellence in itself, rather it is when someone bases their sense of self-worth almost exclusively
on striving for standards, and concern over mistakes in meeting these standards, when perfectionism becomes
a “clinical” problem. Thus, findings in the literature supporting two main areas of perfectionism involving
Personal Standards and Maladaptive Evaluative Concerns (Dunkley, Blankstein, et al., 2006), are in line with
the model of clinical perfectionism, where the emphasis is on the maladaptive nature of basing self-evaluation
on striving, and concern over mistakes in striving.

Treatment of perfectionism
Assessment and individualised case conceptualisation

It is suggested that clinicians routinely assess for perfectionism, through the use of the MPS scales and
also by focusing on issues identified in the model of clinical perfectionism shown in Fig. 1. This would entail
that clinicians ask about the degree to which their patient bases their sense of self-worth on striving and
achievement. If the patient judges their self-worth predominately on how well they achieve their personal
standards, then it is important to further assess for the maintaining factors of clinical perfectionism. These are
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outlined in the revised cognitive-behavioural model of perfectionism in Fig. 1. This involves asking the client
what areas of their life they have high standards in and the impact that striving has on their life. Examples of
their reaction to failure to meet a goal, whether they feel satisfied after reaching a goal, and if they re-set their
standards higher after meeting a goal or avoid trying to meet a goal because of fear of failure (i.e.,
procrastination) are explored. Cognitive biases are assessed by determining their dichotomous rules for
achievement, and how they react to breaking their rules. Examples to determine whether they discount their
successes and notice their failures are detailed. To assess self-criticism, a recent example of their cognitions
when they made a mistake is explored. Counter-productive behaviours are assessed through asking the patient
what they avoid and delay in regards to performance, examples of how they compare their performance to
others, and if they seek reassurance from others about their performance. This information is used to guide the
development of a collaborative, individualised, formulation diagram for the patient based on their examples,
following the diagram in Fig. 1.

Directly target perfectionism early in treatment

If a clinician identifies that perfectionism is elevated in their patient and that it is substantially interfering
with their quality of life, then it should be focused on specifically and addressed adequately and directly in
treatment. This may involve directly targeting perfectionism as the primary issue, particularly if it appears to
be a barrier to change with an established intervention. Techniques to treat clinical perfectionism have been
described in detail elsewhere (Shafran et al., 2010). Briefly, strategies include increasing motivation to change
and self-monitoring of the maintaining mechanisms in the clinical perfectionism model. To address
counter-productive behaviours and rigid rules, surveys and behavioural experiments are utilised. Cognitive
biases including dichotomous thinking and selective attention are addressed through thought records,
behavioural experiments and continuums. Self criticism is addressed through thought diaries and utilising a
compassionate rather than critical voice. Finally, broadening self-evaluation is achieved through pie charts to
consider other aspects through which a patient can evaluate their self-worth instead of predominately by
achievement.

The aim of treatment is not to remove striving for personal standards or lowering standards, rather to
remove self-evaluation being exclusively based on meeting personal standards, and criticism when the
standards are not met. This may result in altered standards that contribute to a better quality of life. It has been
argued that it is adaptive to reduce energy when a goal cannot be met, and to relinquish goals if they are
unattainable, as continued commitment to a goal that is not able to be met leads to distress (Carver, 2004;
Johnson, Carver, & Fulford, 2010). Consequently, we might consider someone to be recovered from clinical
perfectionism when they are able to still strive towards goals that are attainable, to not judge themselves
adversely if the goals are not met, to invest energy in goals that are not performance related, and to be able to
shift focus and effort away from unattainable goals. Based on Perceptual Control Theory, Mansell (2005) has
described how distress is created by individuals having a conflict between goals, for example a striving
towards and avoidance of goals at the same time (see also Mansell, Harvey, Watkins, & Shafran, 2009).
Within this model of normal goal striving, we may consider an individual to have recovered from clinical
perfectionism if they are able to resolve the conflict between their goal states of striving towards and
avoidance.
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