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Abstract: The transdiagnostic approach to theory and treatment of psychological disorders is gain-
ing increasing interest. A transdiagnostic process is one that occurs across disorders and explains
their onset or maintenance. The purpose of this review is to provide evidence that perfectionism is
a transdiagnostic process that it is elevated in anxiety disorders, eating disorders, depression, obses-
sive compulsive personality disorder and somatoform disorders. Data are also reviewed to show
that perfectionism can explain aetiology as it is a prospective predictor of depression and eating
disorders. Perfectionism is also demonstrated to predict poorer outcome to treatment for anxiety
disorders, eating disorders and depression, suggesting the need for specific treatment of perfection-
ism. Evidence is provided to demonstrate that perfectionism can be successfully treated with cogni-
tive behavioural therapy which results in reduction in psychopathologies. Clinical guidelines are
outlined to assist in treatment planning for individuals with elevated perfectionism.

Keywords: Perfectionism; transdiagnostic; anxiety; depression; eating disorder; somatoform dis-
order.

El proceso transdiagnostico del perfeccionismo

Resumen: El enfoque transdiagndstico sobre la teoria y el tratamiento de los trastornos psicologi-
cos esta generando un interés creciente en la literatura. Un proceso transdiagnodstico es aquel que
se da a través de los trastornos y explica su inicio o mantenimiento. El objetivo de esta revision
consiste en aportar evidencia sobre el perfeccionismo como un proceso transdiagndstico que se
encuentra elevado en los trastornos de ansiedad, los trastornos alimentarios, la depresion, el tras-
torno de personalidad obsesivo-compulsivo y los trastornos somatoformes. Revisamos la evidencia
empirica para mostrar que el perfeccionismo puede explicar la etiologia como predictor prospecti-
vo de la depresion y los trastornos alimentarios. También se ha demostrado que el perfeccionismo
predice un peor resultado terapéutico del tratamiento de los trastornos de ansiedad, los trastornos
alimentarios y la depresion, sugiriendo la necesidad de un tratamiento especifico del perfeccionis-
mo. Proporcionamos evidencia para demostrar que el perfeccionismo puede ser tratado con éxito
mediante terapia cognitivo conductual y que el tratamiento del perfeccionismo produce reducciones
en un rango amplio de psicopatologias. Se describen directrices clinicas para asistir en la planifi-
cacion del tratamiento en individuos con elevados niveles de perfeccionismo.

Palabras clave: Perfeccionismo; transdiagnostico; ansiedad; depresion; trastorno alimentario;
trastorno somatoforme.

In a recent review of transdiagnostic treat-
ments for anxiety and depression (Craske, 2012),
two forms of therapy were discussed. The first
was generic cognitive behaviour therapy (CBT)
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approaches which focus on mechanisms related
to managing threat situations and response to
emotions. The second form of transdiagsnostic
therapy included acceptance based approaches
that tackle experiential avoidance, such as mind-
fulness-based stress reduction and Acceptance
and Commitment Therapy. The need for new
directions in transdiagnostic research was rec-
ognised, especially with respect to developing
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therapies that can successfully target both anx-
iety and depression. As part of this new direc-
tion, it was suggested that such a therapy should
be able to work with individual differences. The
purpose of this paper is to suggest that perfec-
tionism represents a promising transdiagnostic
process which can lead to the development of
effective transdiagnostic therapies, of relevance
to not only anxiety and depression, but to eating
disorders as well (Egan, Wade, & Shafran,
2011). Further, perfectionism can be conceptu-
alised within a framework that can form the
basis of an individualised case conceptualisa-
tion which will generate an individualised
therapy approach. Therefore a second aim of
this paper is to consider the clinical implica-
tions of perfectionism as a transdiagnostic pro-
cess.

PERFECTIONISM AS A
TRANSDIAGNOSTIC MECHANISM

Definition of a transdiagnostic process

A transdiagnostic process that occurs across
disorders is «an aspect of cognition or behav-
iour that may contribute to the maintenance of
a psychological disordery (Harvey, Watkins,
Mansell, & Shafran, 2004, p. 14). A transdiag-
nostic process is seen a major factor that can
explain the maintenance of numerous disorders
that an individual may experience. If we can
understand a process that is cutting across a
range of disorders, this holds important infor-
mation regarding prevention and treatment of
complex psychopathology.

There has been an increasing interest in the
transdiagnostic approach to theory and treat-
ment of common underlying processes present
across diagnostic categories. One of the first
transdiagnostic theories included clinical per-
fectionism as one of the core processes main-
taining all eating disorders (Fairburn, Cooper,
& Shafran, 2003). The transdiagnostic theory
of eating disorders has been found to have valid-
ity (Hoiles, Egan, & Kane, 2012) and both ef-
ficacy and effectiveness treatment studies have
shown around 50% of participants to have good
outcome when their body mass index is above
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17.5 (Byrne et al., 2011; Fairburn et al., 2009).
This transdiagnostic approach has explicitly
taken the emphasis away from diagnostic cat-
egories in eating disorders which have been
argued to be flawed and not representing clinical
presentations. Instead the transdiagnostic ap-
proach focuses on targeting factors that main-
tain the eating disorder, rather than which diag-
nosis the individual meets (Fairburn et al.,
2003). Other transdiagnostic treatments that
have been found to be effective include trans-
diagnostic CBT for anxiety disorders developed
by Norton and colleagues (e.g., Norton &
Philipp, 2008), and Craske et al’s Coordinated
Anxiety Learning and Management (CALM)
(Craske et al., 2011; Roy-Byrne et al., 2010).
Furthermore, the transdiagnostic unified treat-
ment protocol for mood and anxiety disorders
has evidence of efficacy for psychopathology
(Bossieau, Farchione, Fairholme, Ellard, & Bar-
low, 2010; Ellard, Fairholme, Bossieau, Far-
chione, & Barlow, 2010; Farchione et al., 2012).

What all of the transdiagnostic approaches
to treatment have in common is the notion that
addressing critical processes that maintain a
range of disorders holds promise in representing
an effective and time efficient treatment for
comorbid disorders rather than utilising a single
disorder or numerous disorder specific interven-
tions in a sequential fashion. Arguably, they are
also easier to disseminate and therefore may be
more frequently implemented in clinical prac-
tice. Consequently, there are two main ratio-
nales behind transdiagnostic treatments: (1) the
ability to treat comorbidity and (2) practical
efficiency and cost-effectiveness.

Transdiagnostic treatment can address
comorbidity

The argument regarding transdiagnostic ap-
proaches having the ability to address comor-
bidity is based on the notion that comorbidity
occurs because disorders share maintaining
mechanisms (Harvey et al., 2004). Comorbid-
ity is the norm in clinical practice and there is
extensive data to show that the majority of in-
dividuals seeking treatment meet multiple dis-
orders rather than single diagnoses (e.g., Kes-
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sler et al., 2005). Barlow et al. (2011) argue
transdiagnostic treatment is justified on this
basis and that the nature, aetiology and structure
of disorders are highly similar and overlapping
in nature. Consequently, transdiagnostic treat-
ment is designed to be effective for multiple
disorders rather than just one disorder. This is
important, as to date while there are extensive
guidelines for evidence based treatments for
specific, single disorders (e.g., NICE guide-
lines), there are currently no evidence based
guidelines regarding what treatment protocols
are effective when their client has multiple dis-
orders. The absence of such empirically based
guidelines for comorbidity may be one reason
that evidence-based interventions are not rou-
tinely implemented in clinical practice (see
Shafran et al., 2009).

The lack of evidence based guidelines re-
garding comorbidity results in clinicians being
faced with a dilemma of needing to choose one
disorder specific protocol, and hope that the
treatment of one disorder may impact on the
other disorders. While some evidence exists to
show that a disorder-specific approach for anx-
iety disorders can decrease comorbid depres-
sion (Tsao, Mystkowski, Zucker, & Craske,
2002), our understanding of how efficiently and
effectively it can do this compared to a transdi-
agnostic approach is unknown. Furthermore,
Craske (2012) has argued that even though there
is evidence that some comorbid conditions can
reduce with the successful treatment of one
disorder, it is unusual for all disorders to remit
and they may return over time (Brown, Antony,
& Barlow, 1995) and simultaneous application
of more than one disorder specific protocol si-
multaneously does not enhance outcome
(Craske et al., 2007). Addressing multiple dis-
orders with a single approach is where transdi-
agnostic therapy holds significant promise.

Transdiagnostic treatment has practical
efficiency and cost-effectiveness

The second argument that is important in
considering a rationale for the transdiagnostic
approach to treatment is that on a practical ba-
sis, providing one treatment, with one set of
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principles to address key constructs across mul-
tiple disorders is easier; more cost effective,
easier to disseminate and more efficient than
utilising many specific, disorder based proto-
cols. For example, if a client met four diagno-
ses, then according to a single disorder based
approach, the individuals would receive treat-
ment for each disorder in a sequential fashion,
where the disorder that is interfering most with
the individual would be targeted first, followed
by the other disorders. The problem with this
approach is that in reality clinicians are not able
to implement disorder based protocols in a se-
quential fashion as due to time constraints it is
impractical and too expensive; for example to
deliver four evidence based treatment protocols
of an average duration of 12 weeks would re-
quire 48 weeks of therapy time, which in most
clinical settings is unfeasible.

In addition to increased time and cost effi-
ciency, it may be practically easier to train clini-
cians in the principles of one transdiagnostic
treatment and one set of treatment principles,
than multiple disorder based approaches. Fi-
nally, if symptom relief across several disorders
could be achieved by one transdiagnostic treat-
ment in a shorter time period than employing
single disorder based protocols in a sequential
manner, this is a more ethical treatment as it
holds promise in reducing a wider range of
psychopathology in a shorter time period.
Clearly there are numerous general arguments
that support the transdiagnostic approach to
theory and treatment of psychopathology and
these are described elsewhere in this special
issue. We turn next to the definition of perfec-
tionism and why it can be considered as one
example of a transdiagnostic process.

Definitions and measures of perfectionism

The predominant measures of perfectionism
are the two widely used Multidimensional Per-
fectionism Scales (MPS); the FMPS (Frost et al.,
1990) and the HMPS (Hewitt & Flett, 1991a).
The FMPS consists of 6 subscales; Personal
Standards (PS; setting high standards), Concern
over Mistakes (CM; negative reactions to mis-
takes), Doubts about Actions (DA; doubting ones
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performance), Parental Expectations (PE; par-
ents setting high standards), Parental Criticism
(PC; parents being critical of mistakes), and
Organisation (O; organisation and neatness). The
HMPS (Hewitt & Flett, 1991a) has 3 subscales;
self-oriented perfectionism (SOP; setting high
standards for achievement and self-criticism over
standards); other-oriented perfectionism (OOP;
high standards for others) and socially-pre-
scribed perfectionism (SPP; perceiving others
hold high standards for the individual).

There is extensive evidence of reliability and
validity of both scales (Enns & Cox, 2002). Fac-
tor analytic studies have found a consistent two
factor solution of ‘positive striving’ (PS, O and
OOP) and ‘maladaptive evaluative concerns’
(CM, DA, PC, PE, SPP and SOP) (e.g., Bieling,
Israeli, & Antony, 2004). There has been debate
over the degree to which positive achievement
striving can be considered to be adaptive, and
while there is some evidence for this construct
being associated with positive outcomes (see
Stoeber & Otto, 2006 for a review), others have
argued that no dimensions of perfectionism are
positive (e.g., Flett & Hewitt, 2005). Indeed
there is evidence that the positive achievement
striving dimension of perfectionism is associ-
ated with eating disorder pathology (e.g., Bar-
done-Cone et al., 2007), thus providing evidence
that this dimension is not universally “positive’.

A competing view of perfectionism was de-
veloped out of the recognition of the need for a
definition that is linked to theory of the main-
tenance of perfectionism and strategies de-
signed to treat perfectionism rather than being
driven by measurement as in the case of the
multidimensional approach (Shafran & Man-
sell, 2001). Perfectionism of particular clinical
relevance is termed ‘clinical perfectionism’, and
involves the determined pursuit of demanding
standards despite negative effects and basing
self-worth on achievement of those standards
(Shafran, Cooper, & Fairburn, 2002). Clinical
perfectionism is therefore seen as involving the
main components of setting high personal stan-
dards and self-criticism over mistakes, and has
sometimes been operationalized and measured
by subscales such as a combination of Personal
Standards and Concern over Mistakes on the
FMPS. To date there is one measure of clinical
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perfectionism that has been developed; the 12
item Clinical Perfectionism Questionnaire
(CPQ; Shafran, Cooper, & Fairburn, in prepara-
tion, cited in Riley, Lee, Cooper, Fairburn, &
Shafran, 2007). The Clinical Perfectionism
Questionnaire measures striving to meet stan-
dards and the effect on self-esteem when the
person feels they have not met their standards
(Riley et al., 2007) and has a time-frame which
enables changes with therapy to be assessed.
There is evidence for the Clinical Perfectionism
Questionnaire having good reliability and con-
current validity with the FMPS in eating disor-
der and community samples (Chang & Sanna,
2012; Egan et al., in preparation; Dickie,
Surgenor, Wilson, & McDowall, 2012; Steele,
O’Shea, Murdock, & Wade, 2011).

EVIDENCE THAT PERFECTIONISM IS A
TRANSDIAGNOSTIC PROCESS

The evidence for perfectionism, as indicated
by the measures discussed above, as being el-
evated across disorders and as a predictor of
treatment outcome will be reviewed. Evidence
demonstrating that the treatment of perfection-
ism results in reductions of a wide range of
symptoms of psychopathology will be consid-
ered in addressing the second aim of this review.
Taking these different sources of evidence to-
gether can suggest that perfectionism is a trans-
diagnostic process that, if successfully ad-
dressed in treatment, has the potential to reduce
Axis 1 psychopathology.

An extensive review demonstrating that per-
fectionism is elevated across anxiety, depression
and eating disorders has previously been con-
ducted (Egan et al., 2011). In this section we
will summarise this evidence, along with more
recent studies that have been published since
the review and also consider other areas that
were not included in the previous review (e.g.,
somatoform disorders).

Anxiety disorders

Perfectionism is significantly elevated in
Obsessive-Compulsive Disorder (OCD), Social
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Anxiety, Panic Disorder, Generalised Anxiety
Disorder (GAD) and Post Traumatic Stress Dis-
order (PTSD). There is no evidence that perfec-
tionism is significantly elevated in specific pho-
bia (Antony et al., 1998). Several studies have
found a significant correlation between perfec-
tionism and OCD. Personal Standards and Con-
cern over Mistakes on the FMPS and socially-
prescribed perfectionism on the HMPS is
significantly elevated in OCD compared to
controls (Antony, Purdon, Huta, & Swinson;
1998; Buhlmann, Etcoff, & Wilhelm, 2008,;
Frost, Steketee, Cohn, & Griess, 1994; Frost &
Steketee, 1997; Sassaroli et al., 2008). Patients
with panic disorder (with or without agorapho-
bia) also have significantly higher scores on
Personal Standards, Concern over Mistakes and
socially-prescribed perfectionism compared to
controls (Antony et al., 1998; Frost & Steketee,
1997; Iketani et al., 2002). Similarly, individu-
als with social anxiety score significantly high-
er on concern over mistakes and socially-pre-
scribed perfectionism compared to healthy
controls (Antony et al., 1998; Juster et al., 1996;
Saboonchi, Lundh, & Ost, 1999).

There is evidence of a positive correlation
between worry and perfectionism in non-clini-
cal samples (e.g., Kawamura, Hunt, Frost, &
DiBartolo, 2001; Stoeber & Joorman, 2001).
There is only one study to date that has exam-
ined perfectionism in a clinical GAD sample,
where Personal Standards, Concern over Mis-
takes and Clinical Perfectionism Questionnaire
scores were found to significantly predict path-
ological worry in 36 people with a diagnosis of
GAD (Handley, Egan, Rees, & Kane, in prepa-
ration). However this study did not include a
control group therefore further research is re-
quired to determine if clinical GAD samples
have significantly elevated perfectionism com-
pared to controls. To date only one study that
has examined perfectionism in a sample of 30
people in treatment for trauma post sexual as-
sault (Egan, Hattaway, & Kane, manuscript
accepted subject to changes) where 63% of the
sample met criteria for PTSD. Although the
sample was not a pure clinical sample, partici-
pants mean score was in the clinical range on
the Post Traumatic Stress Checklist (PCL-C;
Weathers, Huska, & Keane, 1991). The mean
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level of Concern over Mistakes (M = 29.7) was
similar to samples of individuals with social
phobia, OCD and panic disorder (M = 21.5 -
27.5; Antony et al., 1998). However as this
study did not include a control group future
research is required. Perfectionism has been
shown to interfere with treatment in OCD and
social anxiety. Perfectionism scores on the OBQ
(OCCWG, 2001) have been found to predict
treatment outcome in OCD (Kyrios et al., 2007).

Doubts about Actions has also been found
to predicted poorer response to treatment in
OCD (Chik, Whittal, & O’Neill, 2008). Pre-
treatment perfectionism has been shown to be
a predictor of treatment outcome in social anx-
iety (Lundh & Ost, 2001) and changes in Con-
cern over Mistakes and Doubts about Actions
predicted outcome of group CBT for social
anxiety (Ashbaugh et al., 2007).

Eating disorders

The link between perfectionism and eating
disorders has been long recognised (e.g., Bruch,
1978; Slade, 1978). Patients with eating disor-
ders hold extremely high standards regarding
their eating, shape weight and its control, and
can have a drive to attain perfection in these
areas that maintains the eating disorder. In their
transdiagnostic theory of eating disorders that
can explain anorexia nervosa (AN), bulimia
nervosa (BN) and eating disorder not otherwise
specified (EDNOS), Fairburn, Cooper and Shaf-
ran (2003) stated that clinical perfectionism is
one of the four key maintaining mechanisms of
all eating disorders. Indeed there is extensive
evidence to suggest that perfectionism is linked
to eating pathology.

Numerous studies have demonstrated that
perfectionism is elevated in eating disorders
compared to controls, perfectionism is signifi-
cantly higher in anorexia nervosa (AN) and
bulimia nervosa (BN) compared to controls
(Bastiani, Rao, Weltzin, & Kaye, 1995; Cockell
et al., 2002; Halmi et al., 2000; Niv, Kaplan,
Mitrani, & Shiang, 1998; Lilenfeld et al., 2000;
Moor, Vartanian, Touyz, & Beumont, 2004;
Sassaroli et al., 2008). Research has also shown
that eating disorders remain elevated in those
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recovered from eating disorders (Bastiani, Rao,
Weltzin, & Kaye, 1995; Halmi et al., 2000; Li-
lenfeld et al., 2000; Nilsson, Sundbom, & Hag-
glof, 2008). However one study has suggested
that using a different definition of recovery that
perfectionism does not differ in recovered pa-
tients compared to controls (Bardone-Cone,
Sturm, Lawson, Robinson, & Smith, 2010).
While these mixed findings do not confirm that
perfectionism is a risk factor for eating disor-
ders, several reviews have suggested based on
the evidence that perfectionism is a risk factor
for eating disorders (Bardone-Cone et al., 2007;
Jacobi, Hayward, de Zwaan, Kraemer, & Agras,
2004; Lilenfield, Wonderlich, Riso, Crosby, &
Mitchell, 2006; Stice, 2002). Furthermore, there
is evidence that perfectionism and eating disor-
ders are not merely correlated, as studies have
found that perfectionism is a prospective predic-
tor of the development of symptoms of BN
(Steele, Corsini, & Wade, 2007; Vohs, Bardone,
Joiner, & Abramson, 1999).

Regarding the aetiology of perfectionism
and eating disorders, there is evidence of both
genetic and environmental impacts on the as-
sociation. Research has found that mothers’
levels of perfectionism predict eating pathology
in longitudinal (Westerberg-Jacobson, Edlund,
& Ghaderi, 2010) and correlational studies (Ja-
cobs et al., 2009). This association between
maternal perfectionism and development of
eating pathology is not only environmental
given the evidence from twin studies to suggest
a genetic component to the development of
perfectionism and eating disorders (Wade &
Bulik, 2007; Wade et al., 2008).

Despite one study that has shown perfection-
ism does not predict treatment outcome in BN
(Mussell et al., 2000), perfectionism on the the
Eating Disorders Inventory has been found to
predict poorer prognosis (Bizuel, Sadowsky, &
Riguad, 2001) and treatment drop-out in AN
(Sutandar-Pinnock, Carter, Olmsted, & Kaplan,
2003). Furthermore, as perfectionism remains
elevated post-treatment (Bastiani et al., 1995;
Lilenfeld et al., 2000; Nilsson et al., 2008; Pla
& Toro, 1999; Srinivasagam et al., 1995) it is
possible that if perfectionism is not targeted in
treatment then it may remain a significant factor
for relapse of the eating disorder.
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Somatoform disorders

The two somatoform disorders where per-
fectionism has been investigated are body dys-
morphic disorder (BDD) and, chronic fatigue
syndrome. Similar to eating disorders, those
with BDD and elevated perfectionism express
intense concern over the perfection of their
body, however instead of this being shape and
weight related, it involves the particular body
part of concern. Two studies have found a rela-
tionship between perfectionism and BDD.
Bartsch (2007) found in a student sample that
self-oriented and socially-prescribed perfection-
ism predicted the BDD symptom of dysmorphic
concerns. Buhlmann et al. (2008) found a clin-
ical sample of individuals with BDD to have
significantly higher Concern over Mistakes and
Doubts about Actions scores compared to
healthy controls.

The link between perfectionism and chron-
ic fatigue syndrome is an intuitive one given
that individuals with perfectionism commonly
work extremely long hours and describe feeling
exhausted and burned out as a result, and stud-
ies have found a link between perfectionism
and burnout (e.g., Childs & Stoeber, in press;
Philip, Egan, & Kane, 2012). Two students have
found significantly higher Concern over Mis-
takes and Doubts about Actions scores in
chronic fatigue syndrome samples compared
to controls (Deary & Chalder, 2010; White &
Schweitzer, 2000). Research has also found in
a large chronic fatigue syndrome sample that
Concern over Mistakes and Doubts about Ac-
tions are correlated with severity of fatigue
(Kempke et al., 2011).

Depression, bipolar disorder and suicidal
ideation

Similar to the role of perfectionism in chron-
ic fatigue syndrome being intuitive it is not
surprising that there has been a strong link
found between perfectionism and depression,
with individuals describing symptoms of de-
pression when they feel they have failed to meet
up to their high personal standards. Studies have
found that compared to controls those with de-
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pression have significantly higher socially pre-
scribed perfectionism compared to controls
(Enns, Cox & Borger, 2001; Hewitt & Flett,
1991b) and Concern over Mistakes (Huprich,
Porcelli, Keaschuk, Binienda, & Engle, 2008;
Norman, Davies, Nicholson, Cortese, & Malla,
1998; Sassaroli et al., 2008). One study has
found that self-oriented perfectionism was sig-
nificantly higher in a depressed sample com-
pared to controls (Norman et al., 1998). This
evidence along with the fact that self-oriented
perfectionism has been found to be significant-
ly elevated in eating disorders calls into ques-
tion the positive nature of perfectionism. This
is strengthened by research that has also re-
cently shown a link between personal standards
and pathological worry in a clinical GAD sam-
ple (Handley et al., in preparation). While out-
side the scope of this review to consider the
argument regarding positive conceptions of
perfectionism, there is now evidence that the
‘positive achievement striving’ dimension of
perfectionism is strongly related to eating dis-
orders, and there is evidence in two studies of
it being related to depression and GAD.

One of the most important contributions
however to our understanding of the role of per-
fectionism in psychopathology has resulted from
prospective studies regarding perfectionism and
depression. Hewitt, Flett and Ediger (1996)
demonstrated that socially-prescribed perfec-
tionism predicted development of depressive
symptoms at four month follow-up. The causal
role of perfectionism in the development of de-
pression was demonstrated in two studies where
scores on the perfectionism subscale of the Dys-
functional Attitudes Scale (Weissman & Beck,
1978) predicted increase in depressive symp-
toms at 3 year (Dunkley, Sanislow, Grilo, &
McGlashan, 2006) and 4 year follow-up (Dunk-
ley, Sanislow, Grilo, & McGlashan, 2009).

The role of perfectionism has also been rec-
ognised in bipolar disorder where individuals
with bipolar disorder have been found to score
higher on the perfectionism subscale of the
Dysfunctional Attitudes Scale compared to con-
trols (Jones et al., 1995). Perfectionism scores
on the Dysfunctional Attitudes Scale have also
been found to predict onset of hypomanic and
manic episodes (Alloy et al., 2009).
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It is of concern that evidence suggests there
is a strong relationship between perfectionism
and suicidal behaviours (Hewitt, Flett, Sherry,
& Caelian, 2006). It is not only correlational
studies that have demonstrated a link between
socially-prescribed perfectionism and suicidal
ideation (Hewitt, Flett, & Weber, 1994; Hewitt,
Norton, Flett, Callander, & Cowan, 1998) but
also prospective studies where socially-pre-
scribed perfectionism has been found to be a
predictor of suicidal ideation in inpatients hos-
pitalized for self-harm (Rasmussen, O’Connor,
& Brodie, 2008).

There are five studies of perfectionism and
treatment outcome in depression based on data
from the Treatment of Depression Collaborative
Research Program which compared CBT, inter-
personal therapy and medication (Elkin et al.,
1989). Perfectionism on the Dysfunctional At-
titudes Scale was a predictor of poorer treat-
ment outcome in all groups at post treatment
(Blatt, Quinlan, Pilkonis, & Shea, 1995) and 18
month follow-up (Blatt, Zuroff, Bondi, San-
islow, & Pilkonis, 1998). Zuroff et al. (2000)
found one reason for this was perfectionism
being a significant predictor of poor therapeutic
alliance. Moreover, pre-treatment perfectionism
predicted less social support which was a sig-
nificant predictor of treatment outcome (Shahar,
Blatt, Zuroff, Krupnick, & Sotsky, 2004). Fi-
nally, perfectionism was related to poorer cop-
ing ability at 18 month-follow up (Blatt &
Zuroff, 2005). Similar findings have emerged
recently from the Treatment for Adolescents
with Depression Study of 439 adolescents with
clinical depression which compared CBT, fluox-
etine, combination CBT/fluoxetine and pill pla-
cebo (Jacobs et al., 2009). Adolescents with
higher perfectionism scores on the Dysfunc-
tional Attitudes Scale at pre-treatment were
found to have continued elevated depressive
symptoms over the course of treatment across
groups, and also have poorer improvement on
suicidal ideation compared to those with lower
perfectionism. Furthermore, treatment outcome
was found to be partially mediated by change
in perfectionism. However, it is interesting that
perfectionism decreased after treatment across
all groups, with the combination CBT/fluox-
etine group experiencing the largest decrease in
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depression. Taken together, these studies sug-
gest that perfectionism has a significant impact
on an individual’s ability to engage with and
benefit from evidence based therapies for de-
pression.

Obsessive compulsive personality disorder
(OCPD)

Clearly perfectionism is relevant to the di-
agnosis of OCPD given it is one of the criteria
for diagnosis of this disorder. Pinto, Liebowitz,
Foa and Simpson (2011) found in a sample of
individuals with OCD that having a diagnosis
of OCPD was a predictor of poorer outcome to
exposure and response prevention. Pinto et al.
(2011), tested each criteria of OCPD separately
regarding treatment outcome, and found that
perfectionism predicted poorer treatment out-
come over and above all other criteria. Research
has also examined the link between OCPD and
eating disorders. Halmi et al (2005) argued that
perfectionism and OCPD were predisposing
factors for eating disorders as they found in a
large sample of 667 AN and BN patients that
perfectionism scores on the perfectionism sub-
scale of the Eating Disorders Inventory were
most elevated in those who also met a diagnosis
of OCPD. Similar findings have also been re-
ported when individuals with an eating disorder
were asked to recall traits of OCPD they dis-
played in their childhood, the offs ratio for de-
veloping an eating disorder were increased 6.9
times for each additional trait of OCPD com-
pared to controls (Anderluh, Tchanturia, Rabe-
Hesketh, & Treasure, 2003).

CLINICAL IMPLICATIONS OF
PERFECTIONISM BEING A
TRANSDIAGNOSTIC PROCESS

If perfectionism is a transdiagnostic process
then it should be associated with a significant
reduction of symptoms across disorders without
directly addressing symptoms in the treatment.
This would be consistent with the finding that
perfectionism is an explanatory factor of co-
morbidity as suggested by Bieling, Summer-
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feldt, Israeli and Antony (2004), where they
found in a large clinical sample that degree of
comorbidity was correlated with perfectionism
(as measured by Concern over Mistakes, Paren-
tal Criticism, Doubts about Actions, self-orient-
ed and socially-prescribed perfectionism). Biel-
ing et al. (2004) found that perfectionism
measured in this way predicted higher comor-
bidity even after controlling for symptoms and
therefore concluded that perfectionism is not
associated with a single disorder but is an un-
derlying factor that is present across psychopa-
thologies. This finding provides support for the
idea of transdiagnostic treatment of perfection-
ism arguing that addressing perfectionism
would most likely lead to a decrease in a num-
ber of symptoms across different areas and
therefore would be more effective with comor-
bidity than single disorder based treatments
target maintaining factors in a sequential way.
The rationale of Bieling et al. (2004) and Egan
etal. (2011) that perfectionism is transdiagnos-
tic is supported by the data that shows treatment
of perfectionism results in reductions in non-
targeted psychopathologies. This data will be
reviewed below across low intensity (i.e., self-
help) and high-intensity (i.e., face to face indi-
vidual and group treatment) formats, but first
we suggest that a functional analysis of the role
of perfectionism and associated disorders
should be conducted before the treatment for-
mat is decided.

Functional analysis of the role of
perfectionism

It is useful to consider if perfectionism is a
presenting problem alone or if it is occurring in
the context of other disorders. Sometimes per-
fectionism is the main presenting problem. Cli-
ents will complain of key symptoms such as
repeated checking to ensure that they have not
made a mistake, avoidance and procrastination,
feelings of failure accompanied by intense self-
criticism, and a life dominated by rules, regula-
tions and unattainable standards that they per-
sistently strive to achieve. For such clients, the
adverse consequences of social isolation, low
mood, and low self-esteem are not sufficient to
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change their perfectionism. Clearly in such a
case where perfectionism is the main presenting
problem driving anxiety and low mood, it
should be addressed first following CBT treat-
ment strategies for perfectionism (Shafran,
Egan, & Wade, 2010) that have evidence of
efficacy (e.g., Steele et al., in press).

In clinical practice, it is rare for perfection-
ism to be the main clinical problem for which
the client is referred. More typically, however,
clients are referred for treatment of their Axis
1 disorder such as depression, anxiety or an
eating disorder. We would suggest that it makes
sense to start with the intervention with the
strongest evidence base for the Axis 1 psycho-
pathology, even if perfectionism is clearly pres-
ent and thought to be a factor in the mainte-
nance of the psychopathology. This is because
there is a great deal more evidence for the
treatment of Axis I disorders using the evi-
dence based treatment protocols that are sup-
ported for each of the disorders (see NICE
guidelines for a review). For such clients, CBT,
behavioural activation or interpersonal psycho-
therapy would be used for the treatment of
depression, and a disorder-specific CBT pro-
tocol used for the treatment of anxiety. CBT
would also be the treatment of choice for the
eating disorder. It might be that despite the
elevated perfectionism, treatment can progress
for the Axis 1 disorder and the perfectionism
declines as a result of successful treatment of
the Axis 1 psychopathology. This has been
found to be the case in some studies, for ex-
ample the treatment of depression in adoles-
cents study (Jacobs et al., 2009). Even if a
patient has perfectionism as a predisposing
factor to a range of axis 1 disorders, but these
disorders are prominent and there are clear
maintaining factors that are important over that
of perfectionism, then the evidence based dis-
order specific protocols indicated for the dis-
orders should be employed. Again, this is due
to the extensive evidence that supports these
protocols over multiple studies, and this evi-
dence cannot be ignored in favour of taking a
transdiagnostic approach, even if a factor like
perfectionism could be seen as having a clear
role in predisposing the patient to the develop-
ment of the Axis 1 disorders.
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In many cases, however, it will be difficult
to progress with the treatment for the Axis 1
psychopathology as the perfectionism may in-
terfere. For example, a therapist may suggest
introducing pleasurable activities as part of the
intervention for depression. The client may find
this difficult owing to beliefs that pleasurable
activities are of no value and only activities
related to productivity and achievement are
worthwhile. In such cases where perfectionism
is interfering with treatment progress for the
Axis I disorders, then it is suggested to put the
treatment of the Axis 1 psychopathology on
hold while the treatment of perfectionism is
focused upon. Once the perfectionism has been
successfully treated, if the Axis 1 psychopathol-
ogy still remains, then the original therapeutic
protocol should be resumed.

Perhaps the greatest clinical dilemma is
what to do if a client presents with several dis-
orders that are elevated. Should a single inter-
vention be offered because it has a strong evi-
dence base for a particular psychopathology
bearing in mind that it could benefit the other
disorders? Craske et al. (2007) found that it is
preferable to utilise the single disorder based
protocols in a sequence rather than using piec-
es of each of the protocols simultaneously. Al-
ternatively, should a general transdiagnostic
intervention such as Barlow’s unified treatment
protocol (Barlow et al., 2011) be utilised? A
third option might be to address the perfection-
ism if it appears from the conceptualisation that
perfectionism is a key factor in the development
and maintenance of the psychopathologies. One
of the difficulties is the dearth of research that
has examined exactly what it is that a clinician
should do when there are multiple disorders.
Until there is further data to support transdiag-
nostic treatments including transdiagnostic
treatment of perfectionism as we have present-
ed in the review, and others (e.g., Barlow et al.,
2011) then clinicians are faced with needing to
make clinical decisions based on the specific
formulation of the axis I pathologies and trans-
diagnostic processes that are playing a role in
maintenance.

Our view is that unless there is clear evi-
dence based on the individualised formulation
that perfectionism is a maintaining factor across

Revista de Psicopatologia y Psicologia Clinica 2012, Vol. 17 (3), 279-294



288 Sarah J. Egan, Tracey D. Wade, Roz Shafran

each of the disorders the individual has, and that
treatment of these disorders using a standard
disorder specific approach may be interfered
with due to perfectionism, then disorder spe-
cific treatments in sequence should be utilized.
Future research is required to determine the
evidence regarding when to implement treat-
ment of perfectionism versus disorders specific
protocol. A case formulation approach can help
guide clinicians regarding treatment options
until this evidence is available. The main point
of importance here is for the clinician to deter-
mine a formulation of how perfectionism is a
maintaining factor in the psychopathology of
their client.

Evidence that treating perfectionism leads to
reductions in different types of
psychopathology

There have been several studies that have
investigated low intensity approaches to treat-
ment for perfectionism based on self-help and
internet delivered interventions. Pleva and
Wade (2007) investigated guided self-help ver-
sus pure self-help treatment for perfectionism
in a non-clinical sample based on the book
‘When Perfect isn’t Good Enough’ (Antony &
Swinson, 2009). The pure self-help group re-
ceived readings each week with guidance on
what areas to focus on, and the guided self-help
also received the addition of eight weekly 50
minute sessions with a trainee therapist to help
guide them the book, while the pure self-help
group was given the book and a detailed infor-
mation sheet outlining which areas of the book
to focus on each week. Treatment resulted in
clinically significant reductions in perfection-
ism, anxiety and depression in both groups al-
though outcomes were better in the guided self-
help condition. Brief psycho-education has also
been investigated where participants received
information about the type of perfectionism
(adaptive or maladaptive) they were classified
in based on self-report measures and discussion
of their emotional reaction to the information,
compared to a control who received no feed-
back (Aldea, Rice, Gormley, & Rojas, 2010).
Participants in the feedback condition reported
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significant reductions in symptoms and emo-
tional reactivity.

There have also been studies that have inves-
tigated online interventions for perfectionism.
Arpin-Cribbie et al. (2008) investigated a 10
week online CBT intervention for perfectionism
in undergraduate students and compared a con-
trol, stress management, or stress management
plus CBT conditions. Participants in the stress
management condition had significant decreas-
es in self-oriented perfectionism and Concern
over Mistakes post treatment but no change in
anxiety or depression. Participants in the stress
management plus CBT condition however also
reported decreases in self-oriented perfection-
ism and Concern over Mistakes as well as so-
cially-prescribed perfectionism and depression.
A recent randomized controlled trial where
university students were allocated to either a
stress management or CBT 10-week treatment
or control found similar results, where the par-
ticipants who received CBT for perfectionism
experienced significantly greater reductions in
perfectionism than the other groups (Arpin-
Cribbie, Irvine, & Ritvo, 2012). While both the
stress management and CBT group experienced
significant reductions in distress compared to
the control group, it was found that changes in
perfectionism were significantly correlated with
changes in distress in the CBT group.

One of the most relevant studies that dem-
onstrates of the potential for perfectionism to
be a transdiagnostic process is that of Steele and
Wade (2008) where 8-session guided self-help
CBT for BN and CBT for perfectionism were
found to have equivalent results in decreasing
BN. However treatment of perfectionism re-
sulted in much larger effect sizes for non-target-
ed psychopathology of anxiety and depression.
While larger effect size decreases were noted
for bulimic behaviours in the CBT for bulimia
nervosa approach, a much larger effect size
decrease in global eating disorder psychopathol-
ogy was noted for the perfectionism approach.

A short-intensity approach, an §-session
classroom perfectionism intervention for 15
year old girls, was also found to significantly
decrease concern over mistakes perfectionism
compared to one other treatment arm (media
literacy) and a control group (Wilksch, Dur-
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bridge, & Wade, 2008). This was a universal
prevention program (i.e., not targeting people
at risk for psychopathology or perfectionism),
and perfectionism was found to decrease in the
3-month follow-up more in the perfectionism
group than the other two groups. Additionally,
over half of those girls with higher levels of
shape and weight concern at baseline experi-
enced clinically significant improvements in
dieting at the 3-month follow-up.

A number of studies in clinical samples have
shown that individually-tailored face to face
CBT for perfectionism leads to significant re-
ductions in perfectionism, anxiety and depres-
sion. Glover, Brown, Fairburn and Shafran
(2007) found in a single case experimental de-
sign series that 10 session CBT for clinical
perfectionism similar to that described in recent
treatments (e.g., Shafran et al., 2010) lead to
clinically significant decreases on perfectionism
as measured by the Clinical Perfectionism
Questionnaire and both MPS scales, and sig-
nificant reductions in depression although not
anxiety. Egan and Hine (2008), also found sig-
nificant reductions in perfectionism on the total
FMPS scale in a single case experimental de-
sign series following an eight session treatment
for clinical perfectionism in a mixed anxiety
disorder and depression sample. Riley et al
(2007) reported on an RCT in a mixed anxious
and depressive sample where participants re-
ceived either 10 sessions of CBT immediately
or after a wait-list control period. It was found
that 75% of the sample had clinically significant
reductions in perfectionism on the Clinical Per-
fectionism Questionnaire, and significant reduc-
tions in anxiety and general distress at post-
treatment and eight week follow-up. While the
participants in the wait-list had no change in
diagnoses, the number of participants with a
diagnosis of an anxiety disorder or depression
reduced by 50% after treatment.

Efficacy of CBT for perfectionism has also
been shown in a group treatment trial where
Steele, Waite, Egan, Finnigan, Handley and
Wade (in press) reported on the results of 21
participants across two sites who received an
eight week CBT group program using a struc-
tured protocol based on the Shafran et al.
(2010). CBT for perfectionism is described in

© Asociacion Espaiiola de Psicologia Clinica y Psicopatologia

detail in this book which is an extension of
earlier protocols (e.g., Glover et al., 2007; Riley
et al., 2007). The sample was a mixed anxious
and depressive sample where participants re-
ceived a four-week wait-list period to provide a
no treatment control condition, followed by a
four week psychoeducation condition, where
they read the first four chapters of the Shafran
et al. (2010) book on a weekly basis, followed
by the eight week group treatment program.
While there was no change in perfectionism or
distress over the control or psychoeducation
period, at post-treatment there were significant
reductions in perfectionism (Clinical Perfec-
tionism Questionnaire, Concern over Mistakes,
Personal Standards and perfectionism subscale
of the Dysfunctional Attitudes Scale) as well as
depression, anxiety and stress that were main-
tained at 3 month follow up. These treatment
effects of these high intensity studies of CBT
for perfectionism are predominately large (see
Egan et al., 2011 for further details).

SUMMARY

Evidence has been reviewed that demon-
strates perfectionism is a transdiagnostic process.
This includes that it is elevated across anxiety
disorders, eating disorders, depression and so-
matoform disorders. Not only is perfectionism
correlated with a wide range of disorders, but
several studies indicate it is a prospective predic-
tor of the development of psychopathology (e.g.,
depression and eating disorders). Furthermore
evidence was presented showing that perfection-
ism interferes with treatment outcome. Finally
the data showing that treatment of perfectionism
results in reduction of a wide range of non-tar-
geted psychopathology was taken as additional
evidence supporting perfectionism as a transdi-
agnostic process. While further research is re-
quired to determine evidence for treatment of
perfectionism, particularly regarding the stage at
which to implement treatment of perfectionism
versus a standard treatment protocol for a disor-
der, the treatment of perfectionism holds promise
as a transdiagnostic treatment. These transdiag-
nostic treatments which are becoming increas-
ingly popular (e.g., Barlow, 2011) hold great
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promise in providing an option for an effective
and time efficient treatment for the common
situation of comorbidity in patients. The transdi-
agnostic approach may help to address the gap
in the literature regarding what clinicians should
do with complex clients who meet multiple di-
agnoses, and may potentially improve clinical
outcomes for these individuals.

REFERENCES

Aldea, M., Rice, K., Gormley, B., & Rojas, A. (2010).
Telling perfectionists about their perfectionism: Effects
of providing feedback on emotional reactivity and
psychological symptoms. Behaviour Research and
Therapy, 48, 1194-1203.

Alloy, L.B., Abramson, L.Y., Walshaw, P.D., Gerstein,
R.K., Keyser, J.D., Whitehouse, W.G.,Harmon-Jones,
E. (2009). Behavioural approach system (BAS) - Rel-
evant cognitive styles and bipolar spectrum disorders:
Concurrent and prospective associations. Journal of
Abnormal Psychology, 118, 459-471.

Anderluh, M.B., Tchanturia, K., Rabe-Hesketh, S., Trea-
sure, J. (2003). Childhood obsessive-compulsive per-
sonality traits in adult women with eating disorders:
Defining a broader eating disorder phenotype. The
American Journal of Psychiatry, 160, 242-247.

Antony, M.M., Purdon, C.L., Huta, V., & Swinson, R.P.
(1998). Dimensions of perfectionism across the anxiety
disorders. Behaviour Research and Therapy, 36, 1143-
1154.

Arpin-Cribbie, C.A, Irvine, J, Ritvo, P, Cribbie, R.A., Flett,
G.L., & Hewitt, PL. (2008). Perfectionism and psycho-
logical distress: A modeling approach to understanding
their therapeutic relationship. Journal of Rational-
Emotive & Cognitive Behavior Therapy, 26, 151-167.

Arpin-Cribbie, C., Irvine, J., & Ritvo, P. (2012). Web-
based cognitive behavioural therapy for perfectionism:
A randomized controlled trial. Psychotherapy Re-
search, 22, 194-207.

Bardone-Cone, A.M., Sturm, K., Lawson, M.A., Robin-
son, D.P., & Smith, R. (2010). Perfectionism cross
Stages of Recovery from Eating Disorders. Interna-
tional Journal of Eating Disorders, 43, 139-148.

Bardone-Cone, A. M., Wonderlich, S. A., Frost, R. O.,
Bulik, C. M., Mitchell, J. E., Uppala, S., & Simonich,
H. (2007). Perfectionism and eating disorders: Current
status and future directions. Clinical Psychology Re-
view, 27, 384-405.

Barlow D., Farchione, T.J., Fairholme, C.P,, Ellard, K.K.,
Boisseau, C.L., Allen, L.B., & Ehrenreich-May, J.
(2011). Unified protocol for transdiagnostic treatment
of emotional disorders. NY: OUP.

Revista de Psicopatologia y Psicologia Clinica 2012, Vol. 17 (3), 279-294

Bartsch, D. (2007). Prevalence of body dysmorphic dis-
order symptoms and associated clinical features among
Australian university students. Clinical Psychologist,
11, 16-23.

Bastiani AM, Rao R, Weltzin T, Kaye WH. (1995). Per-
fectionism in anorexia nervosa. International Journal
of Eating Disorders, 17, 147-152.

Bieling, PJ., Israeli, A.L., & Antony, M.M. (2004). Is
perfectionism good, bad, or both? Examining models
of the perfectionism construct. Personality and Indi-
vidual Differences, 36, 1373-1385.

Bizuel, C., Sadowsky, N., & Riguad, D. (2001). The prog-
nostic value of EDI scores in anorexia nervosa patients:
A prospective follow-up study of 5-10 years. European
Psychiatry, 16,232-238.

Blatt, S.J., Quinlan, D.M., Pilkonis, P.A., & Shea, M.T.
(1995). Impact of perfectionism and need for ap-
proval on the brief treatment of depression: The Na-
tional Institute of Mental Health Treatment of Depres-
sion Collaborative Research program revisited.
Journal of Consulting and Clinical Psychology, 63,
125-132.

Blatt, S.J., & Zuroff, D. (2005). Empirical evaluation of
the assumptions in identifying evidence based treat-
ments in mental health. Clinical Psychology Review,
25, 459-486.

Blatt, S.J., Zuroff, D.C., Bondi, C.M., Sanislow, C.A., &
Pilkonis, P.A. (1998). When and how perfectionism
impedes the brief treatment of depression: Further
analyses of the National Institute of Mental Health
Treatment of Depression Collaborative Research Pro-
gram. Journal of Consulting and Clinical Psychology,
66, 423-428.

Bossieau C.L., Farchione, T., Fairholme, C.P,, Ellard, K.E.,
& Barlow, D (2010). The development of the unified
protocol for the transdiagnostic treatment of emo-
tional disorders: A case study. Cognitive and Behav-
ioral Practice, 17,102-113.

Brown, T.A., Antony, M.M., & Barlow, D.H. (1995). Di-
agnostic comorbidity in panic disorder: effect on treat-
ment outcome and course of comorbid diagnoses fol-
lowing treatment. Journal of Consulting and Clinical
Psychology, 63, 408-418.

Bruch H. (1978). The golden cage: The enigma of an-
orexia nervosa. Cambridge, MA: Harvard University
Press.

Buhlmann, U., Etcoff, N.L., & Wilhelm, S. (2008). Facial
attractiveness ratings and perfectionism in body dys-
morphic disorder and obsessive-compulsive disorder.
Journal of Anxiety Disorders, 22, 540-547.

Chang, E. C., & Sanna, L. J. (2012). Evidence for the
validity of the Clinical Perfectionism Questionnaire in
a nonclinical population: More than just negative af-
fectivity. Journal of Personality Assessment, 94(1),
102-108. doi: 10.1080/00223891.2011.627962

© Asociacion Espafiola de Psicologia Clinica y Psicopatologia



Perfectionism is transdiagnostic 291

Chik, H.M., Whittal, M.L., & O’Neill, M.P. (2008). Per-
fectionism and treatment outcome in obsessive com-
pulsive disorder. Cognitive Therapy and Research, 32,
376-388.

Childs, J.H., & Stoeber, J. (in press). Do you want me to
be perfect? Two longitudinal studies on socially pre-
scribed perfectionism, stress and burnout in the work-
place. Work and Stress.

Cockell, S.J., Hewitt, PL., Seal, B., Sherry, S., Goldner,
E.M,, Flett, G.L. et al. (2002). Trait and self-presenta-
tional dimensions of perfectionism among women with
anorexia nervosa. Cognitive Therapy and Research, 26,
745-758.

Craske, M.G. (2012). Transdiagnostic treatment for anxi-
ety and depression. Depression and Anxiety, 29, 749-
753.

Craske, M., Farchione, T. J., Allen, L. B., Barrios, V.,
Stoyanova, M., & Rose, R. (2007). Cognitive behav-
ioral therapy for panic disorder and comorbidity: More
of the same or less of more? Behaviour Research and
Therapy, 45, 1095-1109.

Craske, M.G., Stein, M.G., Sullivan, G., Sherbourne, C.,
Bystrisky, A., Rose, R.D., Lang, A.J., Welch, S., Camp-
bell-Sills, L., Golinelli, D., & Roy-Byrne, P. (2011).
Disorder specific impact of coordinated anxiety learn-
ing and management for anxiety disorders in primary
care. Archives of General Psychiatry, 68, 378-388.

Deary, V., & Chalder, T. (2010). Personality and perfec-
tionism in chronic fatigue syndrome: A closer look.
Psychology and Health, 25, 465-475.

Dickie, L., Surgenor, L. J., Wilson, M., & McDowall, J.
(2012). The structure and reliability of the Clinical Per-
fectionism Questionnaire. Personality and Individual
Differences, 52, 865-869. doi: 10.1016/j.paid.2012.02.003

Dunkley, D.M., Sanislow, C.A., Grilo, C.M., & Mc-
Glashan, T.H. (2006). Perfectionism and depressive
symptoms three years later: negative social interac-
tions, avoidant coping, and perceived social support as
mediators. Comprehensive Psychiatry, 47, 106-115.

Dunkley, D.M., Sanislow, C.A., Grilo, C.M., & Mc-
Glashan, T.H. (2009). Self-criticism vs neuroticism in
predicting depression and psychosocial impairment for
4 years in a clinical sample. Comprehensive Psychiatry,
50, 335-346.

Egan, S.J., Goodier, G.H.G., Shafran, R., Lee, M., Fair-
burn, C.G., Cooper, Z., & Doll, H.A. (in preparation).
The reliability and validity of the Clinical Perfectionism
Questionnaire in eating disorder and community sam-
ples.

Egan, S.J., Hattaway, M., & Kane, R.T. (manuscript ac-
cepted subject to changes). The relationship between
the transdiagnostic processes of perfectionism and
rumination in post traumatic stress disorder. Behav-
ioural and Cognitive Psychotherapy, manuscript ac-
cepted subject to revision 17.05.2012.

© Asociacion Espaiiola de Psicologia Clinica y Psicopatologia

Egan, S.J., & Hine, P. (2008). Cognitive behavioural treat-
ment of perfectionism: A single case experimental
design series. Behaviour Change, 25, 245-258.

Egan, S.J., Wade, T.D., & Shafran, R. (2011). Perfection-
ism as a transdiagnostic process: A clinical review.
Clinical Psychology Review, 31,203-212.

Elkin, 1., Shea, M.T., Watkins, J.T., Imber, S.D., Sotsky,
S.M., Collins, J.F. et al. (1989). NIMH Treatment of
Depression Collaborative Research Program: General
effectiveness of treatments. Archives of General Psy-
chiatry, 46, 971-983.

Ellard, K.K., Fairholme, C.P, Bossieau, C.L., Farchione,
T., & Barlow, D. (2010). Unified protocol for the trans-
diagnostic treatment of emotional disorders: Protocol
development and initial outcome data. Cognitive and
Behavioral Practice, 17, 88-101.

Enns, M.W,, Cox, B.J., & Borger, S.C. (2001). Correlates
of analogue and clinical depression: A further test of
the phenomenological continuity hypothesis. Journal
of Affective Disorders, 66, 175-183.

Fairburn, C. G., Cooper, Z., & Shafran, R. (2003). Cogni-
tive behaviour therapy for eating disorders: A transdi-
agnostic theory and treatment. Behaviour Research and
Therapy, 41, 509-528.

Farchione, T.J., Fairholme, C.P., Ellard, K.K., Boisseau,
C.L., Thompson-Hollands, J., Carl, J.R., Gallagher,
M.W., & Barlow, D.H. (2012). Unified protocol for
transdiagnostic treatment of emotional disorders: A
randomized controlled trial. Behavior Therapy, 10.1016/
j-beth.2012.01.001.

Flett, G.L., & Hewitt, PL. (2006). Positive versus negative
perfectionism in psychopathology: A comment on
Slade and Owen’s dual process model. Behavior Mod-
ification, 30, 472-495.

Frost, R.O., Marten, P., Lahart, C., & Rosenblate, R.
(1990). The dimensions of perfectionism. Cognitive
Therapy and Research, 14, 449-468.

Frost, R.O., & Steketee, G. (1997). Perfectionism in ob-
sessive-compulsive disorder patients. Behaviour Re-
search and Therapy, 35,291-296.

Frost, R.O., Steketee, G., Cohn, L., & Greiss, K. (1994).
Personality traits in subclinical and non-obsessive-
compulsive volunteers and their parents. Behaviour
Research and Therapy, 32, 47-56.

Glover, D.S., Brown, G.P,, Fairburn, C.G., & Shafran, R.
(2007). A preliminary evaluation of cognitive-behav-
iour therapy for clinical perfectionism: A case series.
British Journal of Clinical Psychology, 46, 85-94.

Halmi K.A., Sunday, S.R., Strober, M., Kaplan, A., Wood-
side, D.B., Fichter, M., et al. (2000). Perfectionism in
anorexia nervosa: Variation by clinical subtype, obses-
sionality, and pathological eating behavior. American
Journal of Psychiatry, 157, 1799-1805.

Halmi, K.A., Tozzi, F., Thornton, L.M., Crow, S., Fichter,
M.M., Kaplan, A.S., et al. (2005). The relation among

Revista de Psicopatologia y Psicologia Clinica 2012, Vol. 17 (3), 279-294



292 Sarah J. Egan, Tracey D. Wade, Roz Shafran

perfectionism, obsessive-compulsive personality dis-
order and obsessive-compulsive disorder in individuals
with eating disorders. International Journal of Eating
Disorders, 38, 371-374.

Handley, A.K., Egan, S.J., Rees, C.S., & Kane, R.T. (in
preparation). The relationship between perfectionism,
pathological worry and generalized anxiety disorder.

Harvey, A., Watkins, E., Mansell, W., & Shafran, R.
(2004). Cognitive behavioural processes across psy-
chological disorders: A transdiagnostic approach to
research and treatment. Oxford, UK: Oxford Univer-
sity Press.

Hewitt, PL., & Flett, G.L. (1991a). Perfectionism in the
self'and social contexts: Conceptualization, assessment
and association with psychopathology. Journal of Per-
sonality and Social Psychology, 60, 456-470.

Hewitt, PL., & Flett, G.L. (1991b). Dimensions of perfec-
tionism in unipolar depression. Journal of Abnormal
Psychology, 100, 98-101.

Hewitt, PL., Flett., G.L., & Ediger, E. (1996). Perfection-
ism and depression: Longitudinal assessment of a spe-
cific vulnerability hypothesis. Journal of Abnormal
Psychology, 105, 276-280.

Hewitt, P.L., Flett, G.L., Sherry, S.B., & Caclian, C.
(2006). Trait perfectionism dimensions and suicidal
behaviour. In T. Ellis (Ed.), Cognition and suicide:
Theory, research and therapy (pp. 215-230). Washing-
ton, DC: American Psychological Association.

Hewitt, PL., Flett, G.L., & Weber, C. (1994). Dimensions
of perfectionism and suicide ideation. Cognitive Ther-
apy and Research, 18, 439-460.

Hewitt, P.L., Norton, R., Flett, G.L., Callander, L., &
Cowan, T. (1998). Dimensions of perfectionism, hope-
lessness, and attempted suicide in a sample of alcohol-
ics. Suicide and Life-Threatening Behavior, 28, 395-
406.

Hoiles, K., Egan, S.J., & Kane, R.T. (2012). The validity
of the transdiagnostic cognitive behavioural model of
eating disorders in predicting dietary restraint. Eating
Behaviors, 13, 123-126.

Huprich, S.K., Porcerelli, J., Keaschuk, R., Binienda, J.,
& Engle, B. (2008). Depressive personality disorder,
dysthymia, and their relationship to perfectionism.
Depression and Anxiety, 25, 207-217.

Iketani, T., Kiriike, N., Stein, M.B., Nagao, K., Nagata, T.,
Minamikawa, N., et al. (2002). Relationship between
perfectionism and agoraphobia in patients with panic
disorder. Cognitive Behaviour Therapy, 31, 119-128.

Jacobi, C., Hayward, C., de Zwaan, M., Kraemer, H.C., &
Agras, W.S. (2004). Coming to terms with risk factors
for eating disorders: Application of risk terminology
and suggestions for general taxonomy. Psychological
Bulletin, 130, 19-65.

Jacobs, M. J., Roesch, S., Wonderlich, S. A., Crosby, R.,
Thornton, L., Wilfley, D. E., Berrettini, W. H., Brandt,

Revista de Psicopatologia y Psicologia Clinica 2012, Vol. 17 (3), 279-294

H., Crawford, S., Fichter, M. M., Halmi, K. A., John-
son, C., Kaplan, A. S., LaVia, M., Mitchell, J. E., Ro-
tondo, A., Strober, M., Woodside, D. B., Kaye, W. H.,
& Bulik, C. M. (2009). Anorexia nervosa trios: Behav-
ioral profiles of individuals with anorexia nervosa and
their parents. Psychological Medicine, 39, 451-461.

Jacobs, R.H.,, Silva, S.G., Reinecke, M.A., Curry, J.E, Gins-
burg, G.S., Kratochvil, C.J., & March, J.S. (2009). Dys-
functional Attitudes Scale perfectionism: A predictor
and partial mediator of acute treatment outcome among
clinically depressed adolescents. Journal of Clinical
Child and Adolescent Psychology, 38, 803-813.

Jones, L., Scott, J., Haque, S., Gordon-Smith, K., Heron,
J., Caesar, S.,...Craddock, N. (2005). Cognitive styles
in bipolar disorder. British Journal of Psychiatry, 187,
431-437.

Juster, H.R., Heimberg, R.G., Frost, R.O., Holt, C.S., Mat-
tia, J.I., & Faccenda, K. (1996). Social phobia and
perfectionism. Personality and Individual Differences,
21,403-410.

Kawamura, K.Y., Hunt, S.L., Frost, R.O., & DiBartolo,
P.M. (2001). Perfectionism, anxiety and depression:
Are the relationships independent? Cognitive Therapy
and Research, 25,291-301.

Kempke, S., Van Houdenhove, B., Luyten, P., Goosens,
L., Bekaert, P., & Van Wambeke, P. (2011). Unraveling
the role of perfectionism in chronic fatigue syndrome:
Is there a distinction between adaptive and maladaptive
perfectionism? Psychiatry Research, 186, 373-377.

Kessler, R.C., Chiu, W.T., Demler, O., Merikangas, K.R.,
& Walters, E.E. (2005). Prevalence, severity, and co-
morbidity of 12-month DSM-IV disorders in the na-
tional comorbidity survey replication. Archives of
General Psychiatry, 62, 617-627.

Kyrios, M., Hordern, C., Nedeljokovic, M., Bhar, S.,
Moulding, R., & Doron, G. (2007, November). Predic-
tion of outcome following individual manualised cog-
nitive-behaviour therapy for Obsessive-Compulsive
Disorder. Paper presented at the World Psychiatric
Association Conference, Melbourne, Australia.

Lilenfeld LR, Stein D, Bulik CM, Strober M, Plotnicov K,
Pollice C, et al. (2000). Personality traits among cur-
rently eating disordered, recovered and never ill first-
degree female relatives of bulimic and control women.
Psychological Medicine, 30, 1399-1410.

Lilenfeld, L.R., Wonderlich, S., Riso, L.P, Crosby, R., &
Mitchell, J. (2006). Eating disorders and personality:
A methodological and empirical review. Clinical Psy-
chology Review, 26, 299-320.

Lundh, L.G., & Ost, L.G. (2001). Attentional bias, self-
consciousness and perfectionism in social phobia be-
fore and after cognitive-behaviour therapy. Scandina-
vian Journal of Behaviour Therapy, 30, 4-16.

Mussell, M.P., Mitchell, J.E., Crosby, R.D., Fulkerson,
J.A., Hoberman, H.M., & Romano, J.L. (2000). Com-

© Asociacion Espafiola de Psicologia Clinica y Psicopatologia



Perfectionism is transdiagnostic 293

mitment to treatment goals in prediction of group
cognitive-behavioral therapy treatment outcome for
women with bulimia nervosa. Journal of Consulting
and Clinical Psychology, 68, 432-437.

Moor, S., Vartanian, L.R., Touyz, S.W., & Beumont, PJ.V.
(2004). Psychopathology of EDNOS patients: To whom
do they compare? Clinical Psychologist, 8, 70-75.

Nilsson, K., Sundbom, E., Hagglof, B. (2008). A longitu-
dinal study of perfectionism in adolescent onset An-
orexia Nervosa-restricting type. European Eating Dis-
orders Review, 16, 386-394.

Niv, N., Kaplan, Z., Mitrani, E., & Shiang, J. (1998). Valid-
ity study of the EDI-2 in an Israeli population. Israel
Journal of Psychiatry and Related Science, 35, 2877-
292.

Norman, R.M.G., Davies, F., Nicholson, I.R., Cortese, L.,
& Malla, A.K. (1998). The relationship of two aspects
of perfectionism with symptoms in a psychiatric out-
patient population. Journal of Social and Clinical Psy-
chology, 17, 50-68.

Norton PJ., & Philipp L.M. (2008). Transdiagnostic ap-
proaches to the treatment of anxiety disorders: A quan-
titative review. Psychotherapy: Theory, Research, Prac-
tice and Training, 45, 214-226.

Obsessive Compulsive Cognitions Working Group (2001).
Development and initial validation of the Obsessional
Beliefs Questionnaire and the Interpretation of Intru-
sions Inventory. Behaviour Research and Therapy, 39,
987-1006.

Philp, M., Egan, S.J., & Kane, R.T. (2012). Perfectionism,
over commitment to work and burnout in the work-
force. Australian Journal of Psychology, 64, 68-74.

Pinto, A., Liebowitz, M.R., Foa, E.B., & Simpson, H.B.
(2011). Obsessive compulsive personality disorder as
a predictor of exposure and ritual prevention outcome
for obsessive compulsive disorder. Behaviour Research
and Therapy, 49, 453-458.

Pla, C., & Toro, J. (1999). Anorexia nervosa in a Spanish
adolescent sample: An 8 year longitudinal study. Acta
Psychiatrica Scandinavica, 100, 441-446.

Pleva, J., & Wade, T.D. (2007). Guided self-help versus
pure self-help for perfectionism: A randomised con-
trolled trial. Behaviour Research and Therapy, 45,
849-861.

Rasmussen, S.A., O’Connor, R.C., & Brodie, D. (2008).
The role of perfectionism and autobiographical mem-
ory in a sample of parasuicide patients: an exploratory
study. Crisis, 29, 64-72.

Riley, C., Lee, M., Cooper, Z., Fairburn, C., & Shafran,
R. (2007). A randomised controlled trial of cognitive-
behaviour therapy for clinical perfectionism: A pre-
liminary study. Behaviour Research and Therapy, 45,
2221-2231.

Roy-Byrne, P, Craske, M.G., Sullivan, G., Rose, R.D.,
Edlund, M.J., Lang, A.J., Bystritsky, A., Welch, S.S.,

© Asociacion Espaiiola de Psicologia Clinica y Psicopatologia

Chavira, D.A., Golinelli, D., Campbell-Sills, L., Sher-
bourne, C.D., & Stein, M.B. (2010). Delivery of evi-
dence-based treatment for multiple anxiety disorders
in primary care: a randomized control trial. Journal of
the American Medical Association, 303, 1921-1928.

Saboonchi, F, Lundh, L., & Ost, L. (1999). Perfectionism
and self-consciousness in social phobia and panic dis-
order with agoraphobia. Behaviour Research and
Therapy, 37, 799-808.

Sassaroli, S., Lauro, L.J.R., Ruggiero, G.M., Mauri,
M.C., Vinai, P, & Frost, R. (2008). Perfectionism in
depression, obsessive-compulsive disorder and eating
disorders. Behaviour Research and Therapy, 46, 757-
765.

Shafran, R., Clark, D.M., Fairburn, C.G., Arntz, A., Bar-
low, D.H., Ehlers, A., Freeston, M., Garety, P.A., Hol-
lon, S.D., Ost, L.G., Salkovsksis, P.M., Williams,
JIM.G., & Wilson, G.T. (2009). Mind the gap: Improv-
ing the dissemination of CBT. Behaviour Research and
Therapy, 47, 902-909.

Shafran, R., Cooper, Z., & Fairburn, C.G. (2002). Clinical
perfectionism: a cognitive-behavioural analysis. Be-
haviour Research and Therapy, 40, 773-791.

Shafran, R., Egan, S.J., & Wade, T.D. (2010). Overcoming
perfectionism: a self-help guide using cognitive-behav-
ioural techniques. London, UK; Constable & Robin-
son. Shafran, R., & Mansell, W. (2001). Perfectionism
and psychopathology: A review of research and treat-
ment. Clinical Psychology Review, 21, 879-906.

Shahar, G., Blatt, S.J., Zuroff, D.C., Krupnick, J.L., &
Sotsky, S.M. (2004). Perfectionism impedes social rela-
tions and response to brief treatment for depression.
Journal of Social and Clinical Psychology, 23, 140-154.

Slade, P. (1978). Towards a functional analysis of an-
orexia nervosa and bulimia nervosa. British Journal of
Clinical Psychology, 21, 167-179.

Srinivasagam, N.M., Kaye, W.H., Plotnicov, K.H., Greeno,
C., Welzin, T.E., & Rao, R. (1995). Persistent perfec-
tionism, symmetry, and exactness after long-term re-
covery from anorexia nervosa. American Journal of
Psychiatry, 152, 1630-1634.

Steele, A., Corsini, N., & Wade, T.D. (2007). The interac-
tion of perfectionism, perceived weight status and
self-esteem to predict bulimic symptoms: The role of
‘benign’ perfectionism. Behaviour Research and Ther-
apy, 45, 1647-1655.

Steele, A. L., O’Shea, A., Murdock, A., & Wade, T. D.
(2011). Perfectionism and its relation to overevaluation
of weight and shape and depression in an eating disor-
der sample. International Journal of Eating Disorders,
44, 459-464. doi:10.1002/eat.20817.

Steele, A., & Wade, T.D. (2008). A randomised trial inves-
tigating guided self-help to reduce perfectionism and
its impact on bulimia nervosa: A pilot study. Behaviour
Research and Therapy, 46, 1316-1323.

Revista de Psicopatologia y Psicologia Clinica 2012, Vol. 17 (3), 279-294



294 Sarah J. Egan, Tracey D. Wade, Roz Shafran

Steele, A.L., Waite, S., Egan, S.J., Finnigan, J., Handley,
A., & Wade, T.D. (in press). Psychoeducation and
group cognitive behavioural therapy for clinical per-
fectionism: A case-series evaluation. Behavioural and
Cognitive Psychotherapy. Accepted 19.06.2012.

Stice, E. (2002). Risk and maintenance factors for eating
pathology: A meta-analytic review. Psychological Bul-
letin, 128, 825-848.

Stoeber, J., & Joorman, J. (2001). Worry, Procrastination
and Perfectionism: differentiating amount of worry,
pathological worry, anxiety and depression. Cognitive
Therapy and Research, 25, 49-60.

Stoeber, J., & Otto, K. (2006). Positive conceptions of
perfectionism: Approaches, evidence, challenges. Per-
sonality and Social Psychology Review, 10,295-319.

Sutandar-Pinnock, K., Woodside, D.B., Carter, J.C., Olm-
sted, M.P, & Kaplan, A.S. (2003). Perfectionism in
anorexia nervosa: a 6-24 month follow up study. /nter-
national Journal of Eating Disorders, 33, 225-229.

Tsao, J.C.I., Mystkowski, J.L., Zucker, B.G., & Craske,
M.G. (2002). Effects of cognitive-behavioral therapy
for panic disorder on comorbid conditions: replication
and extension. Behavior Therapy, 33, 493-509.

Vohs, K.D., Bardone, A.M., Joiner, T.E., & Abramson, L.Y.
(1999). Perfectionism, perceived weight status and
self-esteem interact to predict bulimic symptoms: a
model of bulimic symptom development. Journal of
Abnormal Psychology, 103, 695-700.

Wade, T.D., Tiggemann, M., Bulik, C.M., Fairburn, C.G.,
Wray, N.R., & Martin, N.G. (2008). Shared tempera-

Revista de Psicopatologia y Psicologia Clinica 2012, Vol. 17 (3), 279-294

ment risk factors for Anorexia Nervosa: A twin study.
Psychosomatic Medicine, 70, 239-244.

Wade, T.D., & Bulik, C.M. (2007). Shared genetic and
environmental risk factors between undue influence of
body shape and weight on self-evaluation dimensions
of perfectionism. Psychological Medicine, 37, 635-644.

Weathers, EW., Huska, J.A., Keane, T.M. (1991). PCL-C
for DSM-IV. Boston: National Center for PTSD - Be-
havioral Science Division.

Weissman, A.N., & Beck, A.T. (1978, August). Develop-
ment and validation of the Dysfunctional Attitude
Scale: A preliminary investigation. Paper presented at
the 86th Annual Convention of the American Psycho-
logical Association, Toronto, Canada.

Westerberg-Jacobson, J., Edlund, B., & Ghaderi, A. (2010).
Risk and protective factors for disturbed eating: A
7-year longitudinal study of eating attitudes and psy-
chological factors in adolescent girls and their parents.
Eating and Weight Disorders, 15,208-218.

White, C., & Schweitzer, R. (2000). The role of personal-
ity in the development and perpetuation of chronic
fatigue syndrome. Journal of Psychosomatic Research,
48, 515-524.

Zuroff, D.C., Blatt, S.J., Sotsky, S.M., Krupnick, J.L.,
Martin, D.J., & Simmens, S. (2000). Relation of thera-
peutic alliance and perfectionism to outcome in brief
outpatient treatment of depression. Journal of Consult-
ing and Clinical Psychology, 68, 114-124.

© Asociacion Espafiola de Psicologia Clinica y Psicopatologia



