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Abstract
The aim of this pilot study was to investigate the impact of the direct treatment of perfectionism on the outcome of perfectionism and
eating disorder pathology. Sixty-one participants, attending day hospital treatment, participated in a randomised controlled study, in
which treatment as usual (TAU) was compared with TAU combined with a clinician-lead cognitive behavioural treatment for perfection-
ism (TAU+P). Linear mixed model analysis revealed no significant interaction effects but significant main effects for time on variables
measuring eating pathology and perfectionism. Outcomes supported the effectiveness of overall treatment but suggested that adding
direct treatment of perfectionism did not enhance treatment. The results are discussed in relation to the existing literature on the treat-
ment of perfectionism. Copyright © 2014 John Wiley & Sons, Ltd and Eating Disorders Association.
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This pilot study was designed to investigate whether adding a treat-
ment module focused on clinical perfectionism would enhance the
outcome of patients attending a day programme (DP) for the treat-
ment of eating disorders (EDs) (Thornton, Touyz, Willinge, & La
Puma, 2009; Willinge, Touyz, & Thornton, 2010). Perfectionism
appears implicated in both treatment resistance and relapse among
anorectic populations, with elevations in perfectionism shown to
persist after ED treatment (Srinivasagam et al., 1995; Sutandar-
Pinnock, Woodside, Carter, Olmsted, & Kaplan, 2003).

Fairburn, Cooper, and Shafran (2003) described ‘clinical’ per-
fectionism, emphasising perfectionistic striving as among one of
four core maintenance factors for EDs. In their transdiagnostic
model, clinical perfectionism is said to perpetuate unrealistic stan-
dards as they are applied to weight and shape. Consequently, the
authors have suggested targeting perfectionism in cases that are
not responding to standard treatment (Fairburn et al., 2003).
Others have likewise concluded that the focus of treatment on
such traits may enhance outcome (Bardone-Cone, Sturm,
Lawson, Robinson, & Smith, 2010; Crane, Roberts, & Treasure,
2007). Despite this, few studies (Fairburn et al., 2009; Pleva &
Wade, 2006; Shafran, Lee, & Fairburn, 2004; Steele & Wade,
2008) have investigated the outcome of treating perfectionism
within the EDs. Findings by Fairburn et al. (2009) recommended
targeting perfectionism in more complex cases but excluded pa-
tients with anorexia nervosa; Steele and Wade (2008) failed to find
differences in outcome between active and placebo conditions.

Perfectionism has been conceptualised as a multidimensional
construct (Flett & Hewitt, 2002), with research reliably revealing
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a two-factor structure: a factor related to high standards, Positive
Achievement Strivings (PAS), and another indicating elevated
self-criticism, termed Maladaptive Evaluative Concerns (MEC;
Frost, Heimberg, Holt, Mattia, & Neubauer, 1993). The model
has received consistent support, as has the finding that it is pre-
dominantly MEC, which is related to pathology (Bieling, Israeli,
& Antony, 2004; Cox, Enns, & Clara, 2002; DiBartollo, Li, &
Frost, 2008; Dunkley, Blankstein, Masheb, & Grilo, 2006).

Given the theoretical prominence of perfectionism as both a
risk and maintaining factor for EDs, and that the direct treatment
of perfectionism within ED cohorts has received limited attention
with mixed outcome, this pilot study aimed to investigate the
impact and feasibility of adding a course of CBT for perfectionism
to standard ED treatment. Consistent with the extant research, the
current study employed MEC and PAS to examine change in per-
fectionism. We hypothesised that change in MEC, the so-called
pathological aspect of perfectionism, might lead to improved
ED outcome.

Method

Design

Participants engaged in a step-down approach to ED treatment
from inpatient treatment to a DP were randomly allocated in blocks
to treatment as usual (TAU) or treatment as usual + perfectionism
(TAU+P). Self-report measures were administered at pre-treatment
and after seven sessions of TAU or TAU+P. Excluding these seven
sessions, the remainder of TAU accounted for 8 hours of treatment,
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5 days per week, for 3.5weeks. Follow-up measures were mailed at
3months after post-assessment.

Participants

Participants were 60 women and 1 man, admitted consecutively to
the 5-day ED DP at a private, tertiary referral hospital in Sydney.
Average length of stay in the DP was 5.82weeks (SD= 2.71). Four
participants withdrew consent to the study prior to commencing
DP treatment. Table 1 presents pre-assessment characteristics for
the remaining participants (n= 57). Ethical approval was granted
by the Macquarie University Human Research Ethics Committee
and by the Medical Advisory Committee, Wesley Private Hospital.

Treatment

Admission criteria and DP treatment at this facility have been
described elsewhere (Thornton, Touyz, Beumont, & George,
2003; Thornton et al., 2009). Patients attend a range of treatment
groups comprising TAU, conceptualising psychological treatment
within the transdiagnostic model (Fairburn et al., 2003). Patients
also receive individual dietetic and psychological/psychiatric treat-
ment. Medication is prescribed as indicated.

The seven-session perfectionism programme (CBT-P) compris-
ing TAU+P was developed for the current pilot study. On the
basis of CBT principles, CBT-P conceptualised perfectionism as
a multidimensional construct (Hewitt & Flett, 1991), maintained
by both unhelpful thoughts and behaviours representing
unachievable standards applied to weight and shape. Treatment
Table 1 Pre-assessment sample characteristics

Variable

Total sample

(n= 57)

TAU

(n= 29)

TAU+P

(n= 28)

N (%) N (%) N (%)

Prior ED treatment

Inpatient 52 (91.2) 28 (96.6) 24 (85.7)

Day patient 51 (89.5) 27 (93.1) 24 (85.7)

Dietetic 46 (80.7) 26 (89.7) 20 (71.4)

Individual therapy 19 (33.3) 16 (55.2) 3 (10.7)

Family therapy 17 (29.8) 12 (41.4) 5 (17.9)

Current medication 48 (84.2) 27 (93.1) 21 (75.0)

Comorbid diagnoses 48 (84.2) 25 (86.2) 23 (82.1)

History of suicidality/self-harm 22 (38.6) 10 (34.5) 12 (42.9)

Amenorrhoea 36 (63.2) 17 (58.6) 19 (67.9)

Referral source

Inpatient 46 (80.7) 20 (69.0) 26 (92.9)

Outpatient 11 (19.3) 9 (31.0) 2 (7.1)

Completed DP 40 (70.2) 21 (72.4) 19 (67.9)

ED Diagnosis

AN-R 14 (24.6) 7 (24.1) 7 (25.0)

AN-BP 9 (15.8) 4 (13.8) 5 (17.9)

BN 14 (24.6) 10 (34.5) 4 (14.3)

EDNOS-R 6 (10.5) 3 (10.3) 3 (10.7)

EDNOS-BP 14 (24.6) 5 (17.2) 9 (32.1)

ED= eating disorder; DP= day programme; TAU= treatment as usual; TAU+P=

treatment as usual +CBT for perfectionism; AN-R= anorexia nervosa restricting

subtype; AN-BP= anorexia nervosa binge-purge subtype; BN= bulimia nervosa;

EDNOS-R = eating disorder not otherwise specified restricting subtype; EDNOS-

BP= eating disorder not otherwise specified binge-purge subtype.
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was manualised1 using information adapted, with permission,
from the self-help book, When perfect isn’t good enough: Strategies
for coping with perfectionism (Antony & Swinson, 1998). Prior
research has established its treatment efficacy (Pleva & Wade,
2006; Steele & Wade, 2008).

Sixty-minute CBT-P groups were held twice weekly and deliv-
ered in a manualised fashion. CBT-P replaced CBT-based general
psychology groups running twice weekly for 3.5 weeks; TAU and
TAU+P thus received the same number of treatment hours. As
the average length of stay in the DP was known to be variable, a
3.5-week treatment period was selected to maximise the likelihood
of participants completing either intervention before discharging.
Weekly clinical supervision and cotherapy were utilised to ensure
treatment fidelity.

Measures

The eating disorder examination-questionnaire
(Fairburn & Beglin, 1994)

This is a self-report measure developed in close concordance
with Fairburn and Cooper’s (1993) semi-structured interview.
The measure yields a total score and four subscales. Coefficient
alpha for the present sample is 0.92. Agreement between the inter-
view and questionnaire formats assessing attitudinal aspects of ED
pathology has been established (Mond, Hay, Rodgers, & Owen,
2007; Peterson et al., 2007).

The multidimensional perfectionism Scale-H (Hewitt &
Flett, 1989)

This is a 45-item measure of perfectionism, yielding scores on
three 15-item subscales: Self-oriented Perfectionism,Other-Oriented
Perfectionism and Socially Prescribed Perfectionism. The scale has
demonstrated sound psychometric properties in clinical and non-
clinical samples (Hewitt & Flett, 1991; Hewitt, Flett, Turnbull-
Donovan, &Mikail, 1991); coefficient alpha for the current sample
is 0.90.

The multidimensional perfectionism Scale-F (Frost,
Marten, Lahart, & Rosenblate, 1990)

This is a 35-item self-report measure assessing perfectionism
on six subscales: Concern over Mistakes, Doubts about Actions,
Personal Standards, Parental Expectations, Parental Criticism
and Organisation (ORG). Subscale scores, excluding ORG, are
summed to reach a Total Perfectionism score. The six-factor
structure of the Multidimensional Perfectionism Scale-F has
yielded consistency across samples (Frost et al., 1993; Purdon,
Antony, & Swinson, 1999); coefficient alpha is 0.94.

Statistical analysis

Primary outcomes were a reduction in eating symptoms and the
two factors of perfectionism, MEC and PAS. In this regard, Frost
et al.’s (1990) Concern over Mistakes, Doubts about Actions,
Parental Criticism and Parental Expectations, and Hewitt and
Flett’s (1991) Socially Prescribed Perfectionism, load onto MEC;
Self-oriented Perfectionism, Other-Oriented Perfectionism, Per-
sonal Standards and ORG contribute most meaningfully towards
1Available from the first author on request.
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PAS and have been shown to be both negatively associated with
maladjustment and positively associated with conscientiousness
(Bieling et al., 2004; Stoeber & Otto, 2006). Between-group
(TAU+P vs TAU) change at pre-assessment and post-assessment,
and at pre-assessment and 3-month follow-up was assessed using
linear mixed model analyses where subject was a random factor.
In order to maximise power, analyses were limited to the investi-
gation of two contrasts of interest: the effect from pre-assessment
to post-assessment, and from pre-assessment to follow-up.
Results

Pre-assessment characteristics

Baseline characteristics are presented by group in Table 1. Inde-
pendent samples t-tests revealed no significant differences at
pre-assessment between TAU and TAU+P participants on key
illness indicators, and are presented in Table 2.
Table 2 Pre-assessment group equivalence

Variable
Total sample (n= 57) T

Mean (SD) M

Age (years) 23.43 (7.06) 2

Age at onset (years) 15.20 (4.58) 1

Illness duration (years) 8.0 (7.64)

BMI at pre-assessment 20.03 (3.55) 2

Total no. of weeks in DP 5.82 (2.71)

EDE-Q 4.13 (1.15)

PAS 178.46 (36.66) 18

MEC 142.29 (33.33) 14

TAU= treatment as usual; TAU+P= treatment as usual +CBT for perf

Q= Eating Disorders Examination-Questionnaire; PAS= Positive Achie

are two-tailed; DP= day programme; ns = not significant.

p< .05.

Table 3 Means (M), standard deviations (SD) and effect sizes (ES) f

Measure Assessment point

TAU

M SD

EDE-Q Pre 4.11 1.31

Post 3.45 1.37

Follow-up 3.33 1.99

PAS Pre 181.01 35.34

Post 172.00 36.93

Follow-up 162.18 47.60

MEC Pre 140.72 33.75

Post 144.89 31.23

Follow-up 136.06 45.65

Effect size (ES) expressed as Cohen’s d for treatment change at pre-assess

TAU= treatment as usual; TAU+P= treatment as usual + CBT for perf

PAS= Positive Achievement Striving; MEC=Maladaptive Evaluative Co

*Large ES> 0.8.
^Medium ES= 0.5–0.8.
+Small ES = 0.2–0.4.
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Outcome measures

Changes in the mean scores on measures of eating and perfection-
ism (represented byMEC and PAS) are presented in Table 3, along
with effect sizes for change at pre-assessment to post-assessment,
and pre-assessment to 3-month follow-up.

Linear mixed model analysis comparing TAU+P and TAU on
changes in eating pathology revealed a main effect for time
F(79.70) = 6.59, p= .00, indicating improved Eating Disorder
Examination-Questionnaire scores from pre to post treatment.
Neither a main effect for group, F(58.31) = .08, p= .79, nor an
interaction effect, F(79.70) = .01, p= .99, was evident. Further tests
given the main effect for time yielded a significant effect at post-
assessment, t(79.78) =�2.38, p= .02.

The PAS yielded an absence ofmain effect for time, F(80.48)=1.86,
p= .16, or group F(54.74) = .11, p= .75. There was no significant
interaction effect of treatment group by time, F(80.49) = .84,
p= .44. For MEC, there was a significant main effect for time
F(78.34) = 3.59, p=0.03, indicating lowered MEC scores from pre
AU (n= 29) TAU+P (n= 28)

ean (SD) Mean (SD) t(p)

2.97 (6.72) 23.43 (7.51) �.245 (.81) ns

5.17 (3.36) 15.21 (5.64) �.034 (.97) ns

7.79 (8.24) 8.21 (7.11) �.206 (.84) ns

0.23 (3.80) 19.82 (3.31) .431 (.67) ns

6.07 (2.67) 5.57 (2.77) .691 (.49) ns

4.11 (1.31) 4.15 (1.01) �114 (.91) ns

1.01 (35.34) 175.81 (38.44) .532 (.60) ns

0.72 (33.75) 143.91 (33.43) �.358 (.72) ns

ectionism; SD= standard deviation; BMI = body mass index; EDE-

vement Striving; MEC=Maladaptive Evaluative Concerns; t-tests

or variables over time

TAU+P

ES M SD ES

4.15 1.01

0.5^ 3.63 1.52 0.4+

0.5^ 3.36 1.58 0.6^

175.81 38.44

0.3+ 178.98 27.12 �0.1

0.5^ 176.73 27.39 �0.0

143.91 33.43

�0.1 144.52 28.02 �0.0

0.1 137.25 32.06 0.2+

ment to post-assessment and pre-assessment to 3-month follow-up.

ectionism; EDE-Q=Eating Disorders Examination-Questionnaire;

ncerns.
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to post treatment. Analysis yielded no main effect for group F
(56.64)= 0.00, p= .97, with no interaction effect, F(78.34) = .46,
p= .63. Further analysis given the main effect for time failed to yield
significance at post-assessment, t(79.42) =�1.22, p= .23.

Discussion

The aim of this preliminary investigation was to explore whether
the treatment of ED pathology may be enhanced by adding a com-
ponent of CBT for perfectionism to TAU in a DP setting. The pres-
ent results suggest that TAU+P was no more effective than TAU
in reducing the severity of ED symptoms or perfectionism.

Despite an emerging body of literature pointing to the benefits
of treating perfectionism (Bardone-Cone et al., 2010; Kutlesa &
Arthur, 2008; Riley, Lee, Cooper, Fairburn, & Shafran, 2007),
few studies have reported the positive outcome of perfectionism
treatment within ED samples (Fairburn et al., 2009; Steele &
Wade, 2008). The present findings are therefore consistent with
the existing literature, and serve to inform future decision-making
regarding the treatment of perfectionism

In the present context, it is possible that because of a ceiling ef-
fect, the addition of an active component to an already efficacious
treatment (Willinge et al., 2010) yielded a small effect, masked by
the strength of TAU. Furthermore, TAU and TAU+P may both
have addressed elements of perfectionism. Despite randomisation
and a rigorous approach to ensuring treatment fidelity, general
CBT treatment for EDs is likely to incorporate some elements
challenging unrealistic standards. For example, general psychol-
ogy groups ask patients to challenge cognitions related to a thin
ideal or body image; simply eating to a meal plan constitutes ex-
posure to standards concerning appropriate dietary intake. This
clearly has further potential to mask the effect of directly treating
perfectionism. Future research would benefit from comparison of
an active with a more neutral aspect of treatment, such as a craft
group or non-treatment group activity.
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Moreover, TAU+P comprised just seven sessions, accounting
for seven of a total of 136 hours of treatment. It is possible that
this was insufficient to shift deeply embedded standards around
weight and shape. The heterogeneous nature of the present sam-
ple might account for the reduced effect sizes seen here. Notably,
of the comparative studies available, one involved bulimia nervosa
patients (Steele & Wade, 2008), and the other, although involving
transdiagnostic treatment, excluded anorexia nervosa patients
(Fairburn et al., 2009). Although some have emphasised the prac-
tical aspect of defining recovery regardless of ED diagnosis
(Bardone-Cone et al., 2010), the question of whether different di-
agnoses moderate the effect of perfectionism treatment is an im-
portant issue for future research.

Although a pilot study, some limitations, such as small sample
size, dropout from treatment and missing data at follow-up, must
be noted. Whilst a common bedfellow to ED research, they will
likely impact on the strength of the conclusions drawn. However,
this pilot is the first of its kind to investigate the impact of clini-
cian-led treatment exclusively for perfectionism on the outcome
of both ED and perfectionism in a clinical cohort incorporating
mixed ED presentations. The results appear consistent with the
literature, suggesting that treating perfectionism within an ED
sample does not appear to add to outcome. Although tentative,
one conclusion may be that perfectionism is best understood as
a stable personality trait, requiring longer-term treatment (Blatt,
Quinlan, Pilkonis, & Shea, 1995), if amenable to treatment at all
(Blatt & Zuroff, 2002). Future endeavours may consider intensify-
ing treatment focus to support change in perfectionism. Alterna-
tively, it might be that the treatment of perfectionism is best left
to those specifically experiencing difficulty with unattainable stan-
dards (Fairburn et al., 2009); or that perfectionism may be more
effectively treated following full recovery from the ED (Bardone-
Cone et al., 2010). Finally, it may be that the best way to address
perfectionism is in fact to treat the ED.
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