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Matthew Flinders Distinguished 
Professor Tracey Wade

Sharpening up your CBT skills

Treating perfectionism and 
beyond

Good Psychological therapy Salkovskis et al., 2023

• Involves a skilful blend of clinical art and 
clinical science. 

• The aim of such good therapy is, as far as 
possible, to work collaboratively with the 
person.

• We seek to empower them to examine 
their situation in a flexible way to 
understand how their world works. 

• It is not about fostering positive thinking 
–it is often about how to manage best in 
difficult circumstances through identifying 
where psychological flexibility has been 
lost and how some flexibility might be 
restored.

Shafran R, Cohen-Woods S, Heyman I, Ienca M, Sebire N, Wade TD. (in 
press). A Fourth Pillar for Evidence-Based Medicine: Implications for 

Psychiatry. British Journal of Psychiatry

Cognitive behaviour therapy 

• Effective across a wide range of 
conditions

• The most effective therapy for 
some disorders e.g., eating 
disorders

• But dissatisfaction with 
outcomes and with fit to client 
persists
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Have we maximised the power of CBT?

CBT for specific 
disorders, 

transdiagnostic CBT, 
many helpful 
treatments 

theoretically or 
topographically like CBT 

e.g., MBCT, CFT, BA, 
ACT, DBT

Higher order 
competence in 

delivering therapy

e.g., firm empathy, start 
simple

Key effective 
mechanisms (targets) 

e.g., psychological 
flexibility; perfectionism

Common elements 
(techniques) of effective 

therapies

e.g., exposure, 
behavioural 

experiments, attention 
training 

Agenda

• Higher order competence in 
delivering therapy

• Key effective mechanisms 
(targets) 

• Common elements (techniques) 
of effective therapies

Agenda

• Higher order competence in 
delivering therapy

• Key effective mechanisms 
(targets) 

• Common elements (techniques) 
of effective therapies
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Ten evidence-based metacompetences

1. An effective working alliance requires us to balance firmness and empathy. 

2. The patient is likely to be more robust than we think.

3. Push for early behavioural change.

4. Focus on (and respond to) session-by-session progress in therapy.

5. Weekly sessions are important at first.

6. Complex presentations should initially be met with routine therapy. 

7. Deliver therapy competently (e.g., adapting to patient response) rather than with rigid adherence.

8. Encourage the patient to argue for behavioural change.

9. Homework completion is critical for therapy to be effective.

10. Positive outcomes require clinicians who are well-trained and well-supervised.

• working alliance: (1) agreement on goals; (2) assignment of tasks, and 
(3) the development of bonds Bordin, 1979

• firm empathy is where the clinician utilises key therapy tasks 
(elements) pertinent to the agreed goals of therapy in judicious 
combination with maintaining the therapeutic bond Wilson et al., 1997

An effective 
working alliance 

requires us to 
balance firmness 

and empathy. 

7

8

9



5/06/2026

4

• Among inpatients with anorexia nervosa, a better working alliance 
was positively associated with greater early weight gain and overall 
general symptom change

• The “assignment of tasks” component (e.g., the tasks that the patient 
is working on to achieve their goals) had the strongest association 
with outcome

Werz, J., Tuschen-Caffier, B., & Voderholzer, U. (2025). The Relationship Between Therapeutic Alliance, Early Symptom 
Change, and Outcome Among In-Patients With Anorexia Nervosa. The International Journal of Eating Disorders, 58(12), 
2378–2391. https://doi.org/10.1002/eat.24524

Evidence 
• A meta-analysis of 20 eating disorder treatment 

studies showed that greater early improvement 
in symptoms was associated with a stronger early 
alliance (ß = 0.19) while greater early- and mid-
treatment alliance predicted greater subsequent 
symptom change (ß = 0.13). Early alliance 
showed weaker associations with outcome in 
therapies with a strong behavioural component, 
such as CBT.

• Another meta-analysis, this time across 
treatment of depression, anxiety, post-traumatic 
stress disorder and eating disorders, and across 
various therapeutic modalities including CBT, 
identified significant reciprocal within-patient 
effects between alliance and symptoms within 
the first seven treatment sessions.

In other words, exercising firm 
empathy to help the client engage in 
the tasks of therapy right from the 

start improves working alliance. 

Graves et al., 2017; Flückiger et al., 2020

Remember … just like our clients, clinicians can 
hold on to beliefs not supported by evidence

Everything we hear is an opinion, 
not a fact. Everything we see is a 
perspective, not the truth.

Marcus Aurelius

Roman emperor 161-180 AD
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What does firm empathy look like? 

• The therapist and client are on the 
same page in terms of 
understanding what tasks are 
required to “do therapy” as 
opposed to coming to therapy or 
being in therapy BEFORE therapy 
commences

• The therapist does not wait until 
therapeutic alliance is established 
before commencing therapy or 
hold back on the effective 
elements of therapy until they feel 
that the client likes and/or trusts 
them

• From the very first session the 
therapist works alongside the 
patient to help them utilise all the 
effective CBT techniques, 
accompanied by a clear rationale 
and engaging summaries of the 
evidence that this approach 
produces change. There is 
empathic recognition that change 
is always difficult and anxiety-
provoking, while stressing that it 
will be worthwhile.

In pairs

In session 1 your client says 
they can’t keep a daily record 
of their perfectionism as it will 

be too stressful and make 
them worse. What do you say? 

What do you do?

• The clinician challenges their own spun-
glass theory of the mind - the belief that 
the human organism is so fragile that 
minor negative events, such as being 
encouraged to change – will lead to 
catastrophic consequences Meehl, 1973

• If we treat the client as they are 
incapable, we send a strong message to 
our client. 

• If we focus on building self-efficacy in our 
client by enabling early behavioural 
change, we show them we think they are 
capable. 

The patient is likely 
to be more robust 

than we think.

“You are braver than you believe, stronger 
than you seem, and smarter than you 

think”

13

14

15



5/06/2026

6

Evidence 

• Clinicians systematically avoid 
those therapy tasks that cause 
us anxiety, fearing an adverse 
impact on the client or a 
negative impact on working 
alliance. 

• Clinician anxiety (as well as their 
beliefs, training, etc.) means 
that exposure tasks are 
significantly less likely to be 
used in therapy.

Waller & Turner, 2016; Langthorne et al., 2023

% therapists avoiding tasks in CBT for ED

• Sessional weighing shared with the 
client: 61%

• Food monitoring records: 47%

• Exposure to feared foods: 40%

• Psychoeducation: 35%

• Beliefs about eating: 34%

• Regular eating: 19%

What does having greater confidence in our 
client look like? 

• Reflect on the tasks we avoid in 
therapy and the beliefs that 
drives this avoidance 

• Experiment with the avoided 
task and test your predictions 

It is essential that we use 
supervision to ensure that our 
personal characteristics or lack 
of experience do not interfere 
with the delivery of evidence-

based therapy, for fear of 
‘breaking’ the patient who we 

see as fragile. 

In pairs

Each person identify an 
evidence-based therapy task 

you most avoid using in 
therapy – then complete the 

first half of the therapist belief 
worksheet for one of you.
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• As a consequence of firm empathy and treating 
the clients like they are stronger than they seem, 
we push for early behavioural change. 

• This is usually best effected through exposure 
work – the tasks that the client has been 
avoiding. 

• So, anxiety will be high – from the client and the 
therapist. 

• Biologically, we know that as new behaviours are 
practised, the brain forms new neural pathways 
that make learning easier and less stressful – 
new pathways don’t form from just talking about 
change.

Push for early 
behavioural 

change.

Evidence 
• Enabling early change is an ethical 

imperative. 

• The evidence across meta-analyses 
shows clearly that early change is one of 
the strongest and most replicable 
predictors of therapy outcome across 
different mental health problems. 
Gradual change predicts significantly 
worse outcome.

• It is also the time when most of the 
overall change of therapy occurs. 

• Remission rates began to level out 
around session 8 to 10.

Beard & Delgadillo, 2019; Vall & Wade, 2015; Klein et al., 2024; 
Rose & Waller, 2017; Saxon et al., 2017; Wade et al., 2021

R² = 0.957

R² = 0.9181

R² = 0.7923
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• Measurement of, sharing of, and response to, progress (or the lack of 
it) in therapy in each session of therapy. 

• Requires use of a brief measurement tool immediately before each 
session to identify whether the problematic symptoms that brought 
the patient to therapy are indeed changing. 

• The results from these tools are shared in session with the patient, 
preferably in a graphical format, to communicate the message about 
progress, and to discuss ways in which the patient has worked to 
change, and how to do more to enhance progress going forward. 

Focus on (and 
respond to) 

session-by-session 
progress in therapy.
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Evidence 

• Meta-analyses show that measuring sessional symptom change and 
sharing it with the client is associated with:

o reduction in therapy drop-out 

o improved treatment outcomes 

o making less effective (or below average) therapists more effective – 
they know rather than assume what is going on with their client

o reductions in therapy duration due to better progress 
de Jong et al., 2021; Delgadillo et al., 2018; Delgadillo et al., 2022; Janse et al., 2020
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Psychology Session

Eating Behaviours

Binged

Vomited

Used laxatives

Dieted/restricted

Exercised hard to control your weight

Over the last week, how often have 
you Baseline S1 S2 S3 S4 S5 S6

1
Worried about losing control over your 
eating 5 4 3 1 0 0 0

2
Avoided activities or people because of the way I 
look 5 5 5 5 4 4 4

3
Been preoccupied with thoughts of food and 
eating 5 4 3 1 1 1 0

4
Compared your body negatively with 
others’ 5 5 5 5 6 6 6

5
Avoided looking at your body 
] 5 5 5 5 6 6 6

6
Felt distressed about your 
weight 5 5 6 6 6 6 6

7
Checked your body to reassure yourself about 
your appearance 5 5 5 5 5 4 4

8 Followed strict rules about your eating 5 3 3 0 0 0 0

9 Felt distressed about your body shape 5 5 5 5 5 5 5

10
Worried that other people were 
judging you 5 5 5 5 5 5 5

(0, not at all - 6, all the time) Mean 5 4.6 4.5 3.8 3.8 3.7 3.6

See: https://www.overcomingperfectionism.com/for-clinicians
“weekly spreadsheet”

Erekson et al., 2015

Weekly therapy is associated 
with steeper recovery curves, 
compared to therapy 
conducted every two or three 
weeks - indeed, sessions once a 
month will see a gradual 
deterioration in the person’s 
functioning. 

Weekly sessions 
are important at 

first.
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What this looks like

Initial weekly sessions should be 
presented as a therapy non-
negotiable. 

A pre-therapy discussion about the 
rationale for weekly sessions, in terms 
of an investment in more rapid and 
enhanced improvement, and the cost-
benefit, which may lead the client to 
delay therapy until they can get most 
benefit from it, or to prioritise therapy 
to give it the best chance of success. 

In pairs

What are the obstacles to 
weekly sessions at the start of 

therapy (both client and 
therapist). How could these be 

overcome?

Clinicians often cite the complexity of cases as meaning that existing evidence-based protocols 
cannot be assumed to apply. Evidence suggests comorbidity is associated with more therapist 
drift. 

It is important that clinicians remain ‘on protocol’, focusing on one problem at a time, given 
evidence shows that the ‘one target at a time’ approach benefits comorbid conditions and 
improves general quality of life and little evidence that deviating from that protocol might be a 
positive change. 

Some evidence suggests that a focus on one condition at a time may be of more benefit to the 
patient than simultaneous consideration of all condition. Where early change is not evident, 
reasons for lack of response need to be reviewed with the client, and personalisation of 
treatment, informed by client preference, needs to be introduced stepwise with ongoing 
sessional measurement 

Complex 
presentations should 
initially be met with 

routine therapy. 

Craske et al., 2007; Gibbons & DeRubeis, 2008; Shafran et al., 
2018; de Beurs et al., 2020
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Don’t get caught up in Meehl’s “broken leg 
exceptions” 

A relatively prominent but evidentially 
irrelevant aspect of the patient’s presentation is 
used by the therapist to reach the conclusion 
that an evidence-based protocol should not be 
used. 

Clinicians think therapy protocols cannot work 
for patients who have complex presentations, 
come from different ethnic backgrounds, have 
had a trauma history, or have neurodivergent 
status, even though those clinicians do not have 
any evidence that the core protocol does not 
work or that any other approach works better.

This can lead therapists to choose untested and 
idiosyncratic therapies. This pre-emptive use of 
therapist judgement can result in unnecessarily 
poorer outcomes for the patient (Grove et al., 
2000). 

1. Start simple 
2. Collect evidence about impact of therapy using a 

brief sessional measure
3. Use firm empathy to push for early change
4. Review. 

What does this look like? 
“Failure to accept a large and consistent 

body of scientific evidence over unvalidated 

personal observation may be described as a 

normal human failing or, in the case of 

professionals who identify themselves as 

scientific, plainly irrational” (Dawes et al., 

1989; p.1673). 

BUT - if the review evidence suggests that the client is not experiencing 
change – it is time to do something different.

This can involve applying a different therapeutic modality, a different 
treatment setting, pulling back to a monitoring approach only. 

One possibility is exercising competence in applying a protocol and 
adapting it to the individual client without losing the essence of the 

clinical approach. 

Deliver therapy 
competently rather 

than with rigid 
adherence
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Evidence 

The ability to personalise a treatment 
protocol is a competence that has been 
clearly linked with improved treatment 
outcomes.

Utilising client preference within a 
protocol can make it even more 
effective: Andersson and colleagues 
(2023) found a significant difference in 
favour of online self-tailored treatment 
over clinician-tailored (d = 0.26) in adults 
with depression, where the self-tailored 
option offered a selection of six to 13 
evidence-based modules that clients 
thought would suit them best.    

Three dimensions of personalisation

1. Timing of when personalization decisions are 
made in a patient's treatment pathway (e.g., 

before, during or after treatment). 

2. The level of intervention (e.g., the intensity of 
treatment, choice of modality or techniques, 

or style of delivery). 

3. The method of personalization, how does one 
decide the critical issue to target?

Andersson et al., 2023; Delgadillo et al., 2022; 
Nye et al., 2023; Cohen et al., 2021

An example of personalisation in response to 
evidence 

When offering weekly 20-minute sessions of 
guided self-help CBT to women who had 
eating disorders featuring binge-eating, Chen 
and colleagues (2017) moved those not 
experiencing early change at session 4 to 
more intensive therapy (group DBT/CBT). 
Strong early responders continued guided 
self-help. At 6- and 12-month follow-up 
assessments, outcomes across the groups 
were commensurate, indicating that gradual 
responders could achieve similar outcomes to 
more rapid responders when moved to a 
more appropriate intensive therapy.

Protocol for personalising treatment
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Step Strategy 

1 Assessment and Formulation of eating disorder and comorbidities, identifying top three problems 
identified collaboratively among the patient, a significant other where possible, and the clinician. Include 
baseline psychometric assessment of eating disorder and the top three comorbid problems.

2 Commence standard treatment. Use sessional measures of disordered eating shared openly in session, 
review progress collaboratively in sessions 4-6, and reassess top three problems for use in this review.

3 Review. If rapid responder, focused therapy for the eating disorder can continue. Where little progress in 
reducing disordered eating is evident, review with patient (and significant other, as appropriate) which of 
the three top problems (co-occurring mental health conditions) are the most problematic in terms of 
impeding progress. Other issues unrelated to comorbidity may emerge at this point which need 
attention.

4 Where comorbidity is identified as a barrier, choose (1) Alternate, (2) Modular, or (3) Transdiagnostic 
strategy to tackle co-occurring mental health conditions. Continue to use sessional measure of 
disordered eating and review co-occurring mental health conditions when triggered by lack of progress 
over 4 adjacent sessions, opting for a data-driven change in treatment if progress is still not evident. 

1 Assessment and Formulation of the disorder for which referred and identify top three problems 
collaboratively with the client (and a significant other where appropriate). Include baseline 
psychometric assessment of the main disorder and the top three comorbid problems.

Informed by PSYCHLOPS – “the problem that troubles you most”

Austin et al. (2021). Exploring the use of individualised patient-reported 
outcome measures in eating disorders: Validation of the Psychological 
Outcome Profiles. European Eating Disorders Review, 29(2), 281–291. 
doi: 10.1002/erv.2819 

Choose a package of brief assessments that can be administered at baseline, at 
early review, and end of treatment e.g., in eating disorders, the Patient Health 
Questionnaire (PHQ-9), Generalised Anxiety Disorder (GAD-7), EDE-Q, Clinical 
Impairment Assessment, 12-item WHO Disability Assessment Schedule 2.0.

Austin et al. (2023). International consensus on patient-centred 
outcomes in eating disorders. Lancet Psychiatry, 10(12):966-973. doi: 
10.1016/S2215-0366(23)00265-1. 

2 Commence standard treatment. Use sessional measures of the main disorder shared openly in session, 
review progress collaboratively in sessions 4-6, and reassess top three problems for use in this review.

As per slide 33
1. Start simple 
2. Collect evidence about impact of therapy using a brief sessional measure
3. Use firm empathy to push for early change
4. Review. 

3 Review. If rapid responder, focused therapy for the eating disorder can continue. Where little progress 
in reducing disordered eating is evident, review with patient (and significant other, as appropriate) 
which of the three top problems (co-occurring mental health conditions) are the most problematic in 
terms of impeding progress. Other issues unrelated to comorbidity may emerge at this point which 
need attention.

1. Where rapid response is noted, e.g., reduction of ≥ 1.13 points on the global EDE-Q, then continue with your 
focused therapy.

2. If there is gradual response AND THE PATIENT IS ENGAGED IN THE THERAPEUTIC TASKS, review your measures, 
consider what new issues have emerged in treatment, discuss with client which represent the biggest obstacle 
to change. 
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4 Augment therapy informed by the barrier, choose (1) Alternate, (2) Modular, or (3) Transdiagnostic 
strategy to tackle co-occurring mental health conditions. Continue to use sessional measure and review 
co-occurring conditions when triggered by lack of progress over 4 adjacent sessions, opting for a data-
driven change in treatment if progress is still not evident. 

Strategy Pros Cons
Alternate interventions- 

between or within sessions

Engagement; some indication that 

those with complex 

psychopathology do better with 

this approach 

Confusing for therapist and 

patient; potential dilution

Modular approach Fidelity to protocol but flexible 

with data-driven guiding algorithm 

Can be overwhelming; do not have 

algorithm for eating disorders
Unified/transdiagnostic 

approach

Holistic; integrated; some 

supporting data in other emotional 

disorders

Tends to be more generic; lose 

benefits from disorder specific 

interventions

Meta-analytic evidence suggests personalisation of therapeutic protocol can enhance outcome

In pairs

When perfectionism is 
identified as the obstacle to 

sizeable change, what is your 
usual way of managing this?

Adopt motivational enhancement skills into our therapy as a context in which 
to enable people in two minds about change to change. 

One key strategy of motivational interviewing is use of cognitive dissonance - 
helping the client to ‘talk themselves into’ change. 

This ‘change talk’ is the opposite of the commonly used (but worst) 
persuasion strategy of ‘sustain talk’– evoking the patient to argue defensively 
for sustaining the problematic behaviour. 

Described as “saying is believing”, this metacompetency involves the therapist 
using their skills to weave in frequent opportunities in each session for the 
client to argue for behaviour change. https://motivationalinterviewing.org/

Encourage the 
patient to argue for 

behavioural 
change.
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Evidence 

The proportion of therapist MI-consistent skills was related to a 
higher proportion of change talk from the client, which was 
related in turn to reductions in unhelpful behaviour at follow-
up. Magill et al., 2018

Comparing ‘change’ and ‘sustain’ talk as two independent 
effects, only client sustain talk predicted worse outcome. 

We must track both types of talk; enhancing change talk while 
limiting (and ultimately eliminating) sustain talk. 

What does it look like?

Express Empathy: warmth, safety 
& calmness
Roll with Resistance: no 
confrontation or defensiveness: 
step back, accept and manage 
withdrawal, coldness, hostility, 
anger.
Develop Discrepancy: positive 
envisioning as well as negative 
elaboration 
Support Self-Efficacy: build 
confidence, interest, inspiration 
and hope

Criticism, warning  & lecturing 
reduces confidence in change 
attempts
Giving advice when it is not 
wanted is ignored
Arguing for change when person is 
in 2 minds means they take up the 
anti-change argument
Failure to respect the challenge of 
change can make it falter.
Ignoring or dismissing change talk 
means it can fall into stony ground

Therapist encourages change Therapist encourages sustain

• Homework involves setting clear goals between each session. 

• While most clinicians are familiar with goal setting, this proficiency 
focuses on the ability to help the client develop the skill of mental 
contrasting to ensure the most powerful impact of goal setting. 

• Mental contrasting: Thinking only about positive future outcomes 
decreases goal-relevant efforts and the likelihood of goal 
achievement. In contrast, after imagining a positive future, thinking 
about current obstacles that impede the realization of wishes can 
transform people's positive wishes into binding goals, and gives a 
greater likelihood of behaviour change. 

Homework 
completion is 

critical for therapy 
to be effective.
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Evidence 
Two meta-analyses 
support the ability of 
mental contrasting to 
enhance goal 
attainment.

o Hedges' g = 0.38 at 3-
months 

o g = 0.28

Cross & Sheffield, 2019; Wang et al., 2021

Simply reading the manual will not change clinician behaviour in therapy. 

For MI and CBT, the evidence suggests that training has a greater effect 
on clinician behaviour change compared to receiving no training or 
reading a treatment manual.

However, while training can provide clinicians with the knowledge and 
confidence to use exposure therapy, for example, it is insufficient to 
promote substantial changes in practice. 

Training combined with supervision is more effective than training alone 
for changing therapist behaviour Högberg Ragnarsson et al., 2024; Trivasse et al., 2020

Positive outcomes 
require clinicians who 
are well-trained and 

well-supervised.
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Agenda

• Higher order competence in 
delivering therapy

• Key effective mechanisms 
(targets) 

• Common elements (techniques) 
of effective therapies

CBT-Perfectionism (CBT-P)
o  Why target perfectionism? 

o  It is a transdiagnostic risk and maintenance 
factor, relevant across a variety of 
psychopathology

o It translates into behaviours that many of our 
clients' experience

o  It can reduce engagement in therapy and 
the tasks of therapy 

o  It is relevant across different groups of 
people

o  A robust evidence-base exists showing CBT-
P reduces a variety of negative outcomes, 
making it an efficient therapy to use

o  A variety of accessible (and some free) 
resources exists

Pushing yourself really hard to meet your goals even when it causes you harm

Standards are unrealistically high

Feeling a failure as a person when your goals are not met

Highly anxious about not meeting your standards

Not taking pleasure in achievement (anyone could 
have done it) but taking it hard when standards are 

not met

Self-worth is contingent on meeting your rigid 
standards 

Repeatedly checking to ensure standards are met

Avoiding tests of performance in case you fail

Depression

Anxiety 

Eating 
disorders

Suicidality 
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How has Perfectionism been conceptualised?

TYRANNY OF THE 
SHOULDS

Karen Horney 1950

MUSTERBATION

Albert Ellis 1965

STRIVING +
I’M NOT GOOD ENOUGH

IMPOSSIBLE GOALS 
MEASURE OWN WORTH ENTIRELY 
IN TERMS OF PRODUCTIVITY AND 

ACCOMPLISHMENT

David Burns 1980

Eric Hollender 1965

DRIVEN 
ACADEMIC 
ACHIEVER 

AGGRAVATED 
ACCURACY 
ASSESSOR .

RISK EVADER
All-or-nothing approach 

who lacks the 
confidence to try new 

things

CONTROLLING 
IMAGE MANAGER

Wants to be perfect and 
regarded as perfect 

What are the different types of Perfectionism?

Adelson, J. L. (2007). A “perfect case study”: Perfectionism in 
academically talented fourth graders. Gifted Child Today, 30, 14 – 20.

Must achieve 110%

Must achieve 
exactness and is 
fixated on re-dos

PROCRASTINATOR
Paralysed by fears and 
self-doubt that impair 
the ability to start or 

finish work

Perfectionism 

• A personal view of what it looks 
like  
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Impacts beyond Axis 1
• Across age groups negatively 

impacts: 
o  psychological wellbeing
o  suicidal ideation and self-harm
o  academic performance
o  self-esteem
o  social connections
o  pursuit of valued goals
o  self-criticism and self-

compassion

• Its presence in our clients 
increases the likelihood they 
will cease therapy prematurely  

Çapan, 2010; Fernández-García et al., 2023; 
Flett & Hewitt, 2002; Osenk et al., 2020

Curran & Hill, 2019;

NEGATIVE 
IMPACT

MENTAL HEALTH

RELATIONSHIPS

PHYSICAL HEALTH

ACADEMIC ACHIEVEMENT

How can Perfectionism be a significant 
clinical problem in its own right?

• Time

• Social isolation

• Performance anxiety

• Narrowing of interests

• Low mood

• Procrastination/avoidance

• Unemployment/drop out of studies
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The impact of  CBT for perfectionism 

Use of  an unguided online Focused Minds Program 
(overcomingperfectionism.com) – CBT for 
perfectionism - in emerging adults with disordered 
eating showed significant improvements compared to 
control at 3-month ITT follow-up for: 

o Disordered eating (between group ES=-0.78)

o Depression (ES=-0.53)

o Anxiety (ES=-0.71)

o Stress (ES=-0.76)

o Inadequate self  (ES=-0.67)

o Hated self  (ES=-0.39)

o Concern over mistakes (ES=-0.49)

The interactive approach packs more of  a 
punch than passive CCI perfectionism materials:  

o Disordered eating (between group ES=-0.54)

o Stress (ES=-0.47)

o Inadequate self  (ES=-0.40)

Robinson K, Egan SJ, Shafran R, Wade TD. (2024). A randomised controlled evaluation of an 
online perfectionism intervention for people with disordered eating – how perfect does it need 
to be? Cognitive Behaviour Therapy, 53, 286-301. doi: 10.1080/16506073.2024.2313739 

15 RCTs, 912 participants, Mean pooled age=23

Medium or large effect sizes on concern over mistakes, personal standards, 
clinical perfectionism 

Medium effects for symptoms eating disorders
Small-medium effect on anxiety

‘CBT for perfectionism is efficacious in reducing perfectionism and symptoms 
of depression, anxiety and eating disorders’

Resources

https://www.overcomingperfectionism.co
m/

o  therapeutic protocols

o  the Clinical Perfectionism Questionnaire

o  links to online treatment modules 

o  worksheets

o  references 

o  classroom and parent materials

o  comprehensive reference list 
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Agenda

• Higher order competence in 
delivering therapy

• Key effective mechanisms 
(targets) 

• Common elements (techniques) 
of effective therapies

Therapy augmentation 

Tr
an

sd
ia

gn
o

st
ic • 8-10 session 

protocol

• Weekly sessions

A
lt

er
n

at
e • Alternate most 

relevant aspects of 
protocol with your 
other therapy

• Don’t lengthen 
therapy  

Regardless of which modality used 

• Develop a good formulation with 
the client to direct the therapy 
protocol that will give them the 
best outcomes 

• Develop an agreement on the 
therapeutic tasks required – 
experimenting with a different 
way of approaching the domains 
impacted by perfectionism 
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A cognitive behavioural analysis: Clinical 
Perfectionism

Construes clinical perfectionism as a dysfunctional scheme for self-evaluation.
Derived from other efficacious CBT interventions with a focus on specific psychopathology

• Self-imposed nature of standards
• Standards are personally demanding
• Self-worth dependent upon success and achievement
• Attention to failures at expense of successes
• Self-defeating

Self-worth overly dependent on striving 

and achievement

Set standards

Cognitive biases

Fail to meet standards Temporarily meet standards

Emotional 

distress, 

Counter-

productive 

behaviour and 

Self-criticism

Reappraise standards 

as insufficiently 

demanding

Adverse consequences:

Positive consequences:

(Re)

Performance related 

behaviour/emotion

Avoid/

procrastinate

CBT-Perfectionism (CBT-P)

o Acknowledge ambivalence
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Holy self  hatred

Make a supreme effort to root out self-love 
from your heart and to plant in its place this 
holy self-hatred.  This is the royal road by 
which we turn our backs on mediocrity, and 
which leads us without fail to the summit of 
perfection.

Saint Catherine of Sienna, 1347-1380

Psycho-
education 
about high 
standards 
versus 
perfectionism

page 2 of client 
handouts

The Perfectionist 

• Set high goals and work hard 
toward them but "Almost 
perfect" is seen as failure: all or 
nothing thinking

• Spot tiny imperfections in my 
work and me - selective attention 
for imperfections, ignores 
accomplishment

• Tend to be pushed toward their 
goals by a fear of not reaching 
them

• Set initial goals out of  reach

• So concerned about meeting the 
goal and avoiding failure that I 
don’t enjoy the process of  
growing/striving

The High Achiever

• Set high goals, work hard 
toward them to be the best I 
can be – each outcome 
informs how to improve 

• Take pride in my 
accomplishments and tend to 
be supportive of  others

• Tend to be pulled toward their 
goals by a desire to achieve 
them

• Set goals high, enjoying going a 
little further once goals are 
reached

• Enjoy the process of  chasing a 
goal as much or more than the 
actual reaching of  the goal 
itself
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Psycho-
education 
about high 
standards 
versus 
perfectionism

The Perfectionist 

• Beat myself  up much more and 
negative feelings persist when 
their high expectations go unmet

• Much more afraid to fail than 
most people

• Take constructive criticism 
defensively 

• Self-critical – believe that beating 
myself  up will get better results

• Worry so much about doing 
something imperfectly that I 
become immobilized and fail to 
do anything 

The High Achiever

• Bounce back fairly easily from 
disappointment, get back on 
the bike more quickly 

• Don’t enjoy failure but see it as 
a way to get better

• See criticism as valuable 
information to help my future 
performance

• More likely to exhibit self-
compassion 

• More likely to approach valued 
goals

Consider the 2 hypotheses (theories) 
approach - Salkovskis

Eliciting information and discussion of the 
derived formulation helps the person to begin 
to evaluate the less threatening explanation 
alongside the negative beliefs that are driving 
their distress. 

At its simplest, this can be described as 
contrasting ‘Theory A’ with ‘Theory B’. 

Theory A describes the negative meanings 
driving their psychological problems; for 
example, when I am sad, I need to work even 
harder on my study and sport and hobbies to 
feel better - leading to burn out and severe 
depression.

As part of formulation, Theory B is identified, 
which is that, when bad feelings exist, it is time 
to exercise self-compassion and self-care, so 
that productivity in areas of importance are not 
impaired. 

This Photo by Unknown Author is l icensed under CC BY-SA

Advantages of change Fears of change Responses to fears

I won’t have to work 
such long hours getting 

emails right.
I won’t ruminate in the 
evenings about what 

others think about me.

I won’t be as effective at 
work. 

My flaws will be evident 
to others, and they will 

judge me negatively.

I have held myself back 
professionally doing it 

this way, maybe I will be 
more effective trying 

something else. 
I may find out I am not 

as flawed as I think I am.

Putting it all together: While I am afraid that doing things differently will reveal 
I am not as good as others think I am, this is my chance to try a different 

approach and see if I am happier and get as good outcomes at work.
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What are the treatment implications of 
this approach?

1. A personalised formulation in terms of clinical perfectionism

2. Broadening the patient’s scheme for self-evaluation

3. Using behavioural experiments to test competing  hypotheses

4. Using cognitive-behavioural methods to address personal standards, self-criticism 
and cognitive biases that maintain clinical perfectionism 

Aims of treatment

• Engagement

• Reduce perfectionist concerns and associated psychopathology

• A reduction in perfectionist striving typically follows

CASE STUDY: Sami (mother organised initial 
contact)

•  moved from China to Australia in 2005; he was a healthy, intelligent, happy and 
musical boy but always competitive and perfectionistic

•  a few good friends, not sociable, in orchestras; in early 2018 lost his favourite violin 
teacher, and 19-year cat that had come from China with them

•  getting As in high school at year 10 and doing year 12 topics as well

•   in year 11 started not sleeping, depressed, GP and 2 psychologists but shut himself 
off

•  changed school in year 12, struggled emotionally, completed with a “good enough” 
score

•  spent summer cycling 850 km and working at a ski resort overseas to get 
“refreshment”

•  University – depression, feeling traumatised by perfectionism , difficulty focusing on 
study, anti-depressants
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Sami’s weekly CPQ 
scores 

12

13

14

15

16

17

18

19

20

Week 1 Week 2 Week 3 Week 4 Week 5 Week 6 Week 7 Week 8 Week 9 Week
10

CPQ

Sessional ratings over therapy

Other 
changes 
over 
therapy
OV E R  T HE R AP Y  

Measure Baseline Week 10

Depression 32 7

Anxiety 9 2

Stress 17 7

Session 1

Session content 

o  self-worth dependent on 
achievement: “can’t think of anything 
else that defines my self-worth”

o  black and white thinking “Partially 
understanding something still equates 
to not understanding at all”

o  selective attention to mistakes

o  benefits and adverse consequences 
of perfectionism – own buy in to 
change

Homework 

▪  personal conceptualisation / vicious 
cycle

▪  OP worksheets 6.2 to 6.4 on 
motivation 
▪ Pros and cons of change and no change 
▪ In 12-months with perfectionism and 

with less perfectionism across the 
domains of life

▪ Readiness and confidence to change
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The client’s 
voice 

Session 2

Session content 

o which areas of perfectionism 
apply to me across domains 
(e.g., organisation, social): 
worksheet 7.1.1

o psychoeducation about 
perfectionism 

o introduce monitoring 

Homework 

▪  monitoring 

▪  reading related to 
psychoeducation – any useful 
quotes, memes, imagery to 
sustain the work of change? 

▪  complete worksheet 7.1.1

The client’s 
voice • What did you learn from 

completing this worksheet? 

• “Its kinda everywhere in 
different degrees. A rule inside 
me that often negatively impacts 
life is “Time, energy, money etc 
… one has limited resources and 
should never be wasted”
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Session 3

Session content 
o  identify common perfectionistic 

beliefs
o  plan a behavioural experiment to 

test beliefs and any obstacles that 
may arise 

o  Plan and conduct survey to test 
belief “what are the top three 
things that motivate you to do well 
in your training?”

Homework 

▪  behavioural experiment
▪ “I can’t flexibly take care of 

myself” vs “I can practise self-care 
and still be productive”

▪ Half the week – life as usual then 
other half - daily scheduling of at 
least 1-hour of self-care: a walk 
with mum, cooking, listen to 
music, play piano, sit outside, 
draw a picture 

▪ daily ratings of productivity, 
depression, stress

The client’s 
voice • Felt uneasy doing the 

experiment 

• No impact on productivity, less 
depressed

• Added self-care activities to list

• Conclusion: “worth doing in 
moderation”

• Using this a guideline and not a 
new rule 

Session 4

Session content 

o unpack survey: own wellbeing, 
loving learning rather than the 
achievement, enjoying the topic

o psychoeducation about all or 
nothing thinking

o BE to practise spending list time 
on a task or doing it imperfectly 

o continuum thinking to assist in 
thinking more flexibly 

Homework 

▪  another behavioural 
experiment

▪  complete continuum set up in 
session 
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The client’s 
voice 

• Applying the lessons learned from the survey 

•  How does he want to run his life? 

•  What values can inform future goal choice? 

•  Not choosing from fear but from enjoying 
learning, and the journey, more than the 
destination 

I must be 
productive and 
hardworking all day 

0-100
Do nothing 

all day 

I learned that a day is seldom completely productive or 
unproductive. I can aim towards a productive day, but having all or 

nothing rules will not help me become more productive.  

Session 5

Session content 

o discuss discounting positive, 
cognitive bias toward noticing 
negative 

o broadening attention 

o other thinking styles that cause 
problems? 

Homework 

▪  more reading about unhelpful 
thinking

▪  keeping daily notes in diary 
on “what was done well 
enough”

Session 6

Session content 
o  Procrastination – watching hours 

of online content
o  break down the process and 

devise a BE to overcome 

Homework 

▪  pros and cons 
▪  do homework in one-hour 

blocks with breaks 
▪  dismantle rigid rules: “I need to 

get everything done today on 
the list and a bit more”

▪  start something even if rough or 
not finished – see it as a building 
block 

▪  self-criticism reading 
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Session 7

Session content 

o  self-criticism and self-compassion 

o  memory of a maths teacher from 
2 years ago: rude, strict punitive 
“my favourite teacher at the time” 
and when things got worse

o  next year a more compassionate 
teacher: sparked love for topic 

Homework 

▪  worksheet on applying self-
compassionate values to 
yourself 

▪  BE: does a self-compassionate 
response improve my 
performance? 

The client’s 
voice • Playing tennis

•  3 faults in a row! Not enough practice, no 
talent, I am not going to win. 

•  you can be trying too hard, let muscle memory 
take over, talking like this is not helpful. 

•  BF advice: just forget it and move on – you’ve 
got this. 

•  able to settle back into the game more quickly. 

Session 8

Session content 

o weaken the links between 
judgment of yourself as a person 
and your achievements. 

o get started on worksheet 9.3: 
expanding self-evaluation across 
different life areas.

Homework 

▪  complete the worksheet 
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The client’s 
voice 

Area of life What do you want to be? What do you want to do? 

Social Be more socially active; attend weekly tennis training 
sessions

Education Continue to be a good student, attend lectures, do 
homework 

Emotional health 2 hours of fun activity every day 

Physical health Build more muscle; enjoy tennis more

Relationship with 
family 

Make more quality time for family

Pastimes and 
hobbies 

Make piano a more fun activity

Sessions 9 and 10

Session content 

o  bed this all down

o  review progress

o  develop a self-therapy blueprint to 
review each week to keep progress 
going and manage lapses

o  WOOP for non-achievement and 
achievement goals 

o  need for ongoing therapy or 
support

Homework 

▪  broadening life

▪  practising new behaviours and 
continue monitoring 

▪  consideration of next steps

Overview of Content

Cognitive-behavioural formulation 

Psychoeducation & monitoring

Decreasing problematic behaviour

Rigidity, rules and extreme standards

Cognitive biases

Dysfunctional Beliefs

Problem-solving (including relaxation/time management strategies)

Self-Criticism and Dysfunctional scheme for self-evaluation

Relapse prevention

NB Personalised!

The active elements of therapy 
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Monitoring counter-
productive behaviour

• Counter-productive behaviour
• Repeated performance checking

• Avoidance/procrastination

• Making lists

• Multi-tasking

• Ensuring that ‘everything is in place’ before starting a task

• Over-thorough

• Monitoring should be:
• Real-time

• Go through first in subsequent session

• Emphasised as important

 

Overview of Content

Cognitive-behavioural formulation 

Psychoeducation & monitoring

Decreasing problematic behaviour

Rigidity, rules and extreme standards

Cognitive biases

Dysfunctional Beliefs

Problem-solving (including relaxation/time management strategies)

Self-Criticism and Dysfunctional scheme for self-evaluation

Relapse prevention

NB Personalised!

Range of methods available (Bennett-Levy et al, 2004)

‘Contrast’ experiments particularly helpful for repeated checking e.g., contrasting one 
check with multiple checks

Hypothesis-testing & discovery experiments

Personally salient

Highest evidential value (Rachman)

What are the best methods to decrease 
problematic behaviour?
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Behavioural experiments

‘don’t trust me, find out for yourself’

The results of such behavioural experiments are then fed into the 
discussion and directly linked to the evolving formulation and may 
indeed modify it. 

In this way, behavioural and cognitive strategies are fully blended in the 
service of helping the person to understand how their problem works 
and how it can be resolved or otherwise diminished.

Behavioural experiments

• BE coupled with clear 
identification of unhelpful beliefs 
and engaging psychoeducation 
to form counter beliefs is a key 
micro-intervention that can be 
used repeatedly. 

• Passive BE: Surveys (logistically 
can be tricky)

• Active BE: Doing in real life

• Passive BE: Surveys 

Step 1: identify the thought you want to 
challenge and rate its strength

Step 2: Identify an alternative thought 
and rate its strength

Step 3: Devise collaboratively the 
behavioural manipulation to test which 
belief is “more true”. Agree on the details, 
number of tests, and timeframe. 

Step 4: Assess the outcome and what this 
means for both beliefs

The belief “the harder that you work,  the better you 
will do” - what will this graph look like? 

Performance

Effort
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The belief “the harder that you work,  the better you 
will do” - what will this graph look like? 

Performance

Effort

What scientists tell us: Effort and Performance

Performance

Effort

Zone of optimum

performance

Based on Yerkes-Dodson

How can surveys be used in CBT-P?

99

BUT 

Higher evidential value if do yourself… 
With that in mind:-

Survey now…

How long does it take you to make the bed?

• My bed is unmade
• I don’t make it, my partner does
• Takes me <10 secs 
• 10secs-1 min 
• 1-2 mins 
• 2-5 mins
• 5-10 mins
• 10-30 mins
• >30 mins
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Behavioural Experiment
• Opposing belief: working hard AND taking time 

out for self-care produces the best performance

• Rate productivity over the previous week and 
how you think you achieved this – hours of 
sleep, self-criticism, hours of working on the 
task.

• Now plan your next week to do it differently – 
get 8 hours sleep a night, build in a daily 
celebration of things done well enough, limit 
your work and break it up regularly. 

• Rate your productivity at end of the week and 
compare with the previous rating.  

• What new belief and practices does the 
evidence support? 

Checking causes doubt
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Please don’t take my word for it. 
Personal experience.. 

• Try it with the mute button on the screen
• Turn it OFF mute then back ON mute
• How sure are you that you are OFF mute? (0-100)

• Turn it OFF mute then back ON mute twenty times
• How sure are you that you are OFF mute? (0-100)

Dismantling attendant behaviours

• Procrastination 

• Keeping detailed and complex 
lists to keep life manageable

• Avoidance of tests of 
performance or displays of “not 
knowing”

• Excessive checking that things 
are “right”

How are avoidance and procrastination 
addressed?

"Procrastination" Tales Of Mere Existence (youtube.com)
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In pairs

• Think about a recent 
client of yours with 

perfectionism

• How could you use 
surveys or behavioural 
experiments with your 

client?

Overview of Content

Cognitive-behavioural formulation 

Psychoeducation & monitoring

Decreasing problematic behaviour

Rigidity, rules and extreme standards

Cognitive biases

Dysfunctional Beliefs

Problem-solving (including relaxation/time management strategies)

Self-criticism and Dysfunctional scheme for self-evaluation

Relapse prevention

NB Personalised!

Rules, Standards and Guidelines
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Rule Guideline

Flexible

Usually consists of ‘must’ statements

Frequently has words such as 
‘sometimes’, ‘can’, ‘try’

After breaking the person feels…

Transforming rules into guidelines

Gives balance and freedom, without 
adversely affecting performance 

Acceptance
List your rules, musts and ‘shoulds’ 

Test beliefs about rule breaking
Opportunity to evaluate pros and cons of rules vs. guidelines in context of self-evaluation

Fake it ‘til you make it: Acting ‘As If’ 

Behavioural Experiments

Even prisoners get parole

Rule Guideline

I must always eat before 7 p.m.

I should always put my friends’ needs 
before my own

It is essential to always make sure the 
dishes are spotless

I can never be late
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Overview of Content

Cognitive-behavioural formulation 

Psychoeducation & monitoring

Decreasing problematic behaviour

Rigidity, rules and extreme standards

Cognitive biases

Dysfunctional Beliefs

Problem-solving (including relaxation/time management strategies)

Self-criticism and Dysfunctional scheme for self-evaluation

Relapse prevention

NB Personalised!

COGNITIVE BIASES

Attentional 
biases

Make a big 
impact with 
professional 

slides. Discounting 
the positive

Emotional 
reasoning Double-

standards

All-or-
nothing 

Attentional 
Bias

Is attentional bias 
operating toward events 
that feed self-criticism 
and miss the bigger and 
valuable picture? 

Tackle the attentional 
bias – record the 
evidence each day that 
you a good enough 
person. 
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Overview of Content

Cognitive-behavioural formulation 

Psychoeducation & monitoring

Decreasing problematic behaviour

Rigidity, rules and extreme standards

Cognitive biases

Dysfunctional Beliefs

Problem-solving (including relaxation/time management strategies)

Self-Criticism and Dysfunctional scheme for self-evaluation

Relapse prevention

NB Personalised!

Dysfunctional 

assumptions

The harder I 
work, the better I 

will do 

I should always 
be productive

I should always do 
things thoroughly

If I slack one 
time, it’s a 

slippery slope to 
complete failure

If I don’t 
continually 

strive to better 
myself, I will 

stagnate

If I make a 
mistake, I won’t 

be able to 
tolerate it

Overview of Content

Cognitive-behavioural formulation 

Psychoeducation & monitoring

Decreasing problematic behaviour

Rigidity, rules and extreme standards

Cognitive biases

Dysfunctional Beliefs

Problem-solving (including relaxation/time management strategies)

Self-Criticism and Dysfunctional scheme for self-evaluation

Relapse prevention

NB Personalised!
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As needed

Problem-Solving Relaxation Training

Overview of Content

Cognitive-behavioural formulation 

Psychoeducation & monitoring

Decreasing problematic behaviour

Rigidity, rules and extreme standards

Cognitive biases

Dysfunctional Beliefs

Problem-solving (including relaxation/time management strategies)

Self-Criticism and Dysfunctional scheme for self-evaluation

Relapse prevention

NB Personalised!
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Self-
criticism 

Internal bully

Fake

Hopeless

Loser

Bad

Useless

Pathetic

The functionality of self-criticism? 

Most clients struggle with the idea of  self-
compassion as a way of  positively relating to oneself  
that does not involve self-evaluations or social 
comparisons (Neff, 2009):

• Self-kindness, i.e. thinking about oneself  with 
warmth and understanding

• Being aware that mistakes, suffering and 
unfairness are part of  the human condition 

• Neither ignoring nor ruminating on disliked 
aspects of  oneself  or one's actions/life

Identify the self-critical voice
Record sheet to identify triggering events, self-critical 
thoughts, associated feelings and behaviours, impact 

YOUR TITLE

Pros and cons in terms of achieving goals (coach 
analogy); double-standards with values that are 
important to you in friendships e.g., respect 
forgiveness 

Costs of self-criticism

Identify, value and practice the 
compassionate voice
What  your life would look like if you applied the same 
values to yourself as you do to others; write down 
compassionate ‘talk-back’ to the critical voice.

GOAL
Turn up volume on self-

compassionate

Turn down volume on self-
critical voice
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Beliefs about self-criticism

, we teach patients to 
challenge beliefs about the 

utility of  harsh self-
criticism and explore the 
utility of  self-compassion

• I feel that I don’t deserve to be kind and forgiving to myself 

• Getting on in life is about being tough rather than 
compassionate 

• I fear that if I become kinder and less self-critical to myself then 
my standards will drop 

• I fear that if I am more self-compassionate, I will become a 
weak person 

• I fear that if I become too compassionate to myself, I will lose 
my self-criticism and my flaws will show 

• I fear that if I develop compassion for myself, I will become 
someone I do not want to be 

• I fear that if I become too compassionate to myself other will 
reject me

  

Gilbert et al., 2011

The functionality of self-compassion 

Psychoeducation re self-criticism vs self-
compassion: the former leads to poorer 
mental health, more social isolation, 
and decreased approach to valued goals

Based on Paul Gilbert’s work – like a 
tripod, self-compassion is required to 
balance drive and anxiety so we can get 
back on the bike as soon as possible 
when we fall off and get on with our 
lives

https://self-compassion.org/wp-content/uploads/2016/12/Self-Criticism.pdf

How the tripod works 

Threat 
anxiety, 
safety 

seeking 

Self-compassion 
recuperation to 

marshal strength 
and courage to 

continue

Drive 
wanting, 
pursuing, 
achieving
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https://self-compassion.org/wp-content/uploads/2016/12/Self-Criticism.pdf
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https://self-compassion.org/wp-content/uploads/2016/12/Self-Criticism.pdf
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How the tripod works 

Threat 
anxiety, 
safety 

seeking 

Drive 
wanting, 
pursuing, 
achieving

How the tripod works 

Self-
compassion 
recuperation 

to marshal 
strength and 
courage to 
continue

Drive 
wanting, 
pursuing, 
achieving

How the tripod works 

Threat 
anxiety, 
safety 

seeking 

Self-
compassion 
recuperatio
n to marshal 
strength and 
courage to 
continue
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In pairs

Think about a client of yours 
that may believe in the 
functionality of self-criticism: 
what behavioural experiment 
could you set up?   

• A historical review of the origins and development of the over-evaluation

• Continuing to addressing the cognitive processes currently maintaining the 
over-evaluation

• Facilitating the patient’s awareness of the scheme and its expressions

• Recognising self-worth can be independent of achievement (and there may 
have been a time that this was the case) 

• Articulating new perspective (‘When I don’t achieve the standards I set myself, 
it doesn’t make me less worthwhile as a person)

• Historical test of new perspective  

• Directly altering the patient’s self-evaluation scheme via pie-charts

Current
Funn

y

Success 
at work

Running 
my 

personal 
best in 

key races

Getting 
invited to 

the 
popular 
parties
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Desired
Success 
at work

Running my 
personal best in 

key races

Getting invited to 
the popular parties

FunnyHobbies such 
as jewellery 

making

Honesty/
integrity

Compassionate

Use of music and imagery e.g., the beauty and power of 
making mistakes and being flawed 

kintsugi: traditional Japanese art uses a precious metal – liquid 
gold, liquid silver or lacquer dusted with powdered gold – to 
bring together the pieces of a broken pottery item and at the 

same time enhance the breaks

Ring the bells that still can ring; Forget your perfect offering; 
There is a crack, a crack in everything; That’s how the light gets in

Daily journal of a valuable lesson learnt from making mistakes, not sticking to a rigid pre-
determined plan

Exercise: Application to self

• On your own, list the areas that contribute to 
your self-evaluation

• Draw a pie-chart to reflect the relative 
contribution of each area to your self-worth

• If you think that you have too many eggs in 
one basket, then consider which areas you 
would like to expand, and which new areas 
you might want to add

• Consider one practical thing you can do to 
begin to broaden your own domains 

• Feedback if you wish
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Overview of Content

Cognitive-behavioural formulation 

Psychoeducation & monitoring

Decreasing problematic behaviour

Rigidity, rules and extreme standards

Cognitive biases

Dysfunctional Beliefs

Problem-solving (including relaxation/time management strategies)

Self-Criticism and Dysfunctional scheme for self-evaluation

Relapse prevention

NB Personalised!

Maintenance and Relapse Prevention

• Maintenance plan 
• Purpose to summarise what has been done in treatment and 

prepare for future
• Have realistic and compassionate expectations
• Includes distinguishing between lapse & relapse
• Anticipating situations that might lead to a setback

Don’t forget your own perfectionism
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