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Abstract
Perfectionism is linked to a variety of mental health conditions in university students. Guided by the Perfectionism Social 
Disconnection Model, the purpose of the current mixed methods feasibility study was to evaluate the acceptability and 
potential effectiveness of a brief online intervention designed to reduce the negative consequences of perfectionism in uni-
versity students. Seventy university students (83.9% female; Mage = 19) reporting moderate to extreme levels of perfection-
ism completed the two hour ‘Intentional Imperfection Program’ (IIP). The IIP includes techniques to increase mindfulness, 
compassion for self and others, distress tolerance, and social skills. Participants completed self-report measures at baseline 
and at a two-week follow-up. Quantitative data showed statistically significant small to moderate reductions in self-oriented 
perfectionism (d = −0.48, p < .001), socially-prescribed perfectionism (d = 0.40, p < .001), hostility (r = 0.53, p < .001), rejec-
tion sensitivity (d = 0.37, p < .001), depression (r = −0.47, p < .001), and anxiety (r = −0.33, p = .010) and a small increase 
in perceived social support (r = −0.29, p = .023). Thematic analyses of qualitative data indicated that participants found the 
IIP feasible, enjoyable, and useful. A brief online intervention may be a feasible way of reducing the negative consequences 
of perfectionism among university students. A randomised control trial is warranted to further evaluate the efficacy of the 
IIP. This research was registered with the Australian New Zealand Clinical Trials Registry (no. ACTRN12620000574943).
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A Mixed Methods Study of an Online 
Intervention to Reduce Perfectionism

Perfectionism is characterised by the pursuit of high stand-
ards accompanied by critical evaluation of the self and 
others (Hewitt et al., 2017). Hewitt and colleagues (1991) 
described three facets of perfectionism: socially-prescribed 
perfectionism (i.e., belief that others expect them to be per-
fect), self-oriented perfectionism (i.e., tendency to set high 
standards for oneself) and other-oriented perfectionism 
(i.e., having unrealistically high standards of others). Prior 
research with university samples have found all three fac-
ets of perfectionism to predict psychological distress (Sch-
weitzer & Hamilton, 2002) and poor academic performance 
(Rice et al., 2016), suggesting that perfectionism confers 

risk for poor psychological well-being in university students. 
Considering that one in three university students meet cri-
teria for a psychological disorder (Lipson et al., 2019) and 
that perfectionism is a significant problem for university stu-
dents, with prevalence estimates as high as 25% (Curran & 
Hill, 2017), programs that target perfectionism may reduce 
students’ vulnerability to psychopathology and improve their 
academic outcomes.

Perfectionism Social Disconnection Model

The Perfectionism Social Disconnection Model (PSDM) 
describes two pathways that connect perfectionistic traits 
to psychopathology and poor psychological well-being 
(Hewitt et al., 2017). The first pathway links perfectionism 
to off-putting hostile interpersonal behaviours, such as inap-
propriate social responses (e.g., overt or subtle aggression, 
coldness, aloofness; Hewitt et al., 2017). The second path-
way links perfectionism to rejection sensitivity, the cogni-
tive process whereby individuals readily anticipate rejection, 
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interpret the behaviours of others as indicative of lack of 
acceptance, and perceive the judgments of others as critical 
(Hewitt et al., 2017). According to the PDSM, both hos-
tile interpersonal behaviours and rejection sensitivity lead 
to perceived or actual social disconnection, which in turn, 
leads to poor psychological well-being (Hewitt et al., 2017).

Increasingly, research has supported the links speci-
fied in the PSDM. For instance, research has found a link 
between the three facets of perfectionism and rejection sen-
sitivity, with the strongest associations found for socially-
prescribed perfectionism (Flett et al., 2014). In addition, 
the three facets of perfectionism have been linked to hostile 
interpersonal behaviours, with the strongest links found for 
other-oriented and socially-prescribed perfectionism (Stoe-
ber et al., 2017). Moreover, longitudinal studies have shown 
that perceived and actual social disconnection mediates the 
link between perfectionism and depressive symptoms (Cha, 
2016; Mackinnon et al., 2017). Thus, techniques that target 
rejection sensitivity, interpersonal hostility, and social dis-
connection may reduce the harmful consequences associated 
with perfectionism.

Approaches to Treatment

Mindfulness (i.e., the ability to approach situations with 
nonjudgement, nonreactivity, and awareness) and increased 
self-compassion (i.e., fostering a sense of empathy for one-
self) may help to manage and reduce rejection sensitivity 
(Abdollahi et al., 2020; Sakiz & Saricam, 2015). Research 
suggests that dispositional mindfulness is associated with 
lower rejection sensitivity (Hafner et al., 2018) and that 
mindful meditation may be effective in reducing emotional 
reactivity and anxiety following social rejection (Joss et al., 
2020). In addition, self-compassion has been shown to mod-
erate the link between perfectionism and depression such 
that greater self-compassion reduces depressive symptoms 
(Abdollahi et al., 2020). Further, greater self-compassion 
also predicts lower levels of rejection sensitive behaviour 
(Sakiz & Saricam, 2015). Thus, addressing the cognitive 
faculties of mindfulness and self-compassion may reduce 
sensitivity to rejection and negative affect.

Increasing one’s empathy for others and tolerance for 
distress may help to manage interpersonal hostility. Some 
studies have shown that mindfulness-based compassion 
meditations focused on fostering empathy for others can 
reduce interpersonally hostile behaviours and increase 
interpersonal relations (Shonin et al., 2015). Some studies 
also have shown that an increased capacity for distress tol-
erance (i.e., the capability to experience and endure nega-
tive emotional states) predicts lower levels of hostility and 
anger (Matheny et al., 2017), such that emotional exposure 
and behavioural practice can increase tolerance for distress 

and reduce depression and anxiety symptoms (Wright et al., 
2020). Thus, engaging in mindfulness-based compassion 
meditations and activities to increase distress tolerance may 
help to reduce interpersonal hostility.

Although mindfulness, compassion for the self and oth-
ers, and distress tolerance may reduce rejection sensitivity 
and interpersonal hostility, which should in turn reduce 
social disconnection, technique(s) that directly target social 
connectedness may also be helpful. Social skills training is 
one strategy that has previously demonstrated efficacy in 
improving social competence and self-efficacy to increase 
social connectedness (Spence, 2003). Social skills training 
may include psychoeducation about and the observation and 
initiating of fostering friendships, initiating conversations, 
engaging in active listening, and being assertive (Spence, 
2003). In addition, studies have shown that friendship goal 
setting has been associated with increased social support 
and lower dropout rates in university students (Kim & Kim, 
2011). Thus, social skills training, in addition to goal set-
ting, may help to decrease social disconnection and increase 
social connectedness.

Rationale for the Study

Previous research suggests that university students rarely 
seek or receive psychological treatment, often citing time 
and financial constraints as the main barriers to receiving 
treatment (e.g., Czyz et al., 2013). Existing perfectionism 
interventions (cognitive behavioural and psychodynamic) 
often involve eight or more 1-h sessions delivered weekly 
or bi-weekly (Hewitt et al., 2015; Lloyd et al., 2015; Suh 
et al., 2019), which may hinder time-poor and financially 
strapped university students from accessing them. As such, 
there appears to be a need for a brief, effective, and afford-
able intervention that targets the negative consequences 
associated with perfectionism among university students.

To directly address this need, this study reports on the 
development and feasibility of the Intentional Imperfection 
Program (IIP), a brief intervention aimed at helping uni-
versity students manage their perfectionism. As previous 
research suggests that web-based interventions are most ben-
eficial to university students experiencing difficulties rather 
than all students (Coudray et al., 2019), we tailored our 
program to fit university students experiencing problematic 
perfectionistic tendencies. We expected that participation 
in the IIP, which includes techniques to increase mindful-
ness, compassion (for self and others), distress tolerance, and 
social skills, would decrease rejection sensitivity, hostility, 
depression, and anxiety, and increase perceived and actual 
social support for university students experiencing perfec-
tionism. We also expected these university students to find 
the IIP, feasible, enjoyable, and useful.
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Method

Participants

Four hundred fifty-one first-year psychology students scor-
ing 36 or above on the Clinical Perfectionism Questionnaire 
(CPQ; Fairburn et al., 2003) were invited to participate in 
this study and 70 participated after completing the baseline 
assessment (see Fig. 1 for CONSORT flowchart). There 
were no exclusion criteria. A priori power analyses indicated 
that 53 participants would be needed to detect small pre-post 

differences (90% power, α = 0.05). Table 1 displays included 
participants’ demographic and clinical characteristics.

Measures

Hewitt and Flett Multidimensional Perfectionism Scale (HF 
MPS-45; Hewitt et al., 1991) has 45 items measuring three 
facets of perfectionism: self-oriented perfectionism, socially-
prescribed perfectionism, and other-oriented perfectionism. 
The HF-MPS-45 has been previously used in university 
samples (self-oriented: M = 65.27, SD = 14.01, socially-pre-
scribed: M = 48.17, SD = 12.88, other-oriented: M = 53.38, 

Fig. 1   A flowchart depicting 
participant flow in the study Assessed for eligibility using the 

CPQ (n = 1099)

Excluded (n = 648)

Not meeting inclusion criteria 

(n = 648)

Lost to follow-up (n = 8)

Did not complete follow-up survey 

(n = 8)

Allocated to intervention (n = 70)

Allocation

Analysis

Follow-Up

Enrollment

Invited to complete baseline 

assessment (n = 451)

Did not respond to invitation 

(n = 356)

Did not complete the baseline 

survey after responding to 

invitation (n = 17)

Failed attention checks or 

completed the baseline survey 

in under 1000 seconds (n = 7)

Did not adhere to the study 

instructions (n = 1)

Analysed (n = 70)
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SD = 12.55) and psychiatric samples (self-oriented: 
M = 69.90, SD = 18.03, socially-prescribed: M = 58.18, 
SD = 15.53, other-oriented: M = 55.23, SD = 13.45; Hewitt & 
Flett, 1991). The HF MPS-45 has previously demonstrated 
good to acceptable internal consistency and test-retest retest 
reliability (Hewitt et al., 1991). The current study showed 
acceptable to excellent internal consistency at baseline (BL) 
and follow-up (FU; self-oriented: BL α = .88, FU α = .90; 
socially-prescribed: BL α = .85, FU α = .85; other-oriented: 
BL α = .76, FU α = .82).

Clinical Perfectionism Questionnaire (CPQ; Fairburn 
et al., 2003) has 12 items measuring ‘clinical perfectionism’. 
We deemed the CPQ to be a relevant, brief screener because 

previous studies have shown significant positive correlations 
between the CPQ and the three subscales of the HFMPS 
(self-oriented perfectionism: r = .49; other-oriented perfec-
tionism: r = .28; socially-prescribed perfectionism: r = .51; 
Chang & Sanna, 2012) and because two prior studies have 
used it to screen for clinically significant perfectionism in 
conjunction with a mental health diagnosis (Glover et al., 
2007; Riley et al., 2007). In these two studies, the average 
CPQ score was 35.52 (Riley et al., 2007) and 33.67 (Glover 
et al., 2007). Response options on the CPQ range from 1 to 
4. A score of 36 is indicative of participants endorsing each 
item on CPQ as “sometimes”. Although this score seems 
like perfectionism may not be a problem for an individual, 

Table 1   Demographic and clinical characteristics by group with comparison analyses

*p < .05. CPQ = Clinical Perfectionism Questionnaire. HF MPS-45 = Hewitt and Flett Multidimensional Perfectionism Scale-45

Total Completers Dropouts Comparison 
Statistics

Effect size

(n = 70) (n = 62) (n = 8)

M SD M SD M SD t or U d or r
Age (Mdn, IQR) 19 18–20 19 18–20 19 18–19 240.00 −0.01
CPQ 38.53 2.12 38.63 2.19 37.75 1.39 −1.103 0.47

HF MPS-45
Socially-prescribed 56.80 14.76 55.40 14.21 67.63 15.26 2.270* 0.82
Self-oriented 78.73 13.77 79.51 13.59 72.62 14.45 −1.340 0.49
Other-oriented 53.76 12.62 54.08 12.37 51.25 15.15 −0.594 0.20

n % n % n % χ2 φ or V
Gender 1.51 0.14
Female 60 60.0 52 83.9 8 100.0
Male 9 9.0 9 14.5 0 0.0
Transgender/Intersex 1 1.0 1 1.6 0 0.0
Ethnicity 5.16 0.27
Anglo Australian 36 51.4 32 51.6 4 50.0
European 8 11.4 7 11.3 1 12.5
Middle Eastern 5 7.2 3 4.8 2 25.0
Asian 15 21.4 14 22.6 1 12.5
Other 6 8.6 6 9.7 0 0.0

Relationship Status 0.70 0.10
Single 41 58.6 36 58.1 5 62.5
In a relationship 24 34.3 21 33.9 3 37.5
Married 5 7.1 5 8.1 0 0.0
Employment Status 5.09* −0.27
Employed 50 71.4 47 75.8 3 37.5
Unemployed 20 28.6 15 24.2 5 62.5
Weekly Income 2.94 0.20
AUD $0 - $300 26 37.1 22 35.5 4 50.0
AUD $301 - $600 26 37.1 23 37.1 3 37.5
AUD $601 - $900 10 14.3 10 16.1 0 0.0
AUS $901 or more 4 5.7 4 6.4 0 0.0
Prefer not to answer 4 5.7 3 4.8 1 12.5
Receiving Psychological Treatment 20 28.6 18 29.0 2 25.0 0.05 −0.03
Receiving Psychotropic Medication 13 18.6 11 17.7 2 25.0 0.25 0.06
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the above two studies suggest such a score may be indicative 
of an Axis I disorder. Hence, participants were required to 
score 36 or above to be enrolled in this study. The CPQ has 
also been previously used in university samples (M = 26.53, 
SD = 4.76; Chang & Sanna, 2012). The CPQ has previously 
shown acceptable internal consistency and test-retest reli-
ability (Dickie et al., 2012). In the current study, the scale’s 
internal consistency was α = .76.

Rejection Sensitivity Questionnaire (RSQ; Downey & 
Feldman, 1996) is a 36-item scale measuring rejection sen-
sitivity by determining the individual’s response to eighteen 
hypothetical scenarios. The RSQ has been previously used 
in an unrestricted university sample (M = 9.16, SD = 2.99; 
Ayduk et al., 2008). This measure has previously shown 
good internal consistency and test-retest reliability (Downey 
& Feldman, 1996), and the internal consistency in the cur-
rent study was good at baseline (α = .87) and excellent at 
follow-up (α = .93).

Brief Symptom Inventory (BSI-53; Derogatis & Melisara-
tos, 1983) is a 53-item self-report measure that assesses the 
presence of symptoms on nine psychological dimensions 
over the past seven days. Only the depression, anxiety, and 
hostility subscales were used in the current research. The 
BSI-53 has been previously used in a community sam-
ple (depression: M = 0.42, SD = 0.65, anxiety: M = 0.45, 
SD = 0.60, hostility: M = 0.44, SD = 0.60) and outpatient 
sample (depression: M = 1.99, SD = 1.10, anxiety: M = 1.87, 
SD = 1.03, hostility: M = 1.39, SD = 1.02; Ryan, 2007). Pre-
vious research has also shown that the BSI-53 is sensitive to 
intervention-related change (Crameri et al., 2016), and the 
depression, anxiety, and hostility subscales to have accept-
able internal consistency and test re-test reliability (Derogatis 
& Melisaratos, 1983). In the current study the measure showed 
good internal consistency at baseline and follow-up (depres-
sion: BL α = .87, FU α = .89; anxiety: BL α = .87, α = .89; 
hostility: BL α = .81, FU α = .82).

Multidimensional Scale of Perceived Social Support 
(MSPSS; Zimet et al., 1988) is a 12-item self-report meas-
ure that assesses an individual’s perceived social support 
from family, friends, and significant others. The MSPSS 
has been previously used in an unrestricted university sam-
ple (M = 5.81, SD = 0.79; Kazarian & McCabe, 1991). The 
MSPSS has previously demonstrated good internal con-
sistency (α = .88) and test-retest reliability (r = .85; Zimet 
et al., 1988). In the current study, the MSPSS demonstrated 
excellent internal consistency in the current study at baseline 
(α = .92) and follow-up (α = .91).

Inventory of Socially Supportive Behaviours (ISSB; Bar-
rera et al., 1981) is a 40-item measure of objective social 
support, assessing the frequency and type of prosocial 

behaviours. The ISSB has been previously used in an unre-
stricted university sample (M = 3.13, SD = 0.64; Reyes et al., 
2020). The measure has previously produced excellent inter-
nal consistency (Mazer & Thompson, 2011) and test-retest 
reliability (Gottlieb & Bergen, 2010). The measure in the 
current study showed excellent internal consistency at base-
line (α = .94) and at follow-up (α = .97).

Demographics  Participants provided information relating 
to their age, gender, marital status, income, employment, 
use of psychotropic medication and psychological treatment.

Feedback Survey  This survey included a combination of 
Likert-style questions and open-ended questions. Partici-
pants provided information relating to the content, structure, 
and readability of the program. Participants also reported 
on their completion of the assigned homework tasks and 
practice of skills in the last two weeks.

The Intentional Imperfection Program (IIP)

Detailed information on the administration and content of 
the IIP can be found in Appendix A. Briefly, this online 
program was developed by the first, second and last authors, 
and unless otherwise mentioned, the materials and resources 
within the program are original and developed specifically 
for the current research. There were five learning modules 
structured to address the specific components of the PDSM 
and each was accompanied by a corresponding work sheet. 
The learning modules were as follows: (1) psychoeduca-
tion on perfectionism, (2) interpersonal sensitivity psychoe-
ducation and management skills, (3) interpersonal hostility 
psychoeducation and management skills, (4) social discon-
nection psychoeducation and strategies to increase social 
connection, and (5) a summary of the learnt materials. The 
program took approximately two hours to complete and was 
delivered via PowToon videos which were uploaded to an 
online e-therapy platform. The program also contained a 
workbook and homework sheets.

Each module began with a short video providing descrip-
tive information about the construct of interest (e.g., types 
of perfectionism, characteristics of interpersonal sensitiv-
ity), along with common examples of each. Management 
skills taught within the modules included mindfulness, 
self-compassion, meditation, distress tolerance, and social 
skills training. After completing the IIP, participants were 
assigned daily homework tasks that facilitated practice of 
the techniques taught by the program.
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Procedure

The study received ethical approval from the university’s 
Human Research and Ethics Committee and all partici-
pants were treated in accordance with the ethical guide-
lines set out in the National Statement on Ethical Con-
duct in Human Research (National Health and Medical 
Research Council, 2007). The research was registered with 
the Australian New Zealand Clinical Trials Registry (no. 
ACTRN12620000574943).

Data were collected using rolling recruitment whereby 
participants were enrolled into the study at different times 
during the academic year (July to October 2020). Partici-
pants were invited by email to participate in exchange for 
course credit. After providing consent, participants were sent 
an email which contained their identification number, a link 
to the Qualtrics survey (i.e., baseline measures) and instruc-
tions on how to access the IIP. After participants completed 
the baseline survey online, they were provided with a link 
to complete the IIP. Participants were instructed to com-
plete the IIP within 24 h of receiving the link. Two weeks 
later participants were sent an automated email containing 
the link to the Qualtrics follow-up survey and a PDF of the 
program outline. The follow-up survey included the same 
measures administered at baseline in addition to a program 
feedback survey. After completing this, participants were 
sent a debriefing form.

Statistical Analysis Plan

Prior to testing the main hypotheses, data were first screened 
for outliers, normality and missingness by obtaining descrip-
tive statistics in SPSSv25. A series of ANOVAs were con-
ducted to compare demographic and clinical characteristics 
between completers and dropouts. Comparisons were made 
using independent samples t-tests for numeric variables 
and chi-square tests for categorical variables. A series of 
one-sample t-tests were also conducted to compare the 
baseline characteristics of our sample to characteristics of 
unrestricted university samples and psychiatric samples 
from previous studies (Ayduk et al., 2008; Hewitt & Flett, 
1991; Kazarian & McCabe, 1991; Reyes et al., 2020; Ryan, 
2007). Next, paired samples t-tests were used to evaluate 
the efficacy of the intervention. When variables were not 
normally distributed, the corresponding non-parametric 
alternative was used instead (e.g., Mann-Whitney U test; 
see results for details). Participant dropout in the follow-up 
survey was then examined to determine whether the data 
were Missing Completely at Random (MCAR) using Lit-
tle’s MCAR test. As the data were not MCAR, we handled 
the data as recommended by Dong and Peng (2013), using 

maximum-likelihood estimation with an expectation-maxi-
misation algorithm to estimate the missing values. A sensi-
tivity analyses was carried out whereby these analyses were 
conducted on the sample with the expectation-maximisation 
algorithm applied (n = 70) and not applied (n = 62). As the 
statistical significance did not differ for any variables except 
for objective social support (details presented in the results 
below), the analyses with the expectation-maximisation 
algorithm applied are reported below. The results of the 
completer analysis can be found in Appendix Table 4.

We evaluated statistical significance in conjunction with 
effect sizes, as p-values alone may be unreliable indicators of 
effects. As a measure of effect sizes, we reported Pearson’s r 
(0.2, 0.5, and 0.8 represent small, medium, and large effect 
sizes, respectively) for non-parametric analyses (e.g., Mann 
Whitney U tests), Cohen’s d (0.41, 1.15, and 2.70 represent 
small, medium, and large effect sizes, respectively) for para-
metric analyses and Phi and Cramer’s V for chi-square tests 
(Ferguson, 2009).

Lastly, we analysed participant feedback through an open-
ended questionnaire to gain an understanding of participant 
experience of the intervention and to examine the overall 
acceptability of the IIP. Quantitative feedback data was 
examined using both descriptive analyses for continuous 
variables and frequency analyses for categorical variables. 
Qualitative feedback data was coded in Nvivo 12 by two 
independent coders (i.e., first and second author) using the 
thematic and deductive approach described by Braun and 
Clarke (2006). The resulting overall Cohen’s kappa was 0.96 
indicating excellent agreement between raters.

Results

Participant Characteristics

Table 1 displays the demographic characteristics of the total 
sample, stratified by completers and dropouts, and the com-
parison analyses of participants who completed the follow-
up survey to those who did not. Overall, most participants 
were single, aged between 18 and 20 years, identified as 
female and Anglo Australian, were employed, and earn-
ing between AUD$0 - $600 week. Most participants were 
not currently receiving psychological treatment or taking 
psychotropic medication. Table 2 summarises the clinical 
characteristics of the sample.

A series of one-sample t-tests were conducted to compare 
the baseline characteristics of our sample to prior samples. 
These analyses revealed that socially-prescribed and self-
oriented perfectionism were elevated in this sample com-
pared to unrestricted university samples (p’s < .001; Hewitt 
& Flett, 1991). Self-oriented perfectionism was also ele-
vated compared to psychiatric samples (p < .001) although 
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socially-prescribed perfectionism was not (p = .437; Hewitt 
& Flett, 1991). In addition, levels of other-oriented perfec-
tionism were consistent with means from an unrestricted 
university sample (p = .803) and a psychiatric sample in a 
previous study (p = .332; Hewitt & Flett, 1991). Moreover, 
the mean scores for depression, anxiety, and hostility were 
elevated compared to community samples (p’s < .001) but 
did not reach norms consistent with psychiatric samples 
(p’s < .001; Ryan, 2007). The mean scores for rejection 
sensitivity were also elevated compared to unrestricted uni-
versity samples (p < .001; Ayduk et al., 2008), whilst per-
ceived and actual social support were lower than means in 
unrestricted university samples (p’s =/< .040; Kazarian & 
McCabe, 1991; Reyes et al., 2020).

Comparing Completers to Dropouts

As shown in Table 1, participants who dropped out had sta-
tistically higher levels of socially-prescribed perfectionism 
and were more likely to be unemployed than participants who 
completed the follow-up survey, although these differences 
were associated with trivial and small effect sizes, respec-
tively. No other significant differences were evident between 
those who did and did not complete the follow-up survey.

Effects of the Intentional Imperfection 
Program on Outcomes

As shown in Table 2, self-oriented and socially-prescribed 
perfectionism, rejection sensitivity, hostility, and depres-
sion and anxiety decreased from baseline to follow-up, 
while perceived social support increased from baseline to 

follow-up. Effect sizes for these changes ranged from just 
below the recommended minimum effect size representing 
a “practically” significant effect to moderate in magnitude. 
Objective social support evidenced a slight trivial decrease 
when analysing the total sample, but not when examining 
completers only (see Appendix Table 4).

Analysis of the Feedback Survey

Quantitative Questions  The quantitative analyses of the 
content, structure, readability, and use of practice tech-
niques are summarised in Table 3. In terms of strengths, 
most participants reported that the program was: 1) very/
quite understandable (96.8%), 2) very/quite easy to navigate 
(93.5%), 3) very/quite instructive (91.9%), 4) somewhat to 
very effective (87.1%), and 5) resulted in noticeable change 
(82.3%). Although most participants reported practicing 
program strategies for an average of 4.6 h in the two weeks 
following the completion of the program (87.1%), 30.65% of 
participants reported that they experienced barriers to com-
pleting the program and practicing the strategies. In regard 
to program weaknesses, 12.9% of participants reported the 
mode of program delivery was not or only a little effective, 
61.3% reported the program would benefit from individu-
alised feedback/guidance, and 61.3% reported the program 
was a bit too long (61.3%).

Open‑Ended Responses  The thematic analysis of the 
qualitative data resulted in four distinct themes and 10 sub-
themes. Overall, these were related to strategies participants 
found most helpful (helpful strategies), changes participants 
noticed after completing the program (changes noticed), 

Table 2   Comparison analyses 
on outcomes from baseline to 
follow-up with expectation-
maximisation algorithm applied

HF MPS-45 = Hewitt and Flett Multidimensional Perfectionism Scale-45. BSI-53 = Brief Symptom Inven-
tory-53. CERQ = Cognitive Emotion Regulation Questionnaire

Baseline Follow-up Comparison Statistic Effect size

(n = 70) (n = 70)

M SD M SD t or W p d or r
HF MPS-45

Self-oriented 78.73 13.77 72.06 13.85 t = 4.938 p < .001 d = −0.48
Socially-prescribed 56.80 14.76 51.19 12.89 t = 3.715 p < .001 d = 0.40
Other-oriented 53.76 12.62 51.31 12.90 t = 1.796 p = .077 d = 0.19
Rejection sensitivity 11.35 4.41 9.68 4.57 t = 5.412 p < .001 d = 0.37

BSI-53
Depression (Mdn, IQR) 1.00 1.54 0.83 0.88 W = −3.739 p < .001 r = −0.47
Anxiety (Mdn, IQR) 0.83 1.67 0.62 0.88 W = −2.582 p = .010 r = −0.33
Hostility (Mdn, IQR) 0.60 1.00 0.29 0.60 W = −4.163 p < .001 r = 0.53
Perceived social support 

(Mdn, IQR)
5.79 1.58 5.92 1.32 W = −2.270 p = .023 r = −0.29

Objective social support 2.29 0.66 2.02 1.03 t = 2.287 p = .025 d = 0.31
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obstacles experienced during treatment (barriers to treat-
ment), and recommendations to the delivery and structure 
of the program (recommendations to the program). Detailed 
reporting of the themes and sub-themes can be viewed in 
Appendix Table 5 and Appendix C although a summary of 
the findings is presented below.

Several participants found the mindfulness meditations 
most helpful (Theme 1) because they allowed them to 
become aware of their perfectionistic thoughts and behav-
iours and view them objectively and uncritically. Partici-
pants also identified the self-compassion strategy as helpful 
for overcoming self-criticism and for setting more realistic 
expectations of themselves. Other participants reported that 
the distress tolerance techniques were the most helpful, as 
they enabled them to engage with their negative emotions 
and realise that they could cope with them and deal with 
the problems from which they arose. Others reported that 
the social skills training was the most useful as it was effec-
tive in improving their perspective taking and confidence 
in reaching out to others to build better social connections. 
Thus, it seems that the multifaceted approach of the IIP may 
address people’s various needs and preferences.

In terms of the changes noticed after completing the pro-
gram (Theme 2), the majority reported improvements, par-
ticularly in relation to having more realistic expectations and 
greater respect for themselves and others, as well as having a 
better understanding of their perfectionistic tendencies and 
the consequences of them. Many also reported having more 
self-compassion and improved social interactions because 
of the program. Nineteen participants reported barriers to 
treatment (Theme 3) that hindered them from completing the 
program and/or practicing the strategies. These hindrances 
included a lack of time or opportunity to practice the strate-
gies (e.g., COVID restrictions prevented practicing social 
skill strategies with friends, unable to fit in with work and 
university commitments), embarrassment and reluctance to 
think of themselves as perfectionistic, and difficulty focusing 
on the program’s content due to the length of the program.

Finally, in terms of recommendations for program 
improvement (Theme 4), the most common was to make the 
program individualised so that participants could choose the 
components most relevant to their perfectionistic thoughts and 
behaviours based on their responses to the baseline assessment. 
Finally, some suggested expanding the program to include 
a greater number of strategies to help them manage their 
perfectionism and challenge their perfectionistic thinking.

Discussion

The primary aim of this study was to assess the acceptability 
and potential effectiveness of the IIP in reducing the conse-
quences of perfectionism among university students to deter-
mine whether a randomised controlled trial is warranted. 
Consistent with predictions, engagement with the IIP was 
associated with decreases in rejection sensitivity, hostility, 
depression, anxiety, and increases in perceived social support. 
Contrary to predictions, significant changes in objective social 

Table 3   Descriptive and frequency analyses on the quantitative data 
from the feedback survey

n M % SD

Understandability of content
Somewhat understandable 2 3.2
Quite understandable 17 27.4
Very understandable 43 69.4
Level of instruction
A little instructive 2 3.2
Somewhat instructive 3 4.8
Quite instructive 26 41.9
Very instructive 31 50.0
Mode of delivery
Not effective 1 1.6
A little effective 7 11.3
Somewhat effective 18 29.0
Quite effective 23 37.1
Very effective 13 21.0

Ease of navigating the webpage
Somewhat difficult 2 3.2
Neither easy nor difficult 2 3.2
Quite easy 26 41.9
Very easy 32 51.6

Length of resource
Much too long 2 3.2
A bit too long 38 61.3
A good length 20 32.3
Could have been a bit longer 1 1.6
Could have been much longer 1 1.6
Reported practicing the strategies 54 87.1

Reported strategies practiced
Mindful meditation 32 45.7
Compassionate self-validation technique 41 58.6
Distress tolerance 31 44.3
Becoming more aware 26 37.1
Social skills training 6 8.6
Building better friendships 17 24.3
Social goal-setting 19 27.1
Hours spent practicing (n = 54) 4.63 2.93
Recommended individualised feedback/guid-

ance
38 61.3

Noticed changes after intervention 51 82.3
Experienced barriers to treatment 19 30.6
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support did not occur from baseline to follow-up. Although 
not specifically targeted by the intervention, self-oriented and 
socially-prescribed perfectionism decreased from baseline to 
follow-up. The quantitative and qualitative analyses of the 
feedback survey indicated that the program was generally well 
accepted, and also highlighted areas for improvement, that for 
the most part, could easily be resolved. Together, these find-
ings provide preliminary evidence for the usefulness of the IIP 
in helping students to manage perfectionism.

The magnitude of change in depression and anxiety 
observed in this study is comparable to other pre-post 
changes in psychological distress achieved by much longer 
interventions targeting perfectionism (ranging from 8 to 12 
sessions). For example, two previous meta-analyses examin-
ing the efficacy of cognitive-behavioural therapy treatment 
for perfectionism reported moderate decreases in symptoms 
of anxiety and depression (Lloyd et al., 2015; Suh et al., 
2019). However, given that this was a feasibility study that 
did not directly compare outcomes to a longer intervention, 
further research is needed to confirm this.

Despite its preliminary efficacy, the IIP appeared to be 
less effective in increasing objective social support than 
it was for increasing perceived social support. A possi-
ble explanation may be that participants were required to 
engage in physical distancing measures to prevent the spread 
of COVID-19 while participating in this study, and there-
fore, had limited opportunities to practice the recommended 
strategies in the two-week period. As previous research sug-
gests that increased perceived social support, rather than 
actual social support, predicts better mental health outcomes 
(Eagle et al., 2019), the program may not need to improve 
objective indices of social support. Nevertheless, further 
research is needed to clarify if the IIP can increase objective 
social support during a non-pandemic context.

Interestingly, we found that completion of the IIP yielded 
changes on two facets of perfectionism, which was not pre-
dicted by the model. The PSDM states that perfectionism is 
a stable trait and that reductions in perfectionism may require 
longer and more intensive treatments (Hewitt et al., 2015). 
Studies that have successfully reduced some forms of perfec-
tionism identified socially-prescribed perfection to be par-
ticularly resistant to treatment (Glover et al., 2007). However, 
our findings showed that the IIP was associated with small 
reductions in socially-prescribed and self-oriented perfec-
tionism. Therefore, changes in other-oriented perfectionism 
may be possible if future iterations of the IIP devote more 
attention to it. In the current version, only the interpersonal 
hostility videos specifically targeted problematic behaviours/
cognitions associated with other-oriented perfectionism.

The qualitative findings suggest that participants adhered 
to homework tasks, enjoyed the program, and found it use-
ful. In particular, participants reported that the mindfulness 
meditations, self-compassion strategies, distress tolerance 

activities, and social skills training were most beneficial to 
them. However, the qualitative responses also indicted that 
a few changes to the program may help. Although the IIP is 
much shorter than existing perfectionism treatments, more 
than half of participants reported that the program was too 
long. As some participants reported that they preferred to 
complete the program over a longer time-frame, it may not be 
that the program needs to be shorter, but that participants need 
to be given flexibility as to when they complete the modules. 
Many participants also reported that they would have ben-
efited from individualised feedback and/or guidance. Refine-
ments to the IIP could include providing participants with 
feedback on their baseline assessment, which directs them 
to specific modules that may be particularly helpful to them.

Limitations

A number of limitations must also be considered when draw-
ing conclusions from the current study. First and foremost, 
as we did not reach our required sample size indicated by our 
a priori power analysis, we were not able to test the validity 
of the PSDM tenets. Thus, this paper only presents on treat-
ment outcome. Second, given the absence of a control group, 
the findings of the study cannot be confidently attributed to 
the intervention, and as such, the observed outcomes should 
be considered with caution. Third, our comparison analyses 
showed that those who dropped out were more likely to have 
higher levels of socially prescribed perfectionism and were 
more likely to be unemployed. Our sample also predomi-
nately consisted of Anglo Australian females. As such, our 
sampling procedure may have limited the generalisability of 
our results to a specific subset of those with perfectionism. 
Lastly, we were also unable to observe participants’ comple-
tion of the modules and time spent on the website and had 
to rely to self-report. To address these limitations, a future 
randomised controlled trial would benefit from obtaining 
a larger, more diverse sample to increase statistical power, 
using software that objectively measures program engage-
ment and homework compliance to reduce reporting. Addi-
tionally, the study would benefit from ensuring the IIP is 
culturally appropriate and retains participants with higher 
levels of socially-prescribed perfectionism to increase the 
generalisability of our results.

Conclusions

Several studies have shown that both perfectionism and psy-
chological distress are highly prevalent among university 
students, and barriers such as time and financial constraints 
means that most do not seek or receive any psychological 
treatment (Lipson et al., 2019). Our feasibility study showed 
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preliminary support for the the use of a theory-driven 
approach for targeting multidimensional perfectionism using 
the IIP. The IIP may be a practical alternative to longer, more 
intensive treatments for university students as it is brief, 
affordable, and can easily be disseminated. The next step 
will be to revise the program based on the current data and 
to test the IIP in a randomised controlled trial.

Appendix A

Prior to beginning the learning modules, participants were 
shown an introductory video (1:21 min) which outlined 
the program’s content and the types of skills that would be 
taught. Participants were asked to download the program 
worksheet and were told that they would be prompted to 
use the worksheet to answer questions during the program.

In the first learning module, participants were provided 
psychoeducation via a brief video (6:02 min) describing 
perfectionism, the various types of perfectionism, and the 
Perfectionism Social Disconnection Model. Following this 
video, participants were prompted to reflect on their own 
experience of perfectionism and its impact on their daily life, 
social functioning, and mental health using their worksheet.

The second learning module consisted of a video (4:45 min) 
that provided psychoeducation on interpersonal sensitivity, 
examples of interpersonally sensitive behaviour, and outlined 
skills to manage interpersonally sensitive behaviour (i.e., mind-
fulness, compassionate self-validation, and distress tolerance; 
Berenson et al., 2016; Joss et al., 2020; Keng & Tan, 2018; Sakiz 
& Saricam, 2015). Participants were then prompted to reflect on 
their own experiences of interpersonally sensitive behaviour and 
its impact on their relationships using their worksheet. After-
wards, participants were shown a video (5:18 min) providing 
psychoeducation on the benefits of mindfulness in managing 
and reducing rejection sensitivity (Joss et al., 2020; Keng & 
Tan, 2018). Participants were then shown a mindful medita-
tion video (11:11 min) and were prompted to reflect on their 

experience with the mindful meditation and its utility using their 
worksheet. Next, participants were shown a video (4:37 min) 
explaining emotional regulation and its relationship with per-
fectionism. The video also contained explicit training on how to 
regulate emotions using self-compassion to adopt a mindset of 
care and empathy for oneself. Participants were then prompted 
to reflect on this activity in their worksheet. Lastly, participants 
were provided with psychoeducation via a video (4:37 min) on 
distress tolerance and increasing distress tolerance. Participants 
then reflected on their own capacity to tolerate distress and strat-
egies to increase this skill using their worksheet.

The third learning module provided psychoeducation via 
video (3:46 min) on interpersonal hostility, examples of hos-
tile behaviour, and outlined skills to manage hostile behav-
iours (i.e., experiential ownership and social skills training; 
Gresham, 1985; Heppner et al., 2008; Hofmann et al., 2011; 
Spence, 2003; Zaragoza et al., 1991). Participants were then 
encouraged to reflect on their own experience of interpersonal 
hostility using their worksheet. Afterwards, participants were 
shown a video (4:15 min) guiding them through an activ-
ity that encouraged participants to increase their awareness 
of their own and others’ emotions by reflecting on a social 
situation in which the participant responded with hostility. 
Participants were then asked to reflect on this experience 
and its implications using their worksheet. Next, participants 
were shown a video (0:40 min) which briefly discussed some 
interpersonal hostile behaviours (i.e., cool disposition, non-
disclosure and distancing oneself from social situations) and 
its link to perfectionism. Participants were then shown a series 
of scenarios via different videos which included examples of 
common perfectionistic behaviours demonstrated by actors. 
These scenarios included a student reacting negatively to 
receiving feedback from an instructor (5:48 min), an indi-
vidual perceiving rejection from a peer (3:23 min), and an 
individual displaying hostile behaviour in a group setting 
(10:16 min). After each video, participants were shown the 
same scenarios again via video (9:15 min), but with the indi-
vidual demonstrating adaptive responses instead. Participants 
were then asked to identify the behaviours in each interaction 
that were unhelpful and helpful using their worksheet.
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The fourth learning module was related to social discon-
nection. Participants were shown a video (1:27 min) which 
explained subjective and objective social disconnection, its 
relationship to perfectionism, and outlined skills to increase 
social connectedness (i.e., friendship enrichment activities; 
Kim & Kim, 2011; Stevens, 2001). Participants were then 
prompted to use their worksheet to consider their own level 
of social connectedness. Next, participants were shown a 
video (5:40 min) guiding them through an activity called 
‘Building Better Friendships’ which encouraged participants 
to think about themselves as friends and contemplate the 
qualities of a good friend. This activity, originating from 
Leahy et al.’s (2011) idea of needing to support others to 
receive support, explained how domineering interpersonal 
styles can lead to one-sided friendships. Participants then 
reflected on the importance of mutual support and imple-
mentation of the technique using their worksheet. Next, a 
video (3:27 min) guided participants through an activity to 
set friendship goals. In this activity, participants are asked 
to map out their social network and reflect on their avail-
able support networks. Participants also were encouraged 
to identify individuals they may want to cultivate stronger 
bonds with and set social goals for improving their connec-
tions with others using their worksheets.

The fifth learning module summarised the content in 
the program and provided participants with a homework 
worksheet to practice the skills taught during the IIP by 
integrating its teachings into their everyday lives. To help 
with this, participants were asked to map out their schedule 
for the next two weeks and block out time for daily prac-
tice. Participants were encouraged to again reflect on the 
impact that perfectionism has had on their life, but this 
time, they were to identify strategies that may help them 
to reduce its impact. Next, participants were shown a final 
video (4:39 min) which informed them that they would be 
contacted in two weeks to complete a feedback survey. The 
video also thanked participants for their participation and 
provided them with resources to access additional mental 
health services if needed.
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Appendix B

Table 4

Table 4   Comparison analyses 
on outcomes from baseline to 
follow-up on the completer 
sample

HF MPS-45 = Hewitt and Flett Multidimensional Perfectionism Scale-45. BSI-53 = Brief Symptom Inven-
tory-53. CERQ = Cognitive Emotion Regulation Questionnaire

Baseline Follow-up Comparison Statistics Effect size

(n = 62) (n = 62)

M SD M SD t or Z p r or d

HF MPS-45
Self-oriented 79.52 13.59 71.73 14.69 t = 5.862 p = .001 d = 0.55
Socially-prescribed 55.40 14.21 51.63 13.65 t = 2.677 p = .010 d = 0.27
Other-oriented 54.08 12.37 52.37 13.35 t = 1.250 p = .216 d = 0.13
Rejection sensitivity 11.28 4.57 9.53 4.85 t = 5.472 p < .001 d = 0.37

BSI-53
Depression (Mdn, IQR) 1.00 1.37 0.83 1.04 Z = −3.287 p = .001 r = −0.42
Anxiety (Mdn, IQR) 0.83 1.67 0.50 1.04 Z = −2.181 p = .029 r = −0.28
Hostility (Mdn, IQR) 0.60 1.00 0.40 0.80 Z = −3.545 p < .001 r = −0.45
Perceived social support 

(Mdn, IQR)
5.87 1.27 6.00 1.17 Z = −2.691 p = .007 r = −0.34

Objective social support 2.27 0.68 2.28 0.78 t = −0.184 p = .854 d = 0.01

Table 5   Themes and sub-themes from the qualitative data analysis from the feedback survey. Themes and sub-themes from the qualitative data 
analysis from the feedback survey

Themes Sub-themes Examples of codes

Helpful strategies Mindfulness Awareness, relaxation, reduced impulsivity
Self-compassion Positive mindset, self-compassion
Distress tolerance Engagement, acceptance
Social skills Understanding, social relatedness, interpersonal skills

Changes noticed Towards self Reconsideration of achievement, understanding, self-compassion
Towards others Reconsideration of expectations, awareness, compassion

Barriers to treatment Internal barriers Uncomfortable feelings, difficult to stay focused
External barriers Lack of opportunity, conflicting commitments, significant life events

Recommendations to the program Recommended removing Strategies in the program, structure of the program
Recommended adding Other techniques and resources to manage perfectionism

Appendix C

The thematic analysis of the qualitative data resulted in four 
distinct themes and 10 sub-themes (see table below). These 
were related to strategies participants found most helpful 

(helpful strategies), changes participants noticed after com-
pleting the program (changes noticed), obstacles during 
treatment (barriers to treatment), and recommendations to 
the delivery and structure of the program (recommendations 
to the program).

Table 5 
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Helpful Strategies  Several participants reported that the 
mindfulness strategies in the program were most helpful to 
them. Some participants reported that the mindful medita-
tion helped them to become more aware of ‘feelings and 
sensations’, ‘where [their] perfectionism creeps into my 
everyday life’ and ‘the perspective of others’. Some par-
ticipants also reported that engaging in mindful meditation 
made them feel more relaxed. For instance, ‘it calms me 
down and most importantly, it eases my mind, in the end, 
I’m not fighting my thoughts anymore, I’ve learnt how to let 
them go (most of the time)’.

Several participants also reported benefits from the self-
compassion strategies taught in the program. Some partici-
pants reported that these strategies helped them to adopt a 
‘positive mindset’ which ‘reminded them to set reasonable 
expectations for themselves’ and made them feel ‘better 
and more capable of managing things.’ Many participants 
also reported that the self-compassion strategies allowed 
them to be less ‘critical’, ‘harsh’ or ‘judgemental’ towards 
themselves.

A few participants also reported that distress tolerance 
strategies were the most helpful of the program. Some par-
ticipants reported that the distress tolerance strategies helped 
them to engage with their negative emotions. For example, 
‘I usually ‘bury’ these kinds of feelings to get on with it. It 
was a challenge, but I physically felt I was able to engage 
with my emotions’. Other participants reported being able 
to ‘accept the distress’ associated with their perfectionism 
(e.g., ‘helped me realised that I am capable of dealing with 
problems that I encounter daily’ and ‘learning I am okay 
even if it is not ‘perfect’).

A few participants reported that the activities on social 
skills in the program were most helpful to them as it helped 
them to understand the thoughts of others. For instance, 
‘learning to understand how my friends were thinking and 
seeing from their point of view. It made me feel like I was 
closer to them and that it was easier to have conversations.’ 
Other participants also reported that the activities helped 
them to ‘reach out to the friends I [they] already have to 
become closer and make new friends’ and improve their 
interpersonal skills such as taking the time to ‘really listen 
to others, thank them for their time and ask them questions’.

Changes Noticed  A large majority of participants reported 
noticing changes after completing the program. The treat-
ment appeared to have had a positive effect on participants’ 
well-being as several responses involved noticing changes in 
themselves. Some participants reported reconsidering their 
standard of perfection: ‘my expectations for myself and other 
people are not as strong, I treat myself with more respect 
and therefore, I also treat other individuals better.’ Some 
participants also reported greater understanding of thoughts 
and feelings related to perfectionism: ‘I also have a better 

understanding of how my perfectionistic tendencies mani-
fest and why’. Several participants also reported being more 
self-compassionate, ‘kinder’, ‘understanding’ and ‘patient’ 
towards themselves giving themselves ‘the benefit of the 
doubt and also that room to breathe and relax without feel-
ing guilty.’

Several participants also noticed changes towards their 
interactions with others and reconsidering their expectations 
of them: ‘I have also reflected and identified behaviours or 
situations where I was unfair or had unfair expectations 
on others due to perfectionism and have been able to start 
addressing them’. Some participants reported ‘I am more 
aware of how I treat my friends’, ‘more aware of asking 
other people what is happening in their lives’ and ‘have 
become more aware that I often talk about myself and should 
work on becoming a better listener for my friends’. As a 
result, many participants reported being more ‘compassion-
ate’, ‘mindful’, ‘patient’, ‘understanding’, ‘respectful’ and 
‘considerate’ towards others.

Barriers to Treatment  Some participants reported barriers 
which hindered them from completing the program and/
or practicing the strategies. A few participants discussed 
internal barriers to treatment such as uncomfortable feel-
ings arising from activities which involved participants 
reflecting on their perfectionism. For example, participants 
reported ‘negative feelings coming up’, ‘I felt embarrassed 
[sic] to think of myself as a perfectionist’ and a ‘reluctance 
to accept’. Some participants also reported that it was ‘dif-
ficult to stay focused’ which some attributed to the length of 
the program; ‘it was too hard to complete in one go’, and ‘it 
was too long that I became disengaged.’

Some participants also discussed external barriers to 
treatment such as a lack of opportunity to practice the strate-
gies as they ‘did not have many opportunities to interact with 
others’ and ‘did not have any university work or assignments 
during this period’. On the other hand, some participants 
also reported ‘difficulties in juggling commitments (univer-
sity, work, volunteering, family)’ which prevented them from 
‘setting time aside’ for the program. A few participants also 
reported recent significant life events (e.g., ‘familial loss, 
‘extremely traumatic event’) which disrupted their engage-
ment with the program and practice of the strategies.

Recommendations to the Program  Although many partici-
pants reported that they would not recommend changing the 
program, some participants recommended removing compo-
nents from the program. For instance, some participants sug-
gested removing specific strategies and/or techniques such as 
the mindful meditation, compassionate self-validation and 
social skills as they felt these strategies were ‘irrelevant’ or 
‘did not work’ for their perfectionism. However, consistent 
with the data reported above on the benefits others gained 
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from these strategies/techniques, many of these participants 
also acknowledged that these strategies may be favourable 
to other participants and thus should still be included. For 
example, ‘I think they are all helpful in their own way and 
some of the different resources may benefit some individu-
als more than others.’ Other participants reported that they 
would prefer a more individualised program to suit the per-
fectionism that they experienced, such as making a ‘quiz at 
the beginning to direct the user to the part of perfectionism 
that is most relevant to them’.

Some participants also recommended adding components 
to the program that they would find useful in managing their 
perfectionism. These included: ‘thought challenging which 
is something that has helped me significantly…I think the 
structure of thought challenging is very helpful’, or ‘commu-
nication, ability to say no, conflict solving’ and ‘a sports sec-
tion, as being an athlete managing my perfectionism can be 
quite difficult during training sessions an [sic] racing’. Other 
participants recommended adding ‘other resources that 
could help with perfectionism (Smiling Mind for example)’.

Acknowledgments  We would like to thank Marika Blonner, Jonathon 
David, Brooke Gardner, and Pete Cassey from the Behavioural Sci-
ences Laboratory at Macquarie University for serving as actors in the 
videos for the Intentional Imperfection Program. We would also like to 
thank Cherie Pfeiffer, IT Systems Coordinator at the Centre for Emo-
tional Health at Macquarie University for their assistance in launching 
the Intentional Imperfection Program online website.

Authors Contribution  Shanara Visvalingam: Conceptualization, 
Methodology, Software, Intervention Development, Formal Analy-
sis, Investigation, Data Curation, Writing – Original Draft, Writ-
ing – Review & Editing. Hannah L. McHardy: Conceptualization, 
Methodology, Software, Intervention Development, Formal Analysis, 
Investigation, Data Curation, Writing – Review & Editing. Susanne J. 
Norder: Writing – Original Draft, Writing – Review & Editing. Nata-
sha R. Magson: Supervision, Writing – Review & Editing. Melissa 
M. Norberg: Conceptualization, Methodology, Software, Intervention 
Development, Writing – Review & Editing, Supervision. All authors 
contributed to and have approved the final manuscript.

Funding  Open Access funding enabled and organized by CAUL and 
its Member Institutions This research is supported by an Australian 
Government Research Training Program (RTP) Scholarship granted 
to the first author.

Data Availability  The data that support the findings of this study are 
available from the corresponding author, Melissa M. Norberg, upon 
reasonable request.

Declarations 

Ethics Approval  All procedures performed in studies involving human 
participants were in accordance with the ethical standards of the insti-
tutional and/or national research committee and with the 1964 Helsinki 
Declaration and its later amendments or comparable ethical standards.

The study received ethical approval from the university’s Human Re-
search and Ethics Committee (no. 52020661317073) and all partici-
pants were treated in accordance with the ethical guidelines set out in 
the National Statement on Ethical Conduct in Human Research (Na-
tional Health and Medical Research Council, 2018). The research was 
registered with the Australian New Zealand Clinical Trials Registry 
(no. ACTRN12620000574943).

Competing Interests  All authors certify that they have no affiliations 
with or involvement in any organisation or entity with any financial 
interest or non-financial interest in the subject matter or materials dis-
cussed in this manuscript.

Consent to Participate  Informed consent was obtained from all indi-
vidual participants included in the study.

Open Access  This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article’s Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http://​creat​iveco​mmons.​org/​licen​ses/​by/4.​0/.

References

Abdollahi, A., Allen, K. A., & Taheri, A. (2020). Moderating the 
role of self-compassion in the relationship between perfection-
ism and depression. Journal of Rational-Emotive and Cogni-
tive-Behavior Therapy, 38, 459–471. https://​doi.​org/​10.​1007/​
s10942-​020-​00346-3

Ayduk, O., Zayas, V., Downey, G., Cole, A. B., Shoda, Y., & Mischel, W. 
(2008). Rejection sensitivity and executive control: Joint predictors 
of borderline personality features. Journal of Research in Personal-
ity, 42(1), 151–168. https://​doi.​org/​10.​1016/j.​jrp.​2007.​04.​002

Barrera, M., Sandler, I. N., & Ramsay, T. B. (1981). Preliminary devel-
opment of a scale of social support: Studies on college students. 
American Journal of Community Psychology, 9(4), 435–447. 
https://​doi.​org/​10.​1007/​BF009​18174

Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology. 
Qualitative Research in Psychology, 3(2), 77–101. https://​doi.​org/​
10.​1191/​14780​88706​qp063​oa

Cha, M. (2016). The mediation effect of mattering and self-esteem in 
the relationship between socially prescribed perfectionism and 
depression: Based on the social disconnection model. Personal-
ity and Individual Differences, 88, 148–159. https://​doi.​org/​10.​
1016/j.​paid.​2015.​09.​008

Chang, E. C., & Sanna, L. J. (2012). Evidence for the validity of the 
clinical perfectionism questionnaire in a nonclinical population: 
More than just negative affectivity. Journal of Personality Assess-
ment, 94(1), 102–108. https://​doi.​org/​10.​1080/​00223​891.​2011.​
627962

Coudray, C., Palmer, R., & Frazier, P. (2019). Moderators of the effi-
cacy of a web-based stress management intervention for college 
students. Journal of Counseling Psychology, 66(6), 747–754. 
https://​doi.​org/​10.​1037/​cou00​00340

http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1007/s10942-020-00346-3
https://doi.org/10.1007/s10942-020-00346-3
https://doi.org/10.1016/j.jrp.2007.04.002
https://doi.org/10.1007/BF00918174
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1016/j.paid.2015.09.008
https://doi.org/10.1016/j.paid.2015.09.008
https://doi.org/10.1080/00223891.2011.627962
https://doi.org/10.1080/00223891.2011.627962
https://doi.org/10.1037/cou0000340


Current Psychology	

1 3

Crameri, A., Schuetz, C., Andreae, A., Koemeda, M., Schulthess, 
P., Tschuschke, V., & von Wyl, A. (2016). The brief symptom 
inventory and the outcome Questionnaire-45 in the assessment 
of the outcome quality of mental health interventions. Psychiatry 
Journal, 44(3), 775–782. https://​doi.​org/​10.​1155/​2016/​78307​85

Curran, T., & Hill, A. (2017). Perfectionism is increasing over time: 
A meta-analysis of birth cohort differences from 1989 to 2016. 
Psychological Bulletin, 145(4), 410–429. https://​doi.​org/​10.​1037/​
bul00​00138

Czyz, E. K., Horwitz, A. G., Eisenberg, D., Kramer, A., & King, C. A. 
(2013). Self-reported barriers to professional help seeking among 
college students at elevated risk for suicide. Journal of American 
College Health, 61(7), 398–406. https://​doi.​org/​10.​1080/​07448​
481.​2013.​820731

Derogatis, L. R., & Melisaratos, N. (1983). The brief symptom inven-
tory: An introductory report. Psychological Medicine, 13(3), 
595–605. https://​doi.​org/​10.​1017/​S0033​29170​00480​17

Dickie, L., Surgenor, L. J., Wilson, M., & McDowall, J. (2012). The 
structure and reliability of the clinical perfectionism question-
naire. Personality and Individual Differences, 52(8), 865–869. 
https://​doi.​org/​10.​1080/​10640​266.​2012.​668484

Dong, Y., & Peng, C. Y. J. (2013). Principled missing data methods 
for researchers. SpringerPlus, 2(1), 1–17. https://​doi.​org/​10.​1186/​
2193-​1801-2-​222

Downey, G., & Feldman, S. I. (1996). Implications of rejection sen-
sitivity for intimate relationships. Journal of Personality and 
Social Psychology, 70(6), 1327–1343. https://​doi.​org/​10.​1037//​
0022-​3514.​70.6.​1327

Eagle, D. E., Hybels, C. F., & Proeschold-Bell, R. J. (2019). Perceived 
social support, received social support, and depression among 
clergy. Journal of Social and Personal Relationships, 36(7), 
2055–2073. https://​doi.​org/​10.​1177/​02654​07518​776134

Fairburn, C., Cooper, Z., & Shafran, R. (2003). The clinical perfection-
ism questionnaire. Unpublished scale.

Ferguson, C. J. (2009). An effect size primer: A guide for clinicians 
and researchers. Professional Psychology: Research and Practice, 
40(5), 532–538. https://​doi.​org/​10.​1037/​a0015​808

Flett, G. L., Besser, A., & Hewitt, P. L. (2014). Perfectionism and 
interpersonal orientations in depression: An analysis of valida-
tion seeking and rejection sensitivity in a community sample of 
young adults. Psychiatry, 77(1), 67–85. https://​doi.​org/​10.​1521/​
psyc.​2014.​77.1.​67

Glover, D. S., Brown, G. P., Fairburn, C. G., & Shafran, R. (2007). A 
preliminary evaluation of cognitive-behaviour therapy for clini-
cal perfectionism: A case series. The British Journal of Clinical 
Psychology, 46(1), 85–94. https://​doi.​org/​10.​1348/​01446​6506x​
117388

Gottlieb, B. H., & Bergen, A. E. (2010). Social support concepts and 
measures. Journal of Psychosomatic Research, 69(5), 511–520.

Hafner, N., Pepping, C. A., & Wertheim, E. H. (2018). Dispositional 
mindfulness, rejection sensitivity, and behavioural responses to 
rejection: The role of emotion regulation. Australian Journal of 
Psychology, 71(2), 163–170. https://​doi.​org/​10.​1111/​ajpy.​12224

Hewitt, P. L., & Flett, G. L. (1991). Perfectionism in the self and social 
contexts: Conceptualization, assessment, and association with 
psychopathology. Journal of Personality and Social Psychology, 
60(3), 456–470. https://​doi.​org/​10.​1037//​0022-​3514.​60.3.​456

Hewitt, P. L., Flett, G. L., Mikail, S. F., Kealy, D., & Zhang, L. C. 
(2017). The Perfectionism social disconnection model. In  The 
psychology of perfectionism: Theory, research, applications. 
Routledge.

Hewitt, P. L., Flett, G., Turnbull-Donovan, W., & Mikail, S. (1991). 
The multidimensional perfectionism scale: Reliability, validity, 
and psychometric properties in psychiatric samples. Psychological 
Assessment: A Journal of Consulting and Clinical Psychology, 
3(3), 464–468. https://​doi.​org/​10.​1037/​1040-​3590.3.​3.​464

Hewitt, P. L., Mikail, S., Flett, G., Tasca, G., Flynn, C., Deng, X., Kal-
das, J., & Chen, C. (2015). Psychodynamic/interpersonal group 
psychotherapy for perfectionism: Evaluating the effectiveness of 
a short-term treatment. Psychotherapy, 52(2), 205–217. https://​
doi.​org/​10.​1037/​pst00​00016

Joss, D., Lazar, S. W., & Teicher, M. H. (2020). Nonattachment pre-
dicts empathy, rejection sensitivity, and symptom reduction after 
a mindfulness-based intervention among young adults with a his-
tory of childhood maltreatment. Mindfulness, 11, 975–990. https://​
doi.​org/​10.​1007/​s12671-​020-​01322-9

Kazarian, S. S., & McCabe, S. B. (1991). Dimensions of social sup-
port in the MSPSS: Factorial structure, reliability, and theoretical 
implications. Journal of Community Psychology, 19, 150–160.

Kim, H. U., & Kim, K. W. (2011). Influence of friendship to academic 
persistence and drop out and mediation effect of school adapta-
tion. Journal of Fashion Business, 15(4), 87–109.

Lipson, S., Lattie, E., & Eisenberg, D. (2019). Increased rates of mental 
health service utilization by U.S. college students: 10-year popula-
tion-level trends (2007–2017). Psychiatric Services, 70(1), 60–63. 
https://​doi.​org/​10.​1176/​appi.​ps.​20180​0332

Lloyd, S., Schmidt, U., Khondoker, M., & Tchanturia, K. (2015). Can 
psychological interventions reduce perfectionism?: A systematic 
review and meta- analysis. Behavioural and Cognitive Psychother-
apy, 43(6), 705–731. https://​doi.​org/​10.​1017/​S1352​46581​40001​62

Mackinnon, S. P., Kehayes, I.-L. L., Leonard, K. E., Fraser, R., & 
Stewart, S. H. (2017). Perfectionistic concerns, social negativ-
ity, and subjective well-being: A test of the social disconnection 
model. Journal of Personality, 85(3), 326–340. https://​doi.​org/​
10.​1111/​jopy.​12243

Matheny, N. L., Smith, H. L., Summers, B. J., McDermott, K. A., 
Macatee, R. J., & Cougle, J. R. (2017). The role of distress toler-
ance in multiple facets of hostility and willingness to forgive. 
Cognitive Therapy and Research, 41, 170–177. https://​doi.​org/​
10.​1007/​s10608-​016-​9808-7

Mazer, J. P., & Thompson, B. (2011). The validity of the student aca-
demic support scale: Associations with social support and rela-
tional closeness. Communication Reports, 24(2), 74–85. https://​
doi.​org/​10.​1080/​08934​215.​2011.​622237

Reyes, M. E., Davis, R. D., Ann, C., Chua, P. Q., Olaveria, G. L., 
Pamintuan, L., et al. (2020). Relative importance of social sup-
port and social connectedness as protective factors of suicidal 
ideation among selected Filipino late adolescents. Suicidology 
Online, 11(1), 29–40.

Rice, K., Richardson, C., & Ray, M. (2016). Perfectionism in academic 
settings. In F. M. Sirois & D. S. Molnar (Eds.), Perfectionism, 
health and well-being (pp. 245–264). Springer.

Riley, C., Lee, M., Cooper, Z., Fairburn, C. G., & Shafran, R. (2007). 
A randomised controlled trial of cognitive-behaviour therapy for 
clinical perfectionism: A preliminary study. Behaviour Research 
and Therapy, 45(9), 2221–2231. https://​doi.​org/​10.​1016/j.​brat.​
2006.​12.​003

Ryan, C. (2007). British outpatient norms for the brief symptom inven-
tory. Psychology and Psychotherapy: Theory, Research and Prac-
tice, 80(2), 183–191. https://​doi.​org/​10.​1348/​14760​8306X​111165

Sakiz, H., & Saricam, H. (2015). Self-compassion and forgiveness: 
The protective approach against rejection sensitivity. International 
journal of human and behavioral. Science, 1(2), 10–21. https://​
doi.​org/​10.​19148/​ijhbs.​58217

Schweitzer, R. D., & Hamilton, T. K. (2002). Perfectionism and mental 
health in Australian university students: Is there a relationship? 
Journal of College Student Development, 43(5), 684–695.

Shonin, E., Van Gordon, W., Compare, A., Zangeneh, M., & Griffiths, 
M. D. (2015). Buddhist-derived loving-kindness and compassion 
meditation for the treatment of psychopathology: A systematic 
review. Mindfulness, 6(5), 1161–1180. https://​doi.​org/​10.​1007/​
s12671-​014-​0368-1

https://doi.org/10.1155/2016/7830785
https://doi.org/10.1037/bul0000138
https://doi.org/10.1037/bul0000138
https://doi.org/10.1080/07448481.2013.820731
https://doi.org/10.1080/07448481.2013.820731
https://doi.org/10.1017/S0033291700048017
https://doi.org/10.1080/10640266.2012.668484
https://doi.org/10.1186/2193-1801-2-222
https://doi.org/10.1186/2193-1801-2-222
https://doi.org/10.1037//0022-3514.70.6.1327
https://doi.org/10.1037//0022-3514.70.6.1327
https://doi.org/10.1177/0265407518776134
https://doi.org/10.1037/a0015808
https://doi.org/10.1521/psyc.2014.77.1.67
https://doi.org/10.1521/psyc.2014.77.1.67
https://doi.org/10.1348/014466506x117388
https://doi.org/10.1348/014466506x117388
https://doi.org/10.1111/ajpy.12224
https://doi.org/10.1037//0022-3514.60.3.456
https://doi.org/10.1037/1040-3590.3.3.464
https://doi.org/10.1037/pst0000016
https://doi.org/10.1037/pst0000016
https://doi.org/10.1007/s12671-020-01322-9
https://doi.org/10.1007/s12671-020-01322-9
https://doi.org/10.1176/appi.ps.201800332
https://doi.org/10.1017/S1352465814000162
https://doi.org/10.1111/jopy.12243
https://doi.org/10.1111/jopy.12243
https://doi.org/10.1007/s10608-016-9808-7
https://doi.org/10.1007/s10608-016-9808-7
https://doi.org/10.1080/08934215.2011.622237
https://doi.org/10.1080/08934215.2011.622237
https://doi.org/10.1016/j.brat.2006.12.003
https://doi.org/10.1016/j.brat.2006.12.003
https://doi.org/10.1348/147608306X111165
https://doi.org/10.19148/ijhbs.58217
https://doi.org/10.19148/ijhbs.58217
https://doi.org/10.1007/s12671-014-0368-1
https://doi.org/10.1007/s12671-014-0368-1


	 Current Psychology

1 3

Spence, S. H. (2003). Social skills training with children and young 
people: Theory, evidence, and practice. Child and Adolescent 
Mental Health, 8(2), 84–96. https://​doi.​org/​10.​1111/​1475-​3588.​
00051

Stoeber, J., Noland, A. B., Mawenu, T. W. N., Henderson, T. M., & 
Kent, D. N. P. (2017). Perfectionism, social disconnection, and 
interpersonal hostility: Not all perfectionists don't play nicely with 
others. Personality and Individual Differences, 119, 112–117. 
https://​doi.​org/​10.​1016/j.​paid.​2017.​07.​008

Suh, H., Sohn, H., Kim, T., & Lee, D. G. (2019). A review and meta-
analysis of perfectionism interventions: Comparing face-to-face 
with online modalities. Journal of Counselling Psychology, 66(4), 
473. https://​doi.​org/​10.​1037/​cou00​00355

Wright, I., Travers-Hill, E., Gracey, F., Troup, J., Parkin, K., Casey, S., 
& Kim, Y. (2020). Brief psychological intervention for distress 

tolerance in an adult secondary care community mental health 
service: An evaluation. The Cognitive Behaviour Therapist, 13, 
E50. https://​doi.​org/​10.​1017/​S1754​470X2​00005​13

Zimet, G. D., Dahlem, N. W., Zimet, S. G., & Farley, G. K. (1988). 
The multidimensional scale of perceived social support. Journal 
of Personality Assessment, 52(1), 30–41.

Leahy, R. L., Tirch, D., & Napolitano, L. A. (2011). Emotion regulation 
in psychotherapy: A practitioner’s guide. Guilford Publications.

National Health and Medical Research Council, Australian Research 
Council and Universities Australia. (2018). Australian code for the 
responsible conduct of research. Available from: www.​nhmrc.​gov.​
au/​guide​lines/​publi​catio​ns/​r41

Publisher’s Note  Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

https://doi.org/10.1111/1475-3588.00051
https://doi.org/10.1111/1475-3588.00051
https://doi.org/10.1016/j.paid.2017.07.008
https://doi.org/10.1037/cou0000355
https://doi.org/10.1017/S1754470X20000513
https://www.nhmrc.gov.au/guidelines/publications/r41
https://www.nhmrc.gov.au/guidelines/publications/r41

	A mixed methods study of an online intervention to reduce perfectionism
	Abstract
	A Mixed Methods Study of an Online Intervention to Reduce Perfectionism
	Perfectionism Social Disconnection Model
	Approaches to Treatment
	Rationale for the Study
	Method
	Participants
	Measures

	The Intentional Imperfection Program (IIP)
	Procedure
	Statistical Analysis Plan
	Results
	Participant Characteristics
	Comparing Completers to Dropouts

	Effects of the Intentional Imperfection Program on Outcomes
	Analysis of the Feedback Survey
	Discussion
	Limitations
	Conclusions
	Acknowledgments 
	References


