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Abstract 

Perfectionism is characterized by beliefs and feelings that drive individ-
uals to pursue unattainable standards of excellence and impeccability, often 
at the expense of their psychological and physical well-being. It correlates 
with many psychopathologies and a heightened suicide risk; and it can be 
also an aspect of a multiplicity of personality disorders. Perfectionism seems 
a common phenomenon among psychological practitioners too, and the very 
few studies that focus on it overall suggest that perfectionism in therapists is 
negatively correlated with therapy effectiveness, and positively correlated 
with therapist emotional distress (e.g., negative emotions toward patient 
characteristics or demands); but it is not clear the mechanism underlying 
these correlations. In this paper we present a hypothesis on the process un-
derlying the relationship between therapist perfectionism, therapist 
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emotional distress, and ineffectiveness of therapeutic interventions. Starting 
with a parallel analysis of a clinical case and supervision over it, we show 
that perfectionism may be part of an overall organization of the meaning of 
the experience that the therapist brings into the relationship, which we call 
Prototypical Adaptive Modality of Existence (PAME). We show how the 
therapist’s perfectionist PAME functions as an automatic process that hin-
ders intersubjective attunement with the patient; finally, we show how a su-
pervisory process focused on the shared exploration of the therapist’s per-
fectionist PAME, of its developmental genesis, and of its impact on the su-
pervisory relationship can modulate the therapist’s perfectionism, foster at-
tunement with the patient, functionally modify the line of intervention, and 
foster a positive outcome. 
 
Keywords: perfectionism, clinical supervision, supervisory relationship, 
therapeutic relationship, intersubjectivity. 
 
 
Introduction 
 

Perfectionism is a psychological construct characterized by a set of 
behaviors, beliefs and feelings that drive individuals to pursue unat-
tainable standards of excellence and impeccability, often at the ex-
pense of their psychological and physical well-being (Frost et al., 
1990; Flett & Hewitt, 2002; Hewitt et al., 2017). These characteristics 
deeply affect the whole life of persons and their subjective and inter-
subjective experience (Ayearst et al., 2012; Flett et al., 2022; Smith et 
al., 2022). Following Frost and colleagues (Frost, Marten & Lahart, 
1990), self-oriented perfectionism is multidimensional and comprises 
setting high standards for performance; fear of making mistakes; en-
hanced focus on parents’ criticism; doubts about one’s own perfor-
mance, and finally a preference for organization and order. Hewitt and 
Flett (1991) add an interpersonal dimension to this definition, includ-
ing other-oriented perfectionism (the setting of unrealistically high 
standards on others and the belief that others hold unrealistically high 
expectations about the self that one should meet). There is substantial 
evidence that maladaptive perfectionism correlates with many psycho-
pathologies including eating disorders (Slof-Op’t Landt, Claes, & van 
Furth, 2016), mood disturbance (Alloy, Abramson & Walshaw, 2009) 
and anxiety disorders (Frost & DiBartolo, 2002); and with heightened 
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suicide risk (Blatt, 1995; Flett, Hewitt & Heisel 2014; Hewitt, Flett, 
Sherry & Caelian 2006; O’Connor, 2007). Perfectionism can be also 
an aspect of personality disorders (PD; Lowyck, Luyten, Vermote et 
al., 2016), not only obsessive-compulsive PD, where perfectionism is 
one of its main features (Riddle, Maher, Wang et al., 2016), but also 
narcissistic (McCown & Carlson, 2004), depressive (Huprich, Porcer-
elli, Keaschuk et al., 2008), borderline, avoidant and dependent PD’s 
(Hewitt, Flettn & Turnbull-Donovan, 1992; Hewitt & Flett, 1991). Di-
maggio and colleagues (Dimaggio et al., 2016, 2018) have explored 
the associations of perfectionism with PD in clinical samples and re-
ported that maladaptive perfectionism was correlated with number of 
PD criteria, to interpersonal problems, to the majority of PD sympto-
matology and to PD severity via number of SCID-II criteria met, to 
emotional inhibition. These data suggest that perfectionism is a trans-
diagnostic candidate mechanism underlying a broad array of psychi-
atric disorders (Egan, Wade & Shafran, 2011), so that the higher the 
perfectionism, the higher the psychological suffering (Dimaggio et al., 
2015, 2018; Hewitt & Flett, 1991, 1993; Hewitt et al., 1992; Sherry et 
al., 2007).  

Perfectionism has been extensively studied in the context of clinical 
and non-clinical populations; but it seems a common phenomenon 
among psychological practitioners too. The latter is an almost ne-
glected topic in the research literature, and there are few studies that 
focus on it. For example, high socially prescribed perfectionism neg-
atively correlates with reduced enjoyment of conducting psychother-
apy in doctoral‐level, private‐practice psychologists (Wittenberg & 
Norcross, 2001). Moreover, clinical psychologists who endorse higher 
levels of perfectionism are more prone to experience greater stress lev-
els and professional burnout (D’Souza, Egan & Rees, 2011). Perfec-
tionism can place great demand and distress on a therapist, and it could 
even disrupt his or her clinical effectiveness and compromise the pa-
tient’s continuation of therapy (Presley, Jones & Newton, 2017). Co-
herently, starting from the assumption that therapists’ emotional reac-
tions to patients are related to psychotherapy outcomes (Hayes et al., 
2018), Pozza, Casale and D’Ettore (2022) found that specific dimen-
sions of therapist’s perfectionism are correlated to the quality of ther-
apist’s emotional responses to patient with obsessive compulsive dis-
order: therapists with higher parents’ expectations/evaluation had 
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higher hostile or angry feelings toward patients; those with higher con-
cerns over mistakes and doubts about actions had more intense criti-
cised/devalued emotions, namely feelings of being unappreciated, de-
valuated or dismissed by the patient (Betan et al., 2005); therapists 
with stronger concerns with precision, order and organization (healthy 
perfectionism) experienced lower disengagement reactions, namely 
feelings of being distracted, withdrawn, bored, annoyed during ses-
sions (Betan et al., 2005). Finally, in marriage and family therapy 
(MFT) higher levels of both self-oriented and socially oriented perfec-
tionism are correlated with higher levels of both burnout and second-
ary traumatic stress (Holden & Jeanfreau, 2021). 

In summary, the above data seem to converge on one conclusion: 
perfectionism in therapists is negatively correlated with therapy effec-
tiveness, and positively correlated with therapist emotional distress 
(e.g., negative emotions toward patient characteristics or demands), 
which can even reach burn-out levels. As the above data are inferred 
from correlational studies, the causal link between these factors and 
the process underlying their correlation is unclear. For example, per-
fectionism may result in a predisposition to experience emotional dis-
tress in the face of the clinical difficulties posed by a complex case, 
and this emotional distress may in turn guide the therapist toward in-
effective interventions or generate dysfunctional interpersonal cycles 
with the patient, which easily generate relationship ruptures and un-
dermine the effectiveness of therapy (Safran & Segal, 1990; Safran & 
Kraus, 2014; Safran & Muran, 2000). But it may also be that other 
factors (e.g., intrinsic features of the patient’s psychopathology, such 
as the devaluing attitude of a patient with severe narcissistic traits) 
may result in ruptures in the relationship, which the therapist, because 
of his perfectionism, may experience as his own failures that move 
him away from the perfectionistic standard; this may easily result in 
emotional distress, and the latter may lead to behavioral reactions of 
the therapist (e.g, a directive attitude toward the patient to counteract 
devaluation by restoring ranks, a hyper-available attitude to counteract 
devaluation by gratifying the patient) that exacerbate the ruptures.  

In this paper we present a hypothesis on the process underlying the 
relationship between therapist perfectionism, therapist emotional dis-
tress, and ineffectiveness of therapeutic interventions. Starting with a 
parallel analysis of a clinical case and supervision over it, we show 
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that perfectionism may be part of an overall organization of the mean-
ing of the experience that the therapist brings into the relationship, 
which we call Prototypical Adaptive Modality of Existence (PAME). 
We show how the therapist’s PAME, and the perfectionism that con-
stitutes its instantiation in the therapeutic relationship, functions as an 
automatic process that hinders intersubjective attunement with the pa-
tient and guides the therapist in an autarkic way toward a line of inter-
vention that is ineffective and likely to generate ruptures in the thera-
peutic relationship; finally, we show how a supervisory process fo-
cused on the shared exploration of the therapist’s perfectionist PAME, 
of its developmental genesis, and of its impact on the supervisory re-
lationship can modulate the therapist’s perfectionism, foster attune-
ment with the patient, functionally modify the line of intervention, and 
foster a positive outcome. 
 
 
The process of supervision  
 
Case presentation 

 
A 43-year-old cognitivist-oriented therapist with more than a dec-

ade of experience, whom we will call Luise, seeks the help of group 
supervision for the case of a patient, whom we will call Judy. A few 
years before meeting Luise, Judy ‒ thirty-two years old and a secretary 
‒ had made her only attempt to get help. She was experiencing a period 
of severe depression. She had met for a while with a psychiatrist who 
prescribed a high-dose antidepressant. Judy had derived partial and 
momentary benefit from it, and after a couple of months she had arbi-
trarily stopped the treatment and never saw him again; but the symp-
tomatology had recurred after about a month. Judy sought help from 
Luise not only for her depression, but also because she was prey to 
intense states of anxiety punctuated by brooding over the possibility 
that colleagues and superiors would notice her incompetence; these 
states alternated with moments of shutdown and abulia, which at their 
peak marked her entry into a state of depersonalization in which she 
felt “out of herself”. Judy lives with a partner who emerges from her 
stories as tyrannical, critical, controlling. This seems to echo the style 
of familiar male figures ‒ father and brother ‒ always aggressive, 
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humiliating and invalidating. For example, when Judy was a teenager, 
it had happened that her brother would ask her with a “devilish” facial 
expression the question “Are you sure you are my sister...are you sure 
you are really mommy and daddy’s daughter, too?”; or “Have you 
looked at yourself! Look at what a big ass you have, what a crooked 
nose, you are so ugly, you suck, you shouldn’t even exist”. Judy de-
scribes her mother as passive, insubstantial; her father as very much 
like her brother. When, for example, Judy had reacted to her brother’s 
verbal assaults by running to her parents in tears, her mother’s re-
sponse had been a sigh and a glazed expression; her father’s: “That 
sucks! You’re always complaining”. When she was eight years old 
and struggling to sleep alone, her father would become furious and 
threaten her physically or humiliate her by saying phrases like, “You 
never grow up, look at your brother, who was already sleeping alone 
at your age”. Thus, Judy had learned to pretend to sleep.  
 
 
The supervision 

 
The difficulty that Luise expressed to the supervisor and the group 

is that she felt that the therapy, which she had started about six months 
before, had stalled. During her case report, Luise’s eyes glided fever-
ishly over her notes. She looked as someone who has painstakingly 
prepared the case. The supervisor was very impressed by the manual-
istic accuracy and impeccability of her account. Moreover, throughout 
the account, the supervisor had felt somewhat rejected; that is, he had 
perceived Luise to be somewhat cold, distant, and out of tune with the 
sincere attitude of the supervisor and the group to provide her with 
help. In this affective context, the supervisor’s mind was reminded of 
some scenes related to when he used to present clinical cases during 
professional training classes. He recalled his tendency to tell a lot of 
factual details about the case and to use very technical and theory-rich 
language as a strategy to control his fear of being judged negatively 
by the supervisor and the group, and of being “exposed” as an inade-
quate therapist.  

Monitoring this internal experience led the supervisor to hypothe-
size that Luise was entering the supervisory relationship with a fear of 
judgment and performance anxiety similar to those felt by the 
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supervisor in the experiences he had recalled. At the same time, the 
supervisor understood that ‒ similar to what happened to him when he 
was in Luise’s shoes ‒ the fear of receiving a negative judgment about 
one’s value as a therapist was associated with a representation of the 
other as an “enemy”, which prevented him from tuning in to the be-
nevolent intention of the other. The supervisor let himself be guided 
by these elements of his internal experience, focusing first on explor-
ing the hic et nunc declination of the supervisory relationship. What 
follows is a fragment of the video recording of the supervision bearing 
this phase of the exploration: 
 

Supervisor: well Luise, thank you. All very clear. If you allow, I would 
like to gather first of all a round of impressions...I would like to ask one thing 
to the colleagues in the group; try to tell me for a moment, who wants to, 
what did you feel while Luise was narrating this case? Without making ana-
lytical digressions about the patient, though. What did you feel as you lis-
tened to the case narrative? 

Therapist 1: May I have my say? I couldn’t get into the situation, in the 
sense that it’s as if I was a bit detached from the story.... 

Therapist 2: I was there at the beginning, then after that I got lost; I started 
brooding, picking up the phone, a part of me was following Luise however 
emotionally I felt distant. 

Therapist 3: I kind of like (therapist 2), I was in and out however I get a 
confusion...So much stuff, so many things, so many dramatic events...I felt 
a bit inundated by all these situations. 

Therapist 4: I, on the other hand, felt quite detached at first, I was even 
getting a little distracted. Then when she told the part more about her father’s 
aggression it acted as a trigger for some things from my childhood...my own 
scenes came to mind and I kind of went with it. 

Therapist 5: I…an alternation of also very different emotional states, that 
is, from distancing at the beginning, I would get distracted and I couldn’t 
follow, to moments also of fear, fear, others of humiliation and anger also 
very strong and then I would come back, maybe, again distracted. It was very 
strange, that’s it.  

Supervisor: there recurs this element of detachment...a...not feeling in-
volved, which can also manifest itself in the tendency to get distracted. Some 
of you then came out of this state of non-involvement because you were cap-
tured by the dimension of aggressiveness, which awakened personal con-
tent...and that kept the focus more alive. But it seems to me there was this 
common note of the difficulty in engaging in the narrative.... 
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(colleagues nod) 
S.: I felt the same sense of distance from Luise. Shall we try to work on 

that? The way of telling the case is a way of relating to the other. With myself 
and the group. The first thing we have to ask ourselves, Luise, is: what were 
you feeling while you were presenting the case? What is going on inside 
Luise that generates this way of telling, which in turn contributes to distanc-
ing the listener?”  

Luise: (reflects) I can’t say...I was very focused on telling everything 
(pause)...I had prepared the case well... 

S.: as I listened, I was reminded of the scenes when I used to present 
clinical cases during training. I remember that I tended to intellectualize a 
lot. It was like taking an exam. But really it was a kind of strategy against 
the fear of not knowing quite what to do, and especially that supervisor and 
colleagues would notice. 

(all smiling or nodding) 
L.: (smiles): it can fit...it’s my “hyper precise mode” mode, while in fact 

I too...don’t feel confident. 
S.: in fact, I had it too, this underlying fear of that all the right things to 

do were somewhere else, always out of my reach, and that everyone would 
notice... 

L.: ...and in the meantime we miss the patient. 
S.: exactly! The distance...which is then the same distance we put be-

tween us and those who listen to us talk about the patient. Caught up in the 
performance of the session, we don’t really connect with the patient. Simi-
larly, even when we talk about the patient, caught up in the performance of 
the exposition and the sense of being evaluated, we don’t really have the 
patient in mind. We describe the clinical case, not the patient or our relation-
ship with him. We hardly present the patient with slides.  

V.: (laughter, Luise smiles relieved) that’s right! 
(other group members also smile, comment with joking phrases and re-

assure Luise. A colleague shares an experience similar to Luise’s in inter-
acting with one of her patients). 
 

In this tranche of the session of supervision we observe how the 
supervisor and the group promote the therapist’s to have insight about 
her perfectionist part of herself (the “hyper precise mode”) and how 
this part is guiding the therapist in the supervision relationship. This 
insight results in a change in the quality of the supervisory relationship 
and the affective atmosphere in the group. There emerges a part of 
Luise capable of observing her own perfectionism from a critical 
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position and jokingly tuning in to the supervisor and the group itself. 
In the following exploration we will see how the supervisor ‒ on the 
basis of this relational shift ‒ investigates the impact of her perfection-
ism on the therapeutic relationship. 
 

S.: Can you think of a time with the patient when there was your “hyper 
precise mode”, which was committed to not making mistakes with the pa-
tient?  

V.: (pause) I’m reminded of the last session...the patient is telling me 
about these parents who, in addition to never standing up for her, criticized 
her harshly. For example, they would go out for the weekend and she would 
go out of her way to make sure they found the house in order. She tells me 
this episode in which her father just entered the house and looked around and 
said to her angrily ‘what is that CD doing there?’ That is, the patient makes 
me understand that he found the one object out of place and used it to scold 
her. I ask her, “What did she say to him”. She says, “I tried to tell him, ‘Dad 
but look around the house is all tidy, all clean,’ and the father is like, ‘No, if 
this CD is out of place....’” At that point I didn’t know how to continue; the 
only thing I could think of was to comment on how fussy the father was, and 
she said, “Yes, absolutely!” but I didn’t feel like we were doing anything 
really helpful.... 

S.: clear...it occurs to me that your “hyper precise mode” which just now 
was guiding your way of being in supervision and exposing the case, some-
what resembles a “hyper precise mode” that the father, perhaps the environ-
ment in which the patient lives, asks the patient to embody. What do you 
think about that? What comes to mind as you are with the patient in that 
scene where she is in a sense forced to be so “precise” and still fails to meet 
that expectation? 

V.: (long pause) now I realize that I am practically activated by things 
that are the same as what the patient experiences.... 

S.: what scene, for example, came to your mind? Or that has come to you 
now, that you feel in common with the patient? 

V.: this thing about the house being in order... 
S.: do you feel like telling me about it? 
V.: ...yes...This episode brings me back to the different situations I expe-

rienced not only in my adolescence but also when I was younger. I always 
thought of myself that I grew up before my time, in the sense that when I 
was six, seven, eight years old, I already felt that I had to do services in the 
house, that I had to help my mother, that I had to do something to be consid-
ered and loved. This is something that is also activated for me on other epi-
sodes of the patient; when she also tells me episodes where she was doing 
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things like this the mother was calmer, with a more serene face, a face that 
was sending back to her, “How good you are, how good a daughter you are”, 
and therefore feeling connected to her. This is what happened and happened 
in my childhood and still happens now in regard to my mother. Because my 
mother has always been...when I was doing things that maybe she wanted 
me to do, like helping her around the house because she worked all day, then 
I was an only child, total indifference with my sister, so for quite a long time 
I was alone, so if I did things around the house, if I made her find everything 
in order, if I acted like a daughter who helps, who obeys above all, she had 
a different facial expression than when I for example ‘these things I didn’t 
feel like doing them simply, they weren’t things that... she wasn’t saying big 
things, it was the expression, she wasn’t scolding me, it was an expression 
like...of someone who is pouting, she was showing disappointment...So there 
was this mode... “Only that I do something I am seen, only if I do something 
I am worthy of attention, of love” and that’s the anxiety that the patient con-
stantly feels through even intrusive thoughts, right? She is constantly trying 
in a desperate attempt to be effective, to be good, to do things well (she look 
down). 

S.: ...What are you feeling? 
V.: ...emptiness (pause). 
S.: where? 
V.: here (she points to her chest) 
S.: pain... 
V.: yes...I’m surprised because I’m working on it in therapy too, but I 

hadn’t seen how it presented itself with the patient...Now that I think about 
it, while it was happening to me, I didn’t feel it...I was detached. I only catch 
it now (she smiles sadly). I didn’t feel anything there. I was just focused on 
what I had to do...I was thinking about following the procedure.... 

S.: you were somewhat cerebral about the patient’s functioning, but not 
with her 

V.: I was thinking about what I had to say, how to put the pieces to-
gether.... 

S.: maybe it was again on the scene Luise who has to be “the good, precise 
little girl” with her parents; and that was also happening here with us. That 
good little girl who puts everything in order, she can’t allow suffering to 
show since she has to constantly mask it, and she has to be approved. 

V.: maybe a little bit yes.... 
(pause) 
S.: Luise, how do you feel? 
V.: better...welcomed, understood.... 
S.: imagine you are now in front of the patient? She is telling you about 
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her mother, her brother, how she is traumatized What do you wish to tell her, 
what do you tell her? 

V.: (she nods) ...that I know what it’s like to grow up with the idea of 
having to struggle with love. 
 

The supervision seems to succeed in promoting the therapist’s 
dominance of the therapist’s perfectionist part in both the supervisory 
and therapeutic relationship. In both cases, this awareness makes it 
possible to modulate perfectionism and results in a change in the qual-
ity and affective register of the relationship. In the supervisory rela-
tionship-with the supervisor and with the group-this shift consists met-
aphorically in the expression of a part of the therapist’s self that is 
eager to share its insecurities and vulnerabilities; the latter is thus able 
to experience acceptance in an emotionally warm and playful rela-
tional climate. At the same time, the therapist’s representation of the 
therapeutic relationship also changes: the part of the therapist’s that is 
able to intersubjectively attune with the supervisor and the group is 
able to experience the same attunement to the patient’s internal painful 
experience.  

In the next section I will develop the main theoretical and clinical 
implications of the material presented. 
 
 
Discussion  
 

In this section we will articulate the theoretical and clinical impli-
cations according to the following aspects: 
1. perfectionism as part of a prototypical mode of existence; 
2. the impact of the therapist perfectionism on therapeutic interven-

tion;  
3. the supervisory relationship as a preferred tool of intervention on 

the therapist’s perfectionism. 
 
Perfectionism as part of a prototypical mode of existence. The lit-

erature analyzes perfectionism as a trait in its own right, characteristi-
cally ubiquitous in personality disorders, which can also be found in 
the therapist, although therapists’ perfectionism has been little studied 
(see introduction). The case we have analyzed allows us to speculate 
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that in a more complex view perfectionism may be part of an overall 
organization of the meaning of the experience. We call this organiza-
tion Prototypical Adaptive Modality of Existence (PAME). We define 
PAME in the following way: a prevailing mode of relating to self and 
the world, necessitated by traumatic adaptation to the developmental 
relational environment, and resulting in a) a oversimplification of the 
implicit affective processes of attributing meaning to experience and 
b) a dissociation of large portions of the self. For example, perfection-
ism; workaholism; Machiavellianism aimed at the pursuit of grandiose 
goals; active pursuit of admiration through performative effort; en-
forced self-sufficiency; avoidance of intimacy; distrust in interper-
sonal situations in which there is no certainty of receiving apprecia-
tion; and a tendency toward compulsive seduction as a means of con-
firming one’s special worth may converge in a patient. Perfectionism 
and these other aspects of functioning can be subsumed by a single 
PAME: (a) based on a totalizing way of relating to oneself and to the 
world whose organizing principle is that in order to maintain a bond 
with the relational environment (and feel lovable) it is necessary to be 
superior to others in terms of performative value; (b) necessitated by 
traumatic adaptation to a narcissistically structured developmental re-
lational environment that has exalted and desired-because rewarding-
the subject’s special qualities and manifestations of superiority; (c) re-
sulting in a oversimplification of the implicit affective processes of 
attribution of meaning to experience, with prevalence of affects ‒ pos-
itive and negative ‒ correlated with personal prestige and self-esteem; 
(d) resulting in the systematic dissociation of portions of the self in-
compatible with that oversimplification (e. g., parts of the self in need 
of nurturing, playfulness, cooperation). Another example is that of a 
patient who may exhibit perfectionism in the service of the compulsive 
tendency to anticipate and gratify the other’s needs; in other words, a 
tendency to want to appear perfect to the other (especially in the nur-
turing function exercised toward the other himself or herself), so as to 
foster a positive self-image that will ensure the bond is maintained; 
but also forced self-sufficiency coupled with sacrificial availability; 
systematic inhibition of emotions whose manifestation may threaten 
meaningful bonds (e.g., irritation, anger); assertiveness. Taken to-
gether, these aspects may be part of a PAME: (a) based on a prevailing 
way of relating to oneself and the world whose organizing principle is 
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that in order to maintain a connection with the relational environment 
(and feel lovable) it is necessary not to engage the resources of that 
environment with demands for attention; (b) necessitated by traumatic 
adaptation to a developmental relational environment that is exces-
sively self-centered, hyper-focused on one’s own performative goals 
and/or frailties and/or conflicts, and demanding of the subject-early 
adulthood-attention and caretaking and/or not “making too much 
noise” with one’s own needs and subjectivity; (c) resulting in oversim-
plification of implicit affective processes of attribution of meaning to 
experience, with prevalence of affects ‒ positive and negative ‒ corre-
lated with ready ability to care for others; (d) resulting in systematic 
dissociation of portions of the self incompatible with that oversimpli-
fication (e. g., parts of the self in need of exploratory autonomy or 
caretaking).  

It emerges from these examples that perfectionism pursues differ-
ent goals depending on the PAME of which it is a part. It is therefore 
necessary – in order to understand the function of perfectionism in 
both patient and therapist ‒ to investigate perfectionism in light of the 
specific developmental trajectory that made a peculiar PAME neces-
sary. In this perspective, consistently with Wachtel (2023) we hypoth-
esize that PAME is the result of adaptation to a relational environment 
teaches us what we should be but also what we cannot afford to be. 
This is due to the inevitable selectivity of the love and attention of 
caregivers; selectivity to which we are particularly sensitive. The pe-
culiar behaviors or characteristics that are preferred or rejected vary 
according to the specifics of the evolutionary environment. But selec-
tivity itself, the preference-sometimes conscious but often uncon-
scious-of the environment for certain ways in which the child behaves, 
feels, experiences the world, is inevitable and universal. As a conse-
quence, in order to adapt, we perform a kind of unconscious self-be-
trayal: we develop and negotiate versions of ourselves that gratify the 
relational environment, while pushing into the background important 
parts of us that tend to be unpleasant to that environment. As a result, 
the subject will unconsciously shape his or her own PAME, gradually 
constructing a prevailing self that fits with the relational reality in 
which he or she lives (Putnam, 1997, 2016). When parents disapprove 
of parts of the child’s personality, those parts are dissociated from per-
sonal consciousness; only those experiences that parents or significant 
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others react to and pay attention to can then become part of the self; 
ignored experiences, those that significant others do not emphasize, to 
which they do not respond, are dissociated and become part of the not-
me (Bromberg, 2011; Sullivan, 1953), undifferentiated processes in-
expressible by the conscious self (Semerari, 2022).  

Viewed from this perspective, PAME echoes the concept of the 
false self (Winnicott, 1960; see also Coltart, 1996), which represents 
a compliant shield of conformity to environmental expectations, for 
example in response to a mother unable to attune to the child’s needs 
because of her depressive functioning; the latter’s inability to recog-
nize the child is associated with the implicit need for the child to rec-
ognize the mother’s depressive state and to adapt to it. He will adapt 
by masking expressions of liveliness because they are incompatible 
with the mother’s devitalization; it is likely that the child will feel 
forced to reassure the mother by giving up the need to be recognized 
by her. The current function of the false self should not be overlooked, 
which is to build protection in the face of an environment that has 
many times been found to be inadequate to anticipate the child’s need, 
forcing the child to endure a frustrating external reality. The false self 
is reminiscent of the snail shell. The latter is capable of extracting cal-
cium from soil and food and turning calcium carbonate into calcium 
carbonate. As with the snail, the false self (the PAME) is constructed 
from the raw affective material provided by the environment, and nat-
urally acquires the protective function with respect to the environment 
itself. This function is exercised in parallel toward the developmental 
environment, and then in later stages of life toward the interpersonal 
environment; but throughout the life cycle this function is also exer-
cised toward the “internal environment”, that is, toward often large 
portions of the subject’s affectivity. It protects the subject from the 
negative affects connected with the parts of the self that have not been 
validated and accepted; it also acts as a “shield” toward otherness-that 
is, it prevents the other from approaching the traumatic core and awak-
ening its negative affective load. According to Donnel Stern (1983, 
2015), dissociation defends the patient from the intolerable psychic 
pain associated with the experience of aspects of the self whose nego-
tiation is procedurally associated with the expectation of rejection by 
the relational environment; the affective experience of these dissoci-
ated parts of the self is “unformulated”, not consciously representable, 
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but present in the potential state and susceptible to being reactivated 
by relevant interpersonal triggers, including the therapeutic relation-
ship. 

There are several points of divergence between the concept of false 
self and that of PAME. The first is that the conceptual circumference 
of PAME is wider than that of the false self: the psychopathological 
dimension of PAME is inscribed in the existential one. In other words, 
the reality of PAME affects all of us, while the false self is a psycho-
pathological construct that describes peculiar clinical realities. A sec-
ond difference is that the clinical and existential problem posed by 
PAMEs is that they are “false”. They represent potentially very “real” 
modes of negotiation with self and the world; fields of experience in 
which spontaneity, creativity, and expressiveness can take shape. 
Think of a child’s excitement in experiencing and sharing with his par-
ents the satisfaction of a good grade, which he may have received only 
in his class. What makes these parts of the self a potential factor in 
suffering is, if anything, their cumbersome predominance in shaping 
existence, making some registers of meaning hypersalient and exclud-
ing others: PAMEs behave like speculators aiming for a monopoly of 
the psychic economy, taking away affective market space from other 
dimensions of meaning. The criticality lies in the disproportion be-
tween the form of experience they generate and other levels of expe-
rience. It is this disproportion that generates a caricature effect that 
lends a kind of “falseness” to being in the world. What is “false”, that 
is, inauthentic, is an existence lived “as if” there were no other possible 
forms of attributing meaning to experience, where in fact these exist 
in a dissociative limbo from which comes a faint echo1.  
  

1 In this regard, it should be pointed out that the concept of PAME also echoes 
Karen Horney’s theorizing. According to the author, the developing subject may 
suffer from “basic distress” derived, from the inability of the relational environment 
to provide sufficient security, often due to the neuroses of its constituent actors; such 
distress would consist of the child’s feeling of being isolated and powerless in a 
potentially hostile world (1950). In the face of such distress, the child learns to put 
in place “solution attempts” (Horney, 1945), which consist essentially of relational 
tactics. These are three distinct ways of posing in the relationship with the other, that 
is, going toward, against or away from the other. The mode toward the other is ex-
pressed in the form of excessive submissiveness aimed at gaining the perception of 
being loved; the mode against the other is expressed in the effort to gain power and 
control over the environment, functional to nurture a perception of superiority; and 

Copyright © FrancoAngeli 
This work is released under Creative Commons Attribution - Non-Commercial – 

No Derivatives License. For terms and conditions of usage 
please see: http://creativecommons.org



 

Rivista di Psicologia Clinica (ISSNe 1828-9363), n. 2/2024 31 

PAME also resonates with Wilhelm Reich’s (1949) concept of 
character armor. According to the author, such armor represents a 
mode of being that fulfills the function of a container for anguish, a 
defensive mode elaborated by the ego to cope with the conflicting im-
pulses of the id and external reality. The armor allows for a detour and 
absorption of anguish related to the repressed childhood conflict. Ac-
cording to Reich, therefore, the character armor represents a true sur-
vival strategy in the everyday (Carotenuto, 1991; Reich, 1949;). Par-
ticularly interesting for understanding one aspect of PAME is the 
Reichian characterization of the somatic declination of character ar-
mor. The author postulated that it had a somatic counterpart in the 
muscular armor, consisting of peculiar patterns of posture, mimic ex-
pression, and muscle tension. In this regard, Reich stated that every 
muscular stiffening contains the history and meaning of its origin 
(Reich, 1942).  

There is an obvious difference about the “origin” of PAME from 
what Reich postulates regarding the origin of character armor; where 
PAME has a relational derivation, the armor has an intrapsychic 
origin; more specifically from a conflict between ego and id. But ‒ in 
line with the suggestions of the sensory-motor theory Ogden and 
Fisher (2016), we fully agree to see the armor, like PAME, as a mode 
of existence (and survival) in the everyday that bears a powerful trace 
in the body. 
 

The impact of the therapist’s perfectionism on therapeutic interven-
tion. The case we analyzed seems to corroborate the theoretical strand 
that whereby the therapist’s personal history shapes, and limits, the 
therapist’s capacity for empathic introspective understanding. Accord-
ing to this line, not only the patient’s transferential projections acquire 
relevance, but also the developmental conflicts and unresolved issues 
that the therapist brings into the relationship; these can potentially ad-
dress in a helpful or negative way with respect to the therapeutic 
  
the mode away from the other is expressed in an excessive search for independence 
functional to establish a condition of unassailability by the environment. According 
to Horney, these tendencies ‒ more precisely, a harmonious mixture among the three 
‒ are almost inevitable for each of us; as is a certain share of basic anxiety. What 
determines psychopathology would be the imbalance between these different ways 
of relating. 
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process (Aron, 1995; Atwood & Stolorow, 1984; Cornell, 2019; Ep-
stein & Feiner, 1988; Gabbard, 2001; Gelso & Hayes, 2002; Orange 
et al., 1997; Stolorow et al., 1987, 1992). A recent meta-analysis by 
Cruciani, Liotti and Lingiardi (2024) suggests that underlying the very 
choice of the psychotherapeutic profession are painful experiences in 
developmental history and modes of existence developed to operate a 
control over those experiences, consistent with the function of PAME 
described above. The therapist brings into the relationship, with her 
PAME, which may include a peculiar form of perfectionism. 

To fully understand the impact of the therapist’s perfectionist 
PAME on therapeutic intervention, we need to analyze more compre-
hensively how PAME creates the conditions for the generation of psy-
chological suffering. Schematically, there are two mechanisms, and 
they are coexistent. The first is what we call subtraction of potential 
dimensions of meaning of experience. PAME generates on the field of 
interpretation of the meaning of experience an effect similar to that 
generated by negative scotomas on the visual field. Negative scotomas 
are dark spots that reduce or reset perceptual efficiency to zero, secto-
rially blinding certain portions of the visual field. Negative scotomas 
thus prevent certain aspects of reality from being seen, resulting in a 
loss of information.  

Similarly, PAME allows only certain aspects of the meaning of 
events to be discerned, because it emphasizes ‒ pertinentizes (for a 
comprehensive discussion of the concept of pertinentization see Sal-
vatore, Palmieri, De Luca Picione et al., 2024) ‒ certain affective di-
mensions of those events, reducing others to the background. In fact, 
therefore, PAME leaks information in the sense that it prevents aspects 
of meaning other than those encoded by PAME itself from being cap-
tured. The uniqueness of the trajectory of interpretation of experience 
severely limits the possibility of experiencing the multiple nuances of 
the relationship with the world and with self. In the case described 
above, the therapist’s PAME oriented by the need to avoid negative 
judgment from the patient, supervisor and group; for such judgment 
would mean witnessing the collapse of the self-image as impeccable 
nurtured by the assumed role in the family scenario. In a case such as 
this, PAME prevents access to other forms of subjectivity and rela-
tionality with the patient, such as with the supervisor and with the 
group (probably some or all of the extra-professional relationships as 
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well). For example, the therapist could not express her own sense of 
inadequacy and generally her vulnerability in her relationship with the 
group, and she could not attune to the patient’s vulnerability.  

The second mechanism through which PAME produces psycholog-
ical suffering in the therapeutic relationship can be named the problem 
of dichotomization of experience. PAMEs stand as oppositely orga-
nized closed meaning structures (Kleinbub, Testolin, Palmieri et al., 
2021; Salvatore, S. et al., 2024; Salvatore, G., 2024); that is, structures 
that regulate the interpretation of the meaning of experience and envi-
ronmental inputs by moving linearly between the two opposite verses 
of a single vector. A useful metaphorical image for understanding this 
is the electric dipole. In physics, the electric dipole is a system con-
sisting of two electric charges of equal intensity but opposite sign, gen-
erating a vector (the “electric dipole moment”), the direction of which 
coincides with the line joining the charges themselves, with direction 
(orientation) from negative to positive charge. The “+” sign ‒ the pos-
itive charge of the PAME ‒ coincides with its success, and with posi-
tive affect; the “-” sign ‒ the negative charge ‒ coincides with failure 
or the threat of failure, and with negative affect. For example, the ther-
apist’s PAME centered on the need to pander to the performative ex-
pectations of the environment is representable as a dipole of meaning 
that acts as a filter in the processes of interpreting experience; these 
processes will thus be strained between two polarities; the subject’s 
affective experience may be directed exclusively toward the positive 
pole of the positive judgment obtained, a source of pleasure; or toward 
the negative pole of severe criticism, a source of displeasure. For 
PAME, reality is dichotomized. The moment-to-moment activated 
meanings can only coincide with one of two versions of a bivalent 
sense premise (e.g., from relationships and events the system can only 
draw that one is the one who humiliates or the one who is humiliated; 
or the one who judges or the one who is judged). PAME creates suf-
fering because it is a way of experiencing self and the world that is 
rigidly dichotomous and that always allows only the same shades of 
meaning to be generated in external and internal events, as its struc-
turing has saturated and continues to saturate mental space, preventing 
the development of the ability to grasp the (often) multiple shades of 
meaning of an event. PAME is also static in the sense that it cannot be 
turned off when needed, when the context demands it. A person with 
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a PAME characterized by the need for special appreciation experi-
ences a romantic liaison, a game of table football with friends, a work 
deadline, always as a test of self-esteem. PAME cannot be deactivated 
‒ almost completely ‒ in the first two cases, to make room, respec-
tively, for the exploration of affinities with the other and the pleasure 
of play, because these “tracks” of experience are not viable; one could 
say they are not usable for lack of testing. PAME is activated in the 
first two scenarios with the same intensity as in the third.  
 

The supervisory relationship as a preferred tool of intervention on 
therapist’s perfectionism. In the case analyzed in this paper we ob-
serve how the therapist is guided by her perfectionist PAME as much 
in her relationship with her patient as in the supervisory relationship. 
We also observed how the supervisor foregrounds in his intervention 
the implicit information emerging from the supervisory relationship; 
this information is complex in nature, which for we can reductively 
classify as of two types: reactive-countertransferential (the supervisor 
feels rejected by the therapist’s perfectionist PAME, which inhibits 
intersubjective connection by shifting the register of the relationship 
to a performance dimension); and identificatory-intersubjective (the 
supervisor evokes images in which a perfectionist, error-fearing part 
of him or her guided him or her in an interpersonal learning context). 
In this scenario, the supervisor foregrounds work on the supervisory 
relationship, and uses the elements of internal resonance as an essen-
tial trace for his or her own line of intervention. This direction is based 
on the assumption that if the therapist’s perfectionist PAME colonizes 
that relationship, any attempt by the supervisor to provide help on the 
technical level or reading of the therapeutic relationship will be fil-
tered through this same PAME. In other words, in the presence of a 
PAME that hypersimplifies and dichotomizes the meaning of the su-
pervisor’s interventions (and of the group’s interventions) only in the 
terms of |positive judgment| / |negative judgment| about the quality of 
performance, the therapist’s ability to make use of the support of su-
pervision is greatly reduced. The supervision event will only be able 
to be affectively experienced in the terms of qualifying the performa-
tive value of performance. We argue that the supervisor, by focusing 
on the relationship, can promote the therapist’s insight into his or her 
own perfectionist PAME; which allows for its intersubjective 
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modulation. PAME is recognized by therapist, supervisor, and group 
in its adaptive value; and a differentiation is fostered in the therapist 
between the internalized relational scenario that characterized ontog-
eny and the current experiential field: supervisor and group do not 
constitute a reissue of the therapist’s mother, who in order to regulate 
her own relationship with reality and with the therapist privileges the 
totalizing dichotomous dimension |positive judgment| / |native judg-
ment|, later internalized by the therapist herself. Supervisor and group 
will constitute for the therapist an intersubjective environment regu-
lated by different affective dimensions, centered on the acceptance of 
vulnerability and cooperation that makes error a shared opportunity 
for understanding deeper levels of meaning.  

In the remainder of this section, we will very briefly describe the 
theoretical framework on which the line of intervention just described 
is based, which emphasizes the relevance of the supervisory relation-
ship. 

In early reflections on the supervisory relationship, it was consid-
ered in terms of countertransferential dynamics. In this context, Ek-
stein and Wallerstein (1958) observed parallels between the active 
processes between clinician and patient, on the one hand, and those 
between supervisor and clinician, on the other. They noted how super-
visors tended to perceive and react in ways that reflected the same 
emotions, predispositions and attitudes, which supervising therapists 
manifested toward the patient they were talking about during supervi-
sion. The authors called this phenomenon parallel process, according 
to which a therapist’s countertransference toward a patient uncon-
sciously recalls a similar experience in the supervisor, triggered by the 
therapist. The study of the supervisory relationship has deepened to 
include, in addition to the elements of the supervisor’s countertrans-
ference, two other elements: the learning-supervisory alliance and the 
real relationship. The former, initially studied by Fleming and Bene-
dek (1964, 1966) is a cooperative working relationship composed ‒ 
similar to the context of the therapeutic alliance (Bordin, 1983) ‒ of 
human bond, shared awareness of the shared goal of supervisee devel-
opment, and the shared tasks that stimulate pursuit of goal attainment 
(Beinart, 2014; Fleming & Benedek, 1964). The concept of real rela-
tionship has also been shaped from reflections on the “real” aspects of 
the therapeutic relationship (Gelso, 2011, 2014; Wampold, 2010, 
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2015) and describes the more personal and authentic aspects of the 
relationship between supervisee and supervisor-which may manifest, 
for example, in mutual politeness, shared interests and preferences, 
and phases of “frivolous” dialogue-which are considered as distinct 
from countertransferential distortions and the cooperative-performa-
tive dimension of the alliance. Watkins’ (2015) supervision pyramid 
model places these aspects in a broader conceptual-operational frame-
work. It is inspired by Fife and collegues’(2014) conceptualization of 
the therapeutic pyramid. According to these authors, the effectiveness 
of therapeutic intervention is decided by a foundational common fac-
tor, the base of the pyramid: the therapist’s way of being; on this factor 
rests the intermediate element of the pyramid, which is the therapist-
client alliance, on which in turn rests the effective use of skills and 
techniques. Similarly, at the top of the supervision pyramid is the clin-
ical outcome of supervision, that is, the general and symptomatic im-
provement of the patient; this is on the basis that supervision is a tri-
adic supervisor-supervisee-patient experience. This element rests on 
the supervisor’s continuous learning, determined by the unfolding of 
the specific technical aspects of the supervisor’s intervention. But the 
more distal elements of the pyramid can unfold in a positive sense only 
if they rest on the quality of the supervisory relationship (which in-
cludes bonding, real relationship and countertransferential processes); 
which in turn rests on the base: the supervisor person and personhood; 
that is, the supervisor’s way of being and presence. The first aspect 
refers to an openness-oriented, nonjudgmental and respectful attitude. 
The second describes a total involvement and ability to attune to the 
supervising therapist. In this perspective that places the personal qual-
ities of the supervisor at the center, Mc Williams (2021) also empha-
sizes the relevance to the effectiveness of supervision of personal qual-
ities of the supervisor such as honesty, openness in the relationship, 
and empathic understanding. The author resorts to interventions con-
sistent with the supervisor person and personhood relevance of the su-
pervision pyramid; for example, calming down; normalization of the 
possibility of making mistakes; self-revelation about one’s mistakes 
and critical aspects of one’s learning journey, as well as experiences 
and reflections that have fostered progress over time in the same prob-
lematic issues that engage the supervisee; frequently asking for feed-
back on how the supervision is progressing from the supervisee’s 
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perspective, showing sensitivity about the possibility that it may be 
difficult at times for the supervisee to make problems explicit sponta-
neously. These exemplifications suggest not only how well-being, af-
fective needs, and professional growth of the supervisee are placed at 
the center. They denote an essentially experiential conception of su-
pervisee learning (Borders, 2014; Fernández-Alvarez, 2016). Con-
sistent with these assumptions, we believe that net of the relevance 
nonetheless accorded to the didactic and technical dimensions of su-
pervision, which are expressed for example in the promotion of the 
fostering of a model of intervention and advice on case management, 
the supervisee goes through an implicit learning process based on 
modeling: the supervisee makes his or her vulnerability explicit and 
models the supervisee with respect to the possibility of dialoguing 
with his or her own vulnerability nuclei and coming to terms with the 
dimension of error so that it is finally experienced not as failure but as 
part of the process of personal and existential growth. In the back-
ground of this approach there seems to be a tension toward reciprocity 
that modulates the hierarchical dimension of the supervisory relation-
ship. Supervision not only provides technical skills but also helps su-
pervisees become more aware of their own internal dynamics and how 
to apply them effectively in therapeutic practice.  

The literature seems to agree in emphasizing the appropriateness of 
integrating the following aspects into the supervision process: a) em-
phasis on reciprocity in the supervision relationship, b) promotion of 
therapist insight, c) implementation of the therapist’s technical skills. 

Our perspective proposes a way that we believe is generalizable to 
integrate these aspects into supervision focused on the therapist’s per-
fectionism. Schematically, we can describe our approach as divided 
into three phases: in the first the supervisor (and eventually the group) 
promotes the therapist’s insight about how perfectionism is guiding 
the therapist in the supervision relationship.  

At this stage, for example, the supervisor might notice (and tact-
fully point out to the therapist) that the therapist’s expressive behavior, 
his or her way of presenting the case, and the supervisor’s feelings are 
indicators of the “examination,” “evaluation” atmosphere that has 
been created. This can determine a change in the quality of the super-
visory relationship and allows the expression of a part of the thera-
pist’s self that is eager to share its insecurities and vulnerabilities. On 

Copyright © FrancoAngeli 
This work is released under Creative Commons Attribution - Non-Commercial – 

No Derivatives License. For terms and conditions of usage 
please see: http://creativecommons.org



 

38  Rivista di Psicologia Clinica (ISSNe 1828-9363), n. 2/2024 

this basis, the supervisory process can investigate the impact of thera-
pist’s perfectionism on the therapeutic relationship. For example, the 
supervisor might explore in detail an episode of interaction between 
the part of self that the therapist now recognizes as perfectionist and 
the patient. In the new atmosphere of the supervision relationship the 
therapist is able to observe his own perfectionist part in action and to 
experience acceptance of the patient and to promote an emotionally 
warm and playful relational climate. The part of the therapist’s that is 
able to intersubjectively attune with the supervisor and the group is 
able to experience the same attunement to the patient’s internal painful 
experience. The third phase of the supervisory process focus the more 
technical aspect of the therapeutic intervention (e.g., how to repair a 
rupture in the therapeutic relationship, how to make a psico-educa-
tional or interpretative intervention) and case-management. 
 
 
Conclusions and future considerations 
 

In this paper, we started from the observation that clinical perfection-
ism seems a common phenomenon among psychotherapists and psy-
chological practitioners; and that (the very few) studies about this topic 
suggest that it is negatively correlated with therapy effectiveness, and 
positively correlated with therapist emotional distress. We present a hy-
pothesis about the mechanism underlaying these correlations. Starting 
with a parallel analysis of a clinical case and supervision over it, we 
show that perfectionism may be part of a PAME, which we define as a 
prevailing mode of relating to self and the world, necessitated by trau-
matic adaptation to the developmental relational environment, and re-
sulting in an oversimplification of the implicit affective processes of at-
tributing meaning to experience and dissociation of large portions of the 
self. On this basis, we show how – either in patients or in therapists ‒ 
perfectionism pursues different goals depending on the PAME of which 
it is a part; how the therapist’s perfectionist PAME functions as an au-
tomatic process that hinders intersubjective attunement with the patient; 
how a supervisory process focused on the shared exploration of the ther-
apist’s perfectionist PAME, of its developmental genesis, and of its im-
pact on the supervisory relationship (conceived in a non-hierarchical but 
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affectively validating way) can modulate the therapist’s perfectionism, 
foster attunement with the patient, functionally modify the line of inter-
vention, and foster a positive outcome. 

This paper adopts a radically intersubjective perspective on the 
clinical encounter, under which patient and therapist ‒ in equal meas-
ure ‒ bring a relevant contribution to the events of the therapeutic re-
lationship. Though our reflection is only a beginning, we suggest that 
this kind of supervisory process may be applicable to integrative, hu-
manistic and psychodynamic psychotherapies. Beyond the fascination 
that this case-study may generate about the form of supervision pro-
posed, several important limitations remain. For example, there are 
other complex issues involved in this form of supervision which would 
require more time to explore. Such as how supervision can help ther-
apists respond to more extreme events such as breaks in therapy or 
patients’ emotional dysregulation. Nevertheless, theorizing offers op-
portunities for empirical research. A possible research direction would 
involve studying the correlation between therapists’ level of perfec-
tionism (measured by validated rating scales) and therapists’ re-
sponses (analyzed by independent judges) about how they cope with 
difficult moments in the therapeutic relationship (simulated in short 
video clips). A further development of this line would be to test ‒ in a 
group of therapists from different theoretical backgrounds but sharing 
perfectionism ‒ the existence of a correlation between evolution of 
quality of coping with moments of relationship rupture and quality of 
the supervisory relationships in a series of supervision sessions. 
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