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Abstract
The aim of this study was to investigate the relationship between perfectionism, rumination, and depression severity in non-
clinical and clinical populations. To this end, a sample of 151 Argentinian university students (i.e., the non-clinical sample) and a
sample of 42 Argentinian outpatients in psychotherapy with a diagnosis of a depression (i.e., the clinical sample) completed the
Almost Perfect Scale, Beck’s Depression Inventory, the Rumination–Reflection Questionnaire and the Positive Beliefs About
Rumination Scale. We found an association between maladaptive perfectionism, rumination, and depressive symptomatology, in
both samples. Also, the study yielded differences between the profiles of perfectionism for the variables rumination and depres-
sive symptomatology. Rumination mediated the relationship between maladaptive perfectionism and depression. Finally, we
found that the level of endorsement of positive beliefs about rumination moderated the indirect effect of maladaptive perfection-
ism on depression. The implications of these results for clinical intervention are discussed, both in relation to the different profiles
of perfectionism and to rumination as a cognitive mechanism of emotion regulation. Among the limitations of this study we can
mention the use of self-report measures and the fact that the non-clinical sample was entirely obtained from a population of
mostly female students of Psychology.
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Perfectionism is a personality disposition (Stoeber, 2018) that
has been linked to the etiology and maintenance of diverse
psychopathologies, such as eating disorders (Bardone-Cone
et al., 2007; Kehayes et al., 2019; Shafran & Mansell, 2001),
mood disorders (Dunkley et al., 2006; Hewitt et al., 2006;
Smith et al., 2018a, 2020), anxiety disorders (Bieling et al.,
2004; Kawamura et al., 2001; Moretz &McKay, 2009; Smith
et al., 2018b), and suicide (Smith et al., 2018c). Hence, some
researchers have suggested that perfectionism is a
transdiagnostic process (Egan et al., 2011).

Frost et al. (1990) have defined perfectionism as the ten-
dency to set oneself high standards for performance, together
with an excessively critical self-evaluation, and a growing
concern about making mistakes. Currently, there is strong
consensus in conceptualizing perfectionism as a multidimen-
sional construct (Stoeber, 2018). Although different research
teams have coined different terms to name these dimensions,

most of these can be summarized as perfectionist strivings and
perfectionist concerns (Stoeber, 2018; Stoeber & Otto, 2006).
Perfectionist strivings refer to setting high standards for one-
self, as well as the tendency to search for perfection. This
dimension often shows positive correlation with characteris-
tics, processes and outcomes that are considered desirable or
adaptive (such as active coping or positive affect).

Instead, perfectionist concerns refer to the fear of making
mistakes, doubts about actions, fear of being negatively eval-
uated by others, and discrepancy between expectations and
self-performance. This dimension often correlates positively
with maladaptive aspects and outcomes (neuroticism, avoid-
ance, negative affect) (Stoeber, 2018).

The different models of perfectionism have generated dif-
ferent tools for its assessment. Slaney and his team (Slaney
et al., 1996) created the Almost Perfect Scale-Revised (APS-
R). The APS-R has three subscales: high standards (a prefer-
ence for high standards for self-performance), order (a prefer-
ence for order) and discrepancy (the perceived distance be-
tween standards and actual achievement). The subscales allow
us to identify the profiles of perfectionism. Thus, adaptive
perfectionists (AP) present high standards for performance
but low discrepancy, whereas maladaptive perfectionists
(MP) evidence both high standards for performance and
high discrepancy. Rice and Slaney (2002) hold that
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perfectionists do not suffer due to their high standards or ac-
tual performance, but due to the distance perceived between
them, i.e., the discrepancy. In their view, discrepancy is the
maladaptive or negative aspect of perfectionism (Slaney et al.,
2001). Of course, many people do not set high standards for
their own performance. Hence, they score as non-
perfectionists (NP).

There is growing interest in studying the relationship be-
tween maladaptive perfectionism and depression. Our study
focuses on rumination, an intrapersonal cognitive process.
However, other authors (Smith et al., 2018a) have focused
on interpersonal processes that mediate the relationship be-
tween perfectionism and depression. Future research may
shed light on how these two levels of analysis are related.

Rumination, Perfectionism,
and Metacognition

Rumination is a transdiagnostic, cognitive mechanism of
emotion regulation, present in depression, anxiety, eating dis-
orders, alcohol abuse, pain disorders and other conditions,
such as hypertension (Connolly et al., 2007; Fritz, 1999;
Garnefski et al., 2002; Gerin et al., 2012; Gracie et al., 2006;
Nolen-Hoeksema, 2000; Nolen-Hoeksema & Harrell, 2002;
Tremblay et al., 2008).

Lately, there has been a growing interest in investigating
mechanisms of emotion regulation such as rumination, since
they are considered to be a key factor for cognitive vulnera-
bility to several mental disorders, particularly depression (De
Rosa & Keegan, 2018a, b). In her famous attempt to account
for the prevalence of depression in women, Nolen-Hoeksema
(1987) proposed her theory of response styles. According to
this theory, rumination involves a repetitive, passive focus on
thoughts about situations with a negatively-valenced content
that contributes to the maintenance of depressive disorders
(Nolen-Hoeksema, 1991; Nolen-Hoeksema et al., 1994).
These thoughts typically 1) refer to the antecedents of negative
mood, 2) are of passive nature, since they are not oriented to a
target or plan to correct that which leads to the negative mood,
and 3) are associated with social withdrawal. Individuals with
a ruminative response style focus repetitively on the causes,
meaning and consequences of depressive symptoms (Nolen-
Hoeksema, 1991), thus increasing their distress.

The relationship between perfectionism and rumination as
a diathesis of depression has been subject to research. Olson
and Kwon (2008) found that perfectionism does not only
function as a diathesis, but also that this vulnerability is acti-
vated and potentiated by rumination. This association is so
significant that these authors propose a subtype of perfection-
ism: ruminative perfectionism. Thus, this subtype would be a
key factor in the increase of depressive symptoms. Along
these lines, some authors (Harris et al., 2008) found that

rumination is a mediator between maladaptive perfectionism
and depressed mood. These authors suggest that rumination is
part of a cognitive process that might emerge from maladap-
tive perfectionism and lead to depressive symptoms.

Rumination is also related to metacognition, as proposed
by Wells and Matthews (1994) in their model of self-
regulatory executive function (S-REF). These authors study
the relationship between attention, the regulation of cognition,
beliefs about emotion regulation strategies and the interactions
between the different levels of cognitive processing.
According to this model, metacognitive beliefs play a role in
the development of rumination as a stable response style.
Metacognition refers both to the beliefs about what we think
and to the ability to monitor and regulate cognitions (Wells &
Matthews, 1994, 1996). Positive beliefs about rumination
would play an important role in the maintenance of this cog-
nitive mechanism.Watkins and Baracaia (2001) highlight that
ruminators believe rumination to be advantageous because it
leads to increased self-awareness. Papageorgiou and Wells
(2001a) found that ruminators believed rumination was an
adaptive strategy. In a series of studies, Papageorgiou and
Wells (2001b) found that positive beliefs about rumination
included thinking that rumination improved problem-solving
by means of increasing introspection, thus helping with iden-
tifying the causes and triggering factors of depression and
with avoiding future mistakes and failure. Thus, beliefs such
as “I need to ruminate about my problem in order to find
answers to my depression” or “ruminating about the past will
help me prevent future mistakes” maintain maladaptive rumi-
native activity. Also, a significant relationship between posi-
tive beliefs about rumination and depression was established
(Papageorgiou & Wells, 2001b; Watkins & Moulds, 2005).
Roelofs et al. (2007) found that positive beliefs about rumina-
tion mediated the relationship between self-discrepancy
(Higgins, 1987) and rumination in a group of Dutch students.
Thus, the evidence suggests that rumination is linked to mul-
tiple cognitive processes in a complex framework.

Aims and Hypotheses of the Study

This study aims at investigating the relationship between pro-
files of perfectionism, rumination and depression severity, in
both clinical and non-clinical populations. More specifically,
we put four hypotheses to the test:

1- There is an association between maladaptive perfection-
ism, rumination and depressive symptomatology, both in
the clinical and non-clinical samples.

2- There are differences in rumination and depression sever-
ity between profiles of perfectionism (i.e., AP, MP, and
NP) after controlling for sampling effect.
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3- Rumination mediates the relationship between maladap-
tive perfectionism and depression.

4- The degree of endorsement of positive beliefs about ru-
mination moderates the indirect effect of maladaptive per-
fectionism on depression by rumination.

Methods

Participants

One hundred ninety-three individuals, divided into two
samples, participated in the study. Cases were chosen
through a non-probabilistic convenience sampling
(Miles & Banyard, 2007).

Non-clinical sample: it was integrated by 151 undergradu-
ate students from the University of Buenos Aires. Students
were contacted through their lecturers, who informed them
about the study and offered contact details to those interested
in participating. In this sample, participants with a diagnosis of
mental and behavioral disorder were excluded. The partici-
pants of the study had a mean age of 26.25 years (SD =
6.03). They were mostly female (86.1%), Argentinian
(99.3%), and were single (86.1%), and without children
(89.4%) at the moment the study was conducted. Regarding
job distribution, 49.7% of the participants were employed
part-time, 18.5% were employed full-time, 11.3% worked oc-
casionally and 20.5% of them did not work.

Clinical sample: 42 treatment-seeking outpatients admitted
into a cognitive-behavioral psychotherapy in Buenos Aires,
Argentina. The therapists, all trained and supervised in
cognitive-behavioral therapy, and with over 5 years of clinical
practice, assessed clients and identified the presence of a
mood disorder according to DSM-5 criteria (American
Psychiatric Association, 2013). 40.5% of participants in the
clinical sample had a diagnosis of single episode major de-
pressive disorder, 28.6% of them were diagnosed with recur-
rent episode major depressive disorder, 16.7% with persistent
depressive disorder, 9.5% with single episode major depres-
sive disorder comorbid with persistent depressive disorder and
4.7% with another mood disorder. In this second sample, had
a mood disorder as the only primary diagnosis, comorbidities
were excluded. Clients with a diagnosis of bipolar depression,
mood disorder due to medical condition or induced by sub-
stances and other mental disorders were excluded from
the study. The initial contact with the clients of this
sample was established through their therapists.
Participation in the study was voluntary.

The participants of this sample had a mean age of
36.76 years (SD = 9.56). They were female (57.1%), male
(42.9%), Argentinian (100%), and were single (50%), married
or cohabiting (40.5%), divorced (9.5%), and without children

(59.5%) at the moment the study was conducted. Regarding
job distribution, 50% of the participants 50% were employed
full-time, 26.2% were employed part-time, 9.5% worked oc-
casionally and 14.3% of them did not work.

Measures

Almost Perfect Scale-Revised-APS-R- (Slaney et al., 2001)

This scale evaluates different dimensions of perfectionism. It
consists of 23 items with a Likert scale of 7 options, according
to the degree of endorsement of each statement (from
1 = “strongly disagree” to 7 = “strongly agree”). The tool con-
sists of three subscales: high standards, order and
discrepancy. The first subscale (7 items) assesses the presence
of high standards for performance. The second subscale (4
items) measures the preference for order and tidiness. The last
subscale (12 items) evaluates the degree to which the exam-
ined person perceives herself as incapable of reaching her own
standards for performance. Profiles of perfectionism emerge
from the combination of the scores of the subscales. Thus,
adaptive perfectionism results from the combination of high
scores in high standards and low scores in discrepancy.
Maladaptive perfectionism is the result of high scores in high
standards and in discrepancy. Finally, non-perfectionists
score low on the high standards subscale.

Regarding psychometrics, confirmatory and exploratory
factorial analyses supported the internal structure of the scale,
representing a three-factor solution. Internal consistency
reached satisfactory levels (Slaney et al., 2001). Test-retest
reliability oscillated between scores of .72 and .87 in three-
to ten-week intervals (Grzegorek et al., 2004).

Arana et al. (2009) explored the psychometric properties of
the Almost Perfect Scale-Revised (APS-R) in a sample of
Argentinian university students (n = 268) of the
Universidad de Buenos Aires. The adaptation showed
solid psychometric properties. For the sake of brevity,
we refer the reader to this paper.

Beck’s Depression Inventory, 2nd. Edition (BDI II; Beck et al.,
1996)

Both the original instrument and the local adaptation (Brenlla
& Rodríguez, 2006) consist of 21 items that assess the severity
of the cognitive, emotional, motivational and physiological
symptoms of depression in adults and teenagers. Five to six
years of schooling are required to understand the statements.
Every item presents 4 possible responses, representing the
increasing severity of different symptoms of depression. The
inventory has good sensitivity (94%) and moderate specificity
(92%) for the screening of depression in primary care, with a
cut-off score for depression of 18 points. The Argentinian
adaptation showed good internal consistency, with a
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Cronbach’s alpha of 0.88 for depressed clients and of 0.86 for
participants in the control group. In the sample of the current
study the BDI showed very good internal consistency
(Cronbach’s alpha = 0.91).

Rumination–Reflection Questionnaire (RRQ; Trapnell &
Campbell, 1999, Adapted by De Rosa & Keegan, 2018b)

The questionnaire consists of 24 items, 12 assessing reflection
and 12 evaluating rumination, with Likert-type response op-
tions (1-“strong disagreement” to 5- “strong agreement”).
Trapnell and Campbell (1999) define rumination as a process
of recurrent thinking involving self-focused attention on
thoughts related to threat, loss or injustice associated to anxi-
ety, depression and anger, respectively. They define reflection
as a thinking process motivated by an epistemic curiosity
about the self. Reflection is an abstract, pleasant activity of a
philosophical kind, and is not associated to distress. Trapnell
and Campbell (1999) reported good internal consistency, with
a Cronbach’s alpha of 0.91 for the factor reflection and 0.90
for the factor rumination. In the sample of the current study the
RRQ factor rumination showed a good internal consistency
(Cronbach’s alpha = 0.79).

Positive Beliefs about Rumination Scale (PBRS; Papageorgiou
& Wells, 2001a, 2001b)

This Likert-type scale of 4 response options consists of 9 items
assessing positive metacognitive beliefs about rumination.
This scale evaluates metacognitive beliefs about rumination
(for example, “I need to ruminate about my problems to find
answers to my depression”).

The PBRS has good test-retest reliability (r = 0.85), high
internal consistency (α = 0.89) and convergent and discrimi-
nant validity (Papageorgiou & Wells, 2001a, 2001b). In the
sample of the current study the PBRS showed very good in-
ternal consistency (Cronbach’s alpha = 0.87).

Procedure

All the instruments were administered to individuals who
volunteered to participate in the study once they had given
their informed consent. Participants were informed about the
nature of the study and the confidentiality of the information
provided was guaranteed.

Participants from both samples were informed about the
nature of the research project. They received an informed con-
sent form detailing all the information about the study,
guaranteeing confidentiality and the right of participants to
abandon the study at any time. Only those who voluntarily
accepted to participate and gave their informed consent were
given the self-administered instruments for completion. All
instruments were completed by the participants at the same

time. Participants of the clinical sample were undergoing psy-
chotherapeutic treatment and were in the initial phase of the
same (session 1 to 3).

Profiles of perfectionism were established according to the
cut-off scores of the subscales of the local adaptation of the
APS-R (Arana et al., 2009). Thus, all participants from both
samples were classified according to profiles of perfectionism
as non-perfectionist (NP), adaptive perfectionist (AP), and
maladaptive perfectionist (MP).

Data Analyses

To test the hypothesis of association between the targeted
variables of the study (Hypothesis 1), we ran separate
Pearson’s correlations among them for the clinical and non-
clinical sample. We applied a Bonferroni correction to adjust
the level of significance to the correlations proposed. We used
a multivariate analysis of variance (MANOVA) to test if the
profiles of perfectionism were related to differential levels of
depression and rumination (Hypothesis 2), due to the multiple
dependent variables. In this analysis, we simultaneously in-
cluded as outcome variables the severity of depression, the
total level of rumination, the levels of rumination brooding,
those of rumination reflection, and the positive beliefs about
ruminating. As between-participant factors we included the
profiles of perfectionism (AP, MP, NP) and the sample of
the participants (clinical vs. non-clinical sample). When sig-
nificant effects were found, we ran posthoc multiple compar-
ison tests with Bonferroni procedures to analyze between
which profiles there were significant effects. Both the corre-
lations of hypothesis 1 and MANOVAs of hypothesis 2 were
conducted in SPSS 23.

In order to analyze the mediation effects of rumination on
the association between perfectionism and depression severity
(Hypothesis 3), we used ordinary least squares regression
methods with the PROCESS macro version 2.11 (Hayes,
2013) for SPSS. This plug-in applies asymptotic
bootstrapping computations providing optimized significance
tests for mediation and moderation effects (Preacher & Hayes,
2008). For these analyses we used bias corrected standard
errors and calculated confidence intervals based on 5000
bootstrapped samples. Although these methods do not provide
a p value for the indirect effects, the results are considered
significant when the zero is not included within the limits bias
corrected bootstrap confidence intervals estimated for this in-
direct effect. For hypothesis 3 we used a simple mediation
model (Model 4 in PROCESS procedures; Hayes, 2013) in
which the independent variable was having a MP profile (i.e.,
dichotomized variable, MP = 1, non-MP = 0), the dependent
variable was BDI total scores, and the mediator was the total
score in the rumination scale. In this model we included the
sample of participants (clinical versus non-clinical) as a co-
variate to control for its effect.
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Finally, in order to test the Hypothesis 4 of the
study, we calculated moderated mediation with the
PROCESS macro tool, using ordinary least squares re-
gressions and bootstrapping procedures. In this model
(Model 14 in the PROCESS; Hayes, 2013), we included
positive beliefs about rumination as the B path of the
indirect effect analysed for Hypothesis 3 (i.e., the asso-
ciation between rumination and depression severity).
Based on this model, we calculated an index of moder-
ated mediation to test if participants’ positive beliefs
moderate the indirect effect of MP on depression sever-
ity by rumination.

Results

Sample Descriptives

Table 1 reflects the descriptive results of the different
variables under study, both for the full sample and sep-
arately for the clinical and non-clinical samples.
Student’s t test showed statistically significant differ-
ences between the samples in RRQ Total, RRQ
Brooding, PBRS and BDI-II. As expected, the clinical
sample mean scores were higher in all cases. Moreover,
the study yielded significant differences in APS-R
Standards, with higher mean scores in the non-clinical
sample and also in APS-R Discrepancy, with higher
mean scores in the clinical sample.

Additionally we did not find differences in any measure of
rumination, and depression for gender in the total sample
[Depression (BDI): t(191) = 1.43, p = .15; Rumination
(RRQ): t(151) = 1.90, p = .06; Rumination Brooding (RRS
Brooding): t(191) = −.35, p = .72; and Rumination Brooding
(RRS Brooding): t(191) = −.29, p = .77].

Relationship between Measures of Perfectionism,
Depressive Symptomatology and Rumination in
Clinical and Non-Clinical Population (Hypothesis 1)

Table 2 presents the correlations between the scores of the sub-
scales of perfectionism, rumination, positive beliefs about rumina-
tion and BDI-II, differentiated for the clinical and non-clinical
samples. The clinical sample evidenced a statistically significant,
positive, moderate association between maladaptive perfectionism
and ruminative processes, specifically between rumination (RRQ)
and the Discrepancy subscale (APS-R), r= .536, p< .001. Also, a
statistically significant association between Rumination Brooding
and Discrepancy (APS-R), r = .541, p < .001 was found.
Furthermore, the study revealed a statistically significant, positive
association between Discrepancy (APS-R) and Depression, as
measured by BDI-II scores, r= .648, p< .001. No statistically sig-
nificant relationship between ruminative processes and high stan-
dards was found in the clinical sample.

The study also revealed a positive, statistically significant as-
sociation between perfectionism and ruminative processes in the
non-clinical sample. Specifically, we found a positive association
between High Standards (APS-R) and Rumination Brooding
(RRS Brooding), r = .288, p< .001. Also, positive associations
were found between subscale Discrepancy (APS-R) and
Rumination (RRQ), r = .410, p < .001, and Rumination
Brooding (RRS Brooding), r = .356, p < .001. The association
between Discrepancy (APS-R) and scores in symptoms of de-
pression (BDI-II) was also positive, r = .507, p < .001.

Differences in Levels of Depression and Rumination
According to Profiles of Perfectionism (Hypothesis 2)

TheMANOVAs showedmultivariate effects on all dependent
variables according to the profiles, [F(10,366) = 2.63,
p < .01], the kind of sample (clinical versus non-clinical),
[F(5,183) = 28.11, p < .001], and their interaction,

Table 1 Sample Descriptives in
mean study variables Total sample

(n=193)

Clinical sample

(n=42)

Non-clinical sample

(n=151)

Differences

M SD M SD M SD t(191) p

RRQ
Total 33.12 8.45 42.48 7.57 30.52 6.66 9.985 <.001
Brooding 16.19 4.68 19.29 4.61 15.32 4.34 5.161 <.001
Reflection 16.80 3.82 17.36 3.99 16.65 3.77 1.064 .28

PBRS 17.03 5.76 18.98 7.09 16.48 5.23 2.125 .04
BDI-II 10.93 9.02 19.98 11.45 8.42 6.25 8.639 <.001
APS-R
Standards 36.97 5.76 35.02 6.72 37.52 5.36 2.514 .01
Order 19.50 4.54 19.12 4.78 19.61 4.47 0.619 .54
Discrepancy 43.80 15.27 55.36 15.15 40.59 13.71 −6.034 <.001

RRQ =Rumination, PBRS= Positive beliefs about rumination, BDI-II = BeckDepression Inventory, 2nd edition,
APS-R =Almost Perfect Scale, Revised
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[F(10,366) = 28.11, p = .04]. Univariate tests showed signifi-
cant differences, according to profiles, in the dependent vari-
ables Positive beliefs about rumination, [F(2,187) = 5.41, p
< .01], RRQ Rumination, [F(2,187) = 5.12, p < .01],
Rumination Brooding, [F(2,187) = 3.10, p < .05], and
BDI-II, [F(2,187) = 7.14, p < .01]. However, we did not
observe a statist ical ly significant difference in
Rumination Reflection in terms of the profile of the
participants, [F (2,187) = 2.81, p = .06].

Univariate tests did show significant differences, depend-
ing on type of sample, for the dependent variables RRQ
Rumination, [F(1,187) = 31.63, p < .001], and BDI-II,
[F(1,187) = 16.37, p < .001]. Instead, no statistically signifi-
cant differences were found, according to type of sample, for
the variables Positive beliefs about rumination, [F(1,187) =
1.62, p < .21], Rumination Brooding, [F(1,187) = 3.82,
p = .05], and Rumination Reflection, [F(1,187) = .25, p = .62].

Finally, univariate analyses did not yield significant differ-
ences, taking into account type of sample and interaction of
profiles, in none of the dependent variables: Positive beliefs
about rumination, [F(2,187) = .86, p = .43], RRQRumination,
[F (2,187) = .48, p = .62], Rumination Brooding, [F(2,187) =
2.49, p = .09], Rumination Reflection,[F(2,187) = 1.90,
p = .15], and BDI-II, [F(2,187) = 2.37, p = .10].

Posthoc analyses showed that maladaptive perfectionists
obtained significantly higher mean scores that non-
perfectionists in (i) Positive beliefs about rumination, mean

difference[MD] = 2.99, standard error [SE] = 1.42, p < .01,
(ii) RRQ Rumination, MD = 3.39, SE = 1.16, p = .01, (iii)
Rumination Brooding, MD= 2.80, SE = 0.73, p < .001, and
(iv) Rumination Reflection, MD = 1.57, SE = 0.64, p < .05.
Additionally, maladaptive perfectionists obtained significant-
ly higher means than adaptive perfectionists in RRQ
Rumination, MD = 6.26, SE = 1.71, p < .01, y BDI, MD =
7.11, SE = 1.90, p < .01. No significant differences were
found between profiles of adaptive perfectionism and non-
perfectionists.

Rumination as a Mediator of the Associations
between Maladaptive Perfectionism and Depressive
Symptomatology (Hypothesis 3)

The results of the mediation models showed that having mal-
adaptive perfectionism was significantly related to the levels
of rumination of participants, B = 3.84, SE = 1.12, CI95 [1.62,
6.07], t = 3.40, p < .001. Having maladaptive perfectionism
was associated with an increase of 3.84 units in the scores in
rumination. Besides, the level of rumination of participants
predicted were significantly related with depression severity
in BDI-II, B = .42, SE = 0.08, CI95 [.27, .57], t = 5.57,
p < .001. Each one-unit increase in the scores of rumination
was linked to 0.42 units increase in the BDI-II score. Finally,
mediational analyses showed a significant indirect effect of
maladaptive perfectionism on the BDI-II scores by

Table 2 Correlations between
scores of the APS-R, rumination,
PBRS and BDI-II, in the non-
clinical and clinical samples

APS-R standards APS-R order APS-R discrepancy

Clinical sample

RRQ rumination .28 .32
.54*

Rumination brooding .12 .27
.54*

Rumination reflection .25 .10
.06

PBRS .21 .19
.29

BDI-II .03 .12
.65*

Non-clinical sample

RRQ rumination .15 −.02
.41*

Rumination brooding .29* .07
.36*

Rumination reflection .21 .12
.12

PBRS .18 .17
.25

BDI-II −.03 .17
.51*

See reference at Table 1. *p ≤ .001
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rumination, B = 1.63, SE = 0.54, CI95 [.75, 2.92] (See
Fig. 1).1 Finally, when controlling for the effect of mediation,
the direct effect of theMP profile on the BDI-II scores was not
statistically significant, B = 2.03, SE = 1.22, CI95 [−.37,
4.44], t = 1.67, p = .09.

Positive Beliefs as a Moderator for the Mediating
Effect of Rumination (Hypothesis 4)

As in the mediation model, in the model of moderated medi-
ation the fact that participants had MP was significantly asso-
ciated with higher levels of rumination, B = 3.84, SE = 1.12,
CI95 [1.62, 6.07], t = 3.40, p < .001. In addition to the results
of the mediation model, this model showed that the level of
endorsement of beliefs about rumination moderated the effect
of rumination on the BDI-II scores, B = 0.03, SE = .01, CI95
[0.004, 0.05], t = 2.35, p = .02. In participants with high en-
dorsement of positive beliefs about rumination (i.e., with a
score a standard deviation over the mean, that is, 22.78) the
effect of rumination on the BDI-II scores was bigger (i.e. 2.29)
than in clients with lower levels of positive beliefs (i.e., with a
score one standard deviation under the mean, that is, a score of
11.27), for whom the effects were more moderate (i.e. 1.17).
Finally, the analyses yielded a significant index of moderated
mediation = .10, SE = .06, CI95 [0.01, 0.25], suggesting that
the indirect effect of the MP profile on the levels of the scores
of the BDI-II by rumination was moderated by the pos-
itive beliefs about rumination (Hayes, 2015). When con-
trolling for the moderated mediation effect, the direct
effect of maladaptive perfectionism on the BDI-II scores
was not significant, B = 1.55, SE = 1.22, CI95 [−.87,
3.96], t = 1.26, p = .21 (See Fig. 2).

Discussion

Results show that the maladaptive aspect of perfectionism is
associated with rumination, in both the clinical and non-
clinical populations. This means that the higher the level of
discrepancy, the higher the presence of rumination. Also,
these two variables were associated with the presence of de-
pressive symptomatology. Our first hypothesis was confirmed
both in the clinical and in the non-clinical samples, as we
found associations between these variables in the expected
direction. These results match the evidence obtained in other
studies (Flett et al., 2002; Harris et al., 2008; Olson & Kwon,
2008). They also match the results yielded by previous local
studies with university students of the city of Buenos Aires
(De Rosa & Keegan, 2018a, 2018b).

The second hypothesis that guided this study stated that
differences between the profiles of perfectionism (i.e., AP,
MP, and NP) for the variables rumination and depression
would be found. This hypothesis was also corroborated, even
after controlling for the effect of the participants´ sample.
Participants with a MP profile obtained significantly higher
scores in rumination (RRQ) and in positive beliefs about ru-
mination than the rest of participants, whereas participants
with AP and NP profiles showed no differences for these
variables. Therefore, we may posit that the factor of discrep-
ancy, highly present in maladaptive perfectionism, would ac-
tivate self-criticism, and, in an attempt to regulate the per-
ceived distress, this would increase ruminative activity.
Contrarily, adaptive perfectionists and non-perfectionists
score low in discrepancy and show low levels of self-
criticism and rumination. This is congruent with the findings
of Slaney et al. (2001), who asserted that maladaptive perfec-
tionists do not suffer due to their high standards or their actual
performance, but due to the perceived gap between them, i.e.,
the discrepancy. These findings also match the results of a
previous study conducted in Argentina (De Rosa & Keegan,
2018a, 2018b).

The third hypothesis of this study, that which postulates
that rumination would mediate the relationship between mal-
adaptive perfectionism and depressive symptomatology, was
also supported. Participants with maladaptive perfectionism
tended to ruminate more, and this was, in turn, associated with
greater depression severity. It is worth noting that when con-
trolling for this mediational effect, the main effect of maladap-
tive perfectionism on depression severity was not significant.
Perfectionism is characterized by the tendency to set oneself
high standards, and by a dysphoric mood due to the perception
of personal failure (Flett et al., 1998). Perfectionist individuals
may ruminate about their perceived failures and their need to
be perfect, thus focusing on the discrepancy between what
they are not and the ideal that they have set for themselves
(Flett et al., 2002). The action of rumination on the discrepant
valuations of the self amplifies discrepancy and negative
mood. Along these lines, Harris et al. (2008) showed that
rumination mediates between maladaptive perfectionism
and depressed mood response. These authors suggest
that ruminations are a part of a cognitive process that
might originate from maladaptive perfectionism and lead
to depressive symptoms. These results provided evi-
dence in favour of this theoretical position.

Furthermore, Olson and Kwon (2008), as mentioned
above, also studied the relationship between perfectionism
and rumination as a diathesis for depression. Results support
the idea that perfectionism does not only function as a diath-
esis, but also that this diathesis is activated and potentiated by
rumination. This subtype of perfectionism –ruminative
perfectionism- would be a key factor in the increase of depres-
sive symptoms. These authors specially emphasize this

1 As mentioned above in this bootstrapping procedures, a significant effect
occurs when zero is not included within the confidence interval (Hayes, 2013).
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relationship, naming it the “malicious combination” (p. 799),
since it increases the depressive response. The results of this
study further support this theory.

Finally, we found support for our last hypothesis, that
which predicted that the level of endorsement of positive be-
liefs would moderate the indirect effect of maladaptive perfec-
tionism on depression by rumination. The profiles of perfec-
tionism differed in the variables rumination and positive be-
liefs about rumination in both samples. More precisely, and as
expected, in participants with maladaptive perfectionism
higher levels of rumination had a greater association with
depression severity in the context of higher positive beliefs
about this cognitive strategy. The indirect effect of perfection-
ism on depression severity by rumination implies the degree to
which the relationship of perfectionism and depression sever-
ity is explained (i.e., mediated) by levels of rumination. The
significant interaction of the B path by positive beliefs means
that positive beliefs moderate the effects of rumination on
depression severity. The greater the endorsement of positive
beliefs, the stronger the association of rumination with depres-
sion severity. The non-significant direct effect in this case
means that, when controlling for the indirect effect of perfec-
tionism on depression severity by rumination, perfectionism
was not related to depression severity. This finding further
supports the idea that the association between perfectionism
and depression is explained by the mediating effect of rumi-
nation (i.e., when controlling for that effect, the association is
no longer significant).

As mentioned above, several researchers (Papageorgiou &
Wells, 2001a, 2001b; Roelofs et al., 2007; Watkins &
Baracaia, 2001; Watkins & Moulds, 2005) have highlighted
that ruminators perceive rumination as an adaptive strategy
leading to increased self-understanding and self-knowledge
that would in turn facilitate problem-solving and allow the
person to learn from past mistakes and prevent future ones.

So, these beliefs would function as maintaining factors for
rumination, thus impacting depressive symptomatology.

Limitations and Further Directions

Our study has several limitations. The first of them is that the
size of the clinical sample was small and may have led to an
underestimation of the effects. On the other hand, the non-
clinical sample was entirely obtained from a population of
students of Psychology. It would be relevant to replicate this
study with different non-clinical samples, since students of
Psychology might have a tendency to value rumination-
reflection due to the nature of their academic interests. Also,
they were mostly female. These two factors may have had
some incidence on the observed phenomena, even though
we did not find significant differences according to gender
for the variables under study.Self-report measures also present
inherent limitations, demanding the inclusion of other mea-
sures to counter potential biases in the perception of partici-
pants, mainly those related to the high expectations of perfec-
tionist subjects and social desirability. Also, the measures
used in the study have other inherent limitations (Stoeber,
2018). The lack of longitudinal studies has been highlighted
as another problem in the field (Stoeber, 2018). Particularly, in
this study, the cross-sectional nature of the design used did not
allow us to establish temporal precedence between the
targeted variables or to make causal inferences. Further longi-
tudinal research in the area is needed that may account for the
development of perfectionism and its impact in different do-
mains of life. These studies may deepen our understanding of
perfectionism, leading to increasingly effective interventions
and to the prevention of problems associated with this person-
ality disposition.
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Symptomatology

Maladaptive 

Perfectionism

Positive Beliefs

3.84*
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Fig. 2 Moderated mediation
model. Note. *p ≤ .001
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*p ≤ .001
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There are other potential explanations and possible causes
for these processes. For instance, from a biological perspec-
tive, there is evidence that polymorphisms in the serotonin
transporter and brain derived neurotropic factor genes are as-
sociated with sensitivity to the negative effects of stress, thus
moderating the relationship between life stress and rumination
(Clasen et al., 2011; Scaini et al., 2020).

Besides these limitations, our research provides more evi-
dence about the phenomena under study. Our goal was to ana-
lyze the relationship between maladaptive perfectionism and ru-
minative processes in depression, and our hypotheses were sup-
ported in both the clinical and non-clinical samples. Although
rumination is not the only mediator between perfectionism and
depression, this study has a clinical interest in rumination as a
voluntary, transdiagnostic process oriented to emotion regula-
tion. Cognitive-behavioral approaches view maladaptive (meta)
cognitive processes as mediators between triggering factors and
psychological distress. Hence, they are the main treatment target
(Hofmann, 2014).

These results have two interesting implications. On the one
hand, in our clinical practice we must favor interventions that
match the profile of perfectionism, as a potential trigger for the
process of rumination. On the other, we must target the beliefs
about rumination and promote more functional strategies to deal
with the distress associated with discrepancy that is intense for
maladaptive perfectionists. As shown above, this mechanism has
an impact on the severity of mood. Finally, these outcome data
lead us to weigh the importance of identifying these phenomena
and offering psychoeducation to the population in order to di-
minish its incidence on several mental disorders.
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