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Introduction: Depression is a psychiatric disorder with a significant public health impact. Rumination is known to play 
a key role in both the onset and the chronicity of depression. Social support is a powerful factor that helps protect 
an individual’s health. This study is descriptive and aims to explore the relationship between rumination and social 
support in patients with depression.
Methods: This study was carried out with patients diagnosed with depression in the outpatient and psychiatry 
inpatient clinics of two state hospitals. As a data collection tool in the study; "Sociodemographic Data Form", "Beck 
Depression Inventory (BDI)", Multidimensional Scale of Perceived Social Support (MSPSS), "Ruminative Reasponses 
Scale (RRS)" were used.
Results: The mean BDI score of the depressive patients who took part in the study was 29.35±11.29, the mean 
RRS score was 59.98±15.05, and the mean MSPSS score was 37.23±12.04. BDI and RRS are strongly and positively 
correlated. BDI and MSPSS are strongly and negatively correlated (p<0.05). There was a strong negative link between 
RRS and MSPSS (p<0.05). It has been determined that depression and social support are two very effective factors in 
influencing ruminative thinking.
Discussion and Conclusion: When the level of ruminative thinking increases in patients, the severity of 
depressive symptoms increases and the perceived social support level decreases. In addition, when there is a 
decrease in the level of depressive symptoms in patients, the level of ruminative thinking also decreases and 
the perceived social support level increases. It is recommended to plan and implement interventions to reduce 
ruminative thinking and depressive symptoms that negatively affect patients' lives and to support effective use 
of social support.
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Depression is one of the most common psychiatric 
disorders. This disorder manifests itself with symptoms 

such as depressed mood, appetite disturbance, reluctance, 
sleep problems, loss of energy, feeling of worthlessness, 
attention/concentration problems, and suicidal thoughts.
[1–3] Pathogenesis shows that it is affected by biological, 
psychological, and social factors, and the cognitive 
vulnerability–stress model emphasizes that negative 
cognitive style is one of the essential risk factors leading to 
depressive disorder. Ruminative thought, as a maladaptive 
cognitive style, is implicated in the relationship between 
biased cognitive processing and mood dysregulation, 
which is a typical feature of mental disorders; therefore, 
rumination is regarded as a central mechanism triggering 
depressive disorders.[4] Rumination is defined as a thinking 
process in which the same thought, feeling or memory is 
thought of as if ruminating.[5] Rumination is known to play 
a significiant role in both developing and maintaining 
of depression.[6] Social support refers to psychosocial 
resource that is accessible in the context of interpersonal 
relationships within one’s social network. Numerous 
epidemiological studies have explored the protective 
factors and social support was a robust protective factor 
against depression.[7] In addition, the idea that those 
who constantly behave in a ruminative manner cannot 
engage in relationship-supporting behavior in their social 
relationships has been supported by many studies.[8]

It is thought that ruminative thinking increases depressive 
symptoms, while social support plays a protective role 
in depression and reduces depressive symptoms and 
ruminative thinking. Therefore, the aim of this study was 
to evaluate the effects of depression and social support on 
ruminative thinking in patients diagnosed with depression.

Materials and Methods
Type of Research

This study is of descriptive nature and in a relationship-
seeking type. It was conducted patients diagnosed with 
depressive disorder according to the DSM-5 diagnostic 
criteria, who applied to inpatient and outpatient Psychiatry 
clinics in two state hospitals between January 27 and 
March 11, 2020.

Population and Sample of The Research

Patients who applied for inpatient and outpatient 
psychiatry clinics during the research period were included 
in the study. The sample size calculation was based on 
studies using the "Ruminative Reactions Scale" were taken 

as basis, while the minimum sample size in the G-Power 
programme was α=0.05, and the power of the test (1-β) 
was 0.95. The required number of samples was determined 
as 130. 130 patients from the current population who met 
the inclusion criteria formed the sample of the study.

Criteria for Inclusion

Applied outpatient or inpatient clinics with a diagnosis of 
depressive disorder, Volunteer to participate in the study, 
18–65 age group, did not receive an additional psychiatric 
diagnosis other than depressive disorder.

Criteria for Exclusion

Has a physical or cognitive disability that prevents 
communication, having received an additional psychiatric 
diagnosis other than depressive disorder, under 18 and 
over 65 years old.

Data Collection Tools

Personal Information Form: It consists of 22 questions 
aiming to establish the sociodemographic characteristics of 
the patients and knowledge about their depressive disorder.

Beck Depression Inventory (BDI): It consists of 21 
items improvement by Beck and used to measure the 
symptoms of depression in somatic, sensory, cognitive and 
motivational areas and the severity of these symptoms. 
Each item on the scale receives a score between 0 and 3. 
The lowest score that can be obtained is 0 and the highest 
score is 63. A high score indicates that the level or severity 
of depression is high. Two independent studies were 
carried out on its adaptation into Turkish.[9] The Cronbach’s 
alpha value of the scale was 0.90 in this study.

Ruminative Responses Scale (RRS): Ruminative Responses 
Scale is a subscale of the 71-item Responses Styles Inventory 
developed by Nolen-Hoeksema and Morrow,[10] which aims 
to measure responses to depressive moods. Items specific 
to depression were removed from the Responses Styles 
Inventory and this subscale consisting of 22 items was 
created. This 22-item scale measures people's tendency 
to think ruminatively about negative events. Ruminative 
Responses Scale consists of two different subscales: 
"thinking in depth" (items 7, 11, 12, 20, 21) and "thinking 
like rumination" (items 5, 10, 13, 15, 16). is formed. Each 
item in the scale is scored on a scale of 4 (1: almost never, 
4: almost always). The adaptation of the scale into Turkish 
was carried out by Neziroğlu.[10] In the Turkish version, the 
Cronbach alpha value was 0.89. The Cronbach alpha value 
of the scale was 0.97 in this study.
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Multidimensional Scale of Perceived Social Support 
(MSPSS): The scale, which subjectively assesses the 
adequacy of social support received from three different 
sources, consists of 12 short items. It can be completed 
quickly, is easy to administer, and is simple to apply. These; 
Family Support (items 3, 4, 8 and 11), Friend Support 
(items 6, 7, 9 and 12), Special Human Support (items 1, 2, 
5 and 10). Each item in the scale is scored on a scale of 
4 (1: almost never, 4: almost always). The Turkish validity 
and reliability study of the scale was made by Eker et 
al.[11] In the Turkish version, the Cronbach alpha value was 
between 0.80 and 0.95. The Cronbach alpha value of the 
scale was 0.93 in this study.

Data Analysis

The data obtained in the study were analyzed using the 
Statistical Package for the Social Sciences (IBM SPSS 23.0, 
Chicago, USA), and a p-value of <0.05 was considered 
statistically significant. Cronbach's alpha coefficients 
were calculated to assess reliability. Descriptive statistics 
are presented as mean±standard deviation for numerical 
variables, and frequency (number) and percentage 
(%) values are provided for categorical variables. The 
normality of the data was tested using the Shapiro-Wilk 
test. The student's t-test was applied to compare normally 
distributed variables between two independent groups, 
while the Mann-Whitney U test was used for non-normally 
distributed variables. When comparing numerical data 
across more than two independent groups, a one-way 
analysis of variance (ANOVA) with multiple comparison 
tests was used for normally distributed variables, and the 
Kruskal-Wallis test with multiple comparisons was applied 
for non-normally distributed variables. Relationships 
between numerical variables were assessed using the 
Spearman correlation coefficient. Additionally, the effects 
of depression and social support on ruminative thinking 
were evaluated using regression analysis.

Ethical Approval

The neccessary permission was obtained prior to the 
study to ensure compliance with the ethical requirements 
of clinical research. Ethical approval was granted from 
Gaziantep University Clinical Research Ethics Committee 
(Reference No: 2019/429/04.12.2019) and Dr. Ersin Arslan 
Provincial Health Directorate. Detailed information about 
the purpose of the study and what participation would 
involve was given on the first page of the questionnaire. 
Participants were informed that they could withdraw at any 
time, without giving a reason, and that all information and 

responses would remain confidential and anonymous. The 
participants gave verbal and written consent after being 
informed about the study. The research was conducted 
in accordance with the principles of the Declaration of 
Helsinki. Artificial intelligence-based technologies were 
not used in this study. Permission to use the scales used in 
this study was obtained.

Results
30.8% of the patients participating in the research are 
between the ages of 46–55, 89.2% are women, 73.8% are 
married, 90.8% live with their family, 46.9% are primary 
school graduates, 80.0% are housewives. 3.1% drank 
alcohol, 30% smoked, 2.3% used substances, 2.3% did not 
experience a significant separation/immigration/relocation 
as a child, 66.7% of those who experienced any of these 
situations experienced a separation as a child, 1.5% of 
them said that they were separated from their mother/
father, 100% of those who were separated that they were 
separated from their father, 66.2% believed that they 
received family support in difficult times, 93.8% thought 
about an event, person or memory that upset them very 
often, 60.0% of them can easily share their happiness, 
success, mistakes and sadness with their relatives, 26.2% 
had another illness, 26.2% used medication regularly, 
and 12.3% of those who used medication regularly used 
antihypertensive medication. 68.5% of the patients had 
previously received treatment for depression, 17.7% had 
previously been hospitalized due to a psychiatric disorder, 
100% of those hospitalized were due to depression, and 
56.2% had someone in their family with a psychiatric 
disorder, 56.9% of them often needed the help of others 
when making important decisions about their lives. It was 
determined that the average duration of current treatment 
of the patients was 19.33±5.13 months and the average 
time of hospitalization due to a psychiatric disease was 
6.18±7.86 months (Table 1).

The mean RRS scores of patients who often need the 
help of others when making important decisions about 
their lives, who believe that they receive family support in 
difficult times, who state that they do not think about an 
event, person or memory that upsets them very often, who 
state that they can easily share their happiness, successes, 
mistakes and sorrows, who have comorbidities, who 
were not hospitalized due to a psychiatric disease were 
statistically significant (p<0.05) (Table 2).

The mean BDI score of the patients was 29.35±11.29, the 
mean RRS score was 59.98±15.05, and the mean MSPSS 
score was 37.23±12.04 (Table 3).
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Table 1. Descriptive data of patients

n % n %

Gender Working status

Male 14 10.8 Not working 9 6.9

Female 116 89.2 Self employment 12 9.3

Student 5 3.8

Housewife 104 80.0

Age group Believing have family support during difficult times 

18–25 10 7.7 Believe 86 66.2

26–35 18 13.8 Not believe 44 33.8

36–45 36 27.7

46–55 40 30.8

>55 26 20.0

Marital Status To share their happiness, success, mistakes and 
sadness easily 

Single 12 9.2 Yes 78 60.0

Married 96 73.8 No 52 40.0

Divorced 14 10.8

Widow 8 6.2

People living together Known comorbidity 

Nuclear family 118 90.8 Yes 34 26.2

Only with mother 3 2.3 No 96 73.8

Only with siblings 2 1.5

Only with child 2 1.5

Living alone 5 3.9

Educational background To think very frequently about an event, person or 
memory that upsets

Illiterate 28 21.5 Yes 122 93.8

Primary school graduate 61 46.9 No 8 6.2

Middle school graduate 17 13.1

High school graduate 16 12.3

University graduate 8 6.2

Alcohol use Smoking 

Yes 4 3.1 Yes 39 30.0

No 126 96.9 No 91 70.0

Substance use A significant separation/immigration/relocation as a 
child

Yes 3 2.3 Yes 127 97.7

No 127 97.7 No 3 2.3

Being separated from parents as a child Regular medication use 

Yes 2 1.5 No 96 73.8

No 128 98.5 Yes 34 26.2

Antidiabetic 2 5.8

Antidiabetic and antihypertensive 2 5.8

SD: Standard deviation; Min: Minimum; Max: Maximum.
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It was determined that there was a strong, statistically 
significant and positive relationship between the BDI 
and RRS scale of the patients (r=0.792, p<0.001). It was 
determined that there was a strong, statistically significant 
and positive relationship between the subscales of the RRS 
scale, between the deep thinking subscale of the RRS and 
the BDI (r=0.708, p<0.001), and between the ruminative 
thinking subscale of the RRS and the BDI (r=0.753, p<0.001). 
It was determined that there was a statistically significant, 
negative and strong relationship between MSPSS and 
RRS (r=-0.833, p<0.001). A strong, statistically significant 
and negative relationship was found between the deep-
thinking subscale of the RRS and the MSPSS (r=-0.714, 
p<0.001), and between the ruminative thinking subscale 
of the RRS and the MSPSS (r=-0.810, p<0.001).

There is a statistically significant and strong negative 
correlation between the family support subscale of MSPSS 
and RRS (r=-0.742, p<0.001) and between the friend 
support subscale subscale of the MSPSS and RRS (r=-0.721, 
p<0.001). A statistically significant, negative and moderate 
relationship was found between RRS (r=-0.570, p<0.001). A 
strong negative relationship was found between the family 

support subscale of the MSPSS, and the deep-thinking 
subscale of the RRS, (r=-0.649, p<0.001), and between the 
family support subscale of the MSPSS and the ruminative 
thinking subscale of the RRS (r=-0.722, p<0.001).

There was a statistically significant negative difference 
between the friend support subscale of the MSPSS, 
and deep thinking subscale of the RRS, at a moderate 
relationship (r=-0.599, p<0.001), and a statistically strong 
negative relationship between the friend support subscale 
of the MSPSS and the ruminative thinking subscale of the 
RRS (r=-0.708, p<0.001). There is a statistically significant 
and moderate negative difference between the special 
someone support subscale of the MSPSS and the deep 
thinking subscale of the RRS (r=-0.506, p=0.001), and 
between the special someone support subscale of the 
MSPSS and the ruminative thinking subscale of the RRS 
(r=-0.526, p<0.001). A statistically significant, negative and 
strong relationship was detected between BDI and MSPSS 
(r=-0.757, p<0.001) (Table 3).

The increase in depression level has a highly significant 
positive effect on ruminative thinking rates (r=0.79, 

Table 1. Descriptive data of patients

n % n %

Antihypertensive 17 50.0

Antihistamine 1 2.9

Antineoplastic 1 2.9

Cortisone 11 33.6

Presence of another person with psychiatric illness in 
the family 

Previous treatment for depression

Yes 73 56.2 Yes 89 68.5

No 57 43.8 No 41 31.5

Frequently needing help from others when making 
important life decisions

Hospitalization due to a psychiatric illness

Yes 74 56.9 No 107 82.3

No 56 43.1 Yes 23 17.7

Depression 23 100

Mean±SD Min–Max

Current duration of treatment (in months) 19.33±5.13  6–72

Previous hospitalization due to a psychiatric illness (how many 
months ago) 

6.18±7.86 0.5–36

Age at the time of a significant separation/immigration/relocation 
as a child

7.33±2.31 6–10

Age when separated from parents as a child 8.00±2.31 6–10

If a smoker, frequency of use (pieces/day) 21.13±11.44 4–60

If there is alcohol use, using times in a month 1.25±0.50 1–2

SD: Standard deviation; Min: Minimum; Max: Maximum.

Table 1 (cont). Descriptive data of patients
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p<0.05). The increase in depression level can explain 61% 
of ruminative thinking rates (R2=0.61). It was observed that 
one unit increase in depression would increase the rate of 
ruminative thoughts by 1.04 (b=1.04) (Table 4). The increase 
in the level of social support has a highly significant negative 
effect on the rates of ruminative thinking (r=0.84, p<0.05). 
The increase in the level of social support can explain 71% 
of the ruminative thinking rates (R2=0.71). It was observed 
that one unit increase in the level of social support would 
cause 1.05 unit decrease in the rate of ruminative thinking 
(b=-1.05) (Table 4).

Discussion

It is well-established that rumination plays a significant 
role in both devoloping and becoming chronicled by 
depressive disorder.[12] People who tend to ruminate in 
stressful situations are more likely to experience long-
term depressive symptoms and major depressive episodes 
compared to people who do not.[6] It was determined that 
the patients in this study had high depressive symptoms 
and ruminative thinking, and their perceived level of social 
support was low. Additionally, the analyses determined 

Table 2. Comparison of patients' disease-related characteristics and RRS total score 

Characteristic Deep thinking 
RRS

Ruminative 
thinking RRS

Total 
RRS

Frequently needing help from others when making important life decisions

Yes 12.16±3.42 13.77±3.47 57.45±14.72

No 13.39±3.47 15.11±3.57 63.34±14.95

p 0.04 0.023 0.026

Believing have family support during difficult times 

Believe 11.49±3.14 12.95±3.06 54.33±13.48

Not believe 15.05±2.89 17.07±2.86 71.05±11.45

p 0.001 0.001 0.001

To think very frequently about an event, person or memory that upsets 

Yes 13.04 ±3.22 14.73±3.22 61.63±13.69

No 7.38 ±3.16 8.50±3.55 34.88±12.97

p 0.001 0.001 0.001

To share their happiness, success, mistakes and sadness easily

Yes 11.73±3.45 13.36±3.51 55.27±14.70

No 14.13±3.03 15.83±3.12 67.06±12.71

p 0.001 0.001 0.001

Known comorbidity 

Yes 11.50±3.18 13.32±3.60 55.26±14.29

No 13.11±3.50 14.71±3.50 61.66±15.03

p 0.002 0.091 0.033

Previous treatment for depression

Yes 12.85±3.76 14.70±3.74 61.36±16.07

No 12.34±2.80 13.59±3.04 57.00±12.19

p 0.438 0.099 0.125

Hospitalization due to a psychiatric illness

No 14.91±3.44 16.57±2.68 70.52±13.01

Yes 12.21±3.32 13.87±3.56 57.72±14.53

p 0.001 0.001 0.001

RRS: Ruminative Responses Scale.
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that rumination had a positive relationship with depression 
and that depression affected ruminative thinking by 61%.

Social support functions as a coping resource against stressors 
and protects mental health. Lack of social support has been 
identified as an important determinant of depression along 
with feelings of loneliness, while individuals with strong social 
ties are reported to experience fewer depressive symptoms.
[13,14] According to the study conducted by Şahin and Karataş 
in 2015 with 386 secondary school students to determine the 
relationship between perceived social support, depression 
and life satisfaction, when there is an increase in the level of 
social support, there is a decrease in the level of depressive 
symptoms.[15] In the study conducted by Doğan[16] in 2008 
with 254 university students to determine the relationship 
between social support and psychological symptoms, it was 
reported that there was a decrease in the level of depressive 
symptoms as the perceived social support increased. The 
results of this study support the literature. It was observed that 
the perceived social support of the participants diagnosed 
with depression was quite low. Additionally, a strong negative 
relationship was determined between social support and 
ruminative thinking. In further analysis, it was determined 
that social support explained 71% of ruminative thinking.

Rumination is defined as an important factor that plays a 
role in the etiology and chronicity of depression.[6] In the 

study conducted by Nolen-Hoeksema and Harel[17] with 
1789 people, it was determined that when the tendency 
to rumination increases, the occurrence of depressive 
symptoms also increases. According to another study 
conducted by Nolen-Hoeksema et al.[18] with 496 female 
adolescents, rumination was held responsible for many 
psychopathologies, especially depression. According to 
Yılmaz's study[19] with 328 university students, there is a 
positive relationship between rumination and depression. 
In the study made by Kelly et al.[20] with 56 dysthymia 
patients who received sertraline treatment and were 
followed for 12 weeks, results were obtained indicating that 
rumination decreased as a result of treating depression with 
medication. In this study; It was found that as the patients' 
depressive symptoms increased, their ruminative thoughts 
increased, and as their ruminative thoughts decreased, 
their depressive symptoms decreased.

It is known that as perceived social support decreases, the 
tendency to rumination increases.[21] The study made by 
Flynn et al.[22] with 122 undergraduate students; It has been 
determined that individuals who are dissatisfied with the 
social support they receive have an increased tendency to 
rumination. These data support the research finding. Social 
support provides benefits such as providing the individual 
with the opportunity to understand and express his/her own 

Table 3. Relationship between BDI, RRS, MSPSS total score and subscale score (n=130)

Scale
Mean±SD (min–max)

Total BDI
29.35±11.29 (8–60)

Total MSPSS
37.23±12.04 (12–84)

Family support
16.38±5.03 (4–24)

Friend Support
11.21±5.56 (4–26)

Special someone 
supprot

9.64±3.84 (4–22)

Total RRS r 0.792 -0.844 -0.742 -0.721 -0.570

59.98±15.05 (22–88) p 0.000 0.000 0.000 0.000 0.000

Deep thinking RRS r 0.708 -0.714 -0.649 -0.599 -0.506

12.69±3.48 (5–20) 0.000 0.000 0.000 0.000 0.000

Ruminative thinking RRS r 0.753 -0.810 -0.722 -0.708 -0.526

14.35±3.56 (5–20) p 0.000 0.000 0.000 0.000 0.000

Toplam MSPSS r -0.757 1.000 0.817 0.871 0.751

37.23±12.04 (12–84) p 0.000 – 0.000 0.000 0.000

SD: Standard deviation; Min: Minimum; Max: Maximum; BDI: Beck Depression Inventory; MSPSS: Multidimensional Scale of Perceived Social Support; RRS: 
Ruminative Responses Scale.

Table 4. The effect of depression and social support on ruminative thinking

Scale Mean±SD F*/p r** R2 B Beta

BDI 59.98±15.05 F=206.94 / p=0.01 0.79 0.61 1.04 0.78

MSPSS 37.23±12.04 F=308.08 / p=0.01 0.84 0.71 -1.05 -0.84

BDI: Beck Depression Inventory; MSPSS: Multidimensional Scale of Perceived Social Support; SD: Standard deviation; *: Analysis of variance; **: Pearson 
correlation coefficient.
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feelings, providing a realistic and harmonious evaluation 
of the current situation by receiving feedback from other 
individuals, obtaining information about problem solving 
through interpersonal communication, and being less 
harmed by stress, and helps the individual both. It protects 
against the tendency to ruminative thinking and many 
psychopathologies, especially depression.[23] In this study, 
it was found that as the level of social support perceived by 
the patients decreased, their ruminative thinking increased.

It is known that increasing perceived social support 
reduces depressive symptoms.[14,16] In the study performed 
by Yavuzer et al.,[23] it was found that there was a negative 
relationship between social support and depression. In 
Elmacı's study with 203 individuals between the ages of 
15–18, the level of depressive symptoms decreases as social 
support increases.[24] According to the study conducted by 
Mersin and Arslan[25] with 100 patients, it was determined 
that there was a negative relationship between social 
support and depression. In this study, it was determined 
that there was a strong negative relationship between 
depressive symptoms and perceived social support level.

Deep thinking is the dimension of rumination that increases 
problem-solving skills and facilitates adaptation. According 
to the study conducted by Robinson and Alloy[12] with 148 
undergraduate students to determine the relationship 
between depressive symptom severity and self-focus and 
depressive rumination, it was determined that there was no 
significant difference between age and rumination level. It 
was found that there was no significant difference between 
the average scores of the RRS subscales, such as rumination, 
and the RRS total score, according to age. However, it was 
determined that patients in the 26–35 age group used deep 
thinking rather than ruminative reactions. This situation 
can be explained by the fact that individuals in the 26–35 
age group are in a period of stagnation against productivity 
according to Erikson's Psychosocial Development Theory, 
and in this period individuals are in the peak years of the 
life cycle when they have characteristics such as being 
productive, efficient and creative.[26]

Other people around the individual also constitute the 
individual's social support resources, the most important 
of which is the family.[27] Family support, which can be 
described as the primary source of social support, is 
very important for the course of diseases. Social support 
reduces depressive symptoms by creating a therapeutic 
effect on depressive symptoms.[28] According to Response 
Style Theory, frequent use of rumination causes loss of 
social support, which in turn leads to exacerbation of 

depression.[29] In this study; It was determined that the 
levels of depressive symptoms and ruminative thinking of 
patients who stated that they did not receive family support 
during difficult times were higher than other patients. This 
situation supports the existing data.

The events occurring in the thought content of depression 
patients cover a serious area, and there is repeated negative 
mental action regarding the events occurring.[7] Instead of 
solving their problems, ruminative individuals passively 
think over and over again about questions that make 
them more anxious and pessimistic. It is also known that 
frequent use of rumination causes loss of social support.
[30] It has been determined that the level of perceived social 
support is lower, and the level of depressive symptoms and 
ruminative thinking is higher in patients who think about 
a distressing event, person or memory very frequently, 
compared to other patients. Also in this study; another 
finding showing the importance of social support is that 
patients who cannot easily share their happiness, success, 
mistakes and sadness with their relatives have high levels 
of depressive symptoms and ruminative thinking.

It was determined that those who did not have any 
other comorbidities had high levels of deep thinking and 
ruminative thinking. It is thought that patients with an 
additional disease learn effective coping methods with 
the disease and therefore exhibit less ruminative thinking. 
Also in the study; it was determined that patients with 
an additional disease had high levels of social support 
perceived from family and people they identified as special 
people. The fact that these patients are more likely to 
receive family support suggests that it may be related to 
their levels of deep thinking and ruminative thinking.

It is known that the symptoms seen in the second and 
subsequent depressive attacks are more numerous and 
stronger than the symptoms seen in the first attack. 
There is a positive relationship between the severity of 
depressive symptoms and repeated hospitalizations 
in patients with depression.[30] The treatment of 
patients with depression who receive adequate social 
support is positively affected.[13] This study supports 
this information, and depressive symptom levels were 
found to be higher in patients who had previously been 
treated for depression. It was determined that patients 
who were previously admitted to a psychiatric clinic had 
more intense depressive symptom levels and ruminative 
thoughts. In addition, it was determined that the social 
support perceived by patients who were previously 
admitted to a psychiatric clinic was low.
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Limitations

The fact that the research was conducted only with patients 
with depressive disorder who applied to psychiatry 
inpatient and outpatient clinics in two state hospitals 
constitutes the limitation of this study, and the findings can 
only be generalized to this group.

Conclusion
Patients diagnosed with depressive disorder have high 
levels of depressive symptoms and ruminative thinking, and 
low levels of perceived social support; It was observed that 
the level of ruminative thinking, such as rumination, was 
higher than the level of deep thinking, the social support 
they received from their family was higher than the social 
support they received from friends and someone special, 
and as the level of perceived social support decreased, 
the level of depressive symptoms and ruminative thinking 
levels increased. It has been determined that patients 
who have previously received treatment for depression 
have high levels of depressive symptoms and low levels of 
perceived social support. The patients who were expressing 
that they did not receive family support in difficult times, 
thinking very often about an event, memory or person that 
upsets them, cannot easily share their happiness, success, 
mistakes and sadness with their relatives; did not often 
need the help of others when making important decisions 
about their lives had high levels of depressive symptoms 
and ruminative thinking, and low levels of perceived 
social support. Additionally, it has been determined that 
depression and social support are two very effective factors 
in affecting ruminative thinking.

Interventions for depressed patients with rumination 
should be multifaceted, targeting both thought patterns 
and behavioural responses. Thought diary keeping, 
cognitive monitoring techniques and structured 
mindfulness studies can be applied to identify ruminative 
thoughts and develop awareness. It is recommended 
to improve the problem solving skills of the patients, 
to identify the ineffective coping methods used and 
to replace these methods with more effective coping 
strategies, to strengthen the social support systems 
of the patients since there is a strong relationship 
between rumination and social withdrawal, to improve 
communication skills and to address the reasons 
leading to social isolation in the therapeutic process, 
to direct individuals to activities that they enjoy and 
find meaningful, since reluctance and passivity due to 
depression may reinforce ruminative thought cycles.
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