DEPRESSIVE DISORDERS

Persistent Depressive Disorder

(Dysthymia)

DSM-5-TR 300.4 | ICD-10-CM F34.1

Chronic, low-grade depression lasting at least two years that patients experience as personality rather than as
treatable illness.

COURSE
Chronic; slow remission

LIFETIME PREVALENCE

~2.5-3% (US adults)

TYPICAL ONSET

Childhood to early adult

SEX RATIO
~1.5-2:1 female:male

© CLINICAL PICTURE I NEUROBIOLOGY & PHYSIOLOGY

® Patients report feeling depressed for as long as they can remember and frame it as [
temperament rather than as a treatable clinical condition.

Shares monoaminergic and HPA axis abnormalities with episodic depression but with

flatter cortisol reactivity consistent with prolonged allostatic load.

® Core features are low energy, poor self-esteem, hopelessness, and impaired concentration
rather than dramatic neurovegetative collapse.

Imaging shows reduced prefrontal and anterior cingulate volume with altered default
mode network connectivity supporting entrenched rumination.

@ Functioning is preserved but flattened; patients work and parent while chronically []
underperforming relative to their actual capacity.

Early adversity and childhood maltreatment are markedly overrepresented and become

biologically embedded via stress-axis and inflammatory programming.

= Interpersonal style is often withdrawn, pessimistic, and self-deprecating, which erodes
support and confirms the patient's negative expectations.

Heritability is modest and largely shared with major depression and neuroticism; no
distinct genetic architecture has been identified for chronicity.

@ Double depression is common: superimposed major depressive episodes punctuate the
chronic baseline and usually prompt the first help seeking.

Elevated inflammatory markers correlate with symptom chronicity and with poorer
antidepressant response in chronic depressive presentations.

Chronic low mood carries cardiometabolic risk comparable to episodic depression
through inactivity, smoking, and autonomic dysregulation.

® Because the baseline is chronic, patients and clinicians both underestimate impairment, and
treatment is typically delayed by a decade or more.

— Q PSYCHOLOGICAL MECHANISMS
=~ DIAGNOSTIC CRITERIA AT A GLANCE

Chronic negative schemas are ego-syntonic; patients treat pessimism as accurate
appraisal rather than as symptom, which blunts standard cognitive work.

McCullough's model describes preoperational, egocentric interpersonal thinking that
fails to connect one's own behavior to the responses of others.

® Depressed mood for most of the day, more days than not, for at least two years in
adults or one year in children and adolescents.

Requires two or more of poor appetite or overeating, insomnia or hypersomnia, low
energy, low self-esteem, poor concentration, and hopelessness.

Prolonged avoidance and chronically low reinforcement create a stable, self-maintaining
low-reward environment that sustains the mood state.

Symptom-free intervals cannot exceed two consecutive months at any point during
the qualifying two-year duration requirement.

Insecure and disorganized attachment histories drive expectation of rejection,

DSM-5-TR merged chronic major depression with dysthymia, so full major depressive submissiveness, and marked difficulty asserting personal needs

criteria may be met continuously within this diagnosis.

Because symptoms began early, patients lack any well baseline for comparison, which
complicates both assessment and outcome measurement.

Specify early or late onset, pure dysthymic syndrome, persistent or intermittent major
episodes, and severity; a mania history excludes the diagnosis.

) DIFFERENTIAL & COMORBIDITY

= Differentiate from major depression by chronicity, from bipolar Il by any hypomania Anxiety disorders, substance use, and somatic symptom disorders are the most frequent

history, and from cyclothymia by absence of hypomanic periods.
Overlaps substantially with borderline, avoidant, and dependent personality disorders;
assess longitudinally before assigning either label.

Rule out hypothyroidism, obstructive sleep apnea, anemia, and chronic substance use, all
of which convincingly mimic low-grade chronic depression.

comorbidities and each predicts a worse long-term outcome.

Suicide risk is elevated by cumulative hopelessness even without acute episodes; assess
at regular intervals, not only during exacerbations.

Treatment cvioence-BASED MANAGEMENT

CPMHT - CLINICAL ONE-SHEET

@ PHARMACOLOGIC © PSYCHOTHERAPY

® SSRIs and SNRIs are first line; sertraline 50-200 ®
mg/day and fluoxetine 20-60 mg/day carry the best
chronic-depression trial evidence.

CBASP was

Chronic presentations respond more slowly; allow 8 to []
12 weeks at full dose before switching, and expect
partial rather than complete remission.

beliefs about the self.

Bupropion XL 150-450 mg/day targets residual anergia [
and anhedonia and can be combined with an SSRI for
partial responders.

Maintenance is  generally indefinite  because
discontinuation relapse rates in chronic depression
exceed those seen in episodic major depression.
Augment persistent partial response with aripiprazole
2-10 mg/day or thyroid hormone, monitoring metabolic
parameters and akathisia.

Y% CLINICAL PEARLS

designed

Combined CBASP plus
roughly 73 percent response versus about 48 percent
for either treatment alone in the Keller trial.

specifically
depression and outperforms generic supportive therapy

across roughly 16 to 20 sessions.

CBT and behavioral activation are effective but require [}
longer courses and explicit work on ego-syntonic

antidepressant

Psychodynamic and interpersonal approaches address -
the developmental and relational roots that maintain the

chronic depressive style.

Set expectations for months rather than weeks; framing -
recovery as skill acquisition improves retention in a
population primed for hopelessness.

@ ADJUNCT & SUPPORTIVE

for chronic ® Track change with the PHQ-9 or QIDS at every visit,
since small shifts are meaningful against a chronically

depressed baseline.

Structured behavioral scheduling, graded exercise, and
sleep regularization counteract years of accumulated
avoidance and withdrawal.

Vocational, educational, and social skills rehabilitation
addresses the functional deficits that medication alone
leaves untouched.

produced [}

ITMS and ECT are options for severe treatment-
resistant chronic depression, though the evidence base
is weaker than in episodic illness.

Group therapy and structured peer support counter the
isolation and low reinforcement that are central to
symptom maintenance.

e Ask how long since they last felt truly well; chronic patients rarely volunteer it.

¢ Expect slow gains: allow 8 to 12 weeks before calling a medication trial failed.
e Double depression is the usual reason a chronic patient finally seeks care.

Aligned to DSM-5-TR (APA, 2022) - Educational reference only — not a substitute for clinical judgment or full diagnostic assessment.
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