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Dysthymia (Persistent Depressive
Disorder)
Dysthymia is depression as a climate instead of a storm — a low mood most of the
day, more days than not, for at least two years, so constant that many patients stop
calling it an illness and start calling it their personality.

T H E  S T O RY  I N  O N E  S E N T E N C E

Dysthymia is depression as a climate instead of a storm — a low mood most of the day,

more days than not, for at least two years, so constant that many patients stop calling it an

illness and start calling it their personality.

“A gray sky that never fully clears: at least two years (one in children and teens) of low mood

most days, with at least two supporting symptoms, and never more than two months of feeling

normal.”

Normal anatomy — the body's job

Mood tone is set by three brain messenger chemicals — serotonin (steadies mood and sleep),

norepinephrine (powers alertness and motivation), and dopamine (drives pleasure and reward)

— that flow continuously through the limbic system (the brain's emotion center) and the

prefrontal cortex (the front of the brain that plans and judges). A healthy system lets sadness

visit after losses and then restores a baseline where pleasure, energy, self-worth, and focus all

work.

B O D Y ' S  J O B

Keep the emotional baseline livable: sadness comes and goes with real events, but the

resting mood supports energy, sleep, appetite, self-worth, and focus so you can work,

connect, and enjoy life.

Serotonin, norepinephrine, and dopamine tone the mood circuits continuously, like a

thermostat holding room temperature steady

Losses and stress push mood down temporarily — a natural, protective response

Recovery systems restore the baseline within days to weeks, lifting mood back to neutral or

better
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Pleasure, energy, and concentration run on a working baseline, like appliances running on

steady power

Self-esteem reflects reality, not a sunken mood floor — you can see your worth clearly

What breaks

In dysthymia the mood baseline itself sinks and stays sunk — like a dimmer switch turned

down and stuck there. The person is depressed most of the day, more days than not, for at least

two years (one year in children and adolescents, in whom the mood can look like constant

crankiness rather than sadness). Riding along are at least two of: poor appetite or overeating,

insomnia or sleeping too much (hypersomnia), low energy (fatigue that never lifts), low self-

esteem (a steady belief that you are not good enough), poor concentration or trouble making

decisions, and hopelessness (the belief that nothing will ever get better). The defining feature

is persistence: during the whole period, the person is never free of symptoms for more than

two months at a stretch. Because the drop is not as deep as major depression and life limps

along, many people — and their doctors — miss it for years.

C L I N I C A L  T E R M

Persistent depressive disorder (DSM-5): depressed mood (or irritable mood in children/

adolescents) most of the day, more days than not, for at least two years (at least one year

in those under 18), with at least two of six symptoms (poor appetite or overeating,

insomnia or hypersomnia, low energy or fatigue, low self-esteem, poor concentration or

difficulty making decisions, feelings of hopelessness), never symptom-free for more than

two consecutive months during the period, and causing clinically significant distress or

impairment; criteria may include superimposed major depressive episodes (termed 'double

depression').

How the body compensates

Because the onset is slow and the severity 'livable' (you can still get to work, still pay bills), the

person compensates by shrinking expectations: fewer ambitions, fewer relationships, routines

that are gray but functional. Family and employers adjust to the muted, low-energy version of

the person — nobody remembers the before picture clearly. This quiet adaptation is why

dysthymia goes undiagnosed for an average of years (often five to ten) — nothing ever breaks

loudly enough to force an evaluation, so the person and the system drift along assuming 'this is

just how they are.'

Expectations shrink: the person stops setting goals, thinking 'I'm just not a happy person'

or 'I don't have what it takes'
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Routines simplify to conserve the little energy available — work, home, sleep, repeat;

hobbies and social plans quietly disappear

Relationships thin out because initiating plans or showing enthusiasm feels impossible;

friends stop calling

Work continues at reduced capacity — present but muted, doing the minimum, never

volunteering for more

Family recalibrates to the low-energy, joyless version; nobody names the illness because the

change was so gradual that it feels normal

Domino effect

Years of chronic symptoms compound into major functional loss — lost career growth,

thinned social networks, abandoned dreams — Studies show dysthymia's cumulative

impairment equals or exceeds episodic major depression precisely because it never stops —

two years of running on half power costs more total life than two months of complete

shutdown.

Major depressive episodes stack on top of the baseline low mood — termed 'double

depression' — Most people with dysthymia (roughly 75 percent) will have at least one

superimposed major depressive episode during their lifetime; the chronic low baseline is

fertile ground for acute drops, like a weak foundation cracking under extra weight.

Low self-esteem hardens into identity and becomes self-fulfilling — Two years or more of

steady low self-regard shapes career choices (avoiding challenges), relationships (settling

or staying alone), and help-seeking (thinking 'I don't deserve better') — the person stops

expecting improvement, so opportunities pass by.

Suicide risk quietly accumulates even when day-to-day severity looks 'mild' — Chronicity

plus hopelessness is a dangerous combination — the unrelenting gray and the belief that

nothing will ever change can lead to suicidal thinking and attempts, even without the depth

of major depression.

Treatment response slows and is less complete the longer dysthymia runs untreated —

Chronic depression responds to antidepressants (SSRIs, SNRIs) and psychotherapy

(especially cognitive-behavioral therapy) — but more slowly and less completely than acute

episodes; earlier treatment preserves more function and shortens total suffering.

Physical health suffers because chronic low mood disrupts sleep, appetite, activity, and

adherence to medical care — Dysthymia raises the risk of diabetes, heart disease, and

worsens outcomes in existing illnesses — partly through stress hormones (like cortisol

staying elevated) and partly through neglect (skipped checkups, poor diet, inactivity).
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Isolation deepens because the person withdraws and others grow tired of the unchanging

low mood — The chronic nature exhausts support networks — friends and family may drift

away or become frustrated, leaving the person more alone, which then feeds hopelessness

and makes reaching out for help even harder.

Symptoms · what the patient feels, and why

Depressed mood most of the day, more days than not, for at least 2 years (or 1 year in kids

and teens — who may show irritability instead): The brain's mood-regulating circuits —

especially the prefrontal cortex (the brain's planning and brake center) and limbic system

(the deep emotion center) — stay stuck in a low-energy, low-reward state for years. In

children and teens, this same stuck-low brain state often comes out as chronic crankiness

or irritability rather than sadness they can name.

Poor appetite or overeating: The hypothalamus (the brain's control center for hunger and

fullness) is tightly wired to mood circuits. When mood stays low for a long time, the hunger

signals get pushed in either direction — some people lose interest in food and forget to eat,

while others use food as comfort and overeat.

Insomnia (trouble falling or staying asleep) or hypersomnia (sleeping too much): The brain's

sleep-wake system — controlled by the hypothalamus and brainstem — is disrupted in

chronic depression. Serotonin and norepinephrine (brain messengers that help regulate

sleep) are out of balance, so sleep either becomes light and broken (waking early, tossing

all night) or the person sleeps too much as an escape from low mood.

Low energy or fatigue: This is the most common reason people with dysthymia see the

doctor — they say they're tired all the time, not sad. The brain's reward and motivation

circuits (involving dopamine, a brain messenger that fuels drive and energy) run low in

chronic depression, so even small tasks feel exhausting and everything takes more effort.

Low self-esteem: Years of low mood reshape how the person thinks about themselves. The

prefrontal cortex (the brain's thinking and self-view center) and hippocampus (the memory

center) build a negative story over time — 'I'm not good enough, I always fail' — and this

becomes so automatic it feels like who they are, not a symptom.

Poor concentration or trouble making decisions: The prefrontal cortex (the front part of the

brain that handles focus, planning, and choices) runs at lower power when mood is

chronically low. Working memory (the brain's scratch pad for holding and using

information) gets weaker, so reading, homework, job tasks, and even small decisions feel

foggy and hard.

Feelings of hopelessness: When the brain's mood baseline has been low for years without

relief, the prefrontal cortex (which imagines the future) projects that low state forward —

the person can't picture things getting better. This symptom carries the highest risk for

suicidal thinking, because hopelessness means the future looks permanently dark.
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Focused exam

Flat or dull facial expression, slow speech that stays organized, and clear thinking without

confusion or strange beliefs: Dysthymia (persistent depressive disorder) dims mood and

energy but does NOT break a person's grip on reality — if you see psychosis (false beliefs or

hallucinations) or disorganized thinking, look for a different condition.

Weight pattern and sleep habits tracked over many months: These are concrete footprints

of the appetite and sleep symptoms in the diagnostic criteria — a years-long pattern of too

much or too little sleep or appetite change confirms the chronic low-grade picture.

Signs of underactive thyroid: dry skin, slow heart rate (under 60 beats per minute when

sitting), weight gain without eating more, and slow reflexes (delayed ankle reflex bounce):

Hypothyroidism (an underactive thyroid gland in the neck that makes the body's

metabolism slow down) can mimic dysthymia perfectly — low energy, low mood, weight

gain, trouble thinking clearly — so you MUST check a blood test (TSH) to rule it out, not

just look.

Thoughts of suicide, a plan to act on those thoughts, or access to means (like pills or

weapons) when you ask directly: Years of feeling hopeless (which is one of the six symptom

criteria for dysthymia) raises the risk of suicide — if the answer is yes, the plan changes

today, not next month.

Number and pattern of past episodes of very low mood that lasted at least two weeks and

met full criteria for major depression: Many people with dysthymia also have acute crashes

(called major depressive episodes) layered on top of the chronic low mood — this 'double

depression' is common, raises suicide risk higher, and needs more intensive treatment

when it hits.

Diagnostics · every test answers a question

DSM-5 duration and persistence criteria check → Has low mood been present most of the

day, more days than not, for at least 2 years in adults (or at least 1 year in children and

teens), without a symptom-free stretch longer than 2 months?

DSM-5 symptom count — at least 2 of 6 accompanying symptoms → Alongside the low

mood, are at least two of these present: change in appetite (eating much more or much

less), change in sleep (sleeping much more or much less), low energy, low self-esteem, poor

concentration or trouble making decisions, or feelings of hopelessness?

• 

• 

• 

• 

• 

• 

• 

M a ld ek Condition Catalog · Mental Health &amp; Substance Use

educational use only · not a substitute for clinical judgment page 5 of 10



DSM-5 exclusion audit — mania, hypomania, cyclothymia, and psychotic disorders → Has

there ever been a manic episode (at least 1 week of unusually high energy, little need for

sleep, fast thoughts, and risky behavior) or a hypomanic episode (4 days of the same but

less severe), or does the person meet criteria for cyclothymic disorder (many mood swings

between mild highs and lows), or do the mood symptoms occur only during a psychotic

disorder like schizophrenia?

TSH (thyroid-stimulating hormone), complete blood count (CBC), vitamin B12, vitamin D,

and comprehensive metabolic panel → Is hypothyroidism (underactive thyroid), anemia (low

red blood cells that carry oxygen), vitamin deficiency, kidney or liver disease, or another

medical problem causing years of low energy and low mood?

PHQ-9 (Patient Health Questionnaire-9) score during worsening periods → During acute

crashes, do the symptoms meet full criteria for a major depressive episode (at least 2 weeks

of at least 5 symptoms including either depressed mood or loss of interest, plus functional

impairment)?

Alcohol and substance use timeline (AUDIT-C for alcohol, drug screen if indicated) → Is

heavy alcohol use (more than 7 drinks per week for women or 14 for men) or other

substance use causing or worsening the chronic low mood?

Medication and medical history review for depression-inducing drugs → Is the person

taking a medication known to cause or worsen depression, such as beta-blockers (e.g.

metoprolol, propranolol), corticosteroids (e.g. prednisone), isotretinoin (Accutane), or

interferon?

Treatment logic

Psychotherapy: cognitive behavioral therapy (CBT) or, specifically, CBASP (Cognitive

Behavioral Analysis System of Psychotherapy), which was designed for chronic depression

→ Targets the learned helplessness (the belief that nothing you do matters) and

interpersonal avoidance (pulling away from people and activities) that years of low mood

install in the brain's thinking and behavior patterns — CBASP was built exactly for people

with dysthymia and has the strongest evidence in this population.

SSRI (selective serotonin reuptake inhibitor) antidepressant as first-line medication —

sertraline, escitalopram, or fluoxetine → Lifts the mood baseline over 4 to 6 weeks by

increasing serotonin (a brain messenger that steadies mood and helps the prefrontal cortex,

the front part of the brain that controls thinking and planning, work better); research

shows the same antidepressants used in major depression work in dysthymia, and

combination treatment (medication PLUS psychotherapy) beats either alone in chronic

depression.
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Treat 'double depression' (a major depressive episode on top of dysthymia) as acute major

depression when it happens → Superimposed major episodes need the same intensity as

major depression: medication dose review or addition of a second medication, close safety

planning for suicide risk, and follow-up every 1 to 2 weeks until the acute episode lifts.

Behavioral activation (structured scheduling of valued activities), regular aerobic exercise

(at least 150 minutes per week), and sleep regularization (same bedtime and wake time

every day) → Re-engaging with activities that matter (even when you don't feel like it) and

moving your body measurably lift chronic low mood by changing brain chemistry (boosting

endorphins and brain-derived neurotrophic factor, a growth signal in the hippocampus, the

brain's memory and mood center) and protecting against relapse.

Long-term maintenance treatment (continuing antidepressant and psychotherapy for at

least 2 years after symptoms improve) → Because dysthymia is chronic and relapse rates

are high (over 70% within 5 years if treatment stops early), continuing treatment prevents

the return of the low mood and protects the gains made during acute treatment.

Medications

Sertraline (SSRI class — first line) · Selective serotonin reuptake inhibitor

Blocks the pump that sucks serotonin (a brain messenger that steadies mood) back out of the

gap between nerve cells, so more serotonin stays in the gap and keeps signaling. Over a few

weeks, the brain adjusts its receivers and wiring, lifting the long-running low mood baseline

that defines dysthymia.

The drug plugs the serotonin pump, so serotonin builds up in the gap between nerves.

Over 2 to 6 weeks, the brain's serotonin receivers adapt and the mood circuits rewire a bit

— this is why it takes time.

Mood, energy, and the ability to focus improve gradually; the chronic gray cloud starts to

lift.

S A F E T Y  WAT C H

Black-box warning: in people under 25, suicidal thoughts may spike in the first few weeks

— schedule an early check-in visit. · Common early side effects: upset stomach, loose

stools, jitteriness, trouble reaching orgasm or lower sex drive. · Serotonin syndrome (too

much serotonin — fever, confusion, fast heart, rigid muscles) if combined with other drugs

that raise serotonin (certain pain meds, migraine drugs, MAOIs). · Never stop cold turkey

— taper slowly or you get brain zaps, dizziness, and rebound low mood.
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Escitalopram · Selective serotonin reuptake inhibitor

The cleanest SSRI — it locks onto the serotonin pump very precisely and barely touches other

brain chemicals, so it raises serotonin in the mood circuits with fewer drug interactions. A

common first choice for chronic depression.

The drug selectively plugs SERT, so serotonin accumulates in the synapse (the tiny gap

between nerves).

Over 4 to 6 weeks, the mood circuits slowly reset to a healthier signaling pattern.

The baseline mood, interest, and energy creep up toward normal.

S A F E T Y  WAT C H

Can prolong the QT interval (a heart rhythm measure on ECG) at higher doses — use

carefully if someone has heart disease or takes other drugs that affect the heart rhythm. ·

Same class warnings: early suicidal-thought monitoring under age 25, sexual side effects

(delayed orgasm, low drive). · Stopping abruptly causes discontinuation syndrome

(electric-shock feelings in the head called 'brain zaps,' dizziness, irritability, flu-like aches)

— taper slowly.

Venlafaxine or duloxetine (SNRI — second line or when fatigue dominates) ·

Serotonin-norepinephrine reuptake inhibitor

Blocks the pumps that pull back both serotonin (the mood steadier) and norepinephrine (a

brain chemical that powers alertness and drive), so both build up in the mood circuits. This

adds an energy and focus boost — helpful when chronic depression comes with heavy fatigue

and brain fog.

The drug plugs both the serotonin and norepinephrine pumps at the same time.

Norepinephrine tone rises, supporting energy, attention, and a sense of get-up-and-go.

Mood and drive both lift over several weeks.

S A F E T Y  WAT C H

Venlafaxine can raise blood pressure in a dose-related way — check BP before starting and

every few months. · SNRIs have a prominent discontinuation syndrome — taper very

slowly or you get severe brain zaps, dizziness, and mood crashes. · Nausea is common in

the first week or two. · Duloxetine carries a liver warning — use cautiously if someone

drinks heavily or has liver disease.
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Bupropion (alternative first line or add-on when SSRIs cause sexual side

effects) · Norepinephrine-dopamine reuptake inhibitor

Blocks the pumps that pull back norepinephrine (the alertness and drive chemical) and

dopamine (the motivation and reward chemical), raising both in the brain's energy and focus

circuits. It targets the low-energy, low-motivation, can't-concentrate core of chronic depression

WITHOUT raising serotonin — so no sexual side effects.

The drug plugs the dopamine and norepinephrine pumps, so both chemicals build up.

Motivation, energy, and the ability to focus sharpen — the 'stuck in mud' feeling eases.

Often added to an SSRI when that drug helped mood but left fatigue or sexual problems

behind.

S A F E T Y  WAT C H

Lowers the seizure threshold (makes seizures more likely) — absolutely do NOT use if

someone has epilepsy, a past seizure, or an active eating disorder (anorexia or bulimia),

because purging and starving also lower the threshold. · Can cause insomnia and agitation

early — dose in the morning and avoid late-day doses. · May suppress appetite slightly —

helpful for some, a problem for others. · Taper when stopping to avoid rebound low mood.

Red flags

Suicidal thoughts with a specific plan or intent to act — chronic hopelessness is one of the

top predictors of suicide risk; assess safety and get mental health support the same day.

A new, deeper depressive episode on top of the usual low mood (called 'double depression')

— if the person suddenly can't function at work, school, or home, treat it as acute major

depression right now.

Any history of a manic or hypomanic episode (feeling extremely happy, needing little sleep,

talking fast, risky behavior) — the diagnosis is actually bipolar disorder, not dysthymia, and

starting an antidepressant alone can trigger mania; refer to psychiatry before starting

medication.

New confusion, unexplained weight change, feeling cold all the time, or very dry skin —

check thyroid function (TSH blood test) before assuming it's all mood, because

hypothyroidism (underactive thyroid) causes identical symptoms.

Delusions (fixed false beliefs, especially about guilt or worthlessness) or hallucinations

(hearing voices) — this is beyond dysthymia and means urgent psychiatric referral for

possible psychotic depression.
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Nursing priorities

Name the illness out loud: 'this is a treatable condition, not your personality' — Identity

fusion is the biggest barrier to engagement; explicit reframing is itself therapeutic.

Screen suicide risk at every visit despite the 'mild' label — Chronicity plus hopelessness

kills quietly; double depression spikes the risk further.

Set the 4–6 week expectation for antidepressant response and schedule early follow-up —

Chronic-depression patients abandon treatment fastest when nobody warned them about

the delay — and under-25s need early suicidality checks (black box).

Verify thyroid, CBC, and substance history before the label settles — Years of fatigue and

low mood have medical mimics that a prescription pad won't fix.

Track function, not just mood: appetite, sleep, work, relationships — In chronic illness,

functional trend lines reveal response better than day-to-day mood reports.

Sources

American Psychiatric Association DSM-5-TR (2022)

NIMH Persistent Depressive Disorder Clinical Overview

Keller et al., NEJM 2000 — chronic depression treatment trials

U.S. Preventive Services Task Force depression screening guideline (2023)
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