MALDEK

STUDY SHEET - MENTAL HEALTH & SUBSTANCE USE

Dysthymia (Persistent Depressive
Disorder)

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.

THE ONE-LINE TRUTH
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.

The chain — how it unfolds

1

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

thinned social networks, abandoned dreams — why: 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' — why: 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 — why: Two years or more

of steady low self-regard shapes career choices (avoiding challenges), relationships
(settling or staying alone), and help-seeking (thinking 'T 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' — why:

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.
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5. Treatment response slows and is less complete the longer dysthymia runs untreated — why:
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.

6. Physical health suffers because chronic low mood disrupts sleep, appetite, activity, and
adherence to medical care — why: 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).

7. Isolation deepens because the person withdraws and others grow tired of the unchanging
low mood — why: 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.

Spot it — what you see, 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.
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* 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.

Red flags — act now

» 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.

Treat it — in this order

1. 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.

2. 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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3. 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.

4. 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.

5. 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.

Your top priorities at the bedside

1. Name the illness out loud: 'this is a treatable condition, not your personality' — why:
Identity fusion is the biggest barrier to engagement; explicit reframing is itself therapeutic.

2. Screen suicide risk at every visit despite the 'mild' label — why: Chronicity plus
hopelessness kills quietly; double depression spikes the risk further.

3. Set the 4-6 week expectation for antidepressant response and schedule early follow-up —
why: Chronic-depression patients abandon treatment fastest when nobody warned them
about the delay — and under-25s need early suicidality checks (black box).
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