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Background: Dysthymia is a chronic depres-
sive condition that is quite prevalent. This condi-
tion can exact a significant toll on the general
health and quality of life in the affected indi-
vidual. Despite the frequency and consequences
of dysthymia, however, the condition is often not
diagnosed or treated. We present data on prior
treatment from 410 patients with DSM-III-R dys-
thymia, primary type, early onset without concur-
rent major depression.

Method: Axis I and II diagnoses were made
by using the Structured Clinical Interviews for
DSM-III-R, Patient Version (SCID-P) and SCID
II for Personality Disorders. The Hamilton Rating
Scale for Depression and the Clinical Global Im-
pressions scale were also completed. Prior treat-
ment was assessed, with special attention paid to
previous antidepressant drug therapy and psycho-
therapy.

Results: Although the mean duration of dys-
thymia was about 30 years and almost half of the
patients had previous episodes of major depres-
sion, only 41.3% had been treated with antide-
pressants and 56.1% with psychotherapy. A past
history of major depression increased the fre-
quency of prior antidepressant pharmacotherapy
(45.7%) and psychotherapy (59.4%) compared
with no history of major depression (36.8% and
40.9%, respectively). Comorbid personality disor-
der increased the likelihood of prior psycho-
therapy (70.7% vs. 49.6%) while having no effect
on past pharmacotherapy. A history of substance
abuse did not affect the history of antidepressant
or psychotherapy treatment. In this study, dys-
thymia and psychosocial outcomes improved with
sertraline and imipramine treatment.

Conclusion: Dysthymic patients in this
sample were significantly undertreated. Newer
antidepressant agents may alter the potential for
pharmacotherapy interventions in this vulnerable
population.

(J Clin Psychiatry 1997;58:59–65)
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ysthymia, a chronic, mild-to-moderate depressive
disorder lasting more than 2 years, was included inD

1980 in the Third Edition of the Diagnostic and Statistical
Manual of Mental Disorders (DSM-III).1 Studies indicate
that this condition is prevalent, with estimates of its prev-
alence ranging from 3%2 to 6%3 in the general population,
almost 7.0% in primary medical care settings,4 and up to
36% in psychiatric outpatient clinics.5

Despite the high prevalence of this condition, dysthy-
mia is infrequently diagnosed and even less commonly
treated with pharmacotherapeutic agents. One study of
psychiatric outpatients who met the DSM-III criteria for
dysthymia found that a clinical diagnosis of dysthymia
had been considered in less than half (13 [43%] of 30
cases).5 Similarly, only 14 (41%) of 34 patients had re-
ceived treatment with adequate levels of antidepressant
medication, often after extended periods of treatment with
psychotherapy alone or with other drugs such as benzodi-
azepines or antipsychotics.5 The results from this study
were echoed by an analysis of depression in medical out-
patients, in which only 12 (43%) of 28 patients with a di-
agnosis of dysthymia by the Diagnostic Interview Sched-
ule were recognized by their clinicians as having
depression.6 Of these 12 patients, antidepressants were
prescribed for only 2 (17%). It is also important to note
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that all forms of depression have been found to be under-
diagnosed and undertreated, even obviously symptomatic
forms of major depression.7

Even dysthymic patients who are given antidepres-
sants may not be receiving adequate levels of treatment.
Pharmacotherapeutic agents used to treat dysthymia are
often prescribed at an inadequate dose or for an insuffi-
cient length of time because of the perception that the dis-
order is relatively mild. Moreover, many clinicians view
chronic depression as a symptom of an underlying per-
sonality disorder warranting psychotherapeutic manage-
ment rather than pharmacotherapy.8

The lack of recognition and treatment of dysthymia may
have significant consequences, since approximately 17%
of patients with dysthymia make serious suicide attempts.9

In addition, dysthymic patients are at increased risk for ma-
jor depressive disorder and poor health, and are more fre-
quent users of medical services than the general popula-
tion.2,4 Results from the Medical Outcomes Study suggest
that patients with dysthymia (with or without major depres-
sion) had significantly worse functional status and well-
being than patients with depressive symptoms alone.10

Antidepressants are effective in the treatment of dys-
thymic patients with concurrent major depression (“dou-
ble depression”) and of those with dysthymia alone (“pure
dysthymia”).8–12 Side effects of many antidepressant
medications, however, pose a major problem in the treat-
ment of dysthymia.

Although the serotonin selective reuptake inhibitors
(SSRIs) are generally associated with fewer side effects than
older classes of antidepressants, there have been few con-
trolled studies in which these agents have been used to treat
patients with dysthymia. Preliminary results from a multi-
center double-blind trial of patients with dysthymia and con-
current major depression (“double depression”) found that
the efficacy of sertraline was similar to that of imipramine in
the first 95 patients who completed the trial,13 while a small
(N = 32) trial of fluoxetine indicated that this agent was su-
perior to placebo in the treatment of pure dysthymia.14

This paper will focus on demographic, diagnostic, and
prior treatment data obtained from a multicenter,
double-blind, placebo-controlled trial comparing the effi-
cacy and safety of sertraline, imipramine, and placebo in
the treatment of over 400 patients with early-onset pri-
mary dysthymia without concurrent major depression
(pure dysthymia).15,16 We hypothesized that dysthymia
will have been relatively undertreated in the population.
Further, we expected that comorbid conditions (like per-
sonality disorder or prior major depression) will have in-
fluenced the likelihood of previous treatment.

METHOD

These data were collected as part of a clinical trial of
sertraline, imipramine, and placebo in the treatment of

outpatients with dysthymia at 17 university-affiliated
study sites. Written informed consent was obtained from
all subjects. All patients were required to meet the follow-
ing inclusion criteria: (1) an age of 25 to 65 years; (2) a
DSM-III-R diagnosis of dysthymia, primary type, early
onset; (3) a duration of dysthymia greater than 5 years,
during which there was no period of more than 2 months
in which the patient was free of depression symptoms;
and (4) a total score of 12 or higher on the 29-item
Hamilton Rating Scale for Depression (HAM-D).17 Sig-
nificant exclusion criteria included concurrent major de-
pressive disorder, bipolar disorder, presence or history of
psychosis, a primary diagnosis of panic disorder or gener-
alized anxiety disorder, or a history of drug or alcohol de-
pendency or abuse active within the last 6 months; serious
suicidal risk; and failure to respond to adequate trials
of two or more antidepressants or an adequate trial of im-
ipramine (at least 4 weeks of treatment with at least 150
mg taken for 2 weeks or longer). Significant medical con-
ditions that could interfere with the patient’s participation
in the study excluded patients. Pregnant and lactating
women were also excluded.

The methods and results of the primary treatment out-
come study have been reported elsewhere.15 In brief, eli-
gible patients were placed on a single-blind placebo
washout for 1 week, during which time baseline data were
obtained. Axis I and II diagnoses were made by trained
raters using the Structured Clinical Interview for
DSM-III-R, Patient Version (SCID-P)18 and SCID II for
Personality Disorders.19 Patients who had Clinical Global
Impressions (CGI) improvement scores ≤ 2 or HAM-D
scores < 12 at the end of placebo washout were excluded
from further participation. The remainder were randomly
assigned to 12 weeks of treatment with sertraline, imipra-
mine, or placebo. Sertraline was initiated at 50 mg/day
and titrated to a maximum dose of 200 mg/day, and imip-
ramine treatment began with 50 mg/day and could be in-
creased to a maximum of 300 mg/day. Titration was per-
formed in the absence of dose-limiting side effects unless
a therapeutic response had been achieved.

We collected extensive demographic and clinical infor-
mation on each participant, including age, sex, race, age
at onset of dysthymia, total duration of illness, duration of
current dysthymic episode, and prior treatment, including
whether subjects had received any previous antidepres-
sant pharmacotherapy or psychotherapy. Specific types of
drug treatment or psychotherapy and duration of treat-
ment could not be obtained systematically because of the
subjects’ lack of information or problems with recall.
Therefore, the quality and extent of treatment are un-
known. Finally, we questioned subjects about family his-
tory of mental disorders.

The primary symptom and efficacy measure in the
drug treatment study was the HAM-D (17- and 29-item).
Efficacy was determined by total score and by change in
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HAM-D total score from baseline as calculated by using
week-by-week last observation carried forward (exclud-
ing baseline) (LOCF). Efficacy was also assessed by
Clinical Global Impressions ratings of severity (CGI-S)
and improvement (CGI-I). A number of additional mea-
sures were used as secondary indicators of efficacy, in-
cluding the Social Adjustment Scale, self-rated version
(SAS-SR),20 the Montgomery-Asberg Depression Rating
Scale (MADRS),21 and the Inventory of Depressive
Symptoms (IDS).22,23

Statistical Analysis
All clinical data were analyzed using the Statistical

Analysis System (SAS) version 6.08 (SAS Institute, Cary,
N.C.). Of the 416 persons who participated in the study,
412 received at least one dose of medication and were in-
cluded in the analysis of safety and toleration data. Of this
number, 410 had efficacy measurements at both baseline
and at least one follow-up visit. This constituted the
intent-to-treat sample that was evaluated for efficacy of
treatments.15

Continuous data (e.g., age, duration of illness, appli-
cable efficacy assessments) were compared with analysis
of variance (ANOVA) models that included treatment-
group and center main effects and the treatment-
group × center interaction effects. Chi-square tests were
computed, as appropriate, for demographic characteristics
(e.g., prevalence of concomitant and previous medication
usage, present concurrent medical conditions, and history
of illness). Frequency distributions were prepared to char-
acterize the patients with respect to age at entry into the
study, age at the first depressive episode, the approximate
history of the primary and secondary illnesses, duration of
the current episode, and frequency of previous episodes.

An alpha level of .05 was assumed, and two-sided tests
were performed throughout the efficacy analysis in order
to declare significance for inferential statistics. The pri-
mary measures of efficacy for symptom assessments were
the changes from baseline to endpoint, as defined by
LOCF while the patient was taking double-blind medica-
tion. Analysis of covariance (ANCOVA) models, with
baseline values serving as the covariates, were used as
the omnibus tests of significance to evaluate the
between-group and center main effects and the between-
group × center interaction effects. Significant main ef-
fects were further explored by using unpaired t tests. The
significance of the within-group changes from baseline
was assessed with paired t tests. The significance of the
between-group differences in responder and remitter rates
(i.e., defined with respect to HAM-D, CGI-I, and criteria
for dysthymia) was determined with chi-square tests.

Other continuous data were analyzed by Student’s
t tests, while dichotomous data (including presence or
absence of prior treatments) were evaluated by the
Cochran-Mantel-Haenszel statistic as appropriate.

RESULTS

Study Participants
A total of 416 outpatients were randomly assigned to

treatment in one of the three study arms. Of these, 4 were dis-
continued from the study prior to taking study medication
and 2 took study medications but failed to make their subse-
quent follow-up visits after baseline. Therefore, 410 patients
had baseline and at least one follow-up visit assessment.

Table 1 presents demographic and diagnostic data for
the patients studied. Only 42.9% were currently married,
and 29.3% had never married. Patients were generally well
educated. Almost 30% of the patients had graduate school
or professional training (N = 121), while an additional 109
patients (26.6%) had graduated from college. Partial col-
lege training had been obtained by 114 patients (27.8%),
and 55 patients (13.4%) ended their education after gradu-
ating from high school. Only 11 of the patients (2.7%) had
failed to complete high school. Despite the high level of
education achieved, 87 patients (21.2%) were unemployed.
While 274 (66.8%) were employed in their chosen occupa-
tion, 22 (5.4%) were engaged in other work, 10 (2.4%)
were retired, and 16 (3.9%) were students.

There were no significant differences among the three
randomization groups in terms of sex, mean age, race,
marital or employment status, education level, mean dura-
tion of dysthymia, or age at onset of dysthymia. Each
study participant met DSM-III-R criteria for primary dys-
thymia, early onset, as determined by the SCID-P.

Patients were, in general, mildly depressed at study en-
try as indicated by a mean ± SD HAM-D 17-item baseline
score of 13 ± 3.9 (range, 12.7–13.4) and a mean baseline
HAM-D 29-item score of 21.

Comorbidity and Family History
The lifetime prevalence of Axis I psychiatric disorders

(> 3%) in the 410 patients enrolled in the dysthymia study

Table 1. Demographic and Diagnostic Data in 410 Dysthymic
Patients
Variable Value

Female sex, N (%) 266 (64.9)
Age (y), mean ± SD 41.7 ± 9.1
Race, N (%)

White 390 (95.1)
Black 9 (2.2)
Asian 2 (0.5)
Other 9 (2.2)

Duration of illness (y), mean ± SD 29.4 ± 10.6
Age at onset (y), mean ± SD 12.1 ± 4.8
Duration of current dysthymic episode (y),

mean ± SD 29.4 ± 10.6
Prior history of major depression, N (%) 208 (50.7)
Number of lifetime episodes of major depression,

N (%)
None 202 (49.3)
One 92 (22.4)
Two or more 116 (28.3)
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is shown in Table 2, and the lifetime prevalence of Axis II
cluster diagnoses and personality disorders is presented in
Table 3. The most common lifetime Axis I comorbid dis-
order was prior major depression, which was reported by
50.7% of the patients. Lifetime prevalence of alcohol and
substance abuse, a category that encompassed abuse of or
dependency on alcohol or substances such as cannabis,
sedatives, stimulants, opioids, cocaine, or hallucinogens,
also was common, involving 26.3% of the patients. Alco-
hol was the most common substance abused, with over
20% of the patients reporting alcohol abuse or de-
pendency. The Axis II diagnoses most commonly found
were DSM-III-R Cluster C disorders including avoid-
ant (N = 101, 24.6%), obsessive-compulsive (N = 96,
23.4%), self-defeating (N = 45, 11.0%), passive-aggres-
sive (N = 35, 8.5%), and dependent (N = 34, 8.3%) per-
sonality disorders.

During patient interviews at baseline, more than half of
the patients reported a family history of affective disorder
in first-degree relatives (233 [56.8%] of 410) and 120 pa-
tients (29.3%) reported the occurrence of an affective dis-
order in second-degree relatives. A family history of alco-
hol and drug abuse was almost as common, with 160
patients (39.0%) reporting first-lineal and 103 (25.1%) re-
porting second-lineal cases of substance abuse.

Previous Treatment
The mean ± SD duration of dysthymia prior to enroll-

ment in this study was approximately 29.4 ± 10.6 years

with a minimum duration of 8 years and a maximum of 62
years. Only 41.2% of 410 patients randomly assigned to
the 12-week study had received any prior treatment with
antidepressant medication, while 56.1% had received
some form of psychotherapy (Table 4). Slightly more than
half (50.7%) of the subjects reported a history of major
depression. Of this group, 45.7% had a history of anti-
depressant pharmacotherapy. In contrast, 36.8% of sub-
jects without a history of major depression had been
treated with antidepressants, which represents a statistical
trend (Cochran-Mantel-Haenszel value = 3.46, df = 1,
p < .07). Persons with a history of major depression were
much more likely to have received psychotherapy
(70.9%) versus those without such a history (40.9%)
(Cochran-Mantel-Haenszel value = 28.53, df = 1, p <
.0001).

Of the patients who had a previous episode of major
depression and had been treated with antidepressants, 36
(37.9%) of 95 reported that they were much improved, 23
(24.2%) reported minimal improvement, and 36 (37.9%)
reported no change or that they felt worse following prior
antidepressant treatment.

Thirty-four (26.4%) of the 129 patients who had previ-
ous major depression and were treated with psycho-
therapy reported that they were much improved after psy-
chotherapy. Seventy patients (54.3%) reported minimal
improvement after psychotherapy, and 25 (19.4%) re-
ported that they had no change.

Electroconvulsive therapy (ECT) had been adminis-
tered to 3 of the patients with prior major depression. All
3 patients categorized their response as much improved
after ECT.

Prior history of substance abuse had no effect on
whether participants had received previous treatment with
antidepressants or psychotherapy. Comorbid personality
disorder did not change the frequency of prior treatment

Table 2. Lifetime Prevalence of Axis I Diagnoses (> 3%) in
410 Dysthymic Patients
Diagnosis N %

Major depression 208 50.7
Substance abuse 108 26.3
Panic disorder/agoraphobia

without a history of panic 35 8.6
Social phobia 42 10.2
Eating disorders

(anorexia/bulimia nervosa) 17 4.1

Table 3. Lifetime Prevalence of Axis II Cluster Diagnoses and
Personality Disorders in 410 Dysthymic Patients

Sertraline Imipramine Placebo
(N = 134) (N = 136) (N = 140)

Diagnosis N % N % N %

Cluster diagnosesa

A 11 8.2 12 8.8 21 15.0
B 13 9.7 17 12.5 18 12.9
C 63 47.0 61 44.9 69 49.3

Personality disorders
None 60 44.8 60 44.1 55 39.3
One 40 29.9 42 30.9 48 34.3
Two or more 34 25.4 34 25.0 37 26.4

aCluster A = paranoid, schizotypal, and schizoid disorders; Cluster
B = antisocial, borderline, histrionic, and narcissistic disorders;
Cluster C = avoidant, dependent, self-defeating, obsessive-compulsive,
and passive-aggressive disorders.

Table 4. Prior Treatment of Patients With Dysthymia
Previous Treatmenta

Antidepressant Psychotherapy

Patient History N % N %

All patients (N = 410) 169/409 41.3 201/358 56.1
History of major depression

Yes (N = 208) 95/208b 45.7 129/182c 70.9
No (N = 202) 74/201 36.8 72/176 40.9

Comorbid personality disorder
Yes (N = 279) 148/279 53.0 142/239d 59.4
No (N = 130) 68/130 52.3 59/119 49.6

History of substance abuse
Yes (N = 108) 58/108 53.7 55/98 56.1
No (N = 302) 158/301 52.5 146/260 56.2

aDenominators of ratios indicate available data (total minus missing).
bPrevious antidepressant treatment by history of major depression:
Cochran-Mantel-Haenszel value = 3.46, df = 1, p < .07.
cPrevious psychotherapy by history of major depression: Cochran-
Mantel-Haenszel value = 28.53, df = 1, p < .0001.
dPrevious psychotherapy by comorbid personality disorder: Cochran-
Mantel-Haenszel value = 3.12, df = 1, p < .08.
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with antidepressants. However, there was a trend toward
a significant difference in frequency of past psycho-
therapy between persons with a comorbid personality dis-
order (59.4%) versus those without (49.6%) (Cochran-
Mantel-Haenszel value = 3.12, df = 1, p < .08).

Efficacy and Adverse Effects of Sertraline and
Imipramine Treatment

Efficacy and safety data from this study have been pre-
viously reported15,16 and are briefly summarized here. The
response (defined as a CGI improvement score of 1 or 2
[very much or much improved]) and full remission (de-
fined as no longer meeting DSM-III-R criteria for dysthy-
mia and a score of 0 on HAM-D Item 1 [depressed
mood]) rates were similar for both active treatment
groups and were significantly higher for both sertraline
and imipramine compared with placebo. Both drugs pro-
duced a significantly greater mean decrease in 17-item
HAM-D, MADRS, and total IDS scores from baseline to
endpoint than placebo, and the two active treatments did
not differ significantly.15 Psychosocial outcomes im-
proved significantly with antidepressant treatment.16

The proportion of completing patients in both the ser-
traline and placebo groups was significantly greater than
that in the imipramine group. The dropout rate due to side
effects in the sertraline group was only slightly higher
than the dropout rate in the placebo group and less than
one third the dropout rate due to side effects reported in
the imipramine group.

DISCUSSION

The data obtained from this study support previous re-
sults that dysthymia is undertreated.5,24 The patients en-
rolled in this clinical trial had dysthymia, primary type,
early onset with a mean duration of approximately 30
years, and almost half of them had also received a lifetime
diagnosis of major depression. However, only 56% had
received psychotherapy and 41% treatment with antide-
pressant medication at any time during their illness. These
findings are consistent with those of studies of major de-
pressive disorder, which have shown rates of under-
treatment ranging from 78% to 53%.25–27 Given the large
number of persons affected with dysthymia, the high lev-
els of psychiatric comorbidity, and the negative impact on
health and quality of life, this undertreatment represents a
significant public health and economic problem.

Comorbid disorders were common in this group of pa-
tients. More than half reported a history of major depres-
sion, while 26.3% had a past history of substance abuse
disorder. Comorbid personality disorder was diagnosed in
68.2% of the group. The presence of substance abuse had
no effect on the likelihood of prior treatment. Subjects
with a history of major depression, however, were more
likely to have received pharmacotherapy (46%) than those

without this history (37%) at a trend level (two-tailed
p < .07), and were statistically significantly more likely to
have received psychotherapy (71% vs. 41%). In fact, sub-
jects with “pure dysthymia” (i.e., dysthymic disorder
without a history of major depression) had a remarkably
low rate of prior treatment. Finally, those persons with
personality disorder had higher rates of treatment with
psychotherapy (59%) than those without (50%) at a trend
level (two-tailed p < .08), with no differences in fre-
quency of pharmacotherapy. Although specific informa-
tion about the quality of prior pharmacotherapy is un-
known in this sample, it is reasonable to assume that a
sizable proportion of the pharmacotherapy-treated sub-
jects had received inadequate therapy,26 further reducing
the impact of previous treatment. These data clearly sup-
port previous reports that persons with dysthymia are un-
likely to receive appropriate therapeutic intervention.5,24

The undertreatment of dysthymia probably stems from
several factors. One is clinicians’ lack of recognition of
mild depressive disorders, particularly mild chronic de-
pression. Similarly, the chronicity of symptoms may re-
duce the likelihood that patients and families will recog-
nize the depression, since depression often is perceived as
the person’s usual state. This may explain why patients
generally do not seek treatment unless they are experienc-
ing a current episode of major depression. Beyond the
problem of underrecognition, however, is the perception
that there are no effective pharmacotherapeutic options
for dysthymia. Moreover, many mental health profession-
als think of dysthymia as a personality disorder that re-
quires lengthy psychotherapy rather than as a pharmaco-
logically treatable mood disorder. For example, in the
present study, dysthymics were somewhat more likely to
have received psychotherapy (56%) than pharmaco-
therapy (41%). Not surprisingly, comorbid personality
disorder raised the chance for earlier psychotherapy con-
siderably (71% vs. 50%). However, somewhat unexpect-
edly, a prior history of major depression among
dysthymics increased the likelihood of prior psycho-
therapy (71%) more than of prior pharmacotherapy (a low
46%). This high frequency of prior psychotherapy rela-
tive to pharmacotherapy is especially troublesome given
the fact that few (26%) double depressives reported sig-
nificant improvement with psychotherapy, in contrast to
the generally positive results with pharmacotherapy in the
current project. The preference for psychotherapy com-
pared with pharmacotherapy may have resulted, in part,
from compliance problems with older antidepressants re-
lated to troublesome adverse effects.

There are, of course, limitations affecting our research.
Our project represents a multicenter study conducted in
university-affiliated medical centers, which may have in-
troduced unintended selection biases into the study group.
For example, the study group overall had a higher than
expected level of education. On the other hand, relatively
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higher educational attainment and self-selection into an
academic medical setting are likely to have increased prior
experience of treatment, rather than to have decreased it.
The exclusion of patients who had previously failed an ad-
equate trial of treatment with imipramine may have re-
sulted in the removal of certain persons with prior treat-
ment from the sample, but this is unlikely to have had a
major effect. Of the patients screened over the phone prior to
study entry regarding previous antidepressant use, very few
were excluded on this basis. Many dysthymic patients
treated with imipramine in the past could be expected to have
received inadequate dose or duration of treatment. Further,
this study and earlier trials12,13 indicate that imipramine, used
adequately, is an effective treatment for dysthymia. There-
fore, it is doubtful that a significant number of subjects were
excluded on this basis. It is similarly improbable that substan-
tial numbers of subjects were excluded on the basis of prior
treatment failure with sertraline. At the time of the study ini-
tiation, sertraline had been marketed in the United States for
less than 1 year. Finally, some of the information gathered in
this study was of a retrospective nature and, therefore, could
have been subject to negative retrospective bias in this de-
pressed patient population. However, this is unlikely to have
significantly biased important data such as whether prior
treatment had been received. Although biases may have been
introduced into the study group, it seems doubtful that they
have nullified the basic conclusion of the study: dysthymia is
seriously undertreated.

Appropriate treatment of dysthymia may result not
only in disease remission, thus improving the quality of
life of the individual, but also in an improved long-term
prognosis. Because dysthymia is a risk factor for the de-
velopment of major depressive episodes,28,29 prompt treat-
ment of patients with dysthymia may prevent the develop-
ment of more severe affective conditions. Similarly, the
lifetime prevalence of substance abuse (including alcohol)
was high in this group of dysthymic patients, suggesting
that untreated dysthymia may be a risk factor for develop-
ment of substance abuse. The Epidemiologic Catchment
Area study has reported the prevalence rate of substance
abuse among dysthymics as 31.4% (a rate similar to that
of 26.3% in the present study), while the prevalence of al-
cohol abuse alone was 20.9% (vs. 20% in this project).30

Undertreatment of dysthymia also may have a serious
long-term impact on educational and occupational attain-
ment. Kessler et al.31 reported that persons with
early-onset psychiatric disorders account for 14.2% of
high school dropouts and 4.7% of college dropouts, with
1.9% and 0.3%, respectively, suffering specifically from
mood disorders. The subjects in the current study had a
relatively high level of educational achievement, but rela-
tively high rates of unemployment (21%). This finding
certainly may have been influenced by the fact that the
study offered free treatment, but nonetheless suggests an
adverse impact of dysthymia on work ability.

Our results indicate that dysthymia is significantly
undertreated. This is especially lamentable given the
demonstrated efficacy of sertraline and imipramine rela-
tive to placebo in the treatment of persons with dysthymia
in this project. Sertraline was particularly well tolerated in
this acute treatment study. Early discontinuation due to
side effects was seen in only 6% of the sertraline-treated
subjects compared with 18.4% of imipramine-treated sub-
jects (p < .0001). Improved recognition of dysthymia as a
treatable disorder and the availability of effective agents
with favorable side effect profiles should result in a more
vigorous therapeutic approach and better outcome for this
disorder.

Drug names: fluoxetine (Prozac), imipramine (Tofranil and others),
sertraline (Zoloft).
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