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Objective: This study sought to identify
predictors of course and outcome in dys-
thymic disorder.

Method: Eighty-six outpatients with
early-onset dysthymic disorder (before
age 21) participated in a prospective 5-
year follow-up study. Family history of
psychopathology, early home environ-
ment, axis I and II comorbidity, social sup-
port, and chronic stress were assessed at
baseline. The Longitudinal Interval Fol-
low-up Evaluation and the Hamilton De-
pression Rating Scale were used in the fol-
low-up assessments conducted at 30 and
60 months.

Results: Comorbid anxiety disorder, clus-
ter C and depressive personality features,
and chronic stress were associated with a
lower rate of recovery from dysthymic

disorder, while family history of bipolar
disorder was associated with a higher
probability of recovery. Family history of
dysthymic disorder, poor childhood ma-
ternal and paternal relationships, child-
hood sexual abuse, cluster C features,
neuroticism, a history of anxiety and eat-
ing disorders, and chronic stress pre-
dicted higher levels of depression at fol-
low-up. Multivariate models indicated
that almost all domains contributed to
the prediction of course and outcome.

Conclusions: The course and outcome
of dysthymic disorder is best conceptual-
ized within a multifactorial framework,
with family history of psychopathology,
early adversity, axis I and II comorbidity,
and chronic stress all making important
contributions.

(Am J Psychiatry 2001; 158:1864–1870)

Dysthymic disorder, a chronic, low-grade depressive
condition, has a high prevalence in both community and
outpatient samples, with rates of 3%–6% (1, 2) and 22%–
36% (3, 4), respectively. Major depressive episodes are a
frequent complication, as almost all individuals with dys-
thymic disorder experience exacerbations that meet crite-
ria for a major depressive episode, or “double depression”
(5), at some point in their lives (6–9). At any given point in
the course of dysthymic disorder, the level of symptoms is
typically mild. Over time, however, individuals with dys-
thymic disorder experience greater cumulative symptoms
and more suicide attempts and hospitalizations than per-
sons with episodic major depression (6). In addition, the
level of functional impairment in dysthymic disorder typ-
ically equals or exceeds that in major depressive disorder
and increases further during superimposed major depres-
sive disorder episodes (10–12).

Since dysthymic disorder is defined largely by its persis-
tence, studies examining factors that predict the long-
term course and outcome of the disorder are critical. How-
ever, the few studies have focused primarily on demo-
graphic and clinical variables, and most have examined
relatively short follow-up periods (i.e., 30 months or less).
In a 2-year follow-up of patients with double depression,
Keller and colleagues (13) found that age, marital status,

number of previous major depressive disorder episodes,
subtype of major depressive disorder episode, and dura-
tion and type of onset of major depressive disorder did not
predict recovery from the preexisting dysthymic disorder.
In a combined retrospective/prospective follow-up of de-
pressive disorders in childhood, Kovacs and colleagues
found that earlier age at onset (14) and comorbid external-
izing disorders (15) predicted a longer duration of dysthy-
mic disorder, while sex, superimposed major depressive
disorder, and comorbid anxiety disorders failed to predict
recovery (14, 16, 17). In a previous report from this project
(18), we found that age, gender, educational attainment,
history of major depressive disorder, age at onset of dys-
thymic disorder, and comorbid anxiety, substance use,
and personality disorders did not predict recovery from
dysthymic disorder or level of depressive symptoms at 30-
month follow-up. However, depressive personality pre-
dicted level of depression even after baseline depressive
symptoms were controlled (19). Early adversity and family
history of psychopathology were also associated with
course and outcome (20).

The present article extends our earlier reports by exam-
ining a longer follow-up period and a broader range of pre-
dictors. The follow-up period was increased to 5 years, ex-
ceeding the length of most previous studies of prognostic
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factors in dysthymic disorder. In addition, we hypothe-
sized that the course of dysthymic disorder is influenced by
several factors, including distal variables such as familial
psychopathology and early adversity, clinical variables
such as comorbid axis I psychopathology and personality
traits and disorders, and proximal socioenvironmental fac-
tors such as chronic stress and social support. Hence, we
explored the prognostic utility of a multifactorial model
and examined whether each domain would contribute to
predicting the outcome of dysthymic disorder. We were
particularly interested in determining whether the vari-
ables that best distinguished patients with dysthymic dis-
order from those with episodic major depressive disor-
der—family history of dysthymic disorder, early adversity,
and personality disorders (21–23)—would also be associ-
ated with a more chronic course of dysthymic disorder.

Method

Subjects

Data for this report come from a larger family follow-up study
of early-onset (onset before age 21 years) dysthymic disorder, de-
scribed in detail elsewhere (6, 21). Subjects were 97 outpatients
with a DSM-III-R diagnosis of dysthymic disorder, primary and
early-onset types. At entry into the study, 57.7% were experienc-
ing a superimposed major depressive disorder episode, and
77.9% had a lifetime history of major depressive disorder. They
were between the ages of 18 and 60 years, spoke English, and had
knowledge of at least one first-degree relative. Most patients
were recruited from the Outpatient Psychiatry Department and
the Psychological Center at the State University of New York at
Stony Brook. A few patients were referred from a community
mental health center and the Counseling Center at the State Uni-
versity of New York at Stony Brook. As this was a naturalistic
study, treatment was not controlled. However, we obtained de-
tailed information about treatment during follow-up from pa-
tients and medical records. After giving a complete description of
the study to patients, we obtained written informed consent
from all participants.

We attempted to conduct follow-up evaluations at 30 and 60
months after the baseline assessment. At least one follow-up was
completed for 86 patients (88.7% of the sample). The mean inter-
val between baseline and last follow-up was 57.5 months (SD=7.5).
Patients who were unavailable for follow-up were compared to
those who were available on 14 baseline clinical and demographic
variables, with no significant differences between groups (6).

Family history information was obtained from patients for all
first-degree relatives older than 14 years (N=446). Direct inter-
views were conducted with 40% of these relatives (70% of the liv-
ing relatives we had permission to contact). When we were un-
able to interview a family member, we attempted to obtain
information about this relative from at least one additional infor-
mant.

Baseline Evaluation

The baseline evaluation included assessment with the Struc-
tured Clinical Interview for DSM-III-R (SCID) (24) and the 24-
item modified Hamilton Depression Rating Scale (25), which fo-
cused on the worst week of the patient’s current major depressive
disorder episode or the worst week in the past month if the pa-
tient was not currently experiencing an episode. Patients were ad-
ministered the Personality Disorder Examination (26), expanded

to assess depressive personality traits according to Akiskal’s crite-
ria (9) (see reference 19 for details).

Early Home Environment

The Early Home Environment Interview (22) was administered
at baseline. The Early Home Environment Interview is a semis-
tructured interview that assesses five aspects of the early home
environment before age 15: loss (parental death, divorce, or sepa-
ration from a parent for at least 6 months), physical abuse (being
hit hard or often enough to leave bruises, draw blood, or require
medical attention), sexual abuse (nonconsenting genital contact
initiated by someone at least 5 years older), and the quality of the
relationship with each parent (two scales). Loss, physical abuse,
and sexual abuse are scored as present or absent. The scales mea-
suring quality of the relationship with parents include six items:
rarely spent time or engaged in activities with parent, lack of pa-
rental supervision, rarely confided in parent, constantly criticized
by parent, often rejected by parent, and rarely felt loved by parent.
Scores range from 0 to 6, with higher scores indicating poorer
relationships.

Family History

Family history data were collected by using an expanded version
of the Family History Research Diagnostic Criteria interview (27),
the Family History Interview for Personality Disorders (28), and di-
rect interviews with relatives using the SCID and the Personality
Disorder Examination. Lifetime best estimate diagnoses were de-
rived for each relative by using all available information (29).

As described elsewhere (20), family history scores were esti-
mated with hierarchical linear modeling (30) to adjust for differ-
ences between families in the number of relatives, gender of rela-
tives, and type of diagnostic data available. A two-level model was
used, treating relatives as repeated observations (level 1) nested
within families (level 2), with gender and type of diagnostic data
treated as covariates. For each proband, family history scores
were derived for major depressive disorder, dysthymic disorder,
alcohol abuse/dependence, drug abuse/dependence, any anxiety
disorder, and any personality disorder. Family history scores for
bipolar I and II disorders could not be estimated because of their
low prevalence; hence, we used the proportion of relatives with
the disorder instead.

The interrater reliability of the interviews was generally good to
excellent (21–23, 28, 29). The kappas for the SCID ranged from
0.78 to 0.90. The intraclass correlations (ICC) for the Personality
Disorder Examination dimensional scores ranged from 0.77 to
0.92. The kappas for the Early Home Environment Interview
childhood sexual and physical abuse items were both 0.68, and
the ICCs for the maternal and paternal relationship scales were
0.83 and 0.69, respectively. The kappas for best-estimate diag-
noses ranged from 0.75 to 0.90.

Inventories

Patients completed a battery of questionnaires, including the
Interpersonal Support Evaluation List (31) and the revised
Eysenck Personality Questionnaire (32). The Interpersonal Sup-
port Evaluation List is a widely used measure of perceived social
support consisting of four scales: appraisal, belonging, tangible
support, and self-esteem. The self-esteem scale was not included
because of its overlap with measures of depressive symptoms. Ap-
praisal assesses the perceived availability of someone to talk with
about one’s problems, belonging assesses the perceived availabil-
ity of people with whom one can do things, and tangible support
reflects the perceived availability of material aid. As the subscales
were highly intercorrelated, they were summed to yield a total
score.

The Eysenck Personality Questionnaire is a widely used per-
sonality inventory consisting of four scales: neuroticism, extro-
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version, psychoticism, and lie (social desirability). Only the neu-
roticism and psychoticism scales were used in this report.

Follow-Up Evaluations

Follow-up assessments included the Longitudinal Interval Fol-
low-Up Evaluation (33), an abbreviated version of the Interview
for Recent Life Events (34), and the Hamilton depression scale.
The Longitudinal Interval Follow-Up Evaluation is a semistruc-
tured interview assessing the longitudinal course of axis I disor-
ders. It has been used successfully in follow-up intervals as long as
12 years (35). Recovery from dysthymic disorder was defined as a
minimum of 8 consecutive weeks with minimal or no symptoms.
To assess interrater reliability, 13 randomly selected audiotapes of
Longitudinal Interval Follow-Up Evaluation interviews were rated
by an independent interviewer. The kappa was 0.83 for recovery
from dysthymic disorder. We also found high concordance be-
tween ratings made immediately after a 6-month follow-up and
ratings made about those same 6 months at the 30-month follow-
up (18). The ICC for the Hamilton depression scale was 0.95.

The Interview for Recent Life Events (34) is an investigator-
rated measure that assesses the date and objective negative im-
pact of a list of 63 specific life events. To make our lengthy assess-
ment battery more manageable, we reduced the list of specific
events to 20 by combining similar events into single items and
eliminating events that appeared relatively minor, drawing on
data reported by Brugha and Cragg (36). Events were rated as
either acute or chronic, with events occurring within a discrete
time period deemed acute and ongoing events lasting at least 6
months deemed chronic. For the present report, we focused on
chronic stressors in the year before recovery (or the year before
the 5-year evaluation), as chronic stress is more likely than acute
stressors to play a role in maintaining a disorder. Events were
rated on a 6-point severity scale and summed to yield a total score
from which the mean for the year was derived. The ICC for mean
chronic stress ratings was 0.56.

The follow-up interviews were conducted by doctoral- and
master’s-level clinicians and advanced graduate students in clini-
cal psychology with prior experience in diagnostic interviewing.
The interviewers were blind to all baseline data.

Data Analysis

We examined the prognostic value of variables from the fol-
lowing domains: descriptive characteristics (age, sex, marital
status, education, socioeconomic status, age at onset of dysthy-
mic disorder), familial psychopathology (major depressive dis-
order, dysthymic disorder, bipolar disorder, anxiety disorder,
substance abuse/dependence, personality disorder), early
home environment (relationships with mother and father,
childhood physical and sexual abuse), personality and person-
ality disorder traits (Eysenck Personality Questionnaire neuroti-
cism and extraversion, cluster A, B, and C, and depressive
personality disorder dimensional scores), lifetime axis I co-
morbidity (major depressive disorder, anxiety disorder, eating
disorder, alcohol/drug abuse/dependence), and socioenviron-
mental factors (chronic stress, social support). We did not in-
clude treatment as a predictor, since it was not associated with
the course of dysthymic disorder (6). The two dependent vari-
ables were recovery from dysthymic disorder and Hamilton de-
pression scale score at 5-year follow-up.

The baseline and follow-up Hamilton depression scale scores
were significantly correlated (r=0.31, df=95, p<0.01). Therefore, in
all univariate analyses that used the follow-up Hamilton depres-
sion scale as the dependent variable, partial correlations were
computed by controlling for Hamilton depression scale scores at
baseline. Recovery from dysthymic disorder was analyzed with
univariate Cox proportional hazards models. As the baseline
Hamilton depression scale did not predict recovery (hazard ratio=

0.99, χ2=0.94, df=1, p=0.33), we did not include it as a covariate. To
take into account the relationships between predictors, multi-
variate analyses were conducted by using hierarchical Cox pro-
portional hazards and multiple linear regression models. Vari-
ables used in the Cox proportional hazards analyses met the
assumptions underlying this method. We examined all two-way
interactions, but no more were significant than would be ex-
pected by chance. All tests were two tailed.

Results

The patients were predominantly white (91.9%, N=79)
and female (75.6%, N=65). Their mean age was 32.1 years
(SD=9.7). Marital status was as follows: 46.5% (N=40) had
never married, 31.4% (N=27) were married, 19.8% (N=17)
were separated or divorced, and 2.3% (N=2) were wid-
owed. The patients’ mean score on the Hollingshead’s
Four-Factor Index of Social Status (37) was in the mid-
range of social class III (mean=34.6, SD=13.6). The sub-
jects were moderately depressed at baseline, with a mean
24-item Hamilton depression scale score of 25.7 (SD=
10.4). At 5-year follow-up, the recovery rate from dysthy-
mic disorder was 52.3% (N=45) (6).

None of the descriptive characteristics predicted recov-
ery or Hamilton depression scale scores at 5-year follow-
up. Neither a superimposed major depressive disorder ep-
isode at baseline nor lifetime history of major depressive
disorder was associated with recovery or level of symp-
toms at follow-up. A history of anxiety disorder, cluster C
and depressive personality features, and chronic stress
were significantly associated with lower recovery rates (Ta-
ble 1). In contrast, a family history of bipolar disorder was
significantly associated with a higher probability of recov-
ery. After baseline Hamilton depression scale scores were
controlled, higher Hamilton depression scale scores at fol-
low-up were predicted by a greater familial loading of dys-
thymic disorder, poorer maternal and paternal relation-
ships, childhood sexual abuse, history of anxiety disorder
and eating disorder, cluster C personality disorder fea-
tures, higher Eysenck Personality Questionnaire neuroti-
cism scores, and higher levels of chronic stress in the 12
months before follow-up.

Blocks of significant univariate predictors were used to
construct a hierarchical Cox proportional hazards model
predicting recovery. The order of entry was based on the
likely chronological sequence of the impact of each do-
main: family history of bipolar disorder, cluster C and de-
pressive personality features, comorbid anxiety disorder,
and chronic stress in the year before recovery. Family his-
tory of bipolar disorder significantly predicted recovery
from dysthymic disorder (χ2=4.07, df=1, N=86, p=0.04).
Adding cluster C and depressive personality features to
the model resulted in a significant change (change in χ2=
7.71, df=1, N=86, p=0.02). Comorbid anxiety improved the
model further (change in χ2=4.17, df=1, N=86, p=0.04). Fi-
nally, chronic stress also contributed a significant incre-
ment (change in χ2=4.69, df=1, N=72, p=0.03).
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Similarly, we used blocks of the significant univariate
predictors from each domain to construct a hierarchical
multiple linear regression model predicting Hamilton de-
pression scale scores at follow-up. Baseline Hamilton de-
pression scale scores were entered first, followed by family
history of dysthymic disorder, early adversity (early mater-
nal and paternal relationships, childhood sexual abuse),
personality (neuroticism and cluster C features), comor-
bid axis I psychopathology (anxiety and eating disorders),
and chronic stress in the year before follow-up, in that or-
der. As Table 2 shows, after the baseline Hamilton depres-
sion scale score was controlled, the group of prognostic
indicators accounted for an additional 43% of the variance
in follow-up Hamilton depression scale scores (F=6.08, df=
10, 56, p<0.001). Each block of predictors added a signifi-
cant increment to the preceding blocks, with the excep-
tion of axis I comorbidity.

Discussion

We examined predictors of recovery and depressive
symptoms in a 5-year follow-up of outpatients with early-

onset dysthymic disorder and found that the domains of
familial psychopathology, early adversity, axis I comorbid-
ity, personality, and socioenvironmental factors were all
associated with outcome. After the analysis controlled for
baseline depressive symptoms, predictors entered in
chronological order of their presumed effects accounted
for an impressive 43% of the variance in the level of de-
pression at 5-year follow-up. Previous studies, including
our own 30-month follow-up of this group of subjects,
have been less successful in identifying predictors of the
course of dysthymic disorder (13–20). However, these
studies have generally examined a limited number of pre-
dictors and followed patients for shorter periods of time.
The difference suggests that more comprehensive models
and longer durations of follow-up are necessary to identify
prognostic factors in dysthymic disorder.

Comorbid anxiety disorder, depressive personality fea-
tures, cluster C traits, and chronic stress were all associ-
ated with a lower probability of recovery from dysthymic
disorder. In contrast, a family history of bipolar disorder
was associated with a greater likelihood of recovery. Ak-

TABLE 1. Relation of Baseline Demographic and Clinical Variables to Recovery From Dysthymic Disorder and Hamilton De-
pression Rating Scale Score at 5-Year Follow-Up for 86 Outpatients With Early-Onset Dysthymic Disorder (Before Age 21)

Cox Proportional Hazards Analysis Correlation With Hamilton
Depression Rating Scale

Score (partial r)aVariable Mean SD N %
Wald χ2 
(df=1)

Recovery
Hazard Ratio

Confidence
Interval

Age at onset of dysthymic disorder (years) 10.47 4.89 1.81 1.04 0.98–1.11 –0.12
Familial psychopathology loadingb

Major depressive disorder 0.01 0.06 0.67 8.61 0.05–1517.59 –0.06
Dysthymic disorder 0.01 0.05 0.37 0.12 0.00–118.76 0.37**
Bipolar disorder 0.02 0.07 4.07 51.58* 1.11–2330.18 –0.01
Anxiety disorder 0.00 0.03 0.02 0.49 0.00–12451.12 0.10
Substance disorder 0.01 0.11 0.28 0.45 0.02–8.95 0.13
Personality disorder 0.05 0.15 0.27 1.78 0.20–15.71 0.15

Early home environment
Maternal relationship score 1.93 1.82 0.07 1.02 0.86–1.21 0.42***
Paternal relationship score 2.47 1.82 0.17 0.96 0.81–1.15 0.31**
Childhood physical abuse 24 27.9 1.26 0.83 0.60–1.15 0.02
Childhood sexual abuse 25 29.1 2.45 1.34 0.93–1.94 0.24*

Eysenck Personality Questionnaire
Extraversion score 8.76 5.23 1.65 1.04 0.98–1.10 –0.08
Neuroticism score 17.81 3.76 0.40 0.97 0.90–1.06 0.33**

Personality Disorder Examination 
dimensional scores
Cluster A features 8.73 6.71 0.40 0.98 0.94–1.03 0.11
Cluster B features 16.63 10.99 0.01 1.00 0.97–1.03 0.16
Cluster C features 18.09 8.04 7.53 1.06** 1.02–1.11 0.29*
Depressive personality features 4.97 1.67 5.04 1.22* 1.03–1.44 0.12

Lifetime axis I comorbidity
Major depressive disorder 67 77.9 1.25 1.21 0.86–1.69 –0.05
Anxiety disorder 38 44.2 6.15 1.53* 1.09–2.13 0.25*
Eating disorder 4 4.7 0.78 1.56 0.58–4.21 0.30*
Substance abuse/dependence 44 51.2 0.36 1.10 0.81–1.48 0.06

Social support scorec 84.07 17.37 0.26 1.01 0.98–1.03 –0.16
Chronic stress scored

Year before recovery 3.97 3.61 4.92 1.19* 1.02–1.40 —
Year before follow-up 3.74 3.25 — — — –0.42***

a Controlling for Hamilton depression scale scores at baseline. df=62–72.
b Estimated with hierarchical linear modeling to adjust for differences between families in the number of relatives, gender of relatives, and

type of diagnostic data available (30). Because of the low prevalence of bipolar disorder in the study group, the familial psychopathology
loading for this disorder is the proportion of the proband’s relatives with the disorder.

c Assessed with the Interpersonal Support Evaluation List (31).
d Assessed with an abbreviated version of the Interview for Recent Life Events (34).
*p<0.05. **p<0.01. ***p<0.001.
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iskal (9) has suggested that some patients with dysthymic
disorder may have bipolar spectrum conditions. If family
history of bipolar disorder is a marker for this subgroup, it
is not surprising that these patients experience a more cy-
clic, episodic course with a faster rate of recovery. How-
ever, given that family history of bipolar disorder had a low
base rate in the study group and the confidence interval
was large, this finding should be taken with caution.

Higher levels of depression at follow-up were predicted
by a greater familial loading for dysthymic disorder,
poorer maternal and paternal relationships, childhood
sexual abuse, increased neuroticism and cluster C fea-
tures, a history of anxiety and eating disorders, and a
higher level of chronic stress in the previous 12 months.
These results are consistent with our previous findings in-
dicating that, at baseline, the variables that best distin-
guished patients with dysthymic disorder from those with
episodic major depressive disorder were rates of dysthy-
mic disorder in relatives, early adversity, and axis II co-
morbidity (21–23). Thus, it appears that the same vari-
ables that distinguish dysthymic disorder from episodic
major depressive disorder are also among the best predic-
tors of a poor course and outcome for patients with dys-
thymic disorder.

Chronic stress was one of the strongest predictors of
both failure to recover and depressive symptoms at 5-year
follow-up. Although the results are not presented here, we
conducted further analyses examining the temporal rela-
tionship between chronic stress and recovery from dys-
thymic disorder. Patients who recovered had lower levels
of chronic stress throughout the entire follow-up period,
rather than a reduction in stress at a particular point be-
fore recovery. This pattern suggests that chronic stress is a
relatively stable attribute of poor-outcome patients. High
levels of chronic stress may, in part, be due to other poor
prognostic factors such as early adversity, personality dis-
turbance, and comorbidity (38). For example, in this study
group, there were low, but significant, correlations be-
tween the quality of the maternal relationship (r=0.22, df=
77, p<0.02), childhood sexual abuse (r=0.25, df=77,
p<0.01), cluster C dimensional scores (r=0.23, df=77,

p<0.02), and lifetime anxiety disorder (r=0.22, df=77, p=
0.03) assessed at baseline and the level of chronic stress in
the year before follow-up. These data suggest the need for
a more detailed examination of the complex links between
early adversity, comorbidity, chronic stress, and the course
of dysthymic disorder.

We have reported elsewhere that acute stressors may
precipitate superimposed major depressive disorder epi-
sodes in the course of dysthymic disorder (39). As acute
stress is more likely to contribute to relapse than to main-
tenance of depression, we did not examine the role of
acute stressors in recovery and symptoms at follow-up.
However, other authors have proposed that positive, neu-
tralizing, or “fresh-start” events play an important role in
recovery (40). Although we did not assess these events,
they may be worth examining in future studies of the
course of dysthymic disorder.

Fewer variables predicted recovery than predicted
Hamilton depression scale scores in this study, perhaps
because recovery is a heterogeneous outcome in dysthy-
mic disorder, with some patients experiencing a sustained
recovery and others having a relatively brief recovery in
the context of a generally chronic course (6). Combining
these subgroups may obscure important predictors. We
did not analyze predictors of relapse in this article, owing
to the relatively small number of patients who had recov-
ered and relapsed at this point in the follow-up.

Our study group was representative of patients with
dysthymic disorder in most clinical settings in that many
patients had a superimposed major depressive disorder
episode and others had a past history of major depressive
disorder. Although we cannot be certain that our findings
would generalize to “pure” dysthymic disorder patients,
we have found few differences between patients with dou-
ble depression and those with dysthymic disorder alone in
familial psychopathology, early adversity, and comorbid-
ity (21–23). Moreover, in the present report, superimposed
major depressive disorder episodes (current and lifetime)
did not predict recovery from dysthymic disorder or
Hamilton depression scale scores at follow-up.

TABLE 2. Hierarchical Multiple Regression Analysis of Relation Between Baseline Clinical Variables and Hamilton Depres-
sion Rating Scale Score at 5-Year Follow-Up for 86 Outpatients With Early-Onset Dysthymic Disorder (Before Age 21)

Overall Incrementa

Variable R2 F df R2 F df
Step 1: Baseline Hamilton depression scale score 0.10 6.80* 1, 65 0.10  6.80* 1, 65
Step 2: Familial psychopathology loading for dysthymic disorder 0.22   9.12*** 2, 64 0.13  10.45** 1, 64
Step 3: Early home environmentb 0.33   6.11*** 5, 61 0.11  3.42* 3, 61
Step 4: Eysenck Personality Questionnaire neuroticism score and 

cluster C features dimensional score 0.44   6.51*** 7, 59 0.10   5.33** 2, 59
Step 5: Lifetime axis I comorbidityc 0.46   5.39*** 9, 57 0.02 1.26 2, 57
Step 6: Chronic stress in the year before follow-up 0.53   6.29*** 10, 56 0.07   8.22** 1, 56
a After the baseline Hamilton depression scale score was controlled, the variables in steps 2–6 accounted for an additional 43% of the variance

in follow-up Hamilton depression scale scores (F=6.08, df=10, 56, p<0.001).
b Maternal and paternal relationship scores and prevalence of childhood sexual abuse.
c Lifetime history of any anxiety and/or eating disorder.
*p<0.05. **p<0.01. ***p<0.001.
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The strengths of our study include its prospective de-
sign, relatively lengthy follow-up period, and use of an ex-
tensive assessment battery, semistructured interviews,
and blind follow-up evaluations. However, the study also
has several limitations. We conducted a large number of
statistical tests without adjusting significance levels, rais-
ing the possibility that some findings might be due to
chance. Our study group was modest in size, limiting our
power to detect small effects. Many of our family history
variables had low base rates and large confidence inter-
vals, suggesting that these analyses should be taken cau-
tiously. Relative to the instances of recovery, the number of
predictors examined was large. Patients were asked to re-
port about relatively lengthy follow-up intervals. Finally,
the size of the significant effects was moderate; hence,
their clinical utility may be limited. Nonetheless, our find-
ings suggest the value of conceptualizing the course and
outcome of dysthymic disorder within a multifactorial
framework, with family history of psychopathology, early
adversity, personality, axis I comorbidity, and chronic
stress all making important contributions.
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