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social forms of depression have been seen as medical disorders, resulting in mis-
taken views of its prevalence, etiology, and treatment. 

The medical view of depression dominates public discourse. According 
to this approach, we are in the midst of a tidal wave of depressive disor-
der that should be addressed with an equally forceful medical response. 

In contrast, just a few decades ago, prior to the use of current diagnostic criteria, 
depressive disorder was considered a serious but relatively uncommon disorder, 
affecting perhaps 2–3 percent of the population over a lifetime.3 This situation 
drastically changed after 1980 when DSM-III inaugurated symptom-based criteria 
for MDD in order to improve the reliability of psychiatric diagnosis. This meant 
abandoning traditional standards for validity that required more subjective judg-
ments, such as “with or without cause” or “unexpected duration” that had previ-
ously separated medical from social forms of depression.4 The unintended result 
was to combine situational responses to external losses with long-standing indi-
vidual dysfunctions without distinguishing these two very different conditions.

Population surveys using DSM measures soon found that huge proportions 
of people met MDD criteria. The major survey of mental disorder in the United 
States conducted after 1980 indicated that over 20 percent of community mem-
bers had suffered from MDD.5 MDD’s Janus-faced nature allowed researchers to 
downplay its severity when explaining how it could afflict such a substantial por-
tion of the population. For this purpose, it was the common cold of psychiatry. Yet 
when it was advantageous to emphasize its devastation, depression was labeled a 
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Whether depressive emotions are normal depends on the situation. Four specif-
ic qualities indicate that depressive reactions, like other emotions, are evolutionari-
ly designed responses to particular circumstances.11 First, these reactions are high-
ly context-specific, emerging in response to losses and other stressors, including 
loss of relationships, status, resources, and meaning. This fits the evolutionary un-
derstanding that each emotion is biologically designed as an adaptive response to 
a particular kind of challenge and is thus triggered by specific types of events. Like 
many other clearly biologically designed features–for example, sleep–the adap-
tive purpose of sadness, grief, and depressive feelings remains disputed. Various 
explanations include disengagement from valued goals that have become hopeless, 
withdrawal when a loss of status or resources places us in danger if we continue 
in the fray, as well as warnings that things are not going well and need our atten-
tion and signs that we need to devote our mental processing toward rumination on 
complex problems in our social relationships.12 Whatever the precise answer, for 
better or worse, sadness and grief are part of our natural humanity.13 

The second indication that depressive reactions are evolutionarily designed is 
that the symptomatic intensity of the emotional response is roughly proportion-
al to the magnitude of the loss that triggers it, subject to individual and cultural 
variability. From an evolutionary point of view, the greater the adaptive challenge, 
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distinction between medical and social depressions is whether the condition re-
sponds to changing conditions: “Once the episode is underway, it is autonomous, 
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Yet another problem with the DSM criteria lies in the lifetime trajectories of 
people who qualify as disordered. When Kraepelin developed the notion of de-
pressive disorder, the single feature that most convinced him that he was justi-
fied in attributing medical disorder was the actuality or expectation of an eventu-
al recurrence. The research literature regularly describes depression as recurrent 
as a rationale for its being pathological. Eminent psychiatric researcher Kenneth  
Kendler explains: “For Kraepelin, the ‘construct’ of . . . manic-depressive insanity 
assumed a relapsing disorder without deterioration” and thus “course and out-
come would be the most important validators.”32 Recurrence is interpreted as ev-
idence of an ongoing internal dysfunction that disposes the individual to new ep-
isodes so recovery from depression is interpreted as “recovery from the episode, 
not from the illness per se.”33 Consequently, treatment should focus on prevent-
ing recurrence, often by extending services beyond recovery.

However, recent analyses of the literature reveal that over half–likely ap-
proaching 60 percent–of all depressive episodes are the only ones that the indi-
vidual experiences during lengthy follow-up periods.34 That means that most cas-
es of what is diagnosed as depressive disorder do not satisfy the crucial criterion, 
recurrence, that persuaded Kraepelin to consider this condition a mental disorder, 
and that current researchers cite as justifying its pathological status.

As a result, many MDD diagnoses are questionable as medical pathologies. For 
example, a recent national epidemiological survey found that about 13 percent 
of individuals diagnosed with MDD had their depressive episodes only after the 
deaths of loved ones and these episodes lasted less than two months.35
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what became known in the literature as “complicated” depressive episodes, as op-
posed to “uncomplicated” episodes that did not have any of the six specified se-
vere features. Note that instead of the specified duration threshold of longer than 
two months, the studies described below often used the more demanding longer 
than six months as the duration criterion for complicated depression on the as
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ly disordered ones is to preclude research from establishing the etiology, course, 
treatment effectiveness, and possible biomarkers of depression. Far more research 
is needed that explores questions such as when natural responses to social losses 
become medical disorders, the reasons for the high variability of depression rates 
across cultures, and the relative effectiveness of medical and social responses to 
depression. Although the distinction between social and medical forms of depres-
sion is often difficult to make, it is an essential first step in developing accurate 
conceptions of the two sides of depression.

about the authors
Allan V. Horwitz is Board of Governors and Distinguished Professor Emeritus of 
Sociology at Rutgers University. He is the author of twelve books, including The So-
cial Control of Mental Illness (rev. 2002), The Logic of Social Control (1990), Creating Mental 
Illness (2002), The Loss of Sadness: How Psychiatry Transformed Normal Misery into Depres-
sive Disorder (2007), and Conundrums of Modern American Medicine (2010).

Jerome C. Wakefield is Professor of Social Work and formerly Professor of the 
Conceptual Foundations of Psychiatry in the School of Medicine, with additional 
appointments in Bioethics and Philosophy, at New York University. He is author or 
coauthor of several books, including The Loss of Sadness (2007), Freud and Philosophy of 
the Mind (2018), Freud’s Argument for the Oedipus Complex (2022), and Attachment, Sexual-
ity, Power (2022), and the subject of an edited volume of critiques and replies, Defin-
ing Mental Disorder: Jerome Wakefield and His Critics (2021).

endnotes
	 1	 George L. Engel, “The Need for a New Medical Model: A Challenge for Biomedicine,”  

Science 196 (4286) (1977): 129–136, https://doi.org/10.1126/science.847460.
	 2	 American Psychiatric Association, Diagnostic and Statistical Manual of Mental Disorders, Third 

Edition (Washington, D.C.: American Psychiatric Association, 1980).
	 3	 Donald F. Klein and Michael Thase, “Medication Versus Psychotherapy for Depression: 

Progress Notes,” American Society of Clinical Psychopharmacology 8 (1997): 41–47.
	 4	 Allan V. Horwitz and Jerome C. Wakefield, The Loss of Sadness: How Psychiatry Transformed 

Normal Sorrow into Depressive Disorder (New York: Oxford University Press, 2007). 
	 5	 Ronald C. Kessler, Katherine A. McGonagle, Shanyang Zhao, et al., “Lifetime and 

12-Month Prevalence of DSM-III-R Psychiatric Disorders in the United States: Results 
from the National Comorbidity Survey,” Archives of General Psychiatry 51 (1) (1994): 8–19, 
https://doi.org/10.1001/archpsyc.1994.03950010008002.

	 6	 Alan D. Lopez and Christopher C. J. L. Murray, “The Global Burden of Disease, 1990–
2020,” Nature Medicine 4 (11) (1998): 1241–1243, https://doi.org/10.1038/3218.



152 (4) Fall 2023 225

Allan V. Horwitz & Jerome C. Wakefield

	 7	 For example, Terrie E. Moffitt, Avshalom Caspi, Alan Taylor, et al., “How Common Are 
Common Mental Disorders? Evidence that Lifetime Prevalence Rates Are Doubled by 
Prospective Versus Retrospective Ascertainment,” Psychological Medicine 40 (6) (2010): 
899–909, https://doi.org/10.1017/S0033291709991036.

	 8	



226 Dædalus, the Journal of the American Academy of Arts & Sciences

Two Sides of Depression: Medical & Social

	 20	 Memo, Donald Klein to Robert Spitzer, April 26, 1978; APA Archives, Williams Papers, 
Research, DSM-III-R, Box 1; DSM-III files, “misc affective.” Quoted in Edward Shorter, 
How Everyone Became Depressed: The Rise and Fall of the Nervous Breakdown (New York: Ox-
ford University Press, 2013), 136.

	 21	 Kraepelin, Clinical Psychiatry, 199–200.
	 22	 Ibid., 179. 
	 23	 Sigmund Freud. “Mourning and Melancholia,” in The Standard Edition of the Complete Works 

of Sigmund Freud, Vol. 14, trans. and ed. James Strachey (London: Hogarth Press, 1917), 
237–258.

	 24	 For example, Robert L. Spitzer and Jerome C. Wakefield, “DSM-IV Diagnostic Criterion 
for Clinical Significance: Does It Help Solve the False Positives Problem?” American 
Journal of Psychiatry 156 (12) (1999): 1856–1864, https://doi.org/10.1176/ajp.156.12.1856.

	 25	 Heinez E. Lehmann, “Psychiatric Concepts of Depression,” Canadian Psychiatric Association 
Journal 4 (1) (1959): 1–12, https://doi.org/10.1177/070674375900401s01.

	 26	 Paula Clayton, Lynn Desmarais, and George Winokur, “A Study of Normal Bereave-
ment,” American Journal of Psychiatry 125 (2) (1968): 168–178.

	 27	 William Coryell, “Proposal to Eliminate Bereavement Exclusion Criteria from Major De-
pressive Episode in DSM-5,” April 17, 2012. In their announcement, the work group 
supported their decision by citing Kenneth S. Kendler, Steven H. Aggen, Nikolai Czaj- 
kowski, et al., “The Structure of Genetic and Environmental Risk Factors for DSM-
IV Personality Disorders: A Multivariate Twin Study,” JAMA Psychiatry 65 (12) (2008): 
1438–1446, https://doi.org/10.1001/archpsyc.65.12.1438.

	 28	 American Psychiatric Association, Diagnostic and Statistical Manual of Mental Disorders, Fifth 
Edition (Washington, D.C.: American Psychiatric Association, 2013), 161.

	 29	 Ibid.
	 30	 Kenneth Kendler, Rodrigo A. Muñoz, and George Murphy, “The Development of the 

Feighner Criteria: A Historical Perspective,” American Journal of Psychiatry 167 (2) (2010): 
134–142, https://doi.org/10.1176/appi.ajp.2009.09081155. 

	 31	ù?�	 31ùI

134–1 <91163 ET
EMC 
/P <</Lan124.88z, and D ursemMatters 1176 >5001>>BDC 
BT
-0.04 Tw-sor



152 (4) Fall 2023 227

Allan V. Horwitz & Jerome C. Wakefield

	 36	 American Psychiatric Association, Diagnostic and Statistical Manual of Mental Disorders, Fourth 
Edition, Text Revision (Washington, D.C.: American Psychiatric Association, 2000), 356.

	 37	 Jerome Wakefield, Mark Schmitz, Michael First, and Allan Horwitz, “Extending the Be-
reavement Exclusion for Major Depression to Other Losses: Evidence from the Nation-
al Comorbidity Survey,” Archives of General Psychiatry 64 (4) (2007): 433–440, https://
doi.org/10.1001/archpsyc.64.4.433.

	 38	 Ramin Mojtabai, “Bereavement-Related Depressive Episodes: Characteristics, 3-Year 
Course, and Implications for the DSM-5,” Archives of General Psychiatry 68 (9) (2011): 
920–928, https://doi.org/10.1001/archgenpsychiatry.2011.95.

	 39	 Jerome C. Wakefield and Mark F. Schmitz, “Recurrence of Depression after Bereave-
ment-Related Depression: Evidence for the Validity of DSM-IV Bereavement Exclusion 
from the Epidemiologic Catchment Area Study,” Journal of Nervous and Mental Disease 
200 (6) (2012): 480–485, https://doi.org/10.1097/nmd.0b013e318248213f; Jerome C. 
Wakefield and Mark F. Schmitz, “Normal vs. Disordered Bereavement-Related De-
pression: Are the Differences Real or Tautological,” Acta Psychiatrica Scandinavica 127 
(2) (2013): 159–168, https://doi.org/10.1111/j.1600-0447.2012.01898.x; and Jerome C. 
Wakefield and Mark F. Schmitz, “Can the DSM’s Major Depression Bereavement Ex-
clusion be Validly Extended to Other Stressors? Evidence from the NCS,” Acta Psychi
atrica Scandinavica 128 (4) (2013): 294–305.

	 40	 “Using data from four epidemiological surveys, we calculated suicide attempt rates 
both concurrently and predictively for those with histories of no MDD, uncomplicated 
MDD, and standard MDD.” Jerome C. Wakefield and Mark F. Schmitz, “Uncomplicat-
ed Depression, Suicide Attempt, and the DSM-5 Bereavement Exclusion,” Research on 
Social Work Practice 24 (1) (2014): 37–49, https://doi.org/10.1177/1049731513495092.

	 41	 See, for example, World Bank and World Health Organization, “Out of the Shadows:  
Making Mental Health a Global Development Priority,” April 13, 2016, https://live 
.worldbank.org/out-of-the-shadows-making-mental-health-a-global-development 
-priority; Vikram Patel and Charlotte Hanlon, Where There is No Psychiatrist: A Mental 
Health Care Manual, 2nd ed. (London: Gaskell/Royal College of Psychiatrists, 2018); and 
Vikram Patel and Arthur Kleinman, “Poverty and Common Mental Disorders in Devel-
oping Countries,” Bulletin of the World Health Organization 81 (8) (2003): 609–615, https://
www.ncbi.nlm.nih.gov/pmc/articles/pmc2572527.

	 42	 Alex Rileyuntries,” 

https://live.worldbank.org/out-of-the-shadows-making-mental-health-a-global-development-prior4.178 329.481 432.481 432.481 432.481 432.481 432.481 432.481 432.481 432.481 432.48882.3681 432.4883-iW111nnot>><</IsMap false/S/URI/URI(https://www.ncbi.nlm.n11
https://www.ncbi.nlm.nih.gov/pmc/articles/pmc2572527
https://www.ncbi.nlm.nih.gov/pmc/articles/pmc2572527
https://www.psychiatrictimes.com/view/major-depression-after-recent-loss-major-depression--until-proved-otherwise
https://www.psychiatrictimes.com/view/major-depression-after-recent-loss-major-depression--until-proved-otherwise
https://www.psychiatrictimes.com/view/major-depression-after-recent-loss-major-depression--until-proved-otherwise

