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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.
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