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Is Treating Depression Like Treating 

Appendicitis?

Paul Biegler

Introduction

When a surgeon locates an inflamed appendix, on the verge of rupturing and spilling 
its putrid contents into the pristine peritoneal cavity, they rightly excise and discard 
it into the nearest hazardous waste bin. A life is saved and the appendage will not be 
missed.

Depression also kills; across the world suicide takes the lives of over 800,000 people 
each year and is the second highest cause of death in 15 to 29 year olds.1 It is under-
standable, then, that many seek to banish depression with the efficiency and precision 
of the surgeon’s knife— and to do so with antidepressant medication.

In the United States (US), three- quarters of people with depression treated as out-
patients receive antidepressant medication,2 while 9 per cent of Americans, according 
to the National Center for Health Statistics,3 take an antidepressant for depression or 
a related disorder. Reflecting how speedily depression can be dealt with using pharma-
cotherapy, in the United Kingdom the average consultation time for a person with 
depression is just eight minutes.4

However, most grades of depression can be treated as effectively with an 
evidence- based psychotherapy such as cognitive behavioural therapy or interper-
sonal therapy.5 But, while antidepressant prescription rates in the US remained 
constant in the decade to 2007, utilization of psychotherapy fell from 53 per 

1 World Health Organization, ‘Depression Fact Sheet’ (2016) http:// www.who.int/ mediacentre/ 
factsheets/ fs369/ en/  (last accessed 3 March 2017).

2 Steven Marcus and Mark Olfson, ‘National Trends in the Treatment for Depression from 1998 
to 2007’ (2010) 67 Archives of General Psychiatry 1265.

3 National Center for Health Statistics, Health, United States, 2014: With Special Feature on Adults 
Aged 55– 64 (NCHS 2015) 273.

4 Kristian Pollock and Janet Grime, ‘GPs’ Perspectives on Managing Time in Consultations with 
Patients Suffering from Depression: A Qualitative Study’ (2003) 20 Family Practice 262.

5 David Kupfer, Ellen Frank, and Mary Phillips, ‘Major Depressive Disorder:  New Clinical, 
Neurobiological, and Treatment Perspectives’ (2012) 379 The Lancet 1045.
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cent to 43 per cent.6 Although psychotherapy has gained prominence in depres-
sion treatment guidelines,7 monotherapy with antidepressants still fits the remit 
of many.8

That means doctors can fulfil their duty of care to depressed patients by tallying 
their symptoms against those in the DSM V, gauging severity on instruments such 
as the Hamilton Depression Rating Scale, and simply prescribing an antidepres-
sant if the relevant criteria are met. Indeed, there are prima facie reasons to support 
an approach that simply aims to be rid of depression; not only is it distressing and 
sometimes lethal, but depression is now the leading contributor to the global bur-
den of disease in high and middle- income countries.9

I will argue, however, that an ethically defensible approach to treatment should 
not aim to remove depression as one would a diseased appendix. Rather, treat-
ment should transform depression by discerning its value as an insight into various 
threats to the sufferer’s interests. To that end, doctors must recommend psycho-
therapy, either stand- alone or as an adjunct to antidepressants, in all cases of major 
depression.

Psychotherapy elucidates the stressors that trigger depression, equips people to 
deal with unrealistic pessimism, and, because that knowledge is critical for navi-
gating a world where depressive relapse is a constant menace, promotes personal 
autonomy. The value of autonomy as an instrument to well- being is a primary 
moral driver of the case for psychotherapy in depression.

However, the argument that depression should be ‘mined for meaning’ to trans-
form both psychic anguish and the sufferer themselves, confronts a daunting hur-
dle. There is an understandably deep- seated antipathy to the experience of negative 
feelings or ‘affect’ that makes the swift eradication of depression very attractive. 
I want to start, then, by building a case that, despite their pariah status, negative 
emotions have a value that should not be overlooked in the deliberations that 
guide depression treatment.

The Value of Negative Emotion: Depression as Threat Detector

‘How to gain, how to keep, how to recover happiness is in fact for most men at all 
times the secret motive of all they do, and of all they are willing to endure’, wrote 
American psychologist William James at the dawn of the twentieth century.10 

6 Steven Marcus and Mark Olfson, ‘National Trends in the Treatment for Depression from 1998 
to 2007’ (2010) 67 Archives of General Psychiatry 1265.

7 Gin Malhi and others, ‘Royal Australian and New Zealand College of Psychiatrists Clinical 
Practice Guidelines for Mood Disorders’ (2015) 49(12) Australian and New Zealand Journal of 
Psychiatry 1087.

8 American Psychiatric Association, Practice Guideline for the Treatment of Patients with Major 
Depressive Disorder (3rd edn, American Psychiatric Association 2010).

9 World Health Organization, Global Burden of Disease: 2004 Update (WHO Press 2008) 43.
10 William James, The Varieties of Religious Experience: A Study in Human Nature (Seven Treasures 

Publications 2009 (1902)) 51.
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Implicit in James’ pronouncement is its obverse; that we devote a great many 
resources to avoiding misery. However, despite our deep aversion to sadness, when 
the ability to feel sad is taken away, some people feel bereft to the point of disability.

In 2009, Jonathan Price and colleagues from the University of Oxford’s 
Department of Psychiatry published a study of thirty- eight people taking SSRI 
antidepressants, mainly for depression and anxiety, to investigate the so- called 
‘blunting’ of emotion some people report on these drugs.11 They found, as one 
might expect, that all participants had a reduction in the intensity or frequency of 
negative emotion, with most welcoming the lifting of mood. But there was also a 
disquieting sense of loss:

Although a reduction in these negative emotions was usually at some stage a benefit or 
relief, for many participants it had become an unwanted side- effect, impairing their quality 
of life. Participants described the need to be able to feel negative emotions when appropri-
ate, such as grief or concern. Some were unable to respond with negative emotions, such 
as being unable to cry when this would have been appropriate or respond appropriately to 
bad news.12

The findings suggest that, although people might shun them at a surface level, 
negative feelings are in fact highly valued, at the very least as a tool with which to 
forge or maintain social relationships. To make the case that depression, as an arch 
variety of negative emotion, could hold similar value, it is necessary to look more 
closely at where that value might lie. A starting point is to consider how emotions 
confer adaptive advantage.

Evolutionary theory highlights two key properties of emotions. First, emotions 
enable the bearer to parse the world into those events that have relevance for their 
interests and those that can be ignored with little cost. As professor of neuropsych-
iatry Ray Dolan puts it, emotions ‘index occurrences of value’ in the environ-
ment.13 If something happens that is of little or no concern to the individual there 
will be no ‘blip’ on his or her emotional radar.

In a similar vein, philosopher Ronald de Sousa argues that emotions detect ‘sali-
ent’ events from a jumble of everyday happenings:

Emotions are among the mechanisms that control the crucial factor of salience among what 
would otherwise be an unmanageable plethora of objects of attention, interpretations, and 
strategies of inference and conduct.14

Back in the primal marsh, positive emotions such as happiness, joy, and love 
discerned propitious contingencies including food, shelter, and mates. Negative 
emotions such as fear, anger, and sadness indicated less adaptive states, perhaps a 
nearby predator or being isolated from the protection of one’s tribe. Emotions at 
the sadness end of the spectrum, then, connote something about the world that 

11 Jonathan Price, Victoria Cole, and Guy Goodwin, ‘Emotional Side- effects of Selective Serotonin 
Reuptake Inhibitors: Qualitative Study’ (2009) 195 British Journal of Psychiatry 211.

12 ibid 213.
13 Ray Dolan, ‘Emotion, Cognition, and Behavior’ (2002) 298 Science 1191.
14 Ronald de Sousa, The Rationality of Emotion (MIT Press 1997) xv.
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is or has the potential to be injurious to the person’s interests. Negative emotions 
signify a loss or risk of harm involving the individual’s most valued ends.

Emotions are widely held to consist in a complex of cognitive and affective states 
accompanied by physiological changes; the sight of a predator bearing down will 
be accompanied by thoughts of injury, feelings of fear, and the fight or flight auto-
nomic response that sees pupils dilate and hearts pound. But emotions also predis-
pose to behavioural tendencies, a point that figures in the second key evolutionary 
claim for the adaptive value of emotion.

Emotions motivate responses to salient events that aim to preserve or further the 
interests at stake, something psychologist Nico Frijda called ‘action tendencies’.15 
Positive emotions reward and reinforce ‘consummatory’ efforts to obtain food, 
erect shelter, or procure mates, while negative emotions aid those goals by fuelling 
aversion to starvation, exposure, or solitude. Frijda wrote that ‘emotions are the 
servants of concerns’. In the modern cosmopolis emotions, including the negative 
variety, retain that pivotal role; consider the case of empathy.

Emotional empathy describes our capacity, made possible by a network of mir-
ror neurones, to experience the emotional state of others who may, for example, be 
sad, in pain, or distressed for another reason. Ethologist Frans de Waal argues that 
emotional empathy, something we probably share with primate relatives and other 
mammals, evolved from the need of rearing mothers to interpret and respond to 
the distress of their infants.16

In contemporary society, empathetic negative affect enables people to recognize 
‘salient’ events in their social network, mitigate their effect, and derive benefit 
from the protective umbrella of the group. Seeing a friend in distress, for example, 
induces a visceral sadness that prompts us to downgrade our own projects to offer 
a comforting arm. As de Waal puts it, ‘Empathy automatically produces a stake 
in another’s welfare’.17 The corollary is that our own welfare becomes, in turn, a 
heightened priority for the other.

The example of empathy highlights negative affect as a critical tool for detecting 
occurrences that threaten our interests— in this case the vulnerability of our social 
supports. Indeed, the value of negative affect as a barometer of the social environ-
ment goes some way to explaining the distress of the people in the study of Price 
and colleagues. Without sadness the benefits of empathy were no longer within 
participants’ reach, which generated its own brand of unease.

Depression is a pathological variant of sadness; biologist Lewis Wolpert memor-
ably called it ‘malignant sadness’ in the book that details his own ordeal with the 
illness. However, despite its classification as a disorder, there are good reasons to 
think that depression, too, can reliably indicate salience in the form of events that 
threaten the sufferer’s interests. A study of around 2,000 members of the Virginia 
twin registry led by Kenneth Kendler, a professor of psychiatric genetics, found 

15 Nico Frijda, ‘Emotions are Functional, Most of the Time’ in Robert Solomon (ed), What is an 
Emotion? (Oxford University Press 2003) 131.

16 Frans de Waal, ‘The Antiquity of Empathy’ (2012) 334 Science 874. 17 ibid 875.
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nearly two- thirds of depressive episodes were caused by a stressful life event.18 
Some events affected the person directly, including assault, divorce, financial or 
housing problems, illness, injury, loss of a job, or legal problems. Others affected 
someone in the person’s close personal network such as a conflict, a personal crisis, 
an illness, or a death. A major review has affirmed the importance of stressful life 
events in the aetiology of depression.19

The relationship with stressful life events is a powerful reminder that depression 
stems from a pedigree of emotion that evolved as a marker of threats to interests. 
This is a central plank in the case that simply removing depression, as one would a 
festering appendix, is the wrong approach. If depression retains utility as a detector 
of threat, there is a prima facie case that to remove it before threats are identified 
and mitigated runs counter to the person’s interests. This case is augmented by a 
claim I want to develop now; that depression also maintains a residual function to 
bias individuals away from imprudent decisions and motivate actions that might 
preserve threatened interests. This contention finds support from varying quarters, 
including philosophy, neuroscience, and cultural theory.

The Value of Negative Emotion: Depression as  
an Instrument of Prudence

The pain that results from physical injury is a sign of the risks of the offending 
activity, but pain is also a crucial prompt to rest the injured part during recovery. 
Pain is unpleasant but serves an integral role in maintaining the function of the 
organism. However, most people see pain as an aberration and simply want it to go 
away. The example of physical pain gives context to an argument made by philoso-
phers Michael Stocker and Elizabeth Hegeman that it is a mistake to classify pain-
ful emotions as defects because they are, in fact, instrumental to goals we value:

Taking [painful emotions to be defects] would be like taking the resistance of marble to 
being sculpted as a defect or constraint, the absence of which would make sculpting better.20

Their analogy extends to the inevitable missteps that are part and parcel of 
education:

Error has at least as good a claim as pain always to be counted as a defect. Thus, if evalu-
ations are based on an ideal requiring the absence of defects, we will have to downgrade 
teaching and learning: for these require errors, if only to be overcome.21

18 Kenneth Kendler, Laura Karkowski, and Carol Prescott, ‘Causal Relationship between Stressful 
Life Events and the Onset of Major Depression’ (1999) 156 American Journal of Psychiatry 837.

19 Constance Hammen, ‘Stress and Depression’ (2005) 1 Annual Review of Clinical Psychology 293.
20 Michael Stocker and Elizabeth Hegeman, Valuing Emotions (Cambridge University Press 

1996) 238.
21 ibid.
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Making mistakes feels bad, something the successful student leverages to motivate 
more effective learning and avoid distressing failures in future. Applied to depres-
sion, this view casts it as neither fault nor flaw but, rather, a requisite prompt en 
route to greater knowledge and resolution of one’s predicament. Depression, prop-
erly managed, can bias sufferers away from imprudent choices, a function that 
derives from the broader role of negative affect to vivify harms and make them 
palpable. To understand this, try a thought experiment.

Imagine going to see Spielberg’s film Schindler’s List, but under peculiar circum-
stances. You have been given a drug that renders you, not unlike the participants 
in the study by Price and colleagues, incapable of registering any negative feelings. 
As the film shows the mass transportation and extermination of thousands of Jews 
in stark black and white, you take in what is happening at the intellectual level, 
yet feel no horror, no revulsion at the slaughter of innocents. In the absence of 
feeling, could you possibly appreciate the catastrophic harms, the heinous wrongs 
perpetrated by the Nazis? The thought experiment has a real world correlate that 
suggests the answer is ‘No’.

Antonio Damasio is a professor of neuroscience who has studied people with 
damage to the ventromedial prefrontal cortex (vmPFC), a brain region that con-
tributes to the generation of emotion. Patients with vmPFC damage, usually from 
strokes or tumours, do not feel the usual horror when viewing pictures of, for 
example, people about to drown in floods or buildings collapsing in an earth-
quake.22 That deficit leaves them seriously disabled. In a gambling task, people 
with vmPFC strokes were unable to generate the ‘hunch’, or subtle feeling of dread 
that normally wards people away from a losing strategy.23 As a result, they accu-
mulated losses far in excess of their healthy counterparts.

Decision theorist Paul Slovic has developed a plausible theory for how affect 
influences choice- making. He posits an ‘affect heuristic’, whereby people automat-
ically, and mostly unconsciously, weigh a variety of possible courses of action and 
‘tag’ each with a quantum of affect.24 Positive affect upgrades an option in the indi-
vidual’s decision set while negative affect downgrades it, a process consistent with 
evolutionary claims about the adaptive value of affect. The affect heuristic has been 
implicated in perceptions of the risks of consumer products, of pandemics, and 
of climate change.25 On this schema the lessons of Schindler’s List might be truly 
learned only if the capacity for horror remains intact. While the emotionally disa-
bled viewer might draw logical conclusions about harms and wrongs, it is unlikely 
they will appreciate them in a way that drives their decisions or behaviours.

22 Antonio Damasio, Descartes’ Error (Penguin 1994) 45.
23 Antoine Bechara and others, ‘Deciding Advantageously before Knowing the Advantageous 

Strategy’ (1997) 275 Science 1293.
24 Paul Slovic and others, ‘The Affect Heuristic’ in Thomas Gilovich, Dale Griffin, and Daniel 

Kahneman (eds), Heuristics and Biases: The Psychology of Intuitive Judgment (Cambridge University 
Press 2002).

25 Michael Siegrist and Bernadette Sutterlin, ‘Human and Nature- caused Hazards:  The Affect 
Heuristic Causes Biased Decisions’ (2014) 34 Risk Analysis 1482.
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Given the robust relationship between depressive episodes and stressful life 
events, these data plausibly mark out depression as a negative affective ‘tag’ that 
affords the sufferer a painful but critical bias against the kinds of strategies that led 
to their woes in the first place. Drawing the link between, for example, a financial 
loss and subsequent depression can, in a supportive psychotherapeutic relation-
ship, be a powerful driver to put remedial measures in place and learn skills to 
prevent similar misfortune.

Some might see this as a cruel enjoinder for the depressed to find ‘value in their 
suffering’ but it is worth considering that the redemptive power of negative feel-
ing to shepherd people from misadventure has precedents at a cultural level. In 
the Jewish calendar the fast day of Tisha B’Av commemorates calamities in Jewish 
history from the destruction of the first and second temples to the selections of 
the Warsaw ghetto. Philosopher Laurie Zoloth describes Tisha B’Av as a collect-
ive ‘immersion in the greatest sorrow imaginable’, where sadness is not merely a 
politically correct token but is encouraged to the extreme.26 As with memorials to 
soldiers killed in the two World Wars, which often include the line from Kipling’s 
Recessional ‘Lest we forget’, these occasions may facilitate psychological healing, 
but they also recruit negative emotion to warn us against repeat performances.

This veneration of sorrow frequently extends to individuals. Schindler’s List won 
seven Oscars, earned nearly US$100 million at the box office, and was voted ninth 
most popular film of all time by the American Film Institute. However, few who 
saw its initial release anticipated leaving the theatre in a buoyant mood. Those 
multitudes queuing to see Ralph Fiennes abominate as the concentration camp 
commandant were, in effect, giving tacit endorsement to the value of negative 
emotion, in this case as the cement to a collective abhorrence of genocide. Indeed, 
emotion may well be the prudential servant of cautionary tales throughout the lit-
erary canon. American theorist Kenneth Burke described literature as ‘equipment 
for living’27 and so tragic works such as Schindler’s List become, on his formula-
tion, ‘proverbs writ large’,28 whose affectively charged interpretation bears on our 
welfare.

Philosophical accounts of well- being also support the notion that vicarious grief 
through story- telling could have utility. Philosopher Derek Parfit includes a cap-
acity to experience sadness as a tranche in a key theory of what makes someone’s 
life ‘go best’.29 So- called ‘narrow’ hedonistic theories hold that pleasurable mental 
states are good and painful ones bad, but Parfit offers up another theory that sug-
gests what are most important are our desires or preferences. According to ‘pref-
erence hedonism’, mental states that are good for us are those that accompany the 
things we prefer. That we often prefer things that make us sad— such as Schindler’s 

26 Laurie Zoloth, ‘Care of the Dying in America’ in Carl Elliott and Todd Chambers (eds), Prozac 
as a Way of Life (University of North Carolina Press 2004) 121.

27 Kenneth Burke, The Philosophy of Literary Form:  Studies in Symbolic Action (University of 
California Press 1973) 593.

28 ibid 594. 29 Derek Parfit, Reasons and Persons (Clarendon Press 1984) 494.
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List— gives support to the claim that judicious engagement with negative emotion 
promotes well- being.

The foregoing demonstrates that sadness and its ilk are not just passive sem-
aphores of loss, damage, or danger— built into the emotional mechanism is an 
incentive to set things right. The kind of happiness imperative that William James 
alludes to prompts people experiencing normal sadness to seek a remedy, and they 
are generally successful. In depression, however, that corrective is derailed as the 
prospect of hedonic reward gives way to the torpor of hopelessness. Nonetheless, as 
I will show, the effectiveness of evidence- based psychotherapy is evidence that with 
a competent, guiding hand, the value of depression as a class of negative affect can 
be salvaged. That value supports a case that depression not be removed simplici-
ter, but that insights be gleaned from it to transform the individual from misery 
towards an enlightened resistance to future depression.

Gleaning the Value of Depression through Psychotherapy

A range of evidence- based psychotherapies have been shown to be as effective as 
drugs in the common lesser grades of depression.30 The most extensively researched 
is cognitive behavioural therapy but the effectiveness of interpersonal therapy and 
problem- solving therapy is also supported by sound clinical studies.31 These stud-
ies show that, at the basic level of reducing the number and severity of depressive 
symptoms such as lowered mood, loss of energy or concentration, or thoughts 
of self- harm, psychotherapy can be as effective as drugs. However, psychotherapy 
provides something extra.

While depression can weave a drawn out course that makes it difficult to pin 
down causal stressors, a focused therapy can define those stressors, establish their 
link with negative affect, and leverage that emotional incentive to repair harm and 
avoid similar future troubles. The threat of recurrence is real; half of those with 
a first episode of depression and 80 per cent of those with two or more episodes 
experience at least one recurrence.32 Problem- focused strategies promote coping 
through tailored advice, or referral to specialist services to deal with stressors be 
they, for example, financial, legal, medical, or personal. Clearly, however, the nega-
tive affect of depression goes beyond the mere marking out of stressful events as 
meriting targeted attention, and can drag sufferers to an inertia that makes the 
possibility of remedial ‘action tendencies’ seem remote. But psychotherapies can 
also counter the dire pessimism that so often routs motivation.

Negative information processing biases in depression breed predictions that 
become ever bleaker as mood drops. At the nadir, dubbed ‘depressive predictive 

30 See David Kupfer, Ellen Frank, and Mary Phillips (n 5).
31 See Malhi and others (n 7) 1087.
32 Stephanie Burcusa and William Iacono, ‘Risk for Recurrence in Depression’ (2007) 27 Clinical 

Psychology Review 959.
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certainty’,33 the depressed person can become convinced that all manner of unlikely 
catastrophes will beset them, including physical attack and serious illness.34 
Psychotherapy teaches ‘de- biasing’ strategies that deploy mindful ‘watching’ to dis-
engage from pessimistic thoughts and use empirical scrutiny to show that most 
forecasts of doom simply do not stand up.35 Both approaches limit the ruminative 
spiral of depression and can be deployed at future times when stressors re- emerge 
and threaten a recurrence.

By delineating the link with stressors, and blunting the amotivational force of 
depressive hopelessness, psychotherapy reclaims the utility of negative affect in 
depression as a detector of threat, and as a bias away from maladaptive life strate-
gies. As depression wanes, its owner gains skills to resolve the precipitating trou-
bles and ward off future depression, something denied to those who have negative 
affect simply ‘removed’. However, given that the transformation on offer through 
psychotherapy is routinely passed over in favour of antidepressants and, given the 
high stakes, it is worth asking why.

The gains of psychotherapy can be relatively slow and hard won, bearing com-
parison with the patience required in meditative practice. Transcultural psych-
iatrist Lawrence Kirmayer recounts how Buddhist practitioners meditate for years 
on Zen koans such as ‘the sound of one hand clapping’ before transformation 
relieves them of ‘ordinary confusion and suffering’. Undoubtedly some with 
depression, perhaps the less ‘psychologically minded’ or those enamoured with the 
idea of a quick fix, are put off by the comparatively long haul of psychotherapy. 
Nonetheless, Kirmayer notes there are cases of sudden meditative enlightenment 
‘associated with situations that revealed the ordinary working of mind’.36 This 
quicker change has parallels in the practice of CBT. Around 40 per cent of patients 
experience more than half of their improvement in a single interval between two 
so- called ‘critical sessions’.37 These ‘sudden gains’ coincide with specific insights 
into depressed thinking, for example, that an ex- boyfriend’s throwaway line that 
the patient is ‘unattractive’ is not the definitive word on the matter.

But aversion to psychotherapy may not just reflect a reluctance to do the 
‘hard yards’. There is also a societal ethos that conspires to depict depression as 
‘100% defect’, simultaneously promoting a view that the best treatment is rapid 
removal with medication. In the US, direct to consumer advertising of antide-
pressants, driven by a multi- billion dollar pharmaceutical industry, normalizes 

33 Susan Andersen, Lisa Spielman, and John Bargh, ‘Future- event Schemas and Certainty about 
The Future: Automaticity in the Depressive’s Future Event Predictions’ (2002) 63 Journal of Personality 
and Social Psychology 711.

34 Paul Biegler, The Ethical Treatment of Depression: Autonomy through Psychotherapy (MIT Press 
2011) 72.

35 ibid 100– 101.
36 Lawrence Kirmayer, ‘The Sound of One Hand Clapping:  Listening to Prozac in Japan’ in 

Carl Elliott and Todd Chambers (eds), Prozac as a Way of Life (University of North Carolina Press 
2004) 180.

37 Tony Tang and others, ‘Sudden Gains in Cognitive Therapy of Depression and Depression 
Relapse/ Recurrence’ (2007) 75 Journal of Consulting and Clinical Psychology 404.
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pharmacotherapy in depression. In addition, there is evidence that the more medi-
cation is believed to be effective the more beliefs about the cause of depression 
tend to the ‘biological’, where depression is cast as a brain- based derangement of 
neurochemistry.38 Such beliefs, however, overlook data that show brain chemistry 
changes are frequently attributable to the effects of stressors rather than any pri-
mary flaw in neurobiology.39

Other influences heighten aversion to depression in ways that go beyond its 
inherent psychic distress, driving demand for rapid relief. People can layer an ‘emo-
tophobia’ over the negative emotional spectrum as a function of society’s disap-
probation of overt sadness and veneration of the happy. In his book Better than 
Well, philosopher and physician Carl Elliott describes a ‘tyranny of happiness’ in 
Western cultures that links sadness to failure and worships success to the point 
where its emotional totem, happiness, becomes an unquestioned aspiration.40 By 
contrast, other cultures are more tolerant of lowered mood.

Anthropologist Gananath Obeyesekere tells the story of a US colleague, a clin-
ical psychologist, who visited him in Sri Lanka and got to know of one of his 
friends.

[H] e told me: ‘Gananath, your friend is a classic case of depression.’ I was somewhat star-
tled, for though my friend had a sad expression and a pessimistic view of the word, I never 
thought of him in quite that way. . . .. his was neither a disease nor an illness; he had gener-
alised his hopelessness into an ontological problem of existence.41

Within the Buddhist culture of Sri Lanka the sadness of Obeyesekere’s friend 
was not a target for disdain or eradication but a substrate for meditation and the 
unfolding of wisdom. The West may be slowly coming round to the benefits of a 
less exclusory attitude to negative feelings. Mindfulness is entering Western med-
ical practice and helps, in part, by countering culture- driven shunning of negative 
emotion. It encourages, instead, a stance of detached, non- judgmental watching.

Being judgemental of one’s experiences is seen as having a tendency to amplify their effects. 
Rather than evaluating our cognitive and emotional experiences, mindfulness teaches us to 
simply notice them.42

In an era where ‘Big Pharma’ dominates and sadness is shunned, it is understand-
able that psychotherapy might be devalued. But it remains a critical window 
onto the stressors that trigger depression and the cognitive biases that perpetu-
ate it. Psychotherapy can transform the sufferer by dismantling threat, promoting 

38 See Biegler (n 34) 72. 39 ibid 80– 81.
40 Carl Elliott, Better than Well: American Medicine Meets the American Dream (WW Norton and 

Company 2003) 295.
41 Gananath Obeyesekere, ‘Depression, Buddhism, and the Work of Culture in Sri Lanka’ in 

Arthur Kleinman and Bryan Good (eds), Culture and Depression:  Studies in the Anthropology and 
Cross- Cultural Psychiatry of Affect and Disorder (University of California Press 1985) 139.

42 Nicholas Allen, Richard Chambers, and Wendy Knight, ‘Mindfulness- based 
Psychotherapies:  A  Review of Conceptual Foundations, Empirical Evidence and Practical 
Considerations’ (2006) 40 Australian and New Zealand Journal of Psychiatry 285, 288.
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resilience, and ultimately imparting meaning to the depressive experience. But, 
even granting that value, the entreaty to transformation through psychotherapy 
faces a significant objection.

In this zeitgeist of informed choice, patients can surely wield their autonomy 
in favour of drugs and away from the hard analytical graft of psychotherapy. No 
matter how noble a case is made for the value of psychological labour, there is a 
compelling case that the ultimate arbiter of depression treatment, contingent on 
requisite autonomy, is the patient. But it is also true that the choices of patients 
are profoundly influenced by the recommendations of doctors and there is, I will 
argue, a strong moral case that they should recommend transformation.

The Duty of Doctors to Recommend Psychotherapy 
in Depression

Doctors are bound by a duty of beneficence that entails acting in their patients’ 
best medical interests at all times. I want to close by making the case that the best 
interests of patients with depression are intimately bound to the autonomy with 
which they make life choices and that autonomy is promoted through the insights 
afforded by evidence- based psychotherapy.

In On Liberty John Stuart Mill wrote that: ‘The only freedom which deserves the 
name, is that of pursuing our own good in our own way’.43 Mill’s statement under-
pins a theory of well- being that locates the source of ‘the good’ in our rational and 
properly informed desires.44 The theory is firmly subjective; it holds that concep-
tions of the good start with the individual and not with any ostensibly ‘objective’ 
list of goods prescribed by others. Autonomy denotes a self- determination firmly 
predicated on the wielding of rational capacities in concert with authentic values. 
Critically, greater autonomy heralds a greater capacity both to discern and pursue 
our singular view about what is best.45 The value of autonomy as an ‘instrument to 
the good’ is one reason it figures so prominently in contemporary medical ethics, 
not least through the process of informed consent.

Autonomy suffers most obviously when thought processes are clouded, fam-
ily members apply emotional duress, decision- making is truncated by the time 
pressures of a busy medical practice, and when choices do not reflect values the 
individual has embraced as his or her own. Arguably, however, the greatest threat 
to autonomy comes from inadequate or faulty information. Autonomous choice 
hinges on individuals understanding information that is material to them, that is, 
relevant to their specific interests. Consider a concert pianist with a finger fracture 
that will heal well with a splint, but more reliably with surgery. The existence of the 

43 John Mill, On Liberty (2nd edn Ticknor and Fields 1863) 28– 29.
44 James Griffin, Well- being:  Its Meaning, Measurement, and Moral Importance (Clarendon Press 

1986) 11.
45 Robert Young, ‘The Value of Autonomy’ (1982) 32 Philosophical Quarterly 35.
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surgical option will be material to the pianist whose livelihood depends on the best 
result. Her consent to treatment will be less autonomous without that information 
and, if her playing is adversely affected, she will be harmed as a result.

Similarly, there is a strong case that information discerned through therapy is 
material to the autonomous choices of people with depression. The relationship 
of depressive episodes to causal stressors, and the world warping effect of negative 
biases are material because each impacts on critical interests. The potential for this 
information to shift fortunes during current and future brushes with depression 
is tangible. Driven by the beneficent imperative to promote autonomy, doctors 
should exhort and cajole, remonstrate with, and belabour their patients to under-
take the psychotherapies that provide it. Of course they cannot force the informa-
tion upon them, just as they cannot force patients contemplating surgery to pay 
rigid attention to all the risks to ensure autonomous consent. But the possibility of 
refusal or failure is no reason to avoid the task.

As it stands, doctors who wish to take the more muted and speedy path of script 
writing do no wrong. Diagnostic instruments such as the DSM V and severity 
gauges such as the Hamilton Depression Rating Scale are symptom driven, and if 
doctors can remove symptoms with drugs and nothing else there are few sanctions 
other than the chidings of ethics scholars in removed academia. Indeed, recent 
Australian guidelines positively disregard any distinction between drugs and ther-
apy, urging that ‘it is not so much what you do but that you keep doing it’.46

However, it is worth remembering that patients are not simply bags of symp-
toms. Beneficence means doing good, often by promoting autonomy, and both 
goals point unwaveringly at the whole person rather than only their composite 
complaints. As professor of philosophy and psychiatry Ian Gold puts it:

The biomedical self model cannot distinguish persons from collections of organs and can-
not, therefore, distinguish between curing disease and healing people. A principle at the 
heart of medicine since Hippocrates is that there is more to being a doctor than treating 
symptoms. Doctors have obligations to the people who are their patients that go beyond 
prescribing the right drug for the condition.47

If the temptation to excise depression like fulminant appendicitis still looms large, 
perhaps it is worth asking why we do not excise Schindler’s List from our lives. It 
is, after all, immensely sad and hugely painful, especially for survivors and their 
descendants, and arguably one of the most vivid reminders of a canker in history. 
If you have seen it once you may not go back for a second helping, but you would 
never agitate for its destruction in recognition of the healing power of tears, and 
the transformative power of story.

Depression is personal tragedy. It does not come from nowhere but carries with 
it a tale about things in the sufferer’s life that went wrong, came undone, were 

46 Pete Ellis and Don Smith, ‘Treating Depression:  The Beyondblue Guidelines for Treating 
Depression in Primary Care. “Not So Much What You Do But That You Keep Doing it” ’ (2002) 176 
Suppl Medical Journal of Australia S77, S81.

47 I Gold, personal communication (12 May 2016).
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miscalculated, or poorly executed. And in all that is meaning and the potential 
for change through that person’s own intimate story. The challenge is to glean that 
meaning and, at the same time, fend off the distorted world view and siren calls to 
self- destruction that come as part of the package.

There are caveats to the above. Severe depression with suicidal ideation is a med-
ical emergency that requires urgent intervention, often requiring drugs or ECT 
in an approach that does seem to aim at ‘excising’ the depression. Depression can 
be kindled by ever more minor precipitants and so become ‘autonomous’ and 
divorced from triggering life events.48 Melancholic depression falls into a simi-
lar category and is frequently unresponsive to psychotherapy.49 In each case it is 
less plausible that depression represents a coherent story worthy of unravelling. 
It is also worth mentioning that a number of newer treatments that aim purely 
at symptom relief, most notably trans- cranial magnetic stimulation, can be war-
ranted on beneficence grounds for people with severe or intractable depression.

These examples do not, however, undermine the case for a transformative 
approach for the majority with depression but point to the increasingly accepted 
idea that depression is not a single disorder, but an umbrella term for a range of 
psychological disorders.50 Thus, the imperative remains for doctors treating people 
with the common grades of depression to see it as a cue for personal change and 
not simply slate it as a blight for removal.

48 See Biegler (n 34) 78– 79. 49 ibid 79.
50 Gordon Parker, ‘Beyond Major Depression’ (2005) 35 Psychological Medicine 467.


