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How our Understanding of Melancholia and it’s Treatment has Changed Over Time

Melancholia has been recognised throughout history as a form of profound psychological suffering, but the explanations for its causes and the treatments offered have changed dramatically over time. Today, melancholia is largely understood as a severe subtype of major depressive disorder, marked by biological, psychological and behavioural features (American Psychiatric Association, 1980). However, this contemporary understanding stands in stark contrast to its origins, where melancholia was viewed as a spiritual affliction or a disorder caused by supernatural forces (Scull, 2011). Tracing the evolution of melancholia across different historical periods provides insights into how ideas about mental illness develop in line with cultural beliefs, scientific progress and shifts in medical thinking. Examining these transitions also reveals how society’s treatment of people experiencing psychological distress reflects broader social values, levels of scientific knowledge and moral frameworks at the time. This essay will explore how melancholia has been understood from ancient civilisation to the modern era, showing how explanations moved from supernatural interpretations to medical, psychoanalytical, biological and finally integrative models of mental health.
In ancient civilisations, melancholia was not regarded as a medical illness not as a disturbance caused by external, supernatural forces (Scull, 2011). Suffering was interpreted as the influence of spirits, gods or demons acting upon an individual (Scull, 2011). Because of this belief, treatment centred on rituals designed to appease or expel these forces. These included prayer, purification ceremonies, spiritual rites and forms of exorcism (Scull, 2011). The focus was not on the individual’s internal psychological state but on restoring harmony between the person and the spiritual world (Scull, 2011). This early worldview established the foundation for later moral and religious interpretations that continued well into the Middle Ages. This world view also reflected the limited scientific knowledge available, meaning that supernatural explanations became the default for symptoms that could not otherwise be understood.
A major shift occurred in ancient Greece with the work of Hippocrates, who rejected supernatural explanations in favour of natural and biological causes (Nutton, 2013).  Hippocrates proposed the humoral theory, suggesting that melancholia resulted from an excess of “black bile,” one of the four bodily humours believed to regulate health and temperament (Nutton, 2013). Symptoms such as persistent fear, sadness and withdrawal were understood as direct consequences of physical imbalance rather than spiritual interference. Treatments were therefore aimed at rebalancing the humours and typically involved diet changes, bloodletting, exercise and lifestyle regulation (Nutton, 2013). This marked the first early biomedical model and represented an important departure from supernatural frameworks. It also introduced the idea that emotional states could be influenced by biology, an idea that remains central in modern society.
The Roman physician Galen later expanded Hippocrates’ ideas by refining humoral theory and linking melancholia to temperament. Galen suggested that some individuals were naturally predisposed to melancholia traits, creating one of the earliest personality models based on biological constitution (Hankinson, 2008, Porter, 2011). Although treatments remained humoral-based, Galen’s contributions reinforced the perception of melancholia as a natural disorder rather than a supernatural one. Despite these advances, the decline of classical medical knowledge in later centuries meant that this progress was not sustained.
During the Middle Ages, medical explanations weakened as religious institutions dominated understandings of illness. Melancholia once again came to be associated with sin, moral weakness or demonic influence (Wallace & Gach, 2008). This shift meant that sufferers were often treated through prayer, confession or exorcism rather than medical intervention. In more extreme cases, individuals displaying melancholia or psychotic symptoms were misidentified as witches, resulting in punishment rather than care, it also shows how stigma shaped treatment outcome: rather than receiving compassion or therapeutic intervention, many people were subjected to moral judgement, social exclusion and even violence (Wallace & Gach, 2008). This period reflects a significant regression in medical understanding, demonstrating how cultural and religious beliefs can override earlier scientific progress.
The Renaissance brought renewed interest in classical knowledge, and early scientific investigation (Moncrieff, 2008). One of the most influential works of era was Robert Burton’s The Anatomy of Melancholy (Burton and Faulkner, 2004), which argued that melancholia could be influence by emotions, lifestyle, social environment and even diet. Burton’s work represented one of the earliest recognitions of a mind-body connection and moved explanations of melancholia beyond simple physical or supernatural causes (Moncrieff, 2008). Although not strictly scientific by modern standards, Renaissance ideas encouraged more balanced interpretations and laid groundwork for development of modern psychological thinking.
A more systematic approach to mental illness emerged during the Enlightenment and the rise of psychiatry in the eighteenth and nineteenth centuries. Philippe Pinel famously advocated for humane treatment of asylum patients, removing chains and promoting what became known as “moral therapy,” which emphasised compassion, routine and social interaction (Goldstein, 2001). At the same time, Emil Kraepelin introduced the first organised psychiatric classification systems (Shorter,1997). Kraepelin placed melancholia within the broader category of manic-depressive illness, proposing that symptoms followed  predictable patterns over time (Shorter,1997). His work shaped modern diagnostic approaches and represented a turning point where melancholia was understood more rigorously within a clinical framework, Still, treatments remained limited, and classification systems sometimes struggled to capture the complexity of individual experiences.
The early twentieth century introduced a radically different perspective through psychoanalysis. Freud’s essay Mourning and Melancholia (2005) suggested that melancholia resulted from an internalised sense of loss. Unlike ordinary mourning, Freud argued that melancholia involved the ego directing anger and criticism inward, leading to profound feelings of worthlessness and self-reproach (Freud, 2005). Yet Freud’s claims were difficult to verify and are criticised for limited empirical support (Carhart-Harris & Friston, 2010). Psychoanalytical treatment focused on talking therapy to explore unresolved conflicts and internal dynamics. Although Freud’s ideas were influential, their lack of scientific testability limits their usefulness in modern clinical practice (Carhart-Harris & Friston, 2010).
As the twentieth century progressed, biological and cognitive-behavioural models became increasingly prominent (Healy, 2003). The discovery of antidepressants in the 1950s prompted a major shift toward understanding melancholia as a brain-based disorder involving neurotransmitters such as serotonin and norepinephrine (Healy, 2003). Electroconvulsive therapy (ECT) also emerged as a highly effected treatment for severe melancholic depression, and it remains one of the most reliable interventions today. Biological models were influential but risk oversimplifying complex emotional experiences into chemical imbalances. Alongside biological explanations, cognitive psychology offered new insights into how thought patterns contributed to depression. Beck (1967) introduced the cognitive triad, describing how negative beliefs about the self, world and future explained how environmental factors could maintain low mood. These developments shifted treatment toward measurable, evidence-based interventions such as cognitive behavioural therapy (CBT), which remains widely used across mental health services.
The formalisation of psychiatric diagnosis in the late twentieth century further shaped understandings of melancholia. With publication of DSM-III in 1980, major depressive disorder was officially defined, and melancholia was included as a specifier characterised by features such as psychomotor disturbance, early morning awakening and lack of mood reactivity (American Psychiatric Association, 1980). This shift represented an effort to increase diagnostic reliability and move away from the subjective interpretations associated with psychoanalysis. Despite reliability, critics argue DMS categories can be reductionist. Even so, the DSM approach provided clearer criteria for identifying melancholic depression and supported the use of standardised treatments. The diagnostic understanding of melancholia continued to develop across later editions of the DSM.  DSM-VI (American Psychiatric Association, 1994) retained melancholia as a specifier of major depressive disorder and refined the criteria to emphasise clinical significance and symptom duration (American Psychiatric Association, 1994).  DSM-5 (American Psychiatric Association, 2013) introduced further changes, most notably the removal of the bereavement exclusion, allowing depressive symptoms following a loss to be diagnosed earlier, reflecting updated research on grief and mood disorders (American Psychiatric Association, 2013).  Although melancholia remains a specifier rather than a separate disorder, DMS-5 reflects a more integrative framework informed by advances in neuroscience, genetics, and cognitive research.
Hence, melancholia is understood through an integrative lens, combining biological, psychological and social explanations (American Psychiatric Association, 2013). The biopsychosocial model proposed by Engel (1977) emphasises that mental health conditions arise from interactions between bodily processes emotional experiences and environmental influences. This framework supports the use of combined treatments, such as medication alongside CBT, psychotherapy, lifestyle changes and social support. Cultural and individual differences are increasingly recognised, reflecting a more inclusive understanding of how depression presents across diverse populations. Modern debates also highlight concerns about overmedicalisation, encouraging a more nuanced approach that balances biological treatment with preventative and psychosocial strategies. The contemporary understanding of melancholia is therefore more comprehensive, humane and evidence-based than at any previous point in history.
In conclusion, the history of melancholia demonstrates a striking shift from supernatural and moral interpretations to biological and psychological theories, and eventually to integrated models that consider the whole person. Early explanations centred on spiritual forces (Scull, 2011), while ancient Greek physicians introduced naturalistic medical frameworks (Nutton, 2013). These were later overshadowed by religious beliefs in the Middle Ages (Wallace & Gach, 2008) before scientific thinking re-emerged in the Renaissance and Enlightenment (Goldstein, 2001, Shorter,1997). The twentieth century saw major progress through psychoanalysis (Freud, 2005), biological psychiatry and cognitive-behavioural approaches, leading to modern diagnostic systems and evidence-based treatments (American Psychiatric Association, 1980, 2013). Today, melancholia is understood as a complex condition requiring a multifaceted approach, reflecting the long historical journey toward a more compassionate and scientifically grounded understanding of mental health (American Psychiatric Association, 2013).
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