






















Western understanding of mental and physical illness has changed significantly throughout the centuries. Discuss the treatment of one psychological/medical issue highlighted below, and evidence how the understanding and knowledge of the disorder has changed over time: 
Shellshock/Post-traumatic stress disorder.
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This essay will set out to explore the phycological understanding of shellshock and how research, understanding and knowledge have changed perceptions of the condition. The term shell shock was created in the first world war as a set of disabling injuries which had been suffered by men on the front line (Loughran, 2010). The history of this term has been explored, which is well less documented in the way of appearance of men with psychological injuries which had come to light with what we term now as ‘traumatic memory’, it is believed that shell shocked soldiers were the first carriers of PTSD in the twentieth century (Winter, 2006). However, PTSD as we know it has had much research around the meaning and causes of the psychological condition, PTSD is described as a mental disorder that may mature after subjection to exceptionally threatening or horrifying events (Bisson et al., 2015). How the psychological meaning of PTSD has changed and adapted with ways in which individuals can be traumatized, let untreated to develop PTSD and what those symptoms look like today.

Winter (2006) suggests that shellshock was first discovered in 1915. In early 1915 many alarming reports were reaching the war office in London, in that a large number of soldiers were being evacuated home from active duty due what was first described as a ‘mental and nervous breakdown’, shortly after a few soldiers had returned to London. British Neurologist, Dr William Aldren Turner had been sent to France to find out just what these soldiers were experiencing, making them return in such a poor psychological state. He describes seeing soldiers unable to function, experiencing loss of sight, hearing, feeling exhausted and in some cases paralysed due to potential shellfire. Witnessing first-hand the traumatic experience of being a war environment, Dr Turner was unable to complete his research in France and sent home back to London (Humphries, 2019). Therefore, in search for answers, Dr Charles Myers had been summoned to London and urged him to take on this ‘psychological work’ as a matter of urgency. Dr Myres had already discovered three cases of shellshock in previous war zones, senior personnel were keen to see if these soldiers in France were experiencing the same, subsequently discovering they did (Shephard, 2002).

Myres suggests that shellshock is the link between an individual’s memory and his identity is disconnected. This was often identified in the war, an individual would see unassailable images and experiences often displayed during or shortly after the war (Shephard, 2002). Whether it be an active combat role or a near combat role, soldiers would potentially experience difficulty with sight, sensation, and impaired hearing. Common physical symptoms experienced may be, having a loss of balance, fatigue, and tremors with headaches. At the time of the ‘discovery’, shellshock was seen as a weakness. Many men in the first world war, were sent home or shot if incompetent to fight – it was simply, if you were incapable of fighting in the war, you were now seen as a coward (Matthews, 2020). Nonetheless the backlash of ‘cowardly’ display from the soldiers did not stop doctors in countries such as Germany, Spain and the United Kingdom coming forward and expressing their concerns for war veteran patients, who would describe similar symptoms to those in the first world war, later diagnosed with what was at the time known as ‘shellshock’ (Lerner & Micale, 2010). The perception of the discovery of shellshock meant men who experienced such symptoms were seen as unmanly, useless to the fight for their country. Shephard, B. (2002) explores that mental illness was equated with fragility and absence of self-discipline and control. This was often treated with disciplinary methods until it was agreed a committal to an asylum became inescapable. Whilst there was much evidence of psychological defect from war, it had never been an official practise to do much about it or the treatment of their soldiers, majority experienced a lack of societal support (Paivio, 2022).








For the first time, psychological ‘support’ was available in the Korean War. These individuals would receive discharges from the military or receive disciplinary therapy, however the main form of psychological support had been aviation therapy which included the consequences of being traumatized, these therapies were more aversive or unpleasant than of actually returning to battle with diagnoses left few(Cash, 2006). However, with the same approach taken for the Vietnam war, no help was sought out from soldiers in the fear of being ‘unmanly’ instead turning to the use of marijuana and heroin which allowed them to complete their combat without mental breakdowns but instead created a dependency on drugs to minimise, or defect symptoms of shellshock and depression (Munoz, 2012). However, the use of the drugs to mimic a healthy mental state only backlashed as fifty percent of veterans experienced continuous ‘break downs’ once back state side. One typical response doctor had was, strapping patients (soldiers and war veterans) to a chair, shocking them with electric and as the shocks were being applied the soldiers were being told to say, “Remember you must behave as the hero I expect you to be, a man who has gone through so many battles should have better self-control” (Herman, 2015). This was seen as a way to cure and recover soldiers so they could get back on the front line with anymore disruption.

Wainrib (2006) explores the development from shellshock to a more common term post-traumatic stress disorder (PTSD). The learnings from the Korean and Vietnam war with their minimal psychological treatments and support, only grew pressures from various activist groups such as ‘Vietnam veterans against the war’, and other like-minded people such as Charles Figley and Robert Jay Lifton who were leading psychologists in the development of the cause and effect, particularly relating to war. The author states that after the introduction of PTSD in the 1980’s, the introduction of post-traumatic stress disorder led to the development and provisions of services into the dyer response of crisis (Cooper, 2013). Post-traumatic stress disorder was then added to the diagnostic and statical manual of mental disorders, third edition (DSM-III) in 1980 (Wilson et al., 2004). Officials broadened the spectrum of shellshock with the new term being PTSD, with symptoms being similar to shellshock however not relating to just war, this being any event which may cause stress in a lifetime. Main symptoms being flashbacks, intrusive thoughts, nightmares, distress, or the feeling of reliving the experience, an exaggerated startled response with hypervigilance, difficulty concentrating, flash backs and moments of freeze where the memory doesn’t leave the individuals vision (Palmer & McMahon, 1997).

Since the first world war, there has been a fuelled acceleration of  the research into PTSD, which has led to an increased acceptance of the fact that trauma can have lasting consequences for the individual (Ochsner & Kosslyn, 2014). The prevalence of PTSD among those with a history of acute trauma is evidently elevated since 1980, PTSD as we know it today is treated a lot different to what was known as shellshock, with more research completed, trials and training, our in-depth knowledge of PTSD is more inclusive (Roth & Fonagy, 2006). Young & Breslau, (2019) described PTSD as a traumatic event which then imbeds a memory that is demanding with occurrences of stress, repetitive, and causes intrusive thoughts. The memory evokes the autonomic nervous system and the survival response which as we know it is fight, flight or freeze. Typically, in the twenty first century an initial assessment will be conducted by a local general practitioner (GP) who will provide support to help with everyday life until more focused therapeutic support can help, such as sleeping aid, medication to help reduce potential anxiety (Raja et al., 2015). The specialist will want to find out what is going on in the client’s life currently such as major stressors, depression episodes, psychosis, anxiety or even phobias.  Moving on to asking about the episodes they currently experience, and what distress is causes with trying to identify potential triggers or event which may contribute to more recent episodes. The clinician may try and identify family, friends, and mental health services which they think could help get them through moments of crisis (Simpson & Moriarty, 2014).







However, whilst psychiatrists, mental health professionals and GPs are up to date with what is to be known about post-traumatic stress disorder, consequently it can be ‘problematic’ to diagnose for many reasons (Grob & Horwitz, 2010). Difficulty diagnosing often is down to the individual not wanting to discuss certain aspects of their previous life, or patients may not recognise certain links between symptoms and an event which may have caused these symptoms to arise at later life (Scott, 1990). Additionally, the dropout rate for this type of therapy is high, this is due to the individuals suffering with PTSD having to ‘relive’ the traumatic events (Watkins et al., 2018). The treatments for PTSD treatments are mainly trauma- focused, the corollary being that they directly address memories of the traumatic event or thoughts and feelings which may be related to the traumatic happening. Re-opening trauma can feel like the situation has got worse, although the trauma led therapy helps digest the event rather relive the experience, a common therapy type used for PTSD is eye movement desensitization and reprocessing (EMDR), EMDR is known to help process the negative images, emotions, beliefs, and body sensations associated with traumatic memories that seem to be persistently returning or interrupting daily life (Nickerson, 2023). Some other therapeutic interventions in the twenty first century are counselling, stress inoculation training (SIT) and cognitive behavioural therapy (CBT) these interventions are more to elevate the symptoms of PTSD rather than deal with the trauma itself (Blease, 2015). Schnurr, (2018) says about 6 out of every 100 people (or 6% of the population) will have PTSD at some point in their lives, the development from the first world war and the amount of research done has enabled doctors recognise that PTSD can happen to anyone. It is not a sign of weakness, a number of potential contributing elements may increase the development of post-traumatic stress disorder, many of which are out of the persons control such as sexual abuse, physical and verbal abuse, combat, or a common increased event is loss of a loved one. In 2016, research was conducted in a Croatian general hospital. The research was conducted to look at attitudes and the development around the stigma of schizophrenia, depression, and PTSD. A total of 270 nurses, 30 medical doctors and 87 lay people (individuals with no necessary medical background) were asked fifteen items each on the mental disorders list on a Likert-type scale. The stigma attached to PTSD was considerably lower than the stigma attached to condition schizophrenia, but higher than that attached to depression. Nonetheless doctors linked the lowest stigma level attached to mental illness and the lay group attached the highest, also noting there had been no stigma defence based on age or gender. Participants who knew someone with a mental condition attached less of a stigma to that condition, but not to the two other disorders (Arbanas & Rožman, 2017). This suggests that the development and research based on PTSD has massively increased, which is reducing stigma and perception of individuals who live with PTSD.

This essay explored the development of shellshock and the negative stigma around soldiers who experienced the symptoms of the mental health condition. Post-traumatic stress disorder was created in the understanding that shellshock was too specific on war, and research had shown that trauma happens to everyone at one stage of their lives whether that be sexual, violence, disaster-based traumas, this supports that six percent of the population will have PTSD at a stage in their life (Schnurr, 2018). When PTSD was added to the diagnostic and statical manual of mental disorders, this fuelled more research to be conducted on the condition. As research developed, the understanding of the condition grew. Therapeutic support for PTSD in the twenty first century is more inclusive with various therapeutic techniques being used such as CBT, Counselling and EMDR, as well as medicines to help alleviate anxiety and difficulty’s sleeping. Overall, the treatment of individuals with the condition of PTSD are much more thought upon rather than frowned upon, more people are seeking psychological and medical help for the condition due to the response, research and outcomes directed across the years.
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