Assignment: Discuss the treatment of Shellshock/Post-traumatic stress disorder and evidence how the understanding and knowledge of the disorder has changed over time.

PTSD or shellshock as it used to be known is a chronic, sometimes debilitating mental health disorder that can develop after a traumatic life event or experience. World War one exposed millions to a horror that no one had seen the likes of before. Millions perished and millions more suffered life changing injuries. But along with physical injuries was damage that could not be seen or explained, and was not understood at the time. 
Many of the solders on the front line were young boys and men, who were faced with total war. The introduction of technology such as artillery and chemical warfare meant they witnessed unrelenting, daily trauma that none had could have even imagined let alone experienced before. They had no choice but to fight, there was no escape as such thoughts or actions would have them labelled as cowards and then shot. But to stay meant being exposed to the horrific sights, sounds and smells of the trenches. Up to their knees in mud with death all around, many were mutilated and disfigured, losing sight, limbs or were paralysed. The poison gas suffocated men filling their lungs with froth, slowly drowning them while their eyes blistered and they grasped at their throats trying to catch a breath while all that they got was a slow, lingering death. The survivors were not maimed or killed were witness to all this carnage happening before they’re eyes and were helpless, unable to help.
You had the obvious effects of warfare which were visible and obvious. But there were other casualties that were not as easily understood, diagnosed, or treated. Soldiers were presenting with debilitating symptoms that could not be explained such as physical tics, stammering, or mutism. Some men were haunted, hysterical, or withdrawn with ‘dead eyes’, while others screamed, wailed, or wept incessantly.  There were the effects of injury such as blindness, deafness, and paralysis, but for no apparent reason while others had memory loss or suffered horrific nightmares. Initially, officers labelled these soldiers as malingerers, were thought to be cowards and showing weakness and some were shot. But army medics were of the thought that these men were broken down mentally. German doctors termed the phrase “Schreckneurose” or terror neurosis. The British medical profession named it shellshock, after mortars and shells used in battle. The early theories were that the brain and nervous system had been traumatised by artillery fire causing a vast array of invisible injuries such as undetectable, minute brain haemorrhages and damage to the spinal cord. 
Though attitudes were slowly changing, British and French psychiatrists still regarded anyone with a mental illness as a defective degenerate, a train of thought still lingering from the past decade. Soon this idea was challenged due to the high number of officers, all of which were expected to suppress emotion, becoming victims of shell shock, many without having been to the frontline. Symptoms were being seen in soldiers from all military ranks and from every background. Over time it was realised that it was not just the “biologically inferior” who were affected, which is what was originally thought, but even men considered to have strong minds could succumb if exposed to enough mental stress. Hundreds of thousands of previously “normal” people, haunted by nightmares, provided mass evidence of psychological trauma manifesting in physical effects and behaviours that were thought were being caused by something in the subconscious they could not access. They were still treated in an unsympathetic manner, and there was a fine line between victims and shirkers, with shell shock still being seen as a weakness. Return to the trenches was the number one priority regardless of the effect on people’s psychological health, and there was the pressure to patch up men, even if it was temporary so they could return to the front line as cannon fodder. In haste, brutal methods were used to speed up recovery under the guise of therapy. Some of those who could not return to the front line were subjected to having drastic treatments carried out on them and those that did return to war were only fit enough for lesser roles of support and for others, mentally breaking down again was inevitable.   

One year into the war, by 1915, one in every 250 people of all ages were confined, hospitalised as insane, with the highest rate being among young adults. As the number of war casualties mounted so did the need for hospital beds to treat them. Some asylums were taken over by the government and the ones that were not were still expected to take in the patients who had to be moved to make room for those wounded at war. The asylum patients who were physically able were discharged and expected to be looked after in their own homes and by their own communities and any new admissions to the asylums were mainly refused. So many beds were needed that they were placed in every available space in hospitals, corridors, fitted into wards and rooms, creating a huge crowding problem. With all this happening, there was also a massive staff shortage as nearly half of the workforce were called up and went to war. Eventually, food rationing was reduced for the asylums, so the conditions were very poor. The 1918 influenza pandemic hit and ravaged the World with the number of official deaths among asylum patients reached a record high. The World war was slowly changing attitudes towards mental illness.
Hospital staff were under instruction to adopt a treatment plan for all patients, across the board, regardless of the individual’s specific injury or symptoms. Upon admission, all men were issued with a hot drink and they were supplied with three meals a day. Staff were under instruction not to discuss symptoms with the patients and the casualties were confined to the wards, not allowed to leave unless they had been ordered back to the front line. Staff were expected to adopt a positive attitude around the men, conducting their duties with optimism and hope. They encouraged rest and physical exercise and promoted the importance of nourishment to aid a quicker recovery and aid the curing of symptoms. In different hospitals different approaches were carried out ranging from electric shock treatments to informal, experimental psychotherapy approaches. 
In fact, the knowledge of the condition and so, the approaches to treatment in Britain were diverse and interventions differed greatly from hospital to hospital. However, the impact on future understanding and therefore, treatment of mental health issues was undeniable, some of them lay the foundations for more modern treatments and approaches, directly affecting the way mental health interventions evolved after the World War one. Electric shock treatment was used in many different hospitals throughout the war but was particularly favoured by a Canadian neurologist called Lewis Yealland, who worked at The Queen’s Hospital in London. He didn’t believe in shellshock as a condition but he did believe he could cure men of their symptoms by simply reminding them of what was expected of them as soldiers. If and when the patient didn’t respond, he would apply electric shocks to the affected area, for example; a paralysed limb  or the larynx of a soldier who was mute, until he saw results. As a doctor, he oversaw the return to war of even the most severely affected  but as records were not kept of recurrence, success of treatment was not proven. Alongside this, he practiced ‘faradization’, which was a way of manipulating the sufferer with the intention of putting the idea in their heads that being cured was possible. During this procedure, if patients didn’t conform, they were subjected to short, sharp electric shocks until the smallest sign of recovery showed at which time persuasion was conducted, under the constant threat of further electric shocks, to submit to what was being asked of them and their behaviour changed in accordance to the request. The use of electric shock treatment is still used today, though now highly developed from these primitive origins. It is now known as electric convulsive therapy (ECT) and is only used on patients with major mental disorders and only then as a last resort when other methods have been exhausted.
Another, vastly different approach to treatment was carried out by a psychiatrist called William Rivers who worked at Craiglockhart near Edinburgh. He favoured some of the teachings of Freud, and used his theories of repression and the interactions of the conscious and unconscious mind. He believed the key was to talk about experiences and directly target memories, thoughts and feelings associated with them. He helped some men with this approach and to varying degrees of success, but in doing so he layed the foundations of an approach to therapy which would be studied and built on in the future. It was the foundation of ‘talking therapy’ which is still practiced in modern times. 
In the 1930’s attitudes were changing and in 1939 a different generation went to a different war. The medical profession feared and wanted to avoid the same outcome with regards to shellshock casualties, so doctors leant towards the psychology approach. Along with a primitive form of ECT, drugs and insulin treatment were used as was the practice of lobotomy, the removal of some of the brain’s frontal lobes through neurosurgery. The effects of shellshock were still suffered by veterans of World War two and the Vietnam war but terms relating to the condition changed, now being referred to as combat fatigue or war neurosis. In the 1980’s Post Traumatic Stress Disorder was eventually accepted as historians began to document the similarities of the effects of warfare on the mental health of service men and women. 
Today, emphasis is placed on treatment using different talking therapies such as Processing Theory (PT), Cognitive Processing Therapy (CPT) and Cognitive Behaviour Therapy (CBT) for PTSD. These are all trauma focussed therapies which aim to directly target  and address the memories, thoughts and feelings related to and originating from the experience of the post traumatic stress disorder sufferer. There are also non trauma focussed interventions used in therapy in modern times. Some of these are interpersonal therapy, a form of talking therapy and stress inoculation training (SIT), a type of cognitive behaviour therapy which aims to teach the PTSD sufferer coping mechanisms to help them to deal with their symptoms. Relaxation is sometimes prescribed, indeed just as it was in the hospitals during World War one. 
Although we are still battling to understand post-traumatic stress disorder, knowledge is forever evolving in the condition and advancement continues in the search to find the best way to treat sufferers. Treatment, understanding and knowledge has changed from the era of first World War, but has also developed, and continues to do so as we learn from the ways in which we treat sufferers of PTSD today.
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