Discuss the treatment of one psychological/medical issue highlighted below, and evidence how the understanding and knowledge of the disorder has changed over time: 
Hysteria
For over two thousand years the term ‘hysteria’ has been widely used and studied. More often a term used to refer to disorders that affect women, hysteria has been thought to stem from numerous causes. From a wandering womb and demonic possession to lesions of the nerves and states of ecstasy. The lack of knowledge and understanding of hysteria has led to a vast array of treatments being developed and experimented with. These treatments, their use and how they have changed over the years and how hysteria is viewed today will be discussed in this essay. (Borossa, 2001)
[bookmark: _Int_isgtZuzv]It is often believed that Hippocrates first used the term hysteria to refer to conditions affecting the womb. However, evidence has been found recorded in ancient Egyptian medical writings that the term hysteria was in use then and it was used to describe a womb that had taken flight from its normal position. Hippocrates also believed that the symptoms of hysteria such as demonstrating extreme emotions, erratic behaviour, abnormal sexual activity, and respiratory distress were caused by a wandering womb in search of moisture. Galens's beliefs were similar to Hippocrates in that hysteria was linked to the womb. His belief differed however, after examining hysterical women displaying different manifestations of symptoms, he thought not that the womb wandered but that the womb was still the cause. Some treatments to cure the wandering womb at these times include the woman's genitals being fumigated with fragrant oils or ingesting foul tasting and smelling potions to entice or drive the womb back to its proper position, purges using herbs such as hellebore, valerian, mint, and belladonna and marriage and pregnancy was recommended as a treatment for the female sexual disturbance that was often demonstrated by the affected women. Marriage and reproduction remained the go to treatment for hysteria for centuries. (Scull, 2020; Bernheimer & Kahane, 1990; Tasca, Rapetti, Carta & Fadda, 2012).
The medieval times brought a change to the interpretation of hysteria, from a physical disorder to one stemming from witchcraft and demonic possession. Heavily influenced by Christian beliefs, women who demonstrated signs of hysteria and in the absence of a diagnosis to explain the symptoms were considered possessed by demons and subjected to exorcisms and prayers to rid them of the devil, they were deprived of forgiveness and confession, often leading to further demise and death (Tasca, Rapetti, Carta & Fadda, 2012; Micale, 1995).
[bookmark: _Int_2Y6Wiwiq]Referred to as the Modern Era, the late fifteenth century to the early eighteenth century, brought about great changes in many aspects of life such as religion, politics, and culture. Along with these changes came the rise of witch hunts. Women displaying certain behaviours or symptoms of hysteria, were accused of being possessed by the devil, following which, they possessed their victims, and were blamed for crop failures and diseases. They were trialled, tortured, and killed by burning, drowning, or stoning. During the seventeenth century however came a better understanding of the human body, the brain and nervous system particularly. These developments brought about different views of previously baffling symptoms and illnesses. By the late seventeenth century to early eighteenth century, hysteria had begun to move away from being seen as caused by the womb or demonic causes to a combination of the teachings of the four humours, emerging neurological knowledge, and better anatomical knowledge (Micale, 1995; Borossa, 2001; Scull, 2020,). 
[bookmark: _Int_HoGP0Xit][bookmark: _Int_g6c6G7dq]Further study and theories on hysteria were being developed right through to the 1800s and beyond. By this point it was popular belief that hysteria stemmed from the brain and nervous system. Though the discovery of ovulation in 1840s made the relationship between hysteria and the womb a strong theory again. Responsible for some further advancements in the neurological causes of hysteria was Jean Martin Charcot (1825-1893) a French neurologist and medical researcher, he is responsible for hysteria becoming accepted as a medical condition. He believed that hysteria was a neurological condition much like others he had researched and that it was caused by lesions on the brain. He later accepted the psychological factors involved. He used hypnosis to treat his patients with hysteria, but his use of on-stage hysteria shows to the Paris elite and the photographs of his patients contributed to him being condemned as the orchestrator of disgusting experiments involving his hysterical patients (Scull, 2020; Micale, 1995).
In the late 1800s Sigmund Freud, returned to Vienna and began working with Josef Breuer. Already an established physician, Breuer guided and supported Freud in his early days of his practice. Breuer referred some of his patients to Freud, a large amount of these patients were women suffering symptoms of neuroses and hysteria. Initially Freud used treatments already developed, including a mild electrical current applied to the affected area of the body and a regime of rest, feeding, massage and electrotherapy. He found these treatments of little benefit to reducing the symptoms of hysteria in the long term. He later started to experiment with Charcot's teachings of hypnosis and studied this further. He began placing his patients in a trance and suggesting to them when they awoke their symptoms would be improved. He began to use hypnosis in a less suggestive fashion and incorporated into it a way of recollecting emotions of past events and childhood, relating these emotions to the symptoms of hysteria demonstrated by his patients. During Freuds work with Breuer and the publication of their paper together entitled Studies on Hysteria in 1895, Freud learned of the case of Bertha Pappenheim or Anna O as she was known, a patient of Breuer and sufferer of hysteria. Both Breuer and Anna O had referred to their sessions of talking, calling them the talking cure and the cathartic method. Freud began to incorporate conscious memory recollection into his sessions, which then became his primary method of treatment. Developing into Freuds theory of psychoanalysis and in turn developing his theory that hysteria was in fact a psychiatric condition, affecting both women and men, caused by repressed sexual desires both in childhood and adulthood, and not the neurological disorder of Charcot’s theory. (Micale, 1995; Bernheimer & Kahane, 1990; Breger, 2000)
Through Freuds development of his psychoanalysis theory and studies on hysteria, he discovered a link between the physical symptoms of hysteria such as mood changes, overly emotional, hallucinations, sexual suggestiveness, paralysis and numbness and the context in which they were demonstrated. He saw a connection between the subconscious conflict and emotions and the manifestation of these emotions into physical symptoms. He used the term conversion to describe this (Ali et al, 2015).
Hysteria was studied further during the times of the World War 1 and 2, after seeing an increase in symptoms of hysteria demonstrated amongst soldiers. The soldiers had no previous history of hysteria or neuroses, but all had faced immense challenges at war, with feelings of fear, shame, and guilt exacerbating these symptoms, high incidences of hysteria were seen following World War 1. This further saw the move away from the belief that hysteria was a disorder affecting women and further connections between emotional distress and conflict and the physical symptoms shown (Tasca, Rapetti, Carta & Fadda, 2012). 
Since the 1950s a reduction in cases of hysteria became evident, by the 1970’s diagnosis of hysteria had dropped by two thirds. With incidences of depression and anxiety conditions on the rise in the same period, a clear understanding of the symptoms and causes had contributed to the change of direction. The gradual disappearance of hysteria led to the condition being deleted from the Diagnostic and Statistical Manual of Mental Disorders in 1980. The collection of psychosomatic and physical symptoms displayed in hysteria are now diagnosed and treated as conversion disorder (Ali et al, 2015; Tasca, Rapetti, Carta & Fadda, 2012; Ejareh & Kanaan, 2016). 
According to the DSM 5, conversion disorder is diagnosed by significant distress being caused by the presence of symptoms affecting motor or sensory function that suggests an underlying medical or neurological condition. These symptoms include paralysis, balance impairment, motor function weakness, difficulty swallowing and urinary retention. With the sensory symptoms being loss of the sensation of touch or pain, blindness, deafness, hallucinations, seizures, and convulsions. On examination no physiological or neurological cause is found. Previous conflicts and stressful situations are often present before the onset of symptoms. This suggests that the best treatment for conversion disorder is of a psychological nature. It may be that the onset of physical symptoms acts as a distraction from a stressor or conflict that is too difficult to live with. Interestingly there are cultural differences to the symptoms present, for example irregular body temperature is only reported with sufferers of conversion disorder in Nigeria, kidney issues only in China and sexual and menstrual problems only in Western cultures, suggesting a cultural or societal quality to the disorder and an awareness of medical or neurological disorders of the geographical area (Davey, 2014; Ali et al, 2015). 
[bookmark: _Int_UY3xPsWg][bookmark: _Int_WXztWEsE][bookmark: _Int_r6J50VEL]After over 2000 years of hysteria drawing the attention of many different cultures around the world and being studied extensively from the wandering wombs of ancient Egypt and ancient Greece, the demonic possession and witchcraft of the medieval times, the medical developments and knowledge of the brain and nervous system in the modern era, to the hypnosis and psychoanalysis of the 19th and 20th centuries, it seems disappointing that hysteria has been banished to the history books. The attempts to cure and treat with potions, torture, execution, exorcism, talking therapies and hypnosis all amounting to little understanding of the causes of this condition to this day. Even the more modern condition of conversion disorder lists an obscure set of symptoms that can only be diagnosed as conversion disorder in the absence of other medical or neurological diagnosis and following diagnosis a vague set of treatments are on offer. The strong evidence of a connection to stressful, traumatic life events makes an upsetting discovery. All those people over all those years would have benefited from some compassion and understanding. 
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