



Discuss the treatment of Shellshock/Post-traumatic stress disorder and evidence of how the understanding and knowledge of the disorder has changed over time.
The perspective of men during the first world war, exploring Shell Shock and how this was initially perceived compared to PTSD today

This essay will focus on the perception of shell shock and modern-day Post Traumatic Stress Disorder (PTSD) through the experience of soldiers who fought during the First World War and examine the similarities and differences between their symptoms, diagnosis and treatment. Shellshock and post-traumatic stress disorder (PTSD) are two well-known conditions that can occur during and/or following war trauma. Trauma is defined as "a kind of wound" that originally related to physical injuries but has since come to refer to psychological wounds (Garland, 2018). Shellshock specifically is a nervous reaction in combat that is severe enough to halt normal human function (Shephard, 2002). PTSD, which was classified in 'the Diagnostic and Statistical Manual of Mental Disorders' (the DSM) in 1980, is when debilitating symptoms occur months or years after a soldier has witnessed traumatic events (Lebovic & Killen, 2014).
The term ‘shell shock’ originated during this conflict and was used to describe the impact of modern warfare. The other terms used to describe what the soldiers were going through were ‘war neurosis’ or ‘combat fatigue’. The First World War (known at the time as The Great War) was a global war, between 28 July 1914 and 11 November 1918.  Over 70 million servicemen were mobilised in this war, one of the greatest in history, and included 60 million servicemen from Europe. More than nine million soldiers died on battlefields because of technological advances and the greater range of weapons (Pedroso et al., 2017).  This war saw major use of heavy artillery which meant that the soldiers were exposed to explosives and their impact on a vast scale causing heavy casualties. During the war, thousands of soldiers were treated for shell shock that presented a variety of physical and psychological symptoms. Shell shock has frequently been highlighted as a crucial marker in the eventual detection of psychological disorders produced by combat and placed within a "genealogy of trauma." In recent years, shell shock has come to be seen as a potent symbol of war's agony (Loughran,2010) and the conflict saw the first comprehensive examination of the relationship between physical and psychological stress. The history of such debate gives a useful background for present debates over PTSD (Jones et al., 2007).
Even though the term "shell shock" was coined during the First World War, the condition itself was not new. Before the twentieth century, psychology did not recognise the effects of constant heavy and industrialised bombardment as the basis for a diagnosis because these conditions were simply not recognised as a part of the battlefield. During the First World War, German Psychiatrists believed that shellshock was not an illness, but rather an indication that the affected soldier was weak or lying; it was part of the "malingerer's charter" for a free war pension Wessley,2006). In the United Kingdom, the prevalent term 'hysteria' as a diagnostic of mental illness was reserved for women, and when given to men, it was regarded as an insult towards their manhood, claiming that men who succumbed lacked the "moral fibre" to continue fighting; consequently, psychiatric and medical diagnoses were not given in order to limit manpower waste and shellshock was seen as a cowardly excuse (Wessely,2006). This was fuelled by Edwardian English and German traditional ideals that emphasised manliness, self-control, and patriotism (Shephard,2002). On the continent, particularly in France, it had long been acknowledged that males might be vulnerable to mental fragility and that the accompanying symptoms, while triggered by distinct types of stress, were not gender specific (Grogan et al., 2022). PTSD arose as a result of enormous social upheavals in the 1960s and 1970s, particularly the civil rights movement, which resulted in shifts in attitudes towards trauma (Shephard,2002). Psychiatrists like Robert J Lifton, Holocaust experts, Vietnam War Veterans and many more campaigned for decades for medical and social recognition of psychologically wounded victims of wars and other traumatic events, bringing PTSD into the DSM and demonstrating to the public that trauma can be psychological and hence exist without visual indications (Herzog, 2014).
During the First World War, the issue of shell shock dominated military psychiatry. Although Charles Myers used the term in his medical publication in February 1915, he admitted that he did not come up with it (Myers,1915). He named the term to give it a medical definition after what he believed to be the cause of the injury. His explanation stated that the impact of an exploding shell could impair the sense of hearing, seeing, smelling and taste (Myers, 1915). Soldiers began to describe physical complaints such as tinnitus, forgetfulness, headaches, dizziness, tremors, and intolerance to sounds after combat. While these symptoms were like those expected after a physical brain injury, many of those who reported being sick showed no signs of head injuries (Jones et al., 2007). By December 1914, up to 10% of British commanders and 4% of enlisted men were suffering from "nervous and mental shock" (Macleod, 2004). 
The way that each condition was treated also provides some contrast and comparison. The psychiatry was in its early stages around the First World War and so the main objective was to maintain the numbers of soldiers on the front line and avoid cowardice. This meant that the treatments were primitive and pushed for a quick recovery to allow immediate re-deployment. The average treatment was to tell the soldier that nothing was wrong with him and allow him a few days rest before sending him back on the battlefield (Shephard, 2002). Electric shock treatment was employed in other military hospitals during the war, Canadian-born neurologist Lewis Yealland, who worked out of The National Hospital for the Paralysed and Epileptic, Queens Square, in London, took it up as a crusade. Yealland was convinced that shell shock was not an illness and that men who couldn't speak or were paralysed in one or more limbs merely needed to be reminded of their responsibilities. If they remained unresponsive, he believed they should be encouraged to accept their responsibilities through a treatment that involved the application of increasing quantities of electric current to the damaged areas of the body, including the larynx. Yealland was credited as being one of the most successful doctors in returning even the most severely affected men to the battlefield, while it is impossible to estimate how many of the numerous relapses, he was responsible for. In the final instalment of Pat Barker's Regeneration trilogy, Yealland appears to torture a mute guy by inserting electrodes in his mouth and shocked him until we hear the beginnings of garbled speech. Despite not being as brutal as represented in the film, Yealland was one of the doctors who was least sympathetic to the case of the traumatised serviceman (Grogan,2022). Yealland considered Shellshock to be the reaction of cowards, caused by “a weakness of the will and the intellect, hyper-suggestibility and negativism’’. This suggesting the victims had fixed ideas and ignored other positive ideas to avoid going back on the frontline. (Shephard, 2002). It was also thought that shellshock symptoms were hereditary and a predisposition of the soldier rather than what he saw during the war making some soldiers more likely to suffer from shell shock than others (Young, 2001). According to Rivers (1921), symptoms are produced by repressed traumatic memories of extremely stressful occurrences. He believed that if these memories were suppressed rather than confronted, a behaviour reinforced by the stiff upper-lip culture of the period, symptoms would worsen over time. This aligns with the delayed onset which characterises PTSD. PTSD was reclassified as a Trauma- and Stressor-Related Disorder rather than an anxiety disorder in the DSM-5. A traumatic stressor was characterised in the original definition of PTSD as an occurrence that was outside the normal range of human experience. However, in light of the fact that traumatic occurrences are quite common, this criterion was amended. Although DSM-IV and DSM-IV-TR required that the individual's response to the traumatic experience include acute fear, helplessness, or terror, it became clear that this was not universal, particularly among military groups. There are several psychological therapies available for PTSD, including trauma-focused therapy and non-trauma-focused approaches. Trauma-focused treatments address memories of the traumatic incident as well as thoughts and feelings associated with the traumatic event. (Watkins et al., 2018). PTSD treatments, in contrast to the brutal responses to Shellshock, are gentle and advanced, including prescription medicines, cognitive behavioural therapy (CBT) and so on. These treatments provide a gradual road to recovery rather than being a quick fix (Shephard, 2022). PTSD treatment requires a very understanding and caring setting, which is quite the contrast from the lonely tortures that Shellshock victims endured in Yealland's company. CBT offers coping skills for anxiety and stress, substituting negative beliefs with positive ones, and assisting victims in rethinking events that were traumatic (Young, 1995). Although PTSD is treated with much more understanding and sympathetically compared to shellshock, any trauma can be considered to cause PTSD in contrast to shell shock which was specific to war (Shephard, 2002).
The familiar mental image of a broken soldier of the First World War, the shell-shocked man, often a boy, who was too traumatised to fight embodies what the war was; brutal, cruel and futile.  Yet the deeply traumatised soldier figure also provides comfort as we learnt the importance of managing our trauma from the mistreatment of the victim of the trenches (Reid, 2010).
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