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FOREWORD

Disease is a fundamental aspect of the human condition. An-
cient bones tell us that pathological processes are older than hu-
mankind’s written records, and sickness still confounds our gen-
eration’s newly confident technological capacities. We have not 
banished pain, disability, or the fear of death even if we die, on 
average, at older ages, of chronic and not acute ills, in hospital or 
hospice beds, and not in our own homes. Disease is something 
men and women feel. It is something in our bodies, but also in 
our minds—and culture. Disease demands explanation; we think 
about it and we think with it. Why have I become ill? And why 
now? How is my body different in sickness from its unobtrusive 
and uncommunicative functioning in health? What is there about 
our way of life that might promote endemic ills? Why in time of 
epidemic has a whole community been scourged?
	 Answers to such timeless questions necessarily mirror and in- 
corporate available time- and place-specific ideas and assumptions.  
In this sense, disease has always been a social and linguistic as 
well as a biological entity. In the Hippocratic era, physicians—and 
we have always had them with us—were limited to the evidence 
of their senses in diagnosing a fever, an abnormal discharge, or 
seizures. But such felt and observable pathologies had to be ex-
plained. Classical notions of the somatic basis for such alarming 
symptoms necessarily reflected and expressed contemporary philo-
sophical and physiological notions, a world of disordered humors 
and “breath.” Today we can call for understanding upon a variety 
of scientific insights and an ever-increasing armory of diagnostic 
and therapeutic practices—tools that allow us to diagnose a rich 
variety of ailments often unfelt by patients and imperceptible to 
the doctor’s senses. In the past century disease has also become 
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an increasingly bureaucratic phenomenon, as sickness has been 
defined and in that sense partially constituted by formal disease 
classifications, treatment protocols, and laboratory thresholds. 
	 Sickness is also shaped by ecological realities. How and where 
we live and how we produce and distribute our resources all con-
tribute to time- and place-specific incidences of disease. For ex-
ample, ailments such as typhus fever, plague, malaria, dengue, and 
yellow fever reflect specific environments that we have shared with 
our insect contemporaries. And humankind’s changing physical 
circumstances are determined in part by culture, especially agri-
cultural practice; disease is thus historically as much as biologi-
cally specific. Or perhaps I should say that every disease has a 
unique past. Once discerned, named, and agreed upon, every dis-
ease claims its own history. In this sense, some diseases, such as 
smallpox or malaria, have a long history; others, like AIDS, have 
a rather short one. Such arguments constitute the logic underlying 
and motivating the Johns Hopkins Biographies of Disease. 

But one must be cautious in deploying this metaphor. “Biog- 
raphy” implies a unified identity, a chronology, and a narrative—
the movement of an entity in and through time. Biography im-
plies visibility as well as unity and identity and thus recognition 
by contemporaries, and many ailments that we recognize in the 
twenty-first century do not fit easily into this implied narrative. 
This is particularly true in the case of ills whose manifestations are 
emotional and behavioral. 
	 Allan V. Horwitz’s study of what we have come to call PTSD 
and—mostly—accept as a coherent entity provides a particularly 
apt example of such an elusive story. Have we always had “PTSD” 
with us? In one sense yes, in another no. It is likely that men and 
women have always contended with the aftereffects of life-chal-
lenging, emotion-generating circumstances. Warriors in the world 
of classical antiquity could show signs of emotional problems after 
combat, but these were understood as issues of individual char-
acter, honor, and experience, not illness. In America’s Civil War, 
Union and Confederate soldiers also showed signs of their par-
ticular war’s impact. At least some of their symptoms, however, 
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were framed as hypothetical physical pathology: “soldier’s heart.” 
In another mid-nineteenth-century context, the survivors of rail-
road accidents were understood as exhibiting the residual “ner-
vous” effects of “spinal concussion.” And, as is well known, the 
trench warfare of the First World War produced for a time an en-
tity christened “shell-shock,” another material and thus legitimate 
and morally exculpatory pathology. As is equally well-known, this 
term was soon seen as implausible because many soldiers showing 
postwar emotional signs had not been near the detonation of high 
explosives. 

Throughout the period between the mid-nineteenth and early 
twentieth centuries, attitudes toward the survivors of trauma were 
beginning to be shaped not only by changing conceptions of dis-
ease in the medical profession but also by events in the public 
sphere: demands for soldiers’ pensions in the case of veterans, 
or of the right of accident victims to take civil actions to seek 
compensation for their injuries in the case of railroad accidents. 
The extraordinary political mobilization created by the Vietnam 
War and its returning veterans provided another, late twentieth-
century motivation for expanding notions of post-traumatic 
emotional pathology, putting flesh on the post-traumatic concept 
and activism behind its public articulation. Stress itself provided 
a mechanism, a black box of presumed physiological effects that 
promised the legitimacy of a material pathology underlying the 
emotional and behavioral symptoms that came to be lumped un-
der the rubric of PTSD. 
	 As Horwitz argues, the complex political process that supported 
a place for the diagnosis—and thus additional social visibility and 
plausibility for the disease concept—in the American Psychiatric 
Association’s Diagnostic and Statistical Manual of Mental Disorders 
popularized the idea in the general population. PTSD remains in 
some ways contested, but it enjoys an increasingly well-recognized 
existence as a social as well as a pathological entity. With our past 
generation’s increasing focus on non-war-related trauma—and es- 
pecially sexual trauma—the PTSD concept has become an in-
creasingly effective actor in the public sphere in today’s battles 
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over gender, as well as civil liability and government pension obli-
gations. PTSD has an accepted place in today’s cultural landscape, 
in the vocabulary of both policy debate and medical diagnosis. It 
is a social entity that can claim a biographical past—and a future.

	 Charles E. Rosenberg



PREFACE

When I entered graduate school to study psychiatric sociology in 
1970, psychiatrists and sociologists shared an understanding that 
mental illness was grounded in social processes. At the time, both 
fields agreed that social influences were highly significant deter-
minants of how mental disorder was defined, who became men-
tally ill, and the most effective ways to treat people with mental 
illnesses. Moreover, the role of biological factors in defining and 
explaining mental illness was virtually invisible, not just in sociol-
ogy, but also in psychiatry. Like most sociologists, I celebrated the 
purely environmental post-traumatic stress disorder (PTSD) diag-
nosis that emerged in the third edition of the Diagnostic and Sta-
tistical Manual of Mental Disorders (DSM-III), in 1980. Unlike the 
other entities in this manual, which maintained a rigidly agnostic 
stance toward causation, the PTSD criteria assumed that social 
shocks could lead anyone—regardless of preexisting psychological 
or biological vulnerabilities—to become mentally disordered. The 
PTSD diagnosis seemed to vindicate the sociological project of 
framing mental illnesses within their sociocultural contexts.
	 From the vantage point of nearly half a century later, the prior 
dominance of social approaches seems thoroughly anomalous. Re-
ductionist frameworks that find the essence of mental illnesses in 
brain regions, neurochemicals, and genes are ascendant in current 
research, treatment, and popular culture. PTSD, too, has been 
transformed from a condition rooted in social traumas to one 
grounded in the presumed brain changes it involves. In retrospect, 
it seems clear that the “brainless” psychiatry of the earlier period 
was just as intellectually shallow as is the “mindless” psychiatry of 
the current era. Both sociocultural and biological factors, as well 
as their interrelations, are critical aspects of all mental disorders.
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	 This book uses the history of post-traumatic stress disorder 
to illustrate how the recent vicissitudes of definitions, explana-
tions, and responses to mental illnesses reproduce conflicts that 
have continually marked the study of stressor-related conditions. 
PTSD provides an unusually clear lens that reveals the perennial 
alterations in psychiatric history between frameworks featuring, 
on the one hand, external exposure to stressors, sociocultural ex-
planations, and environmental influences, or, on the other hand, 
individual vulnerabilities, biological mechanisms, and brain-based 
or psychologically based treatments. Likewise, it shows the recur-
rent conflicts between observers who have emphasized the reality 
of suffering that emerges from external shocks and others who 
have viewed stressor-based conditions as providing opportunities 
to evade responsibilities, displace blame, and reap compensation. 
No other psychiatric condition shows as clearly as PTSD does the 
competing frameworks that have been used to explore the nature 
of mental illness since the inception of psychiatry in the mid-
nineteenth century.
	 A short history of a broad topic must be highly selective in the 
issues it features. I highlight three general themes: the problems 
that a stressor-related diagnosis poses for psychiatry and other 
mental health professions; the positive as well as the negative as-
pects of mental illness labels for their recipients; and the relative 
impact of biological and evaluative factors in definitions, expla-
nations, and responses to mental illness. I focus on the central 
developments surrounding these issues regardless of where they 
occurred. This means that the book emphasizes European and 
British works at some points and American writings at others.
	 Fortunately, I have been able to draw on rich literatures in 
history, sociology, psychiatry, and psychology to explore the many 
fluctuations in views of PTSD and its predecessor diagnoses since 
their emergence a century and a half ago. I am particularly grateful 
to the following scholars for their insightful writings: Joan Aco-
cella, Mikkel Borch-Jacobsen, Frederick Crews, Didier Fassin, 
Erin Finley, Christopher Frueh, Ian Hacking, Mardi Horowitz, 
John Kinder, Jerry Lembke, Elizabeth Loftus, Kenneth MacLeish, 
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George Makari, Paul McHugh, Richard McNally, Mark Micale, 
David Morris, Richard Ofshe, Richard Rechtman, Gerald Rosen, 
Michael Roth, Sally Satel, Daniel Schacter, Wilbur Scott, Ben 
Shephard, Elaine Showalter, Michael Trimble, Jerome Wakefield, 
Simon Wessely, Alison Winter, and Allan Young. None, of course, 
is responsible for the uses to which I have put their work.
	 I have also greatly benefited from the assistance of a num-
ber of people connected with Johns Hopkins University Press. 
My initial editor, Jacqueline Wehmueller, helped to formulate the 
central thrust of the book and to sharpen the arguments of the 
completed manuscript. My current editor, Matt McAdam, helped 
to smoothly guide the book to publication. I am particularly in-
debted to Charles Rosenberg, the editor of the series of biogra-
phies of diseases in which this book appears, for his advice, from 
the book’s initial conception through its final drafts. I am also 
grateful to the anonymous reviewers of the manuscript, who pro-
vided many helpful suggestions. Finally, Barbara Lamb has been 
an exceptionally able copy editor. All authors should be as lucky 
as I have been to work with such a supportive and skilled group of 
professionals. 

	 Preface	 xv
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CHAPTER ONE

A Disorder through Time

F  F  F

At the beginning of the twenty-first century PTSD is  
perhaps the fastest growing and most influential  

diagnosis in American psychiatry.

Paul Lerner and Mark S. Micale, Traumatic Pasts 

It is rare to find a psychiatric diagnosis that anyone likes 
to have, but PTSD seems to be one of them.

Nancy Andreasen, “Posttraumatic Stress Disorder”

Post-traumatic stress disorder is the emblematic mental illness 
of the early twenty-first century. PTSD marks the current era as 
much as anxiety dominated the post–World War II period and 
depression the two decades after the third edition of the Diagnostic 
and Statistical Manual of Mental Disorders (DSM-III) was devel-
oped in 1980.1 Traumas and their psychological consequences are 
stock-in-trade of daytime talk shows, popular movies, television 
documentaries, and news programs. A large industry has devel-
oped that encompasses trauma specialists, grief counselors, law-
yers, and claimants. Laypersons routinely use the term “PTSD” 
to describe their reactions to stressful events. For example, after 
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Donald Trump became president in 2016, one prominent writer 
asserted, “I swear I have developed P.T.S.D. from the venom of this  
election.” Many mental health therapists reported a surge of trau-
matic cases after this election.2

	 As recently as 1980, the sorts of event that were considered to 
be “traumas” were limited to extreme stressors such as military 
combat, rape, severe assault, and natural or man-made disasters.3 
Since that time, the range of traumas has expanded to include 
hearing hate speech, learning of a relative’s death, or watching a 
catastrophe unfold on television. Virtually the entire population 
experiences such “traumas” during their lifetimes. The number of 
individuals who develop PTSD after these events has also soared. 
In contrast to the initial studies of how many people suffer from 
PTSD, which showed rates of only about 1 percent, more recent 
reports indicate figures approximately ten times that number.4 

Western and, increasingly, most cultures now routinely assume 
that people who are exposed to traumas will develop serious and 
recurrent negative psychological consequences. Mental health 
specialists typically predict that a pandemic of traumatic psychic 
conditions will arise after man-made and natural disasters.5 As 
a result, trauma counselors have become entrenched in schools, 
work organizations, hospitals, and police and fire departments to 
deal with the expected psychological results of disturbing experi-
ences. At the extreme, some instructors in colleges and universities 
use “trigger warnings” on reading material they feel might precipi-
tate PTSD among their students. 

The culture of PTSD has even penetrated the military, which 
long resisted the acceptance of stress-related conditions. During 
the mid-1990s and through the following decades, rates of treated 
PTSD among veterans rose to unprecedented levels. Between 2000 
and 2013 the number of claimants in the Veterans Administration 
system receiving benefits for PTSD rose by almost 500 percent.6 
Compensation-seeking for this condition among veterans of the 
Iraq and Afghanistan Wars is orders of magnitude greater than 
among veterans of previous wars.7 As a result of all these trends, 
according to historians Paul Lerner and Mark Micale, “at the be-
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ginning of the twenty-first century PTSD is perhaps the fastest 
growing and most influential diagnosis in American psychiatry.”8 

PTSD has become so embedded in current culture and medi-
cine that it is easy to forget that the idea that traumas can cause 
mental disorders is a relatively recent notion. In contrast to de-
pression, mania, and other conditions that have been recurrent 
medical and psychiatric concerns, PTSD and its predecessor di-
agnoses—soldier’s heart, railroad spine, shell shock, and combat 
neurosis—only became recognizable psychiatric disorders in the 
latter part of the nineteenth century. Even then, claims of psycho-
logical trauma were commonly subject to suspicion and efforts 
to discredit them. The present expectation that dire and endur-
ing psychological consequences will develop after stressful events 
stands in stark opposition to the resistance that traumatic diag-
noses faced from both the medical establishment and the general 
culture for most of their brief history. 

The relative newness of traumatic diagnoses contrasts with 
the perpetual presence of the kinds of event that produce PTSD. 
Combat, rape, severe physical assaults, disasters, serious accidents, 
and the like have been consistent occurrences throughout history. 
Indeed, violent conflicts, early deaths, sexual abuse, and disastrous 
natural calamities were far more common in past centuries than at 
present.9 This raises the question of why PTSD has been consid-
ered to be a widespread medical problem only in recent periods.

Perhaps more than any other diagnostic category, PTSD is a 
vehicle for showing major historical changes in conceptions of 
mental illness. The inherent link between PTSD symptoms and 
traumatic events roots this condition in social and cultural forces 
to an unusually great extent among mental illnesses. Huge varia-
tions have existed over time about which conditions are likely to 
produce traumas, what are the results of traumas, who is suscep-
tible to becoming traumatized, and how to evaluate the claims of 
trauma victims. The current Age of Post-Traumatic Stress Disor-
der is a product of changing views of the relationship of individu-
als to their environments and consequent notions of victimhood 
and vulnerability. The transformation of PTSD from a suspect to 
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a ubiquitous psychiatric condition stemmed from reorientations 
in professional, cultural, and moral ideas about what constitutes a 
legitimate mental illness, what kinds of people can develop trau-
mas, and what responses are appropriate for them. What, then, is 
PTSD?

DEFINING POST-TRAUMATIC STRESS DISORDER

Post-traumatic stress disorders have four central components. The 
first is that some external trauma has overwhelmed a person’s ca-
pacity to cope with the experience. The term “trauma” itself stems 
from the Greek word for “wound,” which connotes some injury or 
shock. In contrast to many mental illnesses that arise from some 
inner vulnerability, PTSD definitionally stems from a disturbance 
that is outside of the individual. Some traumas involve human 
agency, for example, combat, assaults, rapes, serious accidents, or 
terrorism; others stem from such natural causes as floods, hur-
ricanes, or earthquakes. PTSD indicates a link between a prior 
negatively valued disruption and some present form of psychic 
suffering. 

Because PTSD intrinsically entails some environmental trauma  
does not mean that individual and cultural interpretations of what 
is “traumatic” are irrelevant. Different people have highly variable 
thresholds of what they perceive as horrific or upsetting, so the 
emergence, nature, and severity of the traumatic event itself do not 
fully correspond to the intensity and persistence of post-traumatic 
symptoms. Personal appraisals of the traumatic quality of events 
themselves are heavily dependent on collectively held interpre-
tations. Sharp boundaries between traumatic and nontraumatic 
stressors do not exist in nature. Different cultures draw lines in 
different places between events that expectably lead to pathologi-
cal symptoms and those that do not; events that are traumatic in 
one place or time might be habitual in others. For example, battle 
was less of a shock in periods when violence was a routine part 
of life than in most modern Western societies, in which “a deep 
antipathy to violence and to conflict” exists.10
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The second aspect of PTSD, its post quality, regards the tempo-
ral connection between recollections of some prior event, whether 
in the recent or the distant past, and some later psychological 
effect. Historically, there have been two major, sharply divergent 
ways of connecting traumas to their remembered psychic impacts. 
In the first conception, memories of past traumas recur in current 
experience with particularly powerful vividness, emotional charge, 
and repetitive quality. Anthropologist Allan Young observes that 
“time runs in the wrong direction, that is, from the present back to 
the past.”11 Sights and sounds activate recollections of earlier trau-
mas with disturbing intensity, so people not only remember the 
trauma but actually relive it: “The event is happening now, in the 
present, for the first time.”12 Moreover, the past intrudes into the 
present in ways that are impossible for the person to control. De-
spite their efforts to push the traumatic event from consciousness, 
sufferers cannot escape its intrusive images. The force of such rec-
ollections leads people to become disconnected from their selves, 
from others, and from feelings of presence in their current lives.13 
In this view, traumatic experiences have such powerful impacts 
that they are difficult to forget.

In the second perspective, severely traumatic shocks can be 
so disturbing that victims are unable to remember them. This 
notion, which initially emerged in mid-nineteenth French psy-
chiatry, has periodically reappeared to characterize the nature of 
traumatic memories. One prominent modern psychiatrist, Judith 
Herman, claims that “the ordinary response to atrocities is to 
banish them from consciousness.”14 Sufferers dissociate or repress 
their traumatic memories into a hidden part of the mind or brain, 
where they are still present yet are inaccessible to conscious recall. 
Sufferers and their therapists must make extensive and prolonged 
efforts, usually aided by some combination of hypnosis, drugs, 
and psychotherapy, to recover forgotten memories of the trauma. 
When this process is successful, recovered memories are recalled 
with perfect accuracy: “It is as though it comes from a photo-
graph,” Sigmund Freud proclaimed about such recollections.15 
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What unites these seemingly opposite notions is that memories of 
some past traumatic event, whether conscious or unconscious, lie 
behind the symptoms of PTSD.

The third component of PTSD, stress, involves the conse-
quences that stem from experiences or recollections of traumatic 
events.16 Some conceptions of stress focus on the particular 
psychic symptoms that define PTSD; others examine a much 
broader array of emotional, social, and behavioral impairments. 
The dominant current view, which is inscribed in the criteria of 
the Diagnostic and Statistical Manual, views PTSD as a specific 
memory-related disorder.17 It ties stressful symptoms—including 
intrusive memories and disturbing dreams about the traumatic 
event, feeling upset about reminders of the event, unpleasant so-
matic sensations and heightened arousal when reexperiencing the 
trauma, and attempts to avoid recollections of traumatic circum-
stances—to the person’s active memory of the traumatic event. 

More generalized definitions of stressor-related disorders em-
phasize how external traumas typically lead to a range of dam-
ages that are not limited to memory-related conditions. Disrupted 
memory is just one feature of PTSD, and not necessarily even 
its central feature. Instead, traumatic events create more general 
social, psychic, and bodily difficulties. For example, psychiatrist 
Paul McHugh contends that PTSD is not a unique state but is 
instead an instance of a broader category of “emotions of adjust-
ment,” which also includes grief and homesickness, among oth-
ers.18 Adjustment implies that present problems comprise not just 
specific symptoms, such as vivid mental imagery, nightmares, and 
attempts to avoid recollections of the trauma, but also broader 
problems of social reintegration that involve reconciling recent 
and past circumstances. In this view, the temporal readjustments 
connected with PTSD usually naturally remit with the passage of 
time and changing circumstances. Optimal responses to problems 
of reintegration do not so much focus on dealing with memories 
of the past traumatic event as on providing supportive manage-
ment of present troubles. “It is clear that the readjustment of the 
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psychoneurotic is fully as much a social as a medical problem,” 
sociologist Willard Waller wrote in 1944.19 

Generalized definitions also emphasize how it is often very dif-
ficult to disentangle the symptoms of PTSD from those of other 
mental disorders, particularly anxiety and depression, because 
overwhelming majorities, often exceeding 80 percent, of people 
who have PTSD also meet criteria for other mental disorders.20 
PTSD can also be associated with behavioral expressions that in-
clude anger, violence, heavy drinking, and drug taking.

During the hundred years before the PTSD diagnostic criteria 
appeared in the DSM-III in 1980, psychiatrists usually viewed the 
symptoms of this condition as highly varied and heterogeneous. 
They included a diverse range of hysterical, anxious, and depressive 
states. Psychiatric definitions of PTSD subsequent to the DSM-
III are far more specific and related to recurrent recollections of 
the trauma, avoidance of reminders of the trauma, and height-
ened arousal when remembering the trauma. While this notion 
of PTSD guides current research and treatment, the more general 
view that marked the previous hundred years is still influential. 
For example, the US government’s Substance Abuse and Mental 
Health Services Administration, the federal agency charged with 
preventing and treating mental illness and substance abuse, still 
uses an extremely broad definition of trauma-related disorders: 
“Individual trauma results from an event, series of events, or set 
of circumstances that is experienced by an individual as physically 
or emotionally harmful or threatening and that has lasting adverse 
effects on the individual’s functioning and physical, social, emo-
tional, or spiritual well-being.”21 Likewise, recent lay conceptions 
are more likely to reflect an expansive view of the nature of PTSD 
than the particular memory-related definition found in the DSM.
	 Finally, disorder assumes that the symptoms resulting from 
traumatic exposure are pathological, not natural. Therefore, trau-
matic psychic consequences are framed within medical discourse 
as opposed to, say, defective character, sin, or some other form of 
moral interpretation. A medical definition implies that sufferers 
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are not responsible for their distress and should be entitled to 
receive treatment and other resources.22

What distinguishes normal from disordered responses to trau-
mas is often difficult to discern. Many observers have noted how 
the powerful human capacity for remembering trauma can be a 
naturally selected way of avoiding future dangers.23 Experiences of 
periods of emotional numbness, vigilance, startle reactions, sleep 
difficulties, nightmares, intrusive images, and an avoidance of re-
minders associated with the trauma could reflect the inherent bias 
of fear mechanisms to reinforce and recollect rather than to forget 
past traumatic experiences. These extremely unpleasant responses 
can be normal reactions to insure that people remain alert to the 
possible recurrence of danger. For most people, such memories 
weaken over time, and disturbing symptoms slowly go away, al-
though they might occasionally recur. Traumatic memories that 
do not diminish in intensity with passing years can indicate a 
disordered condition. 

Each of the four elements of post-traumatic stress disorder 
raises central issues about how definitions of, explanations for, 
and responses to traumas have changed over time. They also gen-
erate key questions about the kinds of factor that produce mental 
disturbances, the moral judgments that are applied to mental ill-
nesses, and the relationship of mental disorders to biology and 
culture. 

PTSD: ENVIRONMENTAL STRESSORS OR  
INDIVIDUAL VULNERABILITIES?

Traumatic conditions have always been problematic diagnoses 
for psychiatry.24 While psychiatric explanations have periodically 
emphasized how a heterogeneous range of social, moral, and life-
style factors influence who becomes mentally ill, they generally 
regarded these environmental forces as precipitants of mental dis-
order in susceptible people. Early psychiatric thought was firmly 
rooted in hereditarian ideas: the causes of mental disorders were 
seen as originating from within individuals, usually those with an 
inherited predisposition to develop mental illness. Consequently, 
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when the initial conceptions of traumatic neuroses began to 
emerge, mental disorders were viewed as diseases of the brain and 
nervous system.25 

Stress-related diagnoses are distinct from psychiatry’s tradi-
tional focus because they consider some external event as a neces-
sary and, sometimes, sufficient cause of disorder. Traumatic con-
ditions result from some shock outside of the afflicted person. 
Anyone who experiences traumatic events can be vulnerable to 
their effects, not just those who have some preexisting susceptibil-
ity. Post-traumatic stress disorder and associated conditions thus 
direct attention to how traumatic events themselves can cause 
mental disorder, challenging the profession’s assumption that 
some inner weakness underlies pathology. Intense controversy tra-
ditionally surrounded the extent to which PTSD and its histori-
cal antecedents resulted from exposure to external disturbances or 
from internal vulnerabilities to stressors.

In contrast to exposure to external shocks, vulnerability im-
plies that some earlier psychological state accounts for the con-
sequences of traumatic experiences. Individual responses to even 
severe traumas have always varied widely; typically, only a minor-
ity, often a small minority, of people who are exposed to highly 
stressful circumstances display symptoms of PTSD. Others de-
velop PTSD after only minor stressors. From the time when ex-
ternal traumas were first associated with lasting cases of mental 
illnesses, some observers regarded stressors as the primary causes 
of resulting symptoms while others viewed them as triggers of 
prior biological or psychological susceptibilities. This debate has 
been especially contentious during and after wartime: differing 
answers to the question of whether psychic injuries result from 
combat experiences or from aggravations of preexisting conditions 
are highly consequential for distinguishing truly deserving victims 
from those who have weak constitutions. 

The environmental emphasis of stress-related diagnoses does 
not just challenge the psychiatric profession’s typical ways of ex-
plaining mental disorder; it also calls into question the profes-
sion’s therapeutic focus on changing vulnerable individuals as 
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opposed to altering their social circumstances. Perhaps because 
of its environmental features, PTSD has always been one of the 
disorders most resistant to the therapeutic armamentarium of 
psychiatry. Psychoanalysts, for example, often shied away from 
treating victims of recent traumas.26 Psychiatrists during World 
War I and World War II rarely used traditional therapies but in-
stead provided brief periods of support and reassurance accompa-
nied by adequate food, rest, and sleep to deal with post-traumatic 
symptoms.27 Since the earliest recognition of traumatic condi-
tions, drug treatments have periodically gained prominence, but 
none has proven to be very effective. The recalcitrance of PTSD 
to standard therapies continues into the present; current evalu-
ations show that most psychotherapeutic and pharmacological 
techniques are unsuccessful.28

For much of its history, responses to PTSD focused on broader 
patterns of social reintegration rather than individual-oriented 
therapies. Especially when cases of PTSD stem from collective 
traumas, like wars and natural disasters, social and cultural fac-
tors shape reactions to an unusually great extent among mental 
disorders. Variables, including the strength of social networks of 
family and friends, the degree of available social support, the ad-
equacy of economic circumstances, and the extent of current life 
difficulties, powerfully impact how trauma victims fare.29 This is 
especially true for veterans who have fought in wars far away from 
their homes, often on different continents, making major prob-
lems of social readjustment inevitable. The environmental aspects 
of PTSD have often created difficulties in fully assimilating it into 
the psychiatric canon.

PTSD DIAGNOSES: STIGMATIZED OR VALUED? 

The history of post-traumatic stress disorder has been inseparable 
from social movements and interest groups that both advocate 
and resist this diagnosis. On the one hand, it can be one of the few 
psychiatric diagnoses that is valued rather than stigmatized: “It is 
rare to find a psychiatric diagnosis that anyone likes to have, but 
PTSD seems to be one of them,” psychiatrist Nancy Andreasen 
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observes.30 On the other hand, the same qualities that can make 
traumatic diagnoses highly valued in some situations also render 
them subject to suspicion precisely because of the rewards they 
can engender. The moral aspects of PTSD diagnoses tie them to 
cultural, social, and partisan considerations to an unusual extent 
among mental illnesses.

Examining the historical evolution of PTSD provides an es-
pecially good way of showing how valuations of psychiatric di-
agnoses sharply change in different historical periods. Diagnoses 
of mental illness have typically been associated with negative 
consequences—stigma, fear, shame, guilt. In contrast, the roots 
of PTSD in some external source can potentially cast blame and 
responsibility on some outer entity and so diminish the sufferer’s 
own accountability. In particular, the intrinsic link of PTSD with 
some outside event brings issues of responsibility, blame, liability, 
and secondary gains into particularly sharp focus. 

The emergence of psychological trauma as a psychiatric di-
agnosis called “railway spine” during the 1860s and 1870s was 
connected to the spread of mechanized technologies and to the 
resulting changes in conceptions of the obligation to redress harm 
when the malfunctioning of these technologies caused psychic in-
juries.31 Although accidents have always led to much damage, in-
surance coverage for them only developed during the nineteenth 
century. Most importantly, railroads and the companies that in-
sured them could be held liable for injuries resulting from the 
shock and trauma caused by train crashes. 

Many sufferers of train accidents came to demand monetary 
compensation when their psychic conditions rendered them un-
able to resume their normal social roles. Skeptics challenged their 
claims and suggested that plaintiffs feigned their self-reported and 
unverifiable symptoms as ways to reap rewards and avoid respon-
sibilities. For them, stressor-related diagnoses were associated with 
benefits that created powerful incentives to develop and maintain 
disabled states. The adversarial framework within which the initial 
traumatic complaints emerged shaped debates about these con-
ditions for decades. Mental health professionals in the military, 



12	 PTSD

too, have always faced the dilemma that PTSD diagnoses provide 
excuses for soldiers to escape combat and the resulting possibility 
of death or serious injury. They can also lead to secondary gains, 
including pensions for as long as symptoms persist. Unsurpris-
ingly, military institutions traditionally resisted the legitimacy of 
PTSD labels.32 

Beginning in the 1960s, the post-traumatic stress disorder di-
agnosis became part of moral and legal crusades that involved suf-
ferers’ demands for redress. It was integrally connected to groups 
that questioned the wisdom of military involvements or, during 
the 1980s, challenged a culture of male sexual exploitation. Trau-
matized people, including soldiers, came to be seen as victims in 
need of help and deserving of assistance; people who questioned 
their suffering were seen as uncaring or immoral. The association 
of PTSD with broader political agendas firmly roots it in political 
conflicts as well as individual minds. It was difficult for medical 
personnel to remain neutral in these controversies, which are often 
related to secondary gains from the diagnosis of a disease and its 
accompanying sick role.33 

The value placed on PTSD diagnoses has often sharply split 
along gendered lines. Gender differentiates many common trau-
mas: combat provides the archetype for men, sexual assault for 
women. The history of moral evaluations of PTSD provides a 
particularly strong marker of dramatically changing views of mas-
culinity. For millennia male responses to trauma, especially com-
bat-related trauma, were foundational for conceptions of man-
hood. Cultural norms idealized men who acted courageously in 
potentially traumatic circumstances and harshly stigmatized those 
who responded in cowardly ways. Likewise, men were supposed 
“to keep quiet, forget the past, and move forward with their lives” 
after they experienced some trauma.34 Until recently, trauma-
tized men faced especially negative consequences when they re-
ceived diagnoses of mental illnesses, including PTSD. In contrast, 
women have usually been far more receptive to interpreting their 
problems as signs of mental illness and to entering professional 
therapies. The association of patient roles with femininity and de-
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pendency was traditionally a source of social stigma and resistance 
to psychiatric treatment among traumatized males.35 

Recently, the internalized cultural values that prevented men 
from overtly succumbing to trauma have started to break down, 
replaced by notions of victimization that previous notions of mas-
culinity could not have incorporated. Newer ideas of manhood, 
which emphasize emotional connection and open expression of 
feelings, have largely supplanted older conceptions, which involve 
physical courage and stoicism. In particular, the idea that men 
who are psychologically damaged in combat must be cowardly 
has sharply altered to one in which men are viewed as victims de-
serving of sympathy and respect.36 Traumatized men and women 
alike are easily assimilated into current therapeutic values, which 
emphasize weakness, expressiveness, and victimhood. 

PTSD: GROUNDED IN BIOLOGY  
OR INTERPRETATIONS?

The historical study of post-traumatic stress disorder also provides 
a good lens through which to view fluctuations in the importance 
placed on biological or interpretative factors in definitions, expla-
nations, and responses to mental illness. Stressor-related mental 
disorders bring to the fore the question of how much brains or 
minds account for the lingering effects of external traumas. Ever 
since the initial discussions over the nature of the psychic effects 
of train crashes, whether PTSD is based in biology or evaluative 
processes has been the source of intense disputes. 

When psychiatrists began to consider the possibility that exter-
nal traumas could produce severe psychological consequences, the 
field was firmly rooted in organic perspectives. Legitimate mental 
illnesses were associated with defective brains. The major problem 
that the initial students of stressor-related psychic disturbances 
confronted was how to tie the damage from severe external shocks, 
such as train crashes or exploding shells, to resulting psychological 
complaints. Then, as now, some observers focused on how power-
ful external stressors create neurological changes that in turn result 
in psychic symptoms. Indeed, the original terms for PTSD-type 
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disorders, “railway spine” and “shell-shock,” made explicit con-
nections between an external trauma and an organic result. 

Early neurologists were unable to find a neural signature of 
stressors. Their failure raised the issue of whether some purely 
mental process accounted for the endurance of symptoms after 
some outside shock. Students of trauma Jean-Martin Charcot and 
Pierre Janet posited that psychic rather than organic connections 
linked initial physical shocks with subsequent traumatic memo-
ries. They sought to uncover the unconscious memories of trau-
mas they believed were responsible for the emergence and persis-
tence of symptoms of hysteria much later in patients’ lives. The 
debate over whether traumatic damage was physical or psychical 
persisted through World War I, with one side arguing that explod-
ing shells led to real, albeit unobservable, changes in brains and 
the other that purely psychological states produced post-traumatic 
symptoms. 

The issue of whether brains or minds connect external shocks 
to traumatic memories remains salient. The recent rise of neuro-
science to a preeminent position in psychiatry and psychology has 
bolstered the position that PTSD is organically grounded. Neuro-
scientists strive to ground various types of distressing memories in 
particular brain locations, for example, the hippocampus and the 
amygdala.37 Many, relying on brain-imaging technologies, assert 
that traumatic shocks lead to measurable biochemical and physio-
logical effects on brain cells.

One implication of neuroscientific findings could be that 
PTSD must have existed long before it was explicitly recognized 
as a mental disorder. Because modern and ancient brains are virtu-
ally identical, the discovery of neural correlates of PTSD would 
indicate that it must have been present throughout history, well 
before it entered psychiatric nosologies in the late nineteenth cen-
tury.38 Using this line of reasoning, psychologists Yulia Ustinova 
and Etzel Cardeña assert that “the consistency of psychiatric reac-
tions to combat stress throughout history is remarkable.”39 PTSD 
thus provides a lens to examine whether or not uncovering the 
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neurobiological correlates of a mental disorder demonstrates that 
it has a timeless essence. 

In contrast to the view that PTSD reflects neurological phe-
nomena, many historians and social scientists emphasize how 
brains are not interchangeable with minds.40 In this regard, the 
philosopher Ian Hacking has proposed an influential distinction, 
which is especially useful for the understanding of PTSD, be-
tween physical and cultural phenomena.41 Varying descriptions of 
molecules, neurochemicals, or physiological forces do not change 
the ways that these things behave. Humans, however, respond dy-
namically to the concepts that define and interpret their actions. 
Therefore, their reactions to traumatic events are not indepen-
dent of the frameworks they use to understand and explain them. 
A diagnosis of PTSD provides a model that traumatized people 
apply to shape what sort of experiences they have suffered, what 
kind of memories they should hold about them, and what type 
of responses they ought to make toward them. People in cultures 
that do not have diagnoses comparable to PTSD would not have 
unrecognized disease conditions but, instead, would experience 
traumas in entirely different ways. Thus, disease models do not 
just reflect but also actively shape the conditions that patients de-
velop in any particular era. 

Hacking’s distinction implies that brains and minds are not 
identical: the same brain sensations would have profoundly dif-
ferent meanings and consequences among different individuals 
and across different cultures. Current neuroimaging technologies 
might uncover the brain locations where memories of traumatic 
events reside, but they cannot tell us anything about the content 
of these memories, what it feels like to experience them, or how 
they are expressed. Because equivalent neurological states can be 
associated with thoroughly different perceptions, feelings, and un-
derstandings, there would be little reason to think that the brain-
based aspects of traumas lead to comparable conditions, especially 
across widely differing historical eras. Instead, appropriate expla-
nations of past responses to trauma require knowledge of how 
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people in earlier eras viewed them from their standpoint, not from 
ours.42 “One of the difficulties in writing history,” psychiatrist and 
historian Henri Ellenberger noted, “is that we are always prone to 
describe past events in terms of the meaning they have acquired 
in our time. But men of the past viewed contemporary events in 
their own perspective.”43 

To the extent that interpretations are important aspects of 
traumatic experiences, what is considered to be “traumatic” would  
differ widely across cultures. Events that are deeply disturbing in  
some cultures have no impact in others: falling into water is a 
trauma among the Bushmen of southern Africa, but not in Poly-
nesia, where every child can swim.44 Philosopher Mikkel Borch-
Jacobsen provides the example of the Quechua Indians of Peru, 
who commonly develop symptoms of Susto, which strongly re-
semble those of PTSD, after becoming frightened by stimuli 
including thunder, the sight of a bull or snake, or sightings of 
old Incan ruins.45 Such shocks, which are traumatic for the Que-
chua, would not be culturally appropriate reasons for developing 
PTSD symptoms among Westerners. Conversely, Borch-Jacobsen 
reports, a Quechua wouldn’t develop symptoms of Susto after ex-
posure to natural disasters or accidents that can provoke PTSD 
among Westerners. 

From the interpretative viewpoint, current conceptions of 
PTSD deal with a condition in a way that simply was not avail-
able to people before the late nineteenth century. Anthropologist 
Allan Young contends that a new concept of a traumatic memory 
arose at this time, when it was “glued together by the practices, 
technologies, and narratives with which it is diagnosed, studied, 
treated, and represented and by the various interests, institutions, 
and moral arguments that mobilized these efforts and resources.”46 
Such social practices and interpretations, not its location in the 
brain, are the primary forces accounting for the emergence of 
PTSD as a recognizable mental illness. The historical study of 
PTSD can help shed light on the extent to which traumas and 
their resulting symptoms are grounded in shocks that are based 
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in biology, in interpretative processes, or in some combination of 
the two. 

A DISORDER THROUGH TIME

The inherent link between external traumas and resulting symp-
toms inevitably leads PTSD to be inseparable from historical 
forces and social circumstances as well as from individual vulner-
abilities. Each of the following chapters explores these connec-
tions through time.
	 Chapter 2 examines the emergence of the precursors of mod-
ern views of PTSD in the last decades of the nineteenth century. 
The first embryonic conceptions of battle trauma arose during 
the American Civil War, when extant cultural and medical norms 
had no framework for viewing this condition as a mental disorder. 
Nevertheless, instances resembling current cases of PTSD became 
plainly visible at the time. Train accidents provided a second, if 
highly controversial, source of the connection between external 
shocks and resulting psychic distress. “Railway spine” became the 
first medical diagnosis that associated traumas with subsequent 
psychological disturbances. Finally, within nineteenth-century 
medicine, traumas became well-known sources of mental prob-
lems in the work of Jean-Martin Charcot, Pierre Janet, and Sig-
mund Freud, which focused on women who experienced early, 
but repressed, traumas that led to psychic disturbances many years 
later.
	 The following chapter shows how World War I and World 
War II shaped conceptions of traumatic disorders for much of the 
twentieth century. These wars turned explanations of and treat-
ments for traumas to contemporaneous disturbances rather than 
events that had occurred in the distant past. They also stimulated 
intense debates over the importance of exposure to environmental 
traumas as opposed to preexisting personal vulnerabilities in lead-
ing to psychic impairments. Finally, they moved the earlier focus 
on the traumatic ordeals of women to concentrate attention on 
the traumas of male combatants.



	 Chapter 4 highlights the drastic shift in social attitudes to-
ward traumatic conditions during the post–World War II period 
through the 1970s. This change led to the purely event-based 
PTSD criteria that emerged in the DSM-III in 1980. The new 
diagnosis resulted from the lobbying efforts of Vietnam veterans 
and allied mental health professionals to insure that trauma vic-
tims were absolved from blame for their conditions and were able 
to secure therapy and disability payments. Although it has under-
gone substantial revisions since 1980, this diagnosis remains at the 
heart of current medical conceptions of PTSD. 
	 The next chapter discusses the epidemic of traumatic diag-
noses that developed among American women during the 1980s, 
which in many ways echoed the major concerns of late nineteenth-
century European psychiatry. This decade marked the sudden 
emergence of a therapeutic corps devoted to recovering repressed 
memories of childhood sexual traumas among a clientele of suffer-
ing women. The focus of PTSD-related conditions sharply turned 
from male victims of combat to female victims of male abuse. 
The equally abrupt decline of the recovered memory movement 
during the 1990s illustrates the power of therapeutic suggestion in 
bringing about traumatic conditions.
	 The penultimate chapter explores the huge growth of PTSD 
since the 1990s. The rise of a therapeutic culture has greatly ex-
panded the sorts of trauma that are assumed to cause PTSD, the 
number of people they afflict, and the conditions that warrant 
therapeutic responses. The result is that PTSD has become a sig-
nature mental disorder of our age.

The book concludes with an examination of how the history 
of PTSD can help illuminate a number of central issues about 
mental disturbances more generally. These include the relative im-
portance of external stressors and internal vulnerabilities in gener-
ating mental illness, the benefits and costs of mental illness labels, 
and the interrelationships of biology and culture in shaping the 
nature of mental illness.
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CHAPTER TWO

PTSD Emerges

F  F  F

Shell-shock had not yet been heard of, but families recognized  
that after cannonade and bayonet charge a man might come  
home and seem queer for a while. The warp of battle might  

remain in him for a long time. 

Dixon Wecter, When Johnny Comes Marching Home

A man, whose spine is concussed on a railway, brings an action 
against the company, and does or does not get heavy damages. A 
man, who falls from an apple-tree and concussed his spine, has—

worse luck for him—no railway to bring an action against. 

British Medical Journal, December 1, 1866

Hysterics suffer mainly from reminiscences.

Sigmund Freud and Josef Breuer, Three Studies in Hysteria

Before the mid-nineteenth century no diagnosis resembling post-
traumatic stress disorder existed in the psychiatric canon. The psy-
chic aftereffects of traumatic shocks would have been formulated 
through some nonmedical discourse such as moral character or 
religion, if at all. At the time, biological perspectives dominated 
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European and American psychiatry. German psychiatrist Wilhelm 
Griesinger’s (1817–69) dictum that “mental diseases are brain dis-
eases” captured the essential assumption of the field. Neurolo-
gists, too, optimistically believed that they were on the threshold 
of discovering the mysteries of mental disorder within the brain. 
Franz Joseph Gall’s (1758–1828) phrenology and Pierre Paul Bro-
ca’s (1824–80) localization of memory in discrete sections of the 
brain led researchers to seek the specific organic centers that corre-
sponded to different sorts of mental illness. Anticipating modern 
neuroscience, they strove to reduce psychic life to the activity of 
the brain and the nervous system. As long as mental phenomena 
were firmly rooted in internal physiological processes, it was dif-
ficult for a psychiatric diagnosis grounded in external traumas to 
emerge. 

Several developments in the latter half of the century brought 
to the fore a new conception of psychic damage that did not eas-
ily fit the existing reductionist framework. In particular, three 
distinct factors led to the common, if controversial, recognition 
that external shocks could lead to traumatic psychological con-
sequences. First, the carnage of the American Civil War created 
an embryonic, usually latent, conception that combat-related 
traumas could produce lasting mental consequences. In addition, 
widespread industrialization led to many accidents, especially rail-
way crashes, which induced psychic shocks. Finally, the notion 
that repressed memories of childhood traumas could produce hys-
terical symptoms in later life became a central tenet of European 
psychiatry. By the turn of the century, traumas and their psychic 
consequences were well-recognized not only within the psychiat-
ric profession but also in the general culture. The controversies 
that developed in this era about how to distinguish symptoms that 
arose from traumas from those that resulted from preexisting vul-
nerabilities, from hopes for secondary gains, or from therapeutic 
suggestion remain central to current discussions of PTSD.
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THE AMERICAN CIVIL WAR

The American Civil War provided one turning point in the history 
of PTSD.1 At the time, legitimate combat injuries were limited to 
physical wounds. No medical framework existed that could en-
compass emotional damage from warfare. Instead, conceptions of 
character provided the primary lens for evaluating psychic disabil-
ity. Psychologically damaged men who were unable to fight were re-
viled as cowards. “Men pity them; women despise them,” the New 
York Times editorialized in 1861.2 They were seen as malingerers  
who dishonorably pretended to be sick in order to evade combat. 

The first cracks in this characterological view, however small, 
appeared during and in the aftermath of this war. It was one of 
the first to utilize modern weaponry, including repeating rifles, 
heavy artillery, and high explosives. Hand-to-hand combat was 
also common. The war featured massive slaughter: there were 
nearly 23,000 casualties in a single day at Antietam; the three-day 
battle of Gettysburg generated 50,000 deaths. Bullets, often fired 
at close range, caused almost all (94 percent) combat wounds, 
and artillery shells were responsible for the remainder.3 Overall, 
the Union and Confederate forces suffered more than 600,000 
fatalities, equivalent to 6 million deaths today. On a proportion-
ate basis, this was six times more than in World War II, thirty-one 
times more than in the Korean War, and sixty-nine times more 
than in the Vietnam War.4

Most Civil War combatants had experienced little exposure 
to violence before they entered battle. Almost all were volunteers, 
not professionals. Most were very young, many teenagers, often 
just entering their teen years. Many also had to overcome inter-
nalized religious prohibitions against killing. The new technolo-
gies of warfare had unprecedented psychological consequences for 
such untested youths, who could not have been prepared for the 
mass slaughter that many witnessed. Soldiers also faced wretched 
physical conditions marked by high rates of disease—especially 
dysentery—vile living situations, and unpredictable food sup-
plies. More men died from disease than from combat.5
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During the Civil War itself, few soldiers were judged to be 
insane: of the roughly 2 million Union soldiers, only about 1,200 
entered the federal mental hospital at St. Elizabeth’s. Overall, of-
ficial records indicated that less than 1 percent of soldiers suffered 
from nervous diseases, including not just insanity but also milder 
conditions, which were often called “nostalgia” or “sunstroke.”6 
Few of even this small number of conditions were attributed to 
combat. “Nostalgia,” a condition that featured loss of appetite, 
profound sadness, and constant longing for home, was regarded 
as the result of the loss of peacetime connections as opposed to the 
war itself. It was especially common among youth who had never 
been away from their families and who weren’t mature enough to 
cope with war.7 “Sunstroke” was another extremely broad diag-
nosis that might have been a synonym for what later came to be 
called “combat fatigue.”8 Neither of these conditions, however, 
had presentations that resemble current PTSD symptoms or any 
connection to memory disorders. Nor did they resonate with cul-
tural conceptions regarding psychological outcomes of combat. 
“Diagnostic language undoubtedly aided veterans at a loss to give 
a name to their ailments, but ultimately had little influence with 
the public at large,” historian Brian Jordan observes.9

Nor did the notion that soldiers could suffer from combat-
related mental illness take root in military medicine. Both officers 
and physicians viewed psychiatric casualties as malingerers: “The 
letters, diaries, and memoirs of these medical men generally reflect 
almost a zeal to implement the official policy of detecting cases of 
feigned insanity in soldiers seeking to escape combat or to secure 
a discharge from the service.”10 Soldiers who refused to enter com-
bat, regardless of their reasons, were subject to harsh punishments.

If the military disdained claims of mental distress, most sol-
diers and their families used the broader cultural framework of 
“masculinity, patriotism, and religion,” and especially of sacrifice, 
to interpret their experiences: “I came into this war to lay down 
my life,” explained one soldier.11 The desire to avoid labels of cow-
ardice was an especially intense motivation for shunning any ex-
pressions of psychological breakdown. Cowards faced intense dis-



	 PTSD Emerges	 23

grace and were regarded with contempt as “despicable shirkers.”12 
Union general Francis Patterson provides one example. Patterson 
begged off sick before a battle and, faced with court martial, shot 
himself in 1862. In another case, the father of an officer who de-
serted his men wrote his son that he would be better off if he were 
dead.13

Despite the absence of any extant cultural or medical explana-
tory frameworks for a traumatic mental condition, there are indi-
cations that some soldiers developed PTSD-like symptoms. In one 
instance, Horace Porter, an aide to General Ulysses Grant, noted 
that after combat, soldiers “would start at the slightest sound, and 
dodge at the flight of a bird or a pebble tossed at them.”14 Hospi-
tal records also indicate scattered cases of postcombat mental dis-
turbances. A nurse recorded an encounter with “an insane man” 
who struggled with “his battles over again.” This veteran “fought 
the rebels all day, tearing his bed and clothes until exhausted.”15 
The records of one veteran who was committed to an Indiana 
mental hospital noted that he was “restless and sleepless, suicidal. 
Attempted suicide. Imagines he is bleeding to death from imagi-
nary wounds.”16 Another nurse at a Union hospital described a 
patient’s nightmares, “as they all are, he was on the battlefield, 
struggling to get away from the enemy.”17 But such explicit refer-
ences to bad dreams or disturbed sleep were rare.18 Common as-
sumptions at the time led personnel to interpret possibly psychic 
symptoms as manifestations of physical, not psychological, prob-
lems.19 Because war-related psychopathology did not conform to 
any recognized diagnostic category, symptoms that would now be 
recognized as possible signs of PTSD appear only sporadically in 
hospital records. 

Postwar Developments

Most veterans faced miserable conditions after the war had ended. 
Postwar life was especially abysmal in the defeated South, which 
featured a decimation of its male population, the general destruc-
tion of property, a ruined infrastructure, and widespread poverty. 
About a quarter of white Southern males were dead. The war had 
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destroyed two-thirds of the value of Southern wealth. Conditions 
of near starvation and homelessness were common.20 Information 
about psychic casualties among Confederate veterans is sparse—
the postwar devastation was so pervasive that it overshadowed any 
concern with psychological issues among veterans.21 In any case, 
Confederate veterans were ineligible for pensions or any other 
kind of compensation from the federal government and so had 
no motivation to report traumatic symptoms.22 

In the North, too, postwar social conditions featured high un-
employment and inflation. Many veterans were young, without 
property, and jobless. After the initial celebrations and parades 
were over, the notion that impaired veterans were nuisances dom-
inated. Disabled bodies were stigmatized as “economically bur-
densome, psychologically unstable, and socially objectionable.”23 
The primary concern of the public became the costs, diseases, and 
moral maladies that they associated with veterans.24 Most doctors 
in the postwar period also considered psychological problems to 
be signs of personal and moral failure, cowardice, loss of charac-
ter, or malingering rather than medical results of wartime experi-
ences.25

Many veterans turned to alcohol, laudanum, or opiates to dull 
memories of the war’s horrors. Alcoholism was the worst problem, 
the “veterans’ most stubborn enemy.”26 Others, especially in East-
ern cities, sought help from neurologists. In the absence of any 
particular diagnosis for traumatic psychic conditions, they were 
often given the nonspecific diagnosis of “nerves.”27 Beginning in 
the late 1860s many veterans, like civilians more generally, received 
the new, extraordinarily capacious diagnosis of “neurasthenia,” 
which was related to preexisting constitutional predispositions, 
not to traumatic experiences.28

As some veterans’ symptoms persisted with the passage of 
time, physicians continued to resist attributing postwar mental 
afflictions to prior combat involvements. Some connected symp-
toms to personal or moral failings.29 Others employed diagnoses 
related to physical explanations. The heart garnered the most at-
tention as the source of impairment.30 Physician Jacob Da Costa 
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(1833–1900) was the most prominent observer of veterans’ mala-
dies. Da Costa famously coined the term “irritable heart” to refer 
to a syndrome featuring hyperventilation, heart palpitations, very 
high pulse rate, and shortness of breath that were not due to any 
recognizable organic disease. This label avoided any psychic tinge 
and was thus acceptable to patients and physicians alike. In line 
with prevailing medical theories at the time, Da Costa and other 
doctors didn’t link the condition to postcombat stress but to ei-
ther physical overexertion or predisposing factors, including fam-
ily history, weak constitutions, or infections.31 

Despite the obstacles to interpreting psychic symptoms as re-
sults of combat, the aftermath of the Civil War featured the first 
stirrings of psychological interpretations of wartime experiences. 
One notable aspect was that this was the first conflict in which 
a high proportion of soldiers were literate, so considerably more 
written material describes their personal combat and postwar ex-
periences than was available in previous wars. Even if physicians 
and the public failed to recognize postwar psychic conditions, 
these letters show that veterans themselves and their immediate 
family members often did. 

Many veterans wrote about how the intense strain of battle 
persisted over time, causing intrusive recollections, startle reac-
tions, and nightmares. Some men relived traumatic events that 
were a “frequent and debilitating complaint that most civilians 
failed to understand.”32 A survivor of the carnage at Shiloh pro-
claimed: “Tho it now lacks but two days of forty two years since 
that morning, the picture has not faded in the least.”33 Another 
recalled that he relived the horror of combat, “every year of my 
life since (I have) borne it all with a mighty small amount of sym-
pathy from those about me.”34 Several years after the war, the wife 
of a Union soldier recounted how her husband would cry out: 
“Don’t speak to me; don’t you hear them bombarding? . . . They 
are coming, they are coming. See the bombshell.”35 In 1881, well 
after the war had ended, another veteran of combat stated: “My 
flesh trembles, and creeps, and crawls when I think of it today. My 
heart almost ceases to beat at the horrid recollection.”36 Renowned 
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essayist Ambrose Bierce was “haunted all his life by what he de-
scribed as persisting ‘visions of the dead and dying.’ ”37 

Civil War historians who have studied the psychic effects of 
the war consistently note the scale of the problem. One claims 
that, “haunted by their wartime experiences, countless veterans 
endured paranoia, chronic depression, and debilitating flashbacks 
for years afterward.”38 Another emphasizes that combat memories 
were “something that [soldiers] lived with every day.”39 Historian 
Michael Adams concludes: “Actually, every description of psychi-
atric wound identified since 1914 had precedent in the 1860s.”40 

Compensation

Obtaining compensation was the major hurdle facing veterans 
with persistent and debilitating psychic symptoms. The most im-
portant controversy regarding Civil War veterans related to pen-
sions. While veterans were viewed as heroic, courageous, and self-
sacrificing, they were also expected to quickly adjust to civilian 
life without placing undue demands on the state or the public. 
In the eyes of their communities, they should return home and 
carry on with their lives as if nothing untoward had happened to  
them.41 

It was extraordinarily difficult for psychically damaged veter-
ans to secure a pension. One reason was that mentally traumatized 
veterans who had no visible signs of injury were disqualified.42 An-
other was that government compensation was disallowed if appli-
cants had “immoral” habits, including alcohol and drug abuse or 
masturbation.43 Such traits were associated with character weak-
nesses, not with medical conditions. A third was that reception 
of a pension required showing a direct connection between some 
specific wartime event and some subsequent psychological trauma 
and its continuance. The assumption that there must be a direct, 
unbroken causal link to battle limited the ability to claim dis-
ability. If too long a lapse between the event and its consequences 
existed, then the claim was discredited. For example, one pension 
board ruled that a veteran’s family was not entitled to compensa-
tion: “Rejection, on the ground that soldier’s death from suicide 
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in 1875 can in no way be attributed to his military service from 
which he was discharged in 1865.”44 It is likely that most psychi-
cally impaired veterans who did receive pensions claimed them 
through coexisting physical problems and diseases that they suf-
fered in the war rather than through their mental disturbances.45 
The anticipation of compensation for psychic disabilities did not 
shape Civil War veterans’ reports of traumatic symptoms.

The view that it was unmanly for veterans to be dependent 
on the government also shaped official policies. In 1887 President 
Grover Cleveland vetoed a pension bill, stating that the vast major-
ity of Union veterans had “contentedly resumed their places in the 
ordinary avocations of life” but that a small minority wanted to be 
“simple objects of charity.”46 Nevertheless, vigorous advocacy by 
veterans’ organizations and supportive politicians led Benjamin 
Harrison, who succeeded Cleveland, to sign the pension bill into 
law in 1890, although many felt it would “stimulate dishonesty 
and dependency.”47 The enormous cost of the Civil War pension 
system was seen as a serious problem. In 1893, the United States 
was spending more than 40 percent of its total annual budget 
on benefits for nearly 1 million war pensioners. By the time the 
country entered World War I, in 1917, it had spent over $8 billion 
on pensions.48 Although few pensioners made explicitly psycho-
logical claims, subsequent discussions of traumatic neuroses were 
framed within the context of the tremendous potential burden 
they would place on national budgets.

There is little doubt that many Civil War soldiers suffered se-
rious psychological damage in and after combat. Yet, the medi-
cal profession, the culture at large, and most veterans themselves 
were not yet ready to assimilate mental illness to conceptions of 
appropriate soldierly conduct. No extant medical diagnosis could 
encompass the psychic aftershocks of battle. Moreover, the po-
tential budgetary burden of psychically disabled soldiers stymied 
the common use of any PTSD-like diagnosis. Concern regarding 
the costs of pensions for mental afflictions reinforced the skepti-
cism surrounding postcombat psychological conditions. Another 
development, however, was emerging in civil society that would 
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help propel PTSD-related conditions to the attention of physi-
cians and the general public. 

RAILROADS

The Industrial Revolution and the associated development of 
motorized transportation provided a major impetus for the mod-
ern conception of traumatic psychological conditions. Before the 
nineteenth century, no corporate entity had either the social re-
sponsibility or legal liability for the damage they created. This 
situation dramatically changed with the mechanization connected 
with the new social order. While industrialization led to numerous 
accidents in factories, buildings, mines, and other work sites, rail-
way accidents in particular captured public attention.49 The vast 
increase in train traffic beginning in the 1840s led to many wrecks 
and resultant litigation against the large corporations that owned 
the railroads. As public concern with the rising number of injuries 
from train and other industrial accidents grew, medical concep-
tions of psychic trauma began to change.50 By the 1870s physicians 
were actively debating the nature of traumas and their psychologi-
cal consequences. The consequences of the Industrial Revolution 
forced medical professionals to reexamine their bedrock beliefs in 
the hereditary foundations of mental disturbances.

The central conflict that arose during this period was between 
doctors who believed that psychological symptoms emerging after 
accidents were products of organic damage, on the one hand, or 
were mental phenomena without a somatic basis, on the other. 
British surgeon John Erichsen’s On Railway and Other Injuries of 
the Nervous System (1866) was the first medical text to explore this 
condition in detail. Erichsen (1818–96) believed that railway acci-
dents were not unique but were an especially powerful and violent 
type of trauma.51 He posited that crashes produced spinal com-
pression, which in turn resulted in emotional symptoms. Erichsen 
understood the controversial nature of what he called “concussion 
of the spine”: “There is indeed no class of cases in which medical 
men are now so frequently called upon to give evidence in the 
courts of law, as those which involve the many intricate questions 
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that arise in actions for damages against railway companies for in-
juries of the nervous system, alleged to have been sustained by pas-
sengers in collisions; and there is no class of cases in which more 
discrepancy of surgical opinion may be elicited.”52 Erichsen testi-
fied on behalf of victims who sued railway companies for damages, 
emphasizing how post-traumatic conditions were grounded in so-
matic damage that was analogous to brain concussions. They fea-
tured a wide variety of symptoms, including rigid limbs, back pain, 
insomnia, confusion, and fatigue. While many of these symptoms 
closely resembled hysteria, this female-related diagnosis was inap-
propriate for the mainly male victims of train crashes. In addition, 
at the time hysteria was connected to biological predispositions, 
so crash victims would not receive compensation for conditions 
that were called “hysterical.”53 For this male clientele, a new di-
agnosis of “railway spine” was more congruent with conventional 
gender roles. In line with the prevailing organic model of mental 
disorder, Erichsen attributed the problems associated with this  
condition to the presence of lesions in the brain or spinal cord.54 

Some commentators accepted the legitimacy of psychic symp-
toms, although others equated them with malingering. The latter 
group emphasized that people could easily fabricate psychologi-
cal impairments that had no visible signs. There was no question 
about the objective nature of the loss of an arm, leg, or eye as a re-
sult of an accident; moreover, a precise sum could be placed on the 
damages due for such harms.55 Yet, subjective reports of psychic 
impairments were unverifiable and subject to simulation. This 
feature led to intense criticism of Erichsen’s belief in the reality 
of psychic damage. One skeptical reviewer of his book contended 
that “the only differences which . . . are to be found between rail-
way and other injuries are purely incidental and relate to their 
legal aspects. A man, whose spine is concussed on a railway, brings 
an action against the company, and does or does not get heavy 
damages. A man, who falls from an apple-tree and concussed his 
spine, has—worse luck for him—no railway to bring an action 
against.”56 In this view, the distinctive aspect of railway psychic 
injuries was to provide opportunities for monetary reward.
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Another line of attack against Erichsen stemmed from the 
position that psychic injuries resulting from train crashes arose 
through mental, not physical, mechanisms. In the United States, 
prominent neurologist James Jackson Putnam contended that the 
psychic aftereffects of train crashes were akin to the psychologi-
cal condition of hysteria.57Another American physician noted: 
“More than the physical injury in these cases, there seems to be 
psychical effect, either immediately accompanying the accident, 
such as the horrible sight of suffering, the cries of the injured, the 
agony of the mangled bodies, and all sorts of horrible scenes; in 
addition to that, even if not injured himself, come the terror of 
personal danger, the mental agony, the fright, etc., affecting the 
victim profoundly.”58 In this vein, English surgeon Herbert Page 
argued against Erichsen that nervous shocks resulted from purely 
mental origins: “In these purely psychical causes lies, we believe, 
the explanation of the remarkable fact that after railway collisions 
the symptoms of general nervous shock are so common, and often 
so severe, in those who have received no bodily injury.”59 Only a 
few cases, Page argued, resulted from observable organic damage. 

The emergence of psychic symptoms could be delayed: some 
people who were unscathed in the aftermath of a crash only be-
came impaired well after the time of the accident. Novelist Charles 
Dickens, who experienced a train accident, wrote about its de-
ferred consequences: “I am not quite right within, but believe it 
to be an effect of the railway shaking. There is no doubt of the 
fact that, after the Staplehurst experience, it tells more and more 
(railway shaking, that is) instead of, as one might have expected, 
less and less.”60

The question that participants in this controversy tried to an-
swer was, “How to understand a wound that refused to heal yet 
remained invisible?”61 To what was the nervous system responding 
when it still produced symptoms after lengthy periods of time had 
passed since the accident had taken place? The idea developed that 
the missing link between the original trauma and long-standing 
psychic symptoms was not the original event itself but the pa-
tient’s memory of it. Although not clearly formulated, this view 
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was a predecessor of the modern notion that views PTSD as a 
disorder of memory.

During last third of the nineteenth century, the idea that sud-
den physical shocks could lead to purely mental problems and to 
psychologically based diseases began to take hold. According to 
historians Mark Micale and Paul Lerner, a “progressive mental-
ization of the trauma concept” occurred over the course of this 
period.62 Emphasis shifted from physical to psychological factors 
as traumas came to be viewed not as external events per se but as 
the experiencing and remembering of the event in an individual’s 
mind. Traumatic neuroses began to be consolidated as a distinct 
psychiatric category: “Psychological trauma acquired the status of 
a disease entity with a technical terminology, theories of causa-
tion, a classification, and therapeutic systems as well as medico-
legal standing and governmental recognition.”63 

The new mental conception of trauma did not displace the 
deeply rooted somatic and hereditarian views that remained dom-
inant in nineteenth-century medicine. In accord with existing 
hereditarian views, proponents of both the physical and psychic 
views of trauma accepted the importance of prior personality and 
degree of constitutional nervousness as predictors of which shock 
victims might develop traumatic neuroses. Indeed, historian Eric 
Caplan contends that, “rather than provide a psychological expla-
nation for what were indisputably post-traumatic symptoms, the 
overwhelming majority of physicians offered instead a compelling 
materialistic explanation for the various symptoms their patients 
displayed.”64 By the end of the century, opinions were sharply 
split between those who adhered to Erichsen’s position, that rail-
way spine was grounded in some physical injury, and others, who 
adhered to psychologically oriented etiologies of the symptoms 
associated with this condition. 

Liability

The notion of “railway spine” brought issues of liability to the fore. 
The debate regarding the nature of traumatic psychic conditions 
emerged in the context of litigation, responsibility, and account-
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ability. Trains not only caused the traumas leading to symptoms, 
but railroad companies had insurers with pockets deep enough 
to provide compensation to accident victims. In 1870 one British 
physician noted: “Hitherto our experience has been derived almost 
wholly from litigated cases, deformed by contradictory statements 
and opinions; and the verdicts of juries have stood in the place of 
post-mortem reports.”65 Starkly competing frames emerged that 
emphasized either suffering victims who deserved compensation 
or malingerers who simulated symptoms to get monetary rewards. 

The center of contention was whether those who claimed psy-
chic injuries from train crashes were entitled to compensation. 
In 1879 German psychologist C. T. J. Rigler introduced the term 
“compensation neurosis” to explain the rise in disabled cases af-
ter train accidents.66 While both malingerers and hysterics real-
ized gains from symptoms, malingerers, but not hysterics, were 
conscious of their deceit.67 A Boston surgeon, Richard Manning 
Hodges, argued that the persistence of trauma-related symptoms 
was due “not to the specific peculiarities of train accidents, but to 
the annoying litigation and exorbitant claims for pecuniary dam-
age that are constantly the grave result of their existence.”68

Physicians who testified in court had to prove a precise causal 
connection between an accident and resultant psychological 
symptoms among suffering complainants.69 Yet, unlike physical 
disabilities, psychic wounds were not visible apart from patient 
reports. Typical legal cases featured plaintiffs’ lawyers who empha-
sized the seriousness of psychic injuries and the depth of their cli-
ent’s suffering, and corporate defendants who associated psycho-
logical wounds with malingering. Each side called upon doctors 
who testified that injuries were either profound or nonexistent.70 
Victims’ arguments generally proved to be more powerful than 
those of corporate defendants. By 1877 British juries had awarded 
over $11 million in damages to people who claimed that railway 
accidents had caused railway spine. In the United States, as well, 
hostility toward corporations led American juries to rule for plain-
tiffs in about 70 percent of cases.71 

The initial battles over the reality of psychic traumas were 
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thus mainly fought in courtrooms. The locus of contention in 
Europe changed with the emergence of workmen’s compensation 
and pensions toward the end of the nineteenth and beginning 
of the twentieth century. In Great Britain, the 1911 National In-
surance Act provided general compensation for sickness, regard-
less of liability issues. Once governments became responsible for 
reimbursing accident victims, these victims no longer needed to 
sue corporate defendants. In 1889 the German Insurance Officer 
recognized post-traumatic neuroses as compensable, and people 
with symptoms of traumatic hysteria, among others, began to 
make claims for pensions. The invisible nature of psychic trau-
mas became a particular concern of those who feared a surge in 
disability claims for traumatic mental illnesses. Many observers 
believed that secondary gains from “pension neuroses” would lead 
injured people to exaggerate the severity and persistence of their 
symptoms to reap greater financial rewards.72 

The next three decades witnessed “a bitter political fight over 
the veracity of pension neuroses,” one that resembled the debate 
between Erichsen and his critics.73 Berlin neurologist Hermann 
Oppenheim (1858–1919) was the best-known participant. He de-
veloped a theory of traumatic neurosis as a distinct diagnosis, the 
direct result of traumatic experience and not a hysterical or psycho-
genic reaction.74 Like Erichsen, Oppenheim deemphasized sub-
jects’ ideas and thoughts and focused on organic shocks as causes 
of symptoms. Oppenheim’s critics emphasized how a diagnosis of 
traumatic neurosis guaranteed a pension at the public’s expense. 
They claimed that, regardless of the original cause of symptoms, 
the promise of material and psychic gains led the symptoms to 
endure. Some asserted that a mass epidemic of “pension addic-
tion” occurred because workers were encouraged “to be as sick as 
possible.” As one report noted, “without the existence of liability 
laws of any kind, accident or other avaricious pension neuroses 
would entirely not exist.”75 A consensus eventually formed against 
Oppenheim that the social insurance bureaucracy had led to a 
proliferation of exaggerated claims of psychoneuroses.76 
	 By the end of the nineteenth century two distinct schools had 
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developed. The first followed Erichsen in the view that traumatic 
psychic injuries were organically based and genuine. The other, 
echoing Page, saw them as psychological and often falsified. These 
contrasting positions shaped controversies about the nature of 
psychic traumas for many decades thereafter.

PSYCHIATRY

Developments in European psychiatry during the last half of the  
nineteenth century provided the third and, ultimately, most in-
fluential source of the current PTSD diagnosis. Although the 
grounding of the mind in the brain had dominated psychiatric 
thought since the 1700s, a nascent, more psychic conception of the 
mind was emerging. Viennese physician Moritz Benedikt (1835– 
1920) initially focused medical attention on the role of painful, 
usually sexual, repressed secrets that underlay many cases of hyste-
ria.77 The idea that people hid traumatic memories not only from 
others but also from themselves was new. This conception also 
raised the disturbing prospect that memories could have effects 
that were independent of consciousness.78 Around the same time, 
French philosopher and psychologist Théodule-Armand Ribot 
(1839–1916) developed the idea that certain types of forgetfulness 
led to states of “double consciousness,” which could have patho-
logical consequences.79

Especially in France, memory disturbances became a promi-
nent focus of scientific research, as well as a topic of broader cul-
tural interest. French neurologists, psychiatrists, and psychologists 
came to focus on the disorders of hysteria, amnesia, and mul-
tiple personality, all of which involved problems with memory 
and people’s relationships with their pasts. The idea that the mind 
contained a duality of conscious and unconscious psychological 
processes was beginning to enter the corpus of medical knowl-
edge.80 

During the last part of the nineteenth century, the idea of the 
unconscious and its accompanying theoretical and therapeutic 
implications became the cornerstone of a new dynamic psychia-
try. The dynamic approach assumed that memories of past trau-
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mas were often at the root of present psychopathologies.81 Debates 
focused on where the past was when we were not conscious of it. 
At the same time, hypnotic techniques were used to bridge the 
present and the past. This was the atmosphere in which French 
neurologist Jean-Martin Charcot developed his influential work 
on the neurological and psychological potency of what was not 
remembered.

Charcot

Neurologist Jean-Martin Charcot (1825–93) was the most promi-
nent medical figure dealing with mental illness, hysteria in par-
ticular, during the period between 1878 and his death in 1893. 
Hysteria was a broad label that referred to a wide variety of psy-
chic and physical symptoms, including paralysis, fainting, convul-
sions, seizures, choking, and emotional outbursts. One of Char-
cot’s major contributions was to take a previously incoherent mass 
of symptoms and turn them into a clear diagnosis of hysteria. 
Charcot thus raised the profile of post-traumatic symptoms by 
associating them with hysteria, the “ur-neurosis of fin-de-siècle 
medicine.”82 He believed that some intense past trauma precipi-
tated such symptoms, although he thought that external events 
were triggers of hysteria among people who were already biologi-
cally predisposed to develop this condition, rather than indepen-
dent causes of it.

Charcot’s thinking was embedded in nineteenth-century he-
reditarian conceptions of mental illness, which emphasized how 
only biologically vulnerable people were likely to develop hysteria. 
Charcot, however, departed from prevailing medical thought in 
resisting the common notion that gynecological problems caused 
hysteria, meaning that this condition was found only in women. 
Unlike most previous conceptions, Charcot insisted that, al-
though hysterics were usually female, men as well as women could 
develop this condition. A number of Charcot’s patients were men 
whose symptoms had emerged after some traumatic shock, often 
as employees or passengers involved in train wrecks: “These seri-
ous and obstinate nervous states which present themselves after 
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(railway) collisions, and which render their victims incapable of 
working . . . are very often hysteria,” he wrote.83 Charcot’s formu-
lation, which encompassed men as well as women, allowed him 
to transfer the legitimate providers of care for hysterics from gy-
necologists to neurologists.

Charcot postulated that memories of past shocks were often 
not conscious but lingered in the unconscious, becoming mani-
fest through hysterical symptoms. Although some of his patients 
suffered from traumas of child abuse and rape, Charcot did not 
focus on sexual traumas and rarely mentioned sexuality at all. 
Instead, he emphasized that the environmental precipitants pro-
voking hysteria were marked by their unexpectedness, combined 
with hereditary predilections to defective nervous systems. This 
emphasis, however, varied by sex: predispositions were more im-
portant for women, while triggering events like train wrecks had 
greater importance for men.84 

Charcot’s celebrity resulted from his public demonstrations 
of the power of hypnotic treatments at a Parisian hospital, the 
Salpêtrière. He put his female hysterics on display in lectures 
during which they performed before large crowds. These events, 
which were the focus of intense cultural and medical attention, in-
volved extravagant displays of hysterical fits by his female patients. 
In them, Charcot hypnotized his patients so that they would re-
member the repressed traumas that presumably lay behind their 
problems. Once forgotten memories had been uncovered in hyp-
notic sessions, he thought they would become open for use by 
normal processes of recollection. Although Charcot’s showman-
ship made him one of the most prominent celebrities of his time, 
his particular ideas about heredity and trauma did not last. His 
major contribution was to legitimate the idea that traumas could 
trigger, although rarely cause, hysterical neuroses.
	 Railway spine raised the question of whether victims’ claims 
resulted from genuine shocks or from malingering and desires for 
compensation. In contrast, the central controversy over Charcot’s 
work was the extent to which medical suggestion led patients to 
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display hysterical symptoms in order to please their clinicians. It 
was not difficult to feign indicators of hysteria. One of Charcot’s 
students, Joseph Babinski, observed that patient presentations re-
flected those symptoms they thought Charcot wanted to see.85 
Indeed, his patients competed to exhibit the most vivid displays in 
order to get his attention.86 The conventional portrait of the hys-
terical patient became a woman with “hair disheveled, head tossed 
back, limbs contorted, eyes rolling, and body rigid and writh-
ing.”87 Babinski contended that once physicians stopped reinforc-
ing such exhibitions they would disappear. A rival of Charcot’s, 
Hippolyte Bernheim, accused Charcot of using hypnosis as a way 
of implanting memories of traumas that had never occurred rather 
than of eliciting real memories. The power of physicians to evoke 
iatrogenic traumatic symptoms would often recur in the history 
of PTSD. 

Janet

Although French psychologist Pierre Janet (1859–1947) is cur-
rently viewed as a less influential progenitor of the post-traumatic 
stress disorder diagnosis than Charcot or Sigmund Freud, during 
the late nineteenth century his renown equaled theirs. Janet, who 
was Charcot’s most famous pupil, shared his mentor’s belief in the 
hereditary nature of hysteria. But he, far more than Charcot, fea-
tured the psychological aspects of hysterical phenomena and felt 
that his teacher’s focus on convulsive symptoms was out of date.88 
Janet focused on how traumatic memories led to the psychological 
process of dissociation. He posited that some frightening events 
were so powerful that people could not integrate them into their 
existing cognitive frameworks. Such frights, or just the ideas of 
them, led hysterics to split traumatic memories into a separate 
state of consciousness, one that was outside of their knowledge or 
control. “The hysterics remembered, but they did not know that 
they remembered,” summarizes historian Michael Roth. Hence, 
trauma victims had two distinct states of consciousness: one that 
they knew and another that was hidden from their awareness but 
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persisted in a subconscious, dissociated state. In rare cases, pa-
tients developed two or more distinct personalities, none of which 
was aware of the others.89 

Janet harshly criticized Freud’s focus on the sexual origins of 
traumatic neuroses.90 His patients experienced a wide variety of 
traumas, including accidents, sicknesses, and observing deaths. 
Unlike the sexually abusive nature of the traumas that Freud 
would come to emphasize, Janet emphasized how many hysteri-
cal symptoms resulted from events such as sleeping beside some-
one with a gross skin disease, being immersed in freezing water, 
or unintentionally defecating in front of others. For example, he 
observed: “One patient has an amaurosis [loss of vision] in her 
left eye because she has seen a child with scabs on its left eye, and 
another vomits incessantly because he has nursed a [person with] 
cancer of the stomach.”91 

Sometimes, even the idea of an event that didn’t happen could 
provoke traumatic symptoms. Janet described a man who was go-
ing through one train car to another just as the train was entering 
a tunnel: “It occurred to him that his left side, which projected, 
was going to be knocked slantwise and crushed against the arch of 
the tunnel. This thought caused him to swoon away, but, happily 
for him, he did not fall on the track, but was taken back inside 
the carriage, and his left side was not even grazed. In spite of this, 
he had a left hemiplegy [paralysis of one side of the body].”92 The 
intensity of unrecognized memories of these frights produced the 
personality dissociation that was at the root of traumatic hysteria. 

Memories of past traumatic events remained present in a sub-
conscious, disassociated condition but became manifest through 
hysterical symptoms, including paralysis of limbs, somnambu-
lism, and vomiting. They could have long-term effects on physio-
logical, neurological, and psychic systems, although these impacts 
were only likely to occur among people with weak central nervous 
systems.

Like Charcot, Janet often relied on hypnosis to retrieve the 
hidden memories of his hysterical patients. Uncovering dissoci-
ated memories in therapeutic settings could potentially lead pa-
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tients to assimilate them into consciousness and thereby be cured. 
Remembering traumas, while a necessary aspect of therapy, was 
not a sufficient one. Once traumas had been recovered, patients 
had to be reeducated so that they could deal with their present 
problems. In contrast to Charcot, however, Janet recognized that 
the successful recovery of traumatic memories through hypnosis 
was highly dependent on the degree of patient’s vulnerability to 
therapeutic suggestions. Moreover, far more than Charcot, Janet 
realized that hysterical symptoms could arise as a result of patients’ 
desires to please their therapists. Because clinicians could exert 
undue power over their patients, they should take steps, such as 
increasing the intervals between sessions, to restrict their own in-
fluence.93

Janet’s impact waned after the early years of the twentieth 
century because his thought (like Charcot’s) remained within he-
reditarian bounds, which emphasized how dissociation was only 
likely to occur among those who were biologically predisposed 
to such states. He did not change his views at a time when a 
new, psychically focused conception of pathology was becoming 
predominant. In addition, because he did not form a school, he 
had no intellectual heirs. His thought remained dormant until the 
1980s, when feminist therapists rediscovered and used his focus on 
real, rather than imagined, traumas as a cudgel against Sigmund 
Freud. The path-breaking models of traumatic hysteria that Freud 
developed cut the chains of hereditary degeneration that bound 
both Janet and Charcot and set the stage for a dramatically new 
view of post-traumatic conditions.

Freud

The work of neurologist and psychoanalyst Sigmund Freud 
(1856–1939) provided the most significant and lasting historical 
predecessor of the PTSD diagnosis. His thought regarding trauma 
is most associated with the conceptions he developed during the 
1890s about how repressed sexual disturbances in early child-
hood led to psychopathology in later life. As a response to the 
catastrophic events of World War I, Freud also developed another 
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view of trauma (discussed in Chapter 3), which emphasized how 
the power of contemporaneous, nonsexual, and external shocks 
produced lasting mental disturbances. Each of these distinct for-
mulations had major consequences for subsequent thinking about 
PTSD. 

Freud’s original training in neurology and his brief stud-
ies in Paris with Charcot, from October 1885 to February 1886, 
immersed him in a medical culture that focused on the brain as 
the seat of mental illness. When he began his initial studies, it 
was well-recognized that traumatic shocks could produce brain 
damage and dissociative states. Charcot’s and Janet’s emphasis on 
the suppression of memories that followed a trauma had a major 
impact on Freud. These French predecessors, however, had not 
shaken the Procrustean bed of heredity that dominated European 
psychiatry at the time. 

Early in his career Freud came to think that brains and minds 
were much more dynamically interconnected than the prevailing 
ideas about cerebral localization and heredity would allow. His 
initial ideas about trauma developed from 1892 to 1896, when he 
began collaborating with Viennese physician Josef Breuer (1842–
1925), who was known for his use of innovative talk therapies for 
hysterical patients. The hysterics that Breuer treated featured a 
highly varied array of symptoms—paralysis of limbs, convulsions, 
tics, vomiting, anorexia, visual and speech disturbances, and hal-
lucinations, among many others.94 Breuer strove to remove these 
pathologies by uncovering the buried memories that he believed 
had produced them. Despite Charcot’s recognition that both men 
and women could develop hysteria, most of Breuer’s cases were 
female. Psychoanalysis was thus born in the study of traumas that 
befell women. “To a very great extent,” observes historian Mark 
Micale, “the history of hysteria is composed of a body of writing 
by men about women.”95 

Breuer and Freud viewed hysteria as a post-traumatic neuro-
sis. Although hysterics presented physiological symptoms, Breuer 
concluded that they were actually symbolic representations of ear-
lier traumas. In their jointly authored Studies in Hysteria (1895), 
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they postulated that hysterical symptoms originated in some early, 
but repressed, trauma. “They are,” Breuer and Freud wrote of 
people with symptoms of hysteria, “valuable theoretically because 
they have taught us that external events determine the pathol-
ogy of hysteria to an extent far greater than is known and recog-
nized.”96 Their views about the nature of these events continually 
changed over the course of the 1890s.

In a marked split with Charcot, Freud and Breuer discarded 
a hereditarian focus to emphasize how anyone, not just the bio-
logically predisposed, could suffer from the lasting effects of trau-
mas. Childhood traumas caused—not just triggered—neurotic 
symptoms in later life. Freud and Breuer unambiguously located 
hysteria in psychological processes. Traumas produced psychic 
memories, which were symbols of those experiences. In contrast 
to railway accidents, which resulted in symptoms that worked 
themselves out through conscious reenactments, unconscious 
memories, ideas, emotions, and desires lay behind the symptoms 
of hysterical patients.97 “Hysterics,” they memorably wrote, “suf-
fer mainly from reminiscences.”98 Traumatic memories were so 
intense that patients were unable to consciously assimilate them; 
they remained repressed within the unconscious so as not to cause 
mental conflict but later emerged in altered form through the dis-
torted representations of hysterical symptoms. Hysteria, that is, 
involved physical translations of psychic conflicts that were too 
painful to remember.99

Freud’s notion of repression was very similar to Janet’s con-
cept of dissociation. In both processes, patients didn’t just avoid 
remembering some trauma; they were unable to recollect their 
traumatic memories. Despite the intense emotions attached to 
repressed and dissociated memories, both states were unavailable 
to consciousness. Likewise, neither type displayed the slow fad-
ing away that characterized normal processes of memory; instead, 
memories remained vividly alive in the unconscious. Finally, both 
repressed and dissociated memories of traumas were not forgot-
ten but endured in the unconscious until they were recovered in 
therapy. Freud later claimed that “the doctrine of repression is the 
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foundation-stone on which the whole structure of psycho-analysis 
rests, the most essential part of it.”100

Freud and Breuer squarely located hysterical symptoms in 
problems of memory. Normally, memories of past events gradu-
ally erode and become less powerful with the passage of time. 
In hysteria, however, repressed memories of experiences that oc-
curred many years ago remained intense and did not wither away. 
The resulting symptoms, however, made their demands in the 
present. And yet, the process that kept memories intense, “un-
like other memories of their past lives, are not at the patients’ 
disposal.”101 At the same time as traumatic memories remained in 
the patient’s unconscious, repression led to their conversion into 
hysterical symptoms. “This can only be explained on the view 
that these memories constitute an exception in their relation to all 
the wearing-away processes. . . . It appears, that is to say, that these  
memories correspond to traumas that have not been sufficiently ab-
reacted.”102 Abreaction—bringing the repressed trauma to con-
sciousness and openly expressing it—deprived the memory of its 
emotional energy and allowed it to disappear. The powerful, albeit 
unconscious, impact of past traumas on present symptoms was at 
the heart of Freud’s initial views. 

What kinds of trauma produced such powerful, yet repressed, 
memories? Unlike the variety of traumatic events that Charcot’s 
and Janet’s patients displayed, Breuer and Freud traced traumatic 
events to their origins in sexuality. Breuer emphasized the trau-
matic impact of sexual events that happened at the time of mar-
riage: “I do not think I am exaggerating when I assert that the 
great majority of severe neuroses in women have their origin in the 
marriage bed.”103 Freud, however, rejected Breuer’s focus on the 
traumas that recently married women experienced. He believed 
that erotically charged events in early childhood or even infancy—
for example, sexual abuse, witnessing parental intercourse, or guilt 
over masturbation—initiated hysterical neurosis. 

Freud proposed a radical new thesis: sexual traumas that befell 
children accounted for every case of hysteria. “The event, the un-
conscious image of which the patient has retained, is a premature 
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sexual experience with actual stimulation of the genitalia, the re-
sult of sexual abuse practiced by another person, and the period of 
life in which this fateful event occurs is early childhood, up to the 
age of eight to ten, before the child has attained sexual maturity. A 
passive sexual experience before puberty: this is the specific aetiology 
of hysteria.”104 Freud insisted that “whatever case and whatever 
symptom we take as our starting point, in the end we infallibly 
come to the realm of sexual experience as the origin of hysteria.”105 
He emphasized that “these sexual traumas must . . . occur in early 
childhood (before puberty) and they must consist in actual excitation 
of the genital organs (coitus-like processes).”106 His thesis was so all-
encompassing that it could even incorporate railway spine: train 
crashes led to hysterical symptoms because they recapitulated chil-
dren’s sexual excitement when they engaged in vigorous physical 
motions.107 Freud had moved the study of trauma from railway 
accidents, factory mishaps, or other external hazards to “long for-
gotten sexual shocks to the nervous system.”108 
	 Freud’s view that actual, but repressed, sexual excitation dur-
ing childhood caused traumas was short-lived. By 1897 Freud was 
pursuing a very different line of thought about early traumatic 
experiences. He was especially interested in the observation that 
supposedly molested children did not realize that they had un-
dergone traumas when the events occurred. Infants and young 
children did not know that their sexual excitation was shameful at 
the time; some of Freud’s patients even enjoyed their early sexual 
stimulation.109 Only later, usually after entering puberty, did the 
“traumatic” quality of the event become apparent: “Owing to the 
changes produced by puberty the memory will exercise a power 
which was entirely lacking when the experience itself took place: 
the memory will produce the same result as if it were an actual event. 
We have, so to speak, the subsequent effect of a sexual trauma.”110 
While nonsexual early traumas were also repressed, they eventu-
ally became inert; the energy released during puberty uniquely 
impacted early erotic memories.111

Freud’s intuition that patients in therapy did not recollect the 
original event, but the memory of the event as they recalled it at a 
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later time, had far-ranging impacts on his conception of trauma: 
“It is not the experience itself which acts traumatically, but the 
memory of it when this is re-animated after the subject has en-
tered sexual maturity.”112 Freud had come to believe that when 
people recall childhood memories they invest them with meanings 
that stem from their current, as well as their past, states of mind. 
“Thus,” Freud wrote, “what is essentially new about my theory is 
the thesis that memory is present not once but several times over, 
that it is laid down in various species of indications.”113 

Freud also thoroughly transformed his early view that adults 
and older children perpetuated childhood molestations. He admit-
ted that he had misunderstood the nature of patient recollections: 
“I overestimated the frequency of [infantile seductions by adults] 
. . . since I was not at this period able to discriminate between the 
deceptive memories of hysterics concerning their childhood and 
the memory-traces of actual happenings. I have since learned to 
unravel many a phantasy of seduction and found it to be an at-
tempt at defence against the memory of sexual activities practiced 
by the child himself.”114 Freud concluded that memories of sexual 
abuse stemmed from unconscious fantasies, not from actual sex-
ual assaults. The crucial quality of recollections was not any real 
sexual stimulation patients had received during early childhood 
but, instead, how they reacted to their own self-stimulation. 

Freud was no longer concerned with reconstructing actual 
events but instead with exploring wished-for illusions that could 
not be distinguished from genuine occurrences. In 1899 he coined 
the term “screen memories,” which suggested that memories had 
components of both fantasy and reality and thus that the memo-
ries patients recounted could not be trusted. Their reminiscences 
were not so much of real sexual experiences as of their uncon-
scious fantasies of sexual desires: “The phantasies possess psychical 
as contrasted to material reality, and we gradually learn to under-
stand that in the world of the neuroses it is psychical reality which is 
the decisive factor.”115

About a decade later, Freud developed the notion of the Oedi-
pus complex, which referred to the universal sexual longings that 
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very young children have for their opposite sex parents. “Chil-
dren’s sexual wishes,” Freud wrote, “awaken very early and . . . a 
girl’s first affection is for her father and a boy’s first childish desires 
are for his mother.”116 The inference was that the later memories 
of molestations that patients reported did not actually happen but 
stemmed from their own unconscious desires. From that point 
until World War I began, Freud became far more interested in 
patients’ subjective longings than in their external experiences. In 
order to make his initial thesis congruent with his theory of the 
Oedipus complex, Freud was also forced to alter his contention 
that strangers, governesses, servants, teachers, older brothers, or 
other older children perpetuated the sexual traumas that led to 
the later development of hysterical symptoms.117 Much later, in 
1925, Freud claimed that his early patients had revealed memories 
of paternal seductions, which actually stemmed from their uncon-
scious erotic attraction to their fathers. Freud had moved the locus 
of traumas from real events to the unconscious psychic conflicts 
that influenced patient remembrances.

Treatment

Freud’s ideas on how to treat traumas, as well as on their sources, 
changed considerably over the early phases of his career. At first, 
he and Breuer located the problems of people who displayed hys-
teria in their inability to recall the traumatic origins of their symp-
toms. In their initial writings, they advocated for hypnosis as the 
treatment of choice for bringing repressed memories to conscious-
ness. On the first page of their 1893 report they stated: “As a rule it 
is necessary to hypnotize the patient and to arouse his memories 
under hypnosis of the time at which the symptom made its first 
appearance.”118 

Breuer’s patient, Anna O., provided the model for this work. 
Like most of Breuer’s and Freud’s patients, she was a highly ed-
ucated Jewish woman from a well-off background. While tak-
ing care of her dying father, she developed severe symptoms of 
aphasia, severe headaches, vision disturbances, and paralysis of 
limbs.119 She also displayed the amnesia surrounding the trauma 
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behind her symptoms that typified hysterical patients. Although 
Anna O. presented symptoms that appeared to be physiological, 
Breuer concluded that they were actually symbolic representations 
of earlier traumas. Once Breuer had used hypnotism to provoke 
memories of the forgotten trauma, he claimed that her symptoms 
disappeared. Breuer concluded his description of this case by not-
ing “the astonishing fact that from beginning to end of the illness 
all the [symptoms] were permanently removed by being given 
verbal utterance in hypnosis, and I have only to add an assurance 
that this was not an invention of mine which I imposed on the 
patient by suggestion. It took me completely by surprise, and not 
until symptoms had been got rid of in this way in a whole series 
of instances did I develop a therapeutic technique out of it.”120 

The implication of Breuer’s work was that some active, but 
unrecognized, part of the mind was implicated in the production 
of hysterical symptoms. If the failure to remember some trauma 
led to hysterical symptoms, then getting patients to remember 
the memory in a hypnotic state should cure the disorder. Once 
the therapist brought the original experience to consciousness, the  
unpleasant affect that patients associated with it could be dis-
charged, and the symptoms attached to it would disappear. 

Breuer and Freud turned their therapeutic attention toward 
resurrecting the forgotten past. Therapists must lead their patients 
to vividly recollect the initial circumstances of the traumatic event 
and then explicitly discuss their memories with them. Speech al-
lowed the repressed affect to enter normal consciousness, where 
it lost the emotive force attached to it while memories remained 
unconscious. Simply talking about repressed symptoms could re-
lieve their debilitating aspects. Once patients had recalled their 
repressed, early memories, these memories lost their pathological 
power. “We have seen that hysterical symptoms of the most vari-
ous kinds which have lasted for many years immediately and per-
manently disappeared when we had succeeded in bringing clearly 
to light the memory of the event by which they were provoked 
and in arousing their accompanying affect, and when the patient 
had described that event in the greatest possible detail and had put 
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the affect into words.”121 When patients overcame their resistance, 
clearly recollected both the traumatic event and the accompany-
ing affect, and related it in detail to the therapist, the hysterical 
symptoms would disappear and never recur.122 The past must be 
brought into the present and relived before it could truly remain 
in the past.

Explorations of repressed memories were long and detailed. 
This is because patients rarely initially recalled the critical trau-
matic event, which was actually related to earlier traumatic events 
that could themselves be traced back to further prior occurrences. 
“When the scene first revealed does not satisfy our requirements, 
we say to the patient that this experience does not explain any-
thing, but that there must be hidden behind it an earlier and more 
significant experience.”123 There was, that is, no simple connection 
between initial memories of trauma and the bedrock disturbance.

Freud’s enthusiasm for hypnosis did not last, and he soon be-
gan to emphasize how talk between the patient and the thera-
pist was the central aspect of therapy. He came to believe that 
the process of transference was the central way to evoke repressed 
traumatic memories within therapeutic relationships. As a stu-
dent, Freud had observed the intense erotic desires that Charcot’s 
patients felt toward him. One of Freud’s early patients confirmed 
this experience when she threw her arms around his neck after 
he had removed her hysterical pains.124 Freud tried to mobilize 
the power of such passionate attractions to analysts in the service 
of therapy. He claimed that patients reexperienced and projected 
their childhood feelings, especially those toward their parents, 
onto their therapists in the here and now of the therapy session. 
The examination of the transference of intense emotions from sig-
nificant parties in their lives onto their therapists allowed skilled 
analysts to use what was happening in the present moment as 
a means of recapturing, however imperfectly, the past traumatic 
memories that were at the root of the patient’s current problems. 
Freud believed that transference was a more powerful technique 
than hypnosis; in contrast to the minority of patients who are 
hypnotizable, virtually all patients want to please their therapists.
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Both hypnosis and talk therapies centering on transference 
raise questions about the role of therapists in not just uncover-
ing traumatic memories but of actually creating these memories. 
Many critics now believe that Freud implanted rather than simply 
described the memories he sought to disarm.125 Most notoriously, 
Freud essentially bullied one of his most famous patients, Dora, 
to admit that her denials that she was in love with one of her 
father’s friends actually indicated that she did love him: “If this 
‘No,’ instead of being regarded as the expression of an impartial 
judgement . . . is ignored, and if work is continued, the first evi-
dence soon begins to appear that in such a case ‘No’ signifies the 
desired ‘Yes.’ ”126 Another of Freud’s patients, Elisabeth von R., 
recollected that he tried “to persuade me that I was in love with my 
brother-in-law, but that wasn’t really so.”127 Freud was particularly 
unshakeable in his belief about the importance of the Oedipus 
complex as underlying traumatic memories. Patients’ desires to 
please their clinicians can lead them to produce the same dynam-
ics that they think their therapists expect them to have. 

As early as 1896, the prominent psychiatrist Richard von 
Krafft-Ebing accused Freud of using suggestion to elicit traumatic 
memories.128 Freud’s friend, Wilhelm Fliess, also observed that 
Freud attributed his own theories about the traumatic origins of 
hysteria to the minds of his patients.129 Especially after Freud had 
come to regard memory as a subjective process that did not mirror 
actual events, therapeutic suggestion became an outsized source 
of what patients recollected. Just as Charcot’s hysterical patients 
produced the symptoms they thought he wanted to see, Freud’s 
patients could easily construct whatever narrative seemed most 
appealing to him. 

Freud himself always denied any role of suggestion in his treat-
ments: “I do not believe even now that I forced the seduction-fan-
tasies on my patients, that I ‘suggested’ them,” he stated in 1925.130 
Yet, his own reports about his technique lend credence to the view 
that he induced rather than discovered the unconscious memo-
ries he uncovered: “But the fact is that patients never relate these 
histories spontaneously, and never suddenly offer, in the course 
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of the treatment, the complete recollection of such a scene to the 
physician. The mental image of the premature sexual experience is 
recalled only when most energetic pressure is exerted by the ana-
lytic procedure, against strong resistance; so that the recollection 
has to be extracted bit by bit from the patients.”131 Indeed, Freud 
noted: “Before they come for analysis the patients know nothing 
about these scenes [of early childhood abuse].” He went on to say 
that “only the strongest compulsion of the treatment can induce 
them to embark on a reproduction of them.”132

The role of clinical suggestion became especially important 
once Freud had come to see traumas as products of psychic forces 
that are unamenable to direct observation rather than actual events 
that might have some external source of validation. In contrast to 
much medical thought at the time, however, Freud did not think 
patients were malingerers, who consciously profited from their 
symptoms; instead, repression brought about purely psychic ben-
efits that exceeded the costs of revealing their traumatic origins.

After the turn of the nineteenth century, Freud’s attention 
moved from his early focus on the traumas leading to hysterical 
symptoms to how unconscious processes manifested themselves 
in dreams, jokes, slips of the tongue, sexuality, and various psy-
chic defenses. Between 1900 and 1914 psychoanalytic theory and 
practice revolved around the conflicts between the conscious and 
the unconscious and between the libido and the ego. On the eve 
of World War I, traumas no longer held center stage in Freud’s 
theories or therapeutic encounters. The bloodbath of this war led 
Freud to develop a conception of trauma that thoroughly diverged 
from his earlier views.

CONCLUSION

Three different pathways created the recognition of traumatic 
events as sources of mental disorders in the last half of the nine-
teenth century. The terrors of combat during the American Civil 
War led many soldiers to develop and record lasting psychic dis-
turbances. Because traumatic psychic symptoms rarely led to com-
pensation at the time and because clinicians had no conceptions 
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of these conditions, their emergence during and after the war 
likely indicated genuine disturbances. However, extant medical 
and cultural interpretations did not provide a disease framework 
for these mental impairments.

The explicit notion that external events could produce lasting 
psychic memories of trauma emerged in the context of widespread 
mechanized accidents. These traumatic symptoms often emerged 
immediately after intense stressors, although some seemed to be-
come more intense with the passage of time. Unlike the uncom-
pensated lingering conditions of soldiers at the time, victims of 
train crashes and other accidents could bring lawsuits against cor-
porations. The recognition of traumatic disorders thus emerged 
as controversial products of litigation and alleged secondary gains. 

Psychiatry provided the third conduit for the emergence of 
traumatic mental disorders. While Charcot and Janet emphasized 
the lasting impacts of traumas, their thought remained embed-
ded within hereditarian thinking, which viewed external shocks 
more as triggers than as causes of psychic symptoms. Freud then 
directed the focus of traumatic attention toward the unconscious 
psychic underpinnings of childhood sexual abuse and desires. His 
thinking turned psychiatry away from its focus on biologically 
grounded hereditarian theories to, first, actual and, then, to imag-
ined psychic shocks. However, Freud was never able to show that 
the conditions he treated were grounded in either patients’ actual 
problems or their fantasies as opposed to his own suggestions. 

The late nineteenth-century’s emphasis on the lasting im-
pact of traumatic experiences during early life, especially those 
befalling girls and women, was inapplicable to the catastrophic 
destruction and psychic trauma that accompanied the wars of the 
twentieth century. The horrors of World War I turned public and 
professional attention to men who faced in real time the devastat-
ing psychic consequences of combat and its aftermath.



CHAPTER THREE

The Psychic Wounds of Combat

F  F  F

I was still mentally and nervously organized for war; shells  
used to come bursting on my bed at mid-night even when  
Nancy was sharing it with me; strangers in day-time would  

assume the faces of friends who had been killed.

Robert Graves, Goodbye to All That

The past is gone, Tom thought, and I will not brood about it.  
I’ve got to be tough. I am not the type to have a nervous  

breakdown. I can’t afford it. I have too many responsibilities.  
This is a time of peace, and I will forget about the war.

Sloan Wilson, The Man in the Gray Flannel Suit

The issue of post-traumatic stress posed an immediate, and enor-
mous, problem for the various militaries involved in World War I.  
When the war began in 1914, traumas were already well estab-
lished, if highly contentious, causes of psychological damage. Yet, 
the dominant existing frameworks for understanding traumas 
were not well-suited for dealing with the massive numbers of psy-
chic casualties the war had produced.
	 Psychiatrists at the time focused on the unconscious impacts 
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of childhood traumas among its mostly female clientele. Some, 
such as Charcot and Janet, emphasized the role of preexisting 
biological vulnerabilities. Others, including Freud, stressed how 
repressed memories of early sexual fantasies led to later hysteri-
cal symptoms. The emphasis on the lasting psychic impacts of 
traumas from the distant past and on unconscious processes were 
not promising ways of explaining the huge number of men who 
suffered from the real, contemporaneous shocks of war.

Moreover, the extant psychiatric views could not account for 
the confrontation between the power of extreme circumstances 
to produce psychic breakdowns and the influence of social norms 
that regarded psychic casualties as unmanly. Medical conceptions 
of war-related traumas struggled to emerge from the tight grip 
that cultural standards of appropriate male behavior held over re-
sponses to the terrors of combat. Beliefs that expressions of dis-
tress associated with trauma represented weakness or cowardice 
persisted throughout this period.

The concern with the psychic impact of railway and industrial 
accidents provided a more relevant framework for understand-
ing how external shocks could produce brain changes and result-
ing psychic symptoms. It raised the possibility that traumas led 
to psychological disturbances among previously normal victims. 
Nevertheless, many physicians, who claimed that such shocks 
only triggered symptoms in already predisposed individuals, vig-
orously opposed this idea. In addition, the disputes over railway 
spine embedded traumas within a legal framework in which the 
interests of plaintiffs and defendants sharply conflicted. This led 
many observers to doubt the motives of traumatized victims, who 
they felt simulated their symptoms in order to obtain compensa-
tion. Questions about malingering were of particular concern to 
the military, which regarded malingerers as a serious challenge to 
morale and the need to maintain ample manpower.

From 1914 through 1945 and beyond, issues surrounding the 
psychic devastation of the wars and their aftermath became a 
prominent theme in medicine and the general culture. During 
this era clinicians attended to the immediate and lasting impacts of 
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combat on psychic disturbances. This emphasis turned psychiatry 
away from the inner dynamics related to early childhood traumas 
and toward the role of extreme, contemporaneous, and external 
stressors as causes of mental disorders. It also moved the clinical 
focus from the problems of traumatized females to the wartime 
and postwar experiences of male combatants. Because govern-
ments, not private insurers or individuals and their families, were 
responsible for the welfare of damaged combatants, they became  
central players in definitions of and responses to traumatic events. 

WORLD WAR I

As in the Civil War, the vast majority of combatants in the First 
World War were conscripts, not professionals. They faced new 
forms of conflict, which involved a combination of the massive 
use of high explosives with long periods of trench warfare. Battles 
often involved periods of passive waiting for artillery shells to ex-
plode when men could neither fight nor flee. The introduction of 
poison gas also provided a new, highly lethal form of battlefield 
terror. Unsurprisingly, the result was a huge and unprecedented 
number of psychiatric casualties.

Shell Shock

When World War I began, military physicians and psychiatrists 
were thoroughly unprepared to deal with the unprecedented quan-
tity of psychic casualties that arose among combatants. Seemingly 
out of the blue, the initial artillery bombardments in 1914 resulted 
in an unexpected epidemic of men who developed hysterical deaf-
ness, muteness, blindness, paralysis of limbs, and violent tremors. 
By the end of the war the British, French, and American forces 
had suffered about 800,000, 800,000, and 100,000 traumatic 
neuroses, respectively.1 

At first, medical professionals reworked theories associated 
with railway spine to explain symptoms as products of the rela-
tionship between exploding artillery shells and resulting physi-
cal brain lesions.2 In 1915 Charles Myers (1873–1946), an English 
military doctor, coined the term “shell-shock” to characterize this 
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condition.3 Although Myers later admitted that the term was un-
suitable for traumatic symptoms, he initially believed that the 
physical force of exploding shells led to hysterical symptoms—to 
uncontrollable tremors and twitches, nightmares, serious confu-
sion, delirium, and amnesia: “There were descriptions of cases 
with starting eyes, violent tremors, a look of terror, and blue, cold 
extremities. Some were deaf and some were dumb; others were 
blind or paralyzed.”4 Such symptoms were more common among 
ordinary soldiers than among officers, who were more likely to 
show neurasthenic-like symptoms, including depression, anxiety, 
and insomnia.5

It soon became apparent, however, that shell shock almost 
never occurred among soldiers who were actually wounded by 
shells.6 Instead, almost all “shell-shocked” soldiers had no physical 
wounds but suffered from fear-related psychological conditions.7 
“Shell-shock” was an inappropriate label for the vast majority of 
sufferers who were mentally, but not physically, disabled. As My-
ers explained twenty years after the war had ended, shell shock 
does “not depend for [its] causation on the physical force (or the 
chemical effects) of the bursting shell. [It] may also occur when 
the soldier is remote from the exploding missile, provided that 
he be subject to an emotional disturbance or mental strain suf-
ficiently severe.”8 

The resemblance of many symptoms of shell shock to hysteria 
was embarrassing. Despite Charcot’s appreciation that men as well 
as women could develop hysteria, “Hysteria was something that 
happened to women. Doctors tried to find another name for it 
so as to spare their patients the shame of being called hysterics.”9 
Myers recognized the similarities of soldiers’ presentations to hys-
teria, but he didn’t want to associate them with a female-related 
disorder, so he called it “shell-shock.” This label provided soldiers 
with an honorable, organically based injury that was tied to the 
conditions of combat rather than to psychic weakness or cow-
ardice. Conceptions of shell shock not only dominated military 
psychiatry for the duration of the war but also became a major 
theme about combat experiences in popular culture.10
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As psychic casualties mounted, military physicians had no 
choice but to recognize the similarities of the symptoms they 
treated with the hysterical displays that Charcot, Freud, and oth-
ers had observed. They faced the difficult task of explaining how 
combat or the fears associated with the possibility of entering 
combat could so closely resemble the conditions of women who 
presumably suffered from traumas they had experienced as chil-
dren.11 

Shell shock fundamentally challenged the gender norms that 
dominated the military. Conceptions of masculinity and warfare 
had been inseparable for thousands of years. Service in World 
War I was viewed as essential for establishing manhood. Historian 
John Kinder observes how “US military recruiters made warrior 
masculinity a central part of their enlistment campaigns.” Harold 
Peat, who became the most famous spokesman for disabled sol-
diers, proclaimed that his pain and suffering had made him “more 
of a man.”12 Most officers and politicians, as well as the general 
public, felt that men afflicted with shell shock had lost control of 
their emotions and succumbed to their fears; they were unmanly, 
effeminate, weak, and cowardly. Shell-shocked soldiers had not 
just failed the test that war presented to manliness but had also as-
sumed passive patient roles, which were more suitable for women 
than for men. In this view, such cowardly reactions must be met 
with harsh discipline, both to prevent secondary gains from the 
sick role and to set an example that other soldiers would not want 
to follow.

Explaining Shell Shock

Medical professionals could not reach a consensus regarding the 
causes of war-related psychic traumas. A sharp debate arose that 
reproduced the dispute among neurologists and physicians about 
railway spine. One group of military psychiatrists focused on he-
reditary factors, as well as the possibility of malingering, to explain 
the conditions of shell-shocked soldiers. They continued to view 
psychic casualties as products of degeneration and constitutional 
weakness.13 Most traumatized soldiers, they emphasized, had pre-
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existing conditions of neurosis, psychosis, alcoholism, or neur-
asthenia, so the war was at best a precipitating, but not a causal, 
factor for their symptoms. 

Many military doctors and psychiatrists focused on these per-
sonal vulnerabilities and downplayed the role of external condi-
tions connected to the war. They felt that any condition caused 
by war trauma itself should be easily and quickly curable and 
would not have lasting effects. In contrast, chronic conditions 
likely stemmed from predisposing factors that were unrelated to 
war experiences or from malingering to avoid the dangers of the 
battlefield or to obtain a pension after the war had ended. These 
physicians noted that physically wounded soldiers, who did not 
need an excuse to avoid further combat, did not develop psychic 
impairments, which indicated to them that psychic symptoms 
represented attempts to evade combat.14 “The psychogenic theory 
of war neurosis became dominant to a large extent because it al-
lowed the army neither to release war hysterics from duty, nor 
to pay them compensation,” historian Esther Fischer-Homberger 
concludes.15 
	 A contrasting view focused on how the nature of battle itself 
caused shell shock. One version of this explanation, exemplified 
by Myers’s initial portrayal, stressed how the loud sounds of ex-
ploding shells led to changes in the brain. The most influential 
proponent of this focus was German neurologist Hermann Op-
penheim.16 Oppenheim noted the similarity of war traumas to 
industrial accidents because both were caused by minute changes 
of brain molecules that were unrelated to psychic causes. A second 
type of environmental causation discarded this organic perspec-
tive and emphasized how an accumulation of stress could lead 
any soldier, whether predisposed or not, to break down. British 
anatomist Grafton Elliot Smith and psychologist Tom Pear con-
tended that World War I “has shown us one indisputable fact, that 
a psychoneurosis may be produced in almost anyone if only his 
environment be made ‘difficult’ enough for him. It has warned 
us that the pessimistic, helpless appeal to heredity, so common in 
the case of insanity must [be abandoned]. . . . In the causation of 
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the psychoneuroses, heredity undoubtedly counts, but social and 
material environment count infinitely more.”17

Similar debates took place among psychoanalysts. This group 
had a difficult time reconciling their focus on unconscious in-
ternal mental processes with the role of external environmental 
traumas. Some analysts, most prominently Karl Abraham and 
Sándor Ferenczi, posited that most psychic casualties of the war 
had already been prone to neuroses before the war. They empha-
sized how soldiers who were neurotic when they entered mili-
tary service responded differently to the terrors of combat from 
those who had not previously been psychically disturbed.18 Many 
American observers also faulted “hasty medical examiners [who] 
had passed for induction men whose mental stability was ques-
tionable.”19 In this view, predisposed soldiers accounted for the 
bulk of subsequent combat and postwar neuropsychiatric cases. 

Other dynamically oriented practitioners, most notably Brit-
ish psychiatrist W. H. R. Rivers (1864–1922), focused on the con-
flict between the instinct to survive and the duty to one’s group.20 
Rivers associated hysterical symptoms with the passive, immo-
bile, and helpless situations of soldiers in trenches. Such symp-
toms arose because men were intensely fearful and yet were un-
able to flee combat because they also felt that they must uphold 
ideals of honor, duty, and patriotism. This unresolvable situation 
led soldiers to unconsciously displace their fears onto hysterical 
symptoms and thus escape from an intolerable conflict. Because 
sufferers were not aware of these processes, Rivers and other ad-
vocates of the importance of psychodynamic processes did not 
believe that traumatized soldiers should be held accountable for 
their symptoms. Moreover, when put under enough stress, all men 
could develop combat-related neuroses. 
	 Freud himself fundamentally revised his theory in response to 
the massive psychic traumas of World War I. The war posed a 
basic challenge to his conception of traumatic neuroses: child-
hood sexual traumas, whether real or imagined, seemingly had 
no power to account for why so many soldiers succumbed to the 
terrors of the battlefield. Combatants clearly had to worry about 



58	 PTSD

real, present dangers, not repressed memories of early sexual de-
sires. Yet, many soldiers developed the same sorts of paralysis of 
limbs, muteness, deafness, and blindness that characterized some 
hysterical female patients. The war forced Freud to turn his atten-
tion from the psychoneuroses that were products of early experi-
ences to the actual neuroses that resulted from contemporaneous 
shocks.21

Freud thoroughly revised his view of traumatic neuroses.22 In 
Beyond the Pleasure Principle (1920), he elaborated on the distinc-
tion between war neuroses, which stemmed from external dangers, 
and neuroses of peace, in which people defended themselves from 
internal threats. Anticipating the stressor-oriented post-traumatic 
stress disorder diagnosis in the DSM-III, he developed the idea 
that traumas were marked by powerful, unexpected mental excita-
tion that broke through the protective shields that individuals used 
to maintain their psychic equilibrium.23 People who anticipated 
a traumatic experience were unlikely to develop neuroses. Those 
who were unprepared for the violent event and so were surprised 
by it, however, were flooded with more frightening stimuli than 
they were able to master and accommodate. Traumatic neuroses 
thus resulted from external, unanticipated, unpleasant, and over-
whelming experiences in the present, not in the past. Crucially, 
Freud’s later view focused on the overwhelming impact of the 
traumatic shock itself, not on any predisposing personality factor. 

Freud’s revised conception of trauma also foreshadowed the 
focus on reexperiencing the traumatic situation that emerged 
many years later in the DSM-III PTSD diagnosis.24 Freud wrote: 
“The traumatic neuroses give a clear indication that a fixation to 
the traumatic accident lives at their root. These patients regularly 
repeat the traumatic situation in their dreams; where hysteriform 
attacks occur that admit of an analysis, we find that the attack 
corresponds to a complete transplanting of the patient into the 
traumatic situation. It is as though these patients had not yet fin-
ished with the traumatic situation, as though they were still faced 
by it as an immediate task which has not been dealt with; and 
we take this view quite seriously.”25 This passage antedates the 
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DSM-III’s criteria, which require at least one of “recurrent and 
intrusive recollections of the event; recurrent dreams of the event; 
and sudden acting or feeling as if the traumatic event were reoc-
curring.”26 Conversely, it turns away from Freud’s earlier views, 
which featured the importance of repression as a defense against 
recalling traumatic memories.

Freud’s observation of wartime traumas also led him to thor-
oughly revise his theory of dreams and the unconscious. He ob-
served that, in contrast to their waking lives, in which people tried 
to avoid thinking about traumas, in dreams traumatized soldiers 
were repeatedly taken back to the traumatic situation.27 His prior 
theory that dreams were forms of wish fulfillment could not ex-
plain this phenomenon: “Now dreams occurring in traumatic 
neuroses have the characteristic of repeatedly bringing the patient 
back into the situation of his accident, a situation from which he 
wakes up in another fright. This astonishes people far too little.”28 
He concluded that soldiers continued to experience traumas such 
as exploding shells in their dreams as attempts to retrospectively 
master and stabilize their inner lives, not as ways to obtain plea-
sure.29 Psychic repetitions of the event represented attempts to an-
ticipate, react to, and assimilate the trauma so that healing could 
occur. “It is as though these patients had not yet finished with the 
traumatic situation, as though they were still faced by it as an im-
mediate task which has not been dealt with,” Freud summarized.30 

Although Freud struggled to integrate his insights about trau-
matic neuroses into his broader theory, the origins of current con-
ceptions of PTSD are found in his response to World War I. His 
focus on powerful external shocks in turn had a major impact 
on Abram Kardiner, the most prominent theorist of war trauma 
during World War II and, through Kardiner and his heirs, on the 
PTSD diagnosis in DSM-III.

Responses to Shell Shock

The treatment of shell-shocked soldiers elicited considerable 
controversy. At the beginning of the war, doctors tried many 
therapies—hypnosis, drugs, psychotherapy, electroshock, and 
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discipline—but none was successful. Following the view of most 
military physicians and psychiatrists, the army typically treated 
shell-shocked soldiers as cowardly malingerers. Officers initially 
reacted very harshly to shell-shocked soldiers, including the use 
of firing squads. At the extreme, British neurologist H. W. Hills 
observed that some of his colleagues felt that “if a man lets his 
comrades down he ought to be shot. If he’s a loony, so much the 
better.”31 As casualties mounted over the course of the war, the 
need to keep soldiers in combat became more pressing. Perceived 
malingering threatened both manpower and morale. British psy-
chiatrist Lewis Yealland became the representative of electroshock 
and disciplinary therapies that emphasized fast, brutal, and sham-
ing techniques. In Germany, too, a number of neurologists ap-
plied strong electrical shocks to overcome patient resistance to 
reentering combat.32 

Over the course of the war, many psychiatrists came to adopt 
attitudes of sympathetic understanding for victims of shell 
shock.33 A number of this group used psychotherapeutic methods 
to disarm memories of combat-related traumas. Most notably, the 
psychodynamically oriented Rivers found that some aspects of 
Freud’s early theories explained how suppressed terror came to be 
converted into physical symptoms. Rivers emphasized the impor-
tance of recovering suppressed memories of the combat trauma 
through techniques that brought to the surface the unconscious 
conflicts that he believed underlay symptoms. Rivers and like-
minded psychiatrists used hypnosis, dream interpretation, and 
transference to treat shell-shocked patients.34 Charles Myers, too, 
used hypnosis to recover lost memories of the trauma, restore 
them to consciousness, and, presumably, lead them to disappear.35 
But, even these more compassionate physicians and psychiatrists 
confronted a quandary: if their patients recovered they would re-
enter combat and face retraumatization or death.

A third, and ultimately the most influential, group promoted 
the idea that the treatment of shell-shocked soldiers should be 
prompt, simple, and occur near the front lines.36 What came to be 
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called “PIE” treatment—proximity to the battlefield, immediate 
response, and expectation of quick recovery—became a standard 
intervention among the French, British, and American forces.37 
Physicians tried not to remove psychic casualties to distant hospi-
tals, where they feared symptoms would stabilize. Instead, they set 
up field hospitals near battlefields where combatants could receive 
rest and reassurance.38 American psychiatrists, led by Thomas 
Salmon, also used basic responses toward afflicted soldiers that 
involved healthy food, enough sleep and exercise, and encourage-
ment of positive attitudes toward resuming normal roles.39 

The variety of therapeutic positions meant that luck often 
determined the actual response a shell-shocked soldier received: 
“Depending on the circumstances, a shell-shocked soldier might 
earn a wound stripe and a pension . . . be shot for cowardice, or 
simply be told to pull himself together by his medical office and 
sent back to duty,” historian Ben Shephard concludes.40 Clinicians 
never resolved the intermingling of psychiatric theories, military 
discipline, and traditional codes of masculinity in responses to 
shell-shocked combatants.

The First World War resulted in a much greater awareness of 
the importance of external causes of psychic traumas. Despite its 
numerous interpretations, shell shock provided a new framework 
for understanding the psychological casualties of combat for the 
military, the state, physicians, society, and soldiers themselves. It 
also led to the widespread use of short-term treatments for trau-
matic symptoms. Perhaps most importantly, it led the notion of 
trauma to enter the collective consciousness of Western cultures.

Postwar Problems

The end of the war did not resolve the problem of how to deal 
with shell-shocked soldiers; indeed, it worsened it. By 1920 almost 
all European countries faced widespread unemployment, poverty, 
housing shortages, and falling living standards. Psychically im-
paired ex-servicemen became a widespread and familiar phenome-
non. More than 300,000 German and more than 400,000 British 
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veterans were estimated to have persistent psychological wounds 
from the war.41 Their high visibility led shell shock to enter post-
war culture as well as medicine and psychiatry. 

Shell shock was especially noticeable in English culture, where 
it became a dominant theme in poetry, novels, plays, and films.42 
A prominent example was Siegfried Sassoon’s memoir, Sherston’s 
Progress, which emphasized how shell shock might only take ef-
fect long after the initial combat experience: “Shell-shock. How 
many a brief bombardment had its long-delayed after-effect in the 
minds of these survivors, many of whom had looked at their com-
panions and laughed while inferno did its best to destroy them. 
Not then was their evil hour, but now; now in the sweating suf-
focation of nightmare, in paralysis of limbs, in the stammering 
of dislocated speech.”43 A major English postwar literary figure, 
Robert Graves, noted his PTSD-like condition (which, like those 
of many officers, was officially labeled “neurasthenia”): “I was still 
mentally and nervously organized for War. Shells used to come 
bursting on my bed at midnight, even though Nancy [his wife] 
shared it with me; strangers in daytime would assume the faces 
of friends who had been killed. . . . My family . . . did not know 
quite how to treat me.”44 Virginia Wolff ’s Mrs. Dalloway depicted 
a war veteran, Septimus Smith, who displays characteristic PTSD 
symptoms of numbness, intrusive memories of traumatic combat 
experiences, and hallucinations of the death of a comrade: “The 
dead were with him. ‘Evans, Evans!’ [a dead comrade killed in the 
war] he cried.”45

American sociologist Willard Waller recognized that almost all 
veterans carried memories of jumbled emotions of “fear, horror, 
guilt and anger.”46 They were subject to queer moods and tem-
pers, loss of control, and bitterness. During the day they expe-
rienced pronounced startle reactions, especially after noises that 
sounded like shells, while evil dreams haunted them at night. 
One war correspondent noted: “Something was wrong. They put 
on civilian clothes again and looked to their mothers and wives 
very much like the young men who had gone to business in the 
peaceful days before August 1914. But they had not come back 
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the same men. Something had altered in them. They were subject 
to sudden moods and queer tempers, fits of profound depression 
alternating with a restless drive for pleasure.”47 Although the term 
“shell-shock” had been discredited, no alternative psychiatric label 
replaced it. Veterans who entered treatment systems tended to be 
grouped into existing psychoneurotic conditions, namely, neuras-
thenia, hysteria, or psychasthenia.48

American psychiatrist Abram Kardiner (1891–1981) wrote the 
most important postwar book about the psychological damage 
of World War I veterans, although it wasn’t published until 1941, 
when the Second World War was already under way. Kardiner was 
psychodynamically oriented, pursuing Freud’s later insights about 
the relationship between external events and traumatic neuroses.49 
He generally adopted Freud’s position that combat neuroses were 
the result of abrupt changes in the external environment leading 
to extreme degrees of physiological arousal that individuals had 
insufficient resources to master. Kardiner coined the term “physi-
oneurosis” to emphasize the joint biological and psychological 
components of combat-related conditions. Victims tried to gain 
emotional distance from their trauma at the same time as their 
bodies reacted to external reminders of their trauma with invol-
untary, often extreme, states of physical arousal. 

Physioneuroses could involve a great variety of symptoms: 
repetitive tics, feelings of reliving the traumatic situation, trem-
ors, paralysis of limbs, irritability, tendencies to aggression and 
violence, sexual impotence, anxiety, phobias, fatigue, and sleep 
difficulties.50 Hysterical disturbances of gait and speech disorders, 
such as stammering, aphonias, and mutism, were especially com-
mon.51 In addition, Kardiner’s patients often had no recollection 
or incomplete memories of the trauma itself. Although many of 
them actively strove to avoid remembering traumatic events dur-
ing their waking lives, as Freud had observed, they typically re-
lived them in their dreams.52

Kardiner emphasized how immediate treatment was necessary 
so that symptoms wouldn’t become chronic and exploited by in-
dividuals for secondary gains, noting that “the traumatic neuro-
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ses fared badly in psychoanalysis.”53 He also rarely used hypnosis 
because he felt it prevented the recognition of the connection 
between the trauma and resulting symptoms. While Kardiner oc-
casionally employed sedatives, he downplayed the importance of 
drugs and regarded them as not “even an important accessory” 
to therapy.54 Instead, following the basic principles of PIE treat-
ments, he claimed that “an atmosphere of rest and assurance are 
of the greatest importance.”55 

In contrast to other dynamically oriented therapists, Kardiner 
did not think it was wise to allow patients to recall images con-
nected with the original trauma.56 Instead, clinicians should en-
courage them to adjust to their current reality. Recovery depended 
on a combination of internal resources, relationships with primary 
groups, and the presence of strong sources of social support. Kar-
diner claimed that between half and 90 percent of traumatic neu-
roses could be prevented through such simple means.57 “By far the 
most important forensic aspect of the traumatic neurosis is that it 
should not be allowed to become stabilized,” he concluded.58 Pen-
sions would become the most important factor leading psychic 
traumas to persist.

Pensions

A major postwar concern, echoing the aftermath of the Civil War, 
was the impact of shell shock on government finances. Compen-
sation was a particularly problematic response to combat trauma 
because, in contrast to the neuroses of peacetime, when insurance 
companies were liable for damages, governments were responsible 
for reimbursing sufferers of war neuroses. While insurers had an 
inherent interest in denying or minimizing compensation, states 
faced special pressures to reward damaged veterans. As Waller ob-
served: “The veteran is always a powerful political force, for good 
or evil, because . . . [h]e has fought for the flag and absorbed some 
of the mana. He is sacred. He is covered with pathos and immune 
from criticism.”59 Overgenerous compensatory policies could, 
however, ruin government finances as well as stabilize symptoms.

Widespread apprehension developed after World War I that 
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the lingering psychological effects of traumas would produce un-
sustainable numbers of claims for disability pensions. General sus-
picion of chronic psychological casualties prevailed. The question 
of who was a “deserving” beneficiary of financial compensation 
came to the fore: How could ex-soldiers who had suffered genuine 
psychic traumas in combat and therefore truly merited compensa-
tion be distinguished from those who simulated psychic wounds 
to escape the battlefield or to seek unmerited rewards? 

Increasing pension costs for treating war neurotics created 
deep alarm in many nations. In the decade following the war, 
more than 100,000 British ex-servicemen applied for pensions 
due to shell shock.60 By 1918 about 6 percent of British pensions 
had been awarded for this condition (an additional 11 percent were 
awarded for heart problems, many of which were psychosomatic 
in nature).61 The problem of secondary gain from chronic shell 
shock was paramount. A British commission that investigated the 
implications of shell shock for postwar society concluded “that 
this class of case excited more general interest, attention, and sym-
pathy than any other, so much so that it became a most desirable 
complaint from which to suffer.”62 A committee formed in 1939 
to investigate the problem of pensions for shell-shocked veterans 
concluded: “There can be no doubt that in the overwhelming pro-
portion of cases, these patients succumb to ‘shock’ because they 
get something out of it.”63 

German psychiatrists expected that traumatic neuroses among 
people who were not otherwise predisposed to become neurotic 
would rapidly clear.64 Therefore, soldiers with chronic conditions 
must have some preexisting infirmity that made them already 
prone to become neurotic. One psychiatric advisor to the War 
Ministry claimed that his review of 463 neurasthenic pensioners 
showed that: “57% had served at home only and . . . 59% had a 
pre-war history of neurotic illness or tendency.”65 Other German 
psychiatrists thought that shell shock victims were cowards and 
malingerers.66 
	 In the United States, after the initial victory parades, veter-
ans returned to a “hostile social climate marked by widespread 
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unemployment, political intolerance, and growing ambivalence 
about the costs of American victory.”67 At the end of 1919, psy-
chological cases constituted about 40 percent of all hospitalized 
veterans.68 As in Europe, concern grew over the pension costs and 
widespread fraud that claims of war-related psychic damage might  
involve. 
	 Two veterans’ organizations, the American Legion and the 
Disabled American Veterans of the World War, were major advo-
cacy groups. Their goal was to change perceptions of war neurosis 
and to make the federal government responsible for mental health 
care. These groups took special interest in shell-shocked veterans, 
portraying mentally disturbed soldiers as “honorable men over-
whelmed by the horrors of war.”69 They directed their lobbying 
efforts for veterans toward obtaining better pensions, generous 
civil service preferences, and expanded eligibility for federal pro-
grams. They were often successful: “Legionnaires and comrades 
carved out a privileged legal status for war-disabled vets, one that 
accorded them monetary and institutional benefits superseding 
those of all other US citizens.”70 

The lobbying efforts of these groups led the federal govern-
ment to recognize the need to deal with disabled vets on an on-
going and permanent basis. Rehabilitation programs that strove 
to make incapacitated veterans useful citizens who could work 
and thus be saved from unmanly forms of dependency became 
firmly embedded in US policy: “The rehabilitation movement 
of World War I marked a major turning point in the develop-
ment of the veterans’ welfare state. It institutionalized the federal 
government’s obligation to restore disabled veterans to a state of 
masculine productivity.”71 By 1923 close to 1 million soldiers had 
applied for disability benefits.72 The expansion of eligibility crite-
ria led the number of pensioners to soar by 866 percent between 
1919 and 1929.73 By 1932 expenditures on World War I veterans’ 
benefits—$581 million in that year—was the single largest cost to 
the federal government.74 Between the two world wars, the United 
States spent nearly a billion dollars on veterans’ psychiatric ill-
nesses.75 
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Some backlash developed as neuropsychiatric casualties threat-
ened to swamp government resources. Waller stated a common 
view that pensions could make recovery impossible: “Pensions 
may thus do positive harm to the psychoneurotic.” Indeed, he 
noted, “It may come about that a man makes his living by hav-
ing a war neurosis,” and he said that “the fakes, the chisellers, 
the fraudulent wounded who flourish after every war will never 
hesitate to press their claims.”76 Social historian Dixon Wecter 
likewise warned that “being a veteran, among certain groups, was 
in danger of degenerating into just another racket.”77 Tensions 
also remained between efforts to broaden pensions and traditional 
codes of masculinity, which connected dependency with weak-
ness and feminization. “ ‘Real men’ did not complain when things 
turned bad, and they certainly did not badger the government for 
handouts”; they were expected “to keep quiet, forget the past, and 
move forward with their lives,” historian John Kinder observes.78 

By the 1930s economic decline, mass unemployment, and de-
creasing tax revenues made the support of disabled veterans dif-
ficult. For example, in Great Britain, 40,000 World War I sol-
diers, many of whom had never seen combat, were still receiving 
pensions in 1939.79 Because the continued reception of a pension 
depended on maintaining symptoms, many observers feared that 
pensions did not promote recovery but turned men into chronic 
neurotics. A more moralistic, judgmental climate emerged as the 
psychically disabled were associated with pathological dependency 
and compromised masculinity.80 The dilemma of how the state 
could compensate worthy soldiers without creating chronic con-
ditions endured throughout the twentieth century and beyond.

WORLD WAR II

Despite the widespread attention that shell shock received during 
and after the First World War, the various militaries involved in 
World War II were not ready for the enormous numbers of psychic 
casualties that emerged almost immediately after the war began. 
For example, the British had not anticipated the huge number of 
shell-shocked troops among the evacuees from Dunkirk in 1940 
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that had to be hospitalized.81 The American military, as well, was 
unprepared for the psychiatric casualties that the entry into World 
War II created. In 1941 the entire psychiatric staff of the armed 
services comprised only 25 members. Over the course of the war, 
a wholesale transformation occurred as psychiatric casualties and 
their treatment became a major focus of the war effort. By the 
war’s end, some 2,400 physicians were engaged in psychiatric ac-
tivities.82 

The American Experience of Screening

The American military’s initial attempt to deal with the threat 
of mental disturbance involved implementing a widespread pro-
gram to identify and prevent the mentally ill from entering the 
armed services. This screening was based on the assumption that, 
first, only biologically or psychologically predisposed individuals 
would break down in combat, and, second, that it was possible to 
recognize these persons before they entered military service. 

At first, the armed services had great faith that psychically vul-
nerable soldiers could be detected and kept out of service. Noted 
psychiatrist Harry Stack Sullivan (1892–1949), who believed that 
a fifteen-minute interview could distinguish which recruits would 
be susceptible to breakdowns, developed the early screening pro-
tocols.83 These instruments used very broad criteria, including 
such traits as shyness, discontent, irritability, alcohol and tobacco 
use, and homosexual tendencies.84 Overall, their use resulted in 
the rejection as psychologically unfit for military service of nearly 
two million potential soldiers, about 12 percent of all recruits. An 
additional three-quarters of a million draftees were separated from 
the military for mental defects after they had entered service but 
before they entered combat.85 

Screening programs quickly broke down under the weight of 
the massive numbers of men excluded from entering the mili-
tary, the wide divergences in results across different sites and ex-
aminers, and the inability to develop an effective screening tool. 
Most importantly, screening instruments could not predict who 
would become a psychiatric casualty of combat. Postwar studies 
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that compared rates of impairment before and after screening had 
been discontinued showed that this technique did not accurately 
identify which soldiers would break down in combat.86 

During the war, more than a million American servicemen 
entered psychiatric facilities, most for combat-related psychoneu-
roses. It soon became apparent that the actual reasons for their 
psychiatric breakdowns had little to do with the sorts of predis-
positions that screening instruments had been designed to iden-
tify. In addition, the enormous number of men who were rejected 
from duty because of their supposed mental problems threatened 
the military’s increasing need for manpower. By 1943, the military 
had come to place a very low priority on screening recruits for 
psychiatric problems.87

Psychic Casualties

More than a million psychiatric admissions to British hospitals 
occurred during the war years, with rates as high as 25 percent 
in combat units.88 The American military suffered equally high 
numbers of psychiatric casualties. By the end of 1942, mental dis-
orders accounted for more than a quarter of all hospital admis-
sions among US soldiers. In the most intense fighting, such as 
the bloody battle for Guadalcanal in 1942, some 40 percent of 
the wounded were deemed casualties for psychiatric reasons. The 
112,000 psychic breakdowns among American soldiers in 1943 al-
most equaled the number of men who were drafted in that year.89 
During the most intense battles in Europe during 1944, up to 
three-quarters of soldiers suffered psychic breakdowns.90 Over the 
course of the war, more than a million American military person-
nel were admitted to psychiatric facilities.91 This rate was between 
two and three times greater than in World War I.92 Overall, psy-
chiatric reasons accounted for about half of all medical discharges 
from the American armed forces.93 

A notable aspect of World War II psychic casualties was the 
almost complete absence of the hysterical symptoms that had 
marked so many soldiers during the previous world war.94 In-
stead, combatants typically displayed the anxious and depressive 
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symptoms that were comparable to the conditions that outpatient 
psychiatrists and physicians were seeing in the general culture.95 
Military psychiatrist Roy Grinker found that the five most com-
mon psychic symptoms were restlessness, irritability or aggression, 
fatigue on arising, sleep difficulties, and anxiety.96 None of the 
nineteen most prevalent symptoms he listed had any resemblance 
to the hysterical symptoms that characterized breakdowns during 
World War I. This curious phenomenon might indicate that sol-
diers, like psychiatric patients in general, produce the symptoms 
that medical personnel and their culture expect them to display.97 

The absence of cases resembling shell shock led to a thorough-
going change in terminology. Very general terms such as “combat 
neurosis,” “combat exhaustion,” or “war neurosis” replaced what 
had previously been called “shell-shock.” Just as the label “PTSD” 
would later do, each of these terms made an intrinsic connection 
between an external stressor and a resultant psychic disturbance. 
“Out of these [combat] experiences came an awareness that social 
and situational determinants of behavior were more important 
than the assets and liabilities of individuals involved in coping 
with wartime stress and strain,” one government report noted.98

Explanations

The experiences of mental health personnel during the Second 
World War thoroughly transformed the thrust of psychiatric  
explanations for traumatic conditions. At the beginning of the 
war, about two-thirds of American psychiatrists worked in mental 
hospitals, using biological accounts and somatic treatments for 
mental illnesses.99 A much smaller, although influential, psycho-
analytical segment of the profession, despite Freud’s wartime revi-
sions of his earlier views, focused on early childhood and family 
influences as determinants of adult mental health. Studies of psy-
chiatric casualties during the war, however, showed that constitu-
tional dispositions, heredity, or personality traits did not predict 
wartime breakdowns. Instead, by far the most important explana-
tion for which soldiers became psychic casualties was the intensity 
and duration of their combat experiences.100 
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Psychiatrists came to stress how psychiatrically impaired sol-
diers responded normally to an abnormal environment. Psychia-
trists Roy Grinker and John Spiegel’s observation was emblematic: 
“It would seem to be a more rational question to ask why the 
soldier does not succumb to anxiety rather than why he does.”101 
The question shifted from explaining what kind of soldiers would 
break down to asking how long it would take for the average sol-
dier to break down. Sociologist Gilbert Beebe and psychiatrist 
John Apple calculated that the answer was about eighty-eight days 
of constant combat.102 According to American military psychia-
trists Roy Swank and Walter Marchand, “One thing alone seems 
to be certain: Practically all infantry soldiers suffer from a neu-
rotic reaction eventually if they are subjected to the stress of mod-
ern combat continuously and long enough.” Indeed, Swank and 
Marchand considered as “aggressive psychopathic personalities” 
the less than 2 percent of soldiers who could withstand combat 
for an inordinate length of time.103 The official American report 
on the war, Combat Exhaustion, indicated that almost all soldiers 
broke down psychically after three or four months of incessant 
combat. It concluded that “each moment of combat imposes a 
strain so great that men will break down in direct relation to the 
intensity and duration of their exposure . . . psychiatric casualties 
are as inevitable as gunshot and shrapnel wounds in warfare.”104 

The very high rates of psychiatric casualties led to an abrupt 
shift in thinking about what factors led to mental disturbance. 
During the war, most American psychiatrists underwent a marked 
change of view, switching from their initial belief that “a clear cut 
distinction [could] be made among men as between the ‘weak’ 
and the ‘strong,’ to the view that ‘every man has his breaking 
point.’ ”105 By the end of the war, the environmental view that 
wartime traumas led normal men to develop psychiatric conditions 
had prevailed. Explanations involving hereditary dispositions or 
neurotic personalities to account for psychiatric casualties almost 
completely disappeared. Likewise, earlier suspicions of cowardice 
dissipated among military psychiatrists: Grinker’s observation that 
malingering “is extremely uncommon in this war” was representa-
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tive.106 Instead, researchers focused on factors related to the social 
organization of military service—on levels of group cohesion, ad-
equate training, and morale—to explain the varying number of 
psychic casualties across different units. The take-away message 
was that, when faced with enough environmental stress, all men 
were likely to break down psychically.

Treatment

At the beginning of the war, military psychiatrists seemed to have 
forgotten the lessons of World War I regarding the effectiveness 
of brief periods of rest and relaxation followed by a quick return 
to the front. Instead, most used treatments involving drugs, hyp-
nosis, and suggestion. Forty-five thousand copies of psychiatrists 
Roy Grinker and John Spiegel’s War Neuroses, the “Bible of every 
new military psychiatrist,” were distributed to servicemen.107 Ini-
tially, Grinker and Spiegel assumed that drug-facilitated remem-
bering, along with brief directive psychotherapy, could transform 
traumatic experiences into healthy memories.108 They thought 
that sodium pentothal, in particular, was extremely effective in 
facilitating the recall of battlefield experiences and thus preventing 
traumas from becoming ingrained. Other psychiatrists, however, 
rejected these drugs because they often made users confused and 
unable to engage in psychotherapy.109

Over the course of the war, the emphasis on drug treatments 
waned while the focus on short periods of rest and relaxation be-
fore returning to combat—the treatment of choice by the end of 
World War I—reemerged.110 Psychiatrists rediscovered the “PIE 
principles”: treatment should be proximate to fighting units rather 
than removed from the battlefield; immediate, so that little time 
passed between the identification and treatment of a psychiatric 
casualty; and psychically wounded soldiers should be expected to 
return to combat after a brief period of supportive treatment. 
Therapies involved simple forms of reassurance combined with 
rest, sleep, and hot food near the front lines. “Successful treat-
ment,” one psychiatrist in the European theater observed, “seemed 
to depend less on specific procedures or specific drugs than upon 
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general principles—promptness in providing rest and firm emo-
tional support in a setting in which the bonds of comradeship 
with one’s outfit were not wholly disrupted.”111 

Military psychiatrists expected that, when treated appropri-
ately, the vast majority of cases of combat neuroses would be 
short-lived. William Menninger, the chief of the US Army’s Neu-
ropsychiatry Division, claimed that between 30 and 40 percent of 
neurotic casualties returned to duty within forty-eight hours, and 
an additional 40 percent recovered within days or weeks.112 Evalu-
ations of treatment outcomes nevertheless showed mixed results. 
Some practitioners who used PIE principles claimed to have great 
success, asserting that about 60 percent of mentally wounded sol-
diers returned to active duty within two to five days.113 Other 
American studies, however, indicated that few soldiers returned to 
actual combat after treatment.114 In Britain, too, military physi-
cians conducted research that showed high rates of recovery and 
return to service. Many of these studies, however, were conducted 
by the same doctors who treated the soldiers they examined and 
who thus had a vested interest in showing high recovery rates. 
The results of studies conducted by more disinterested researchers 
showed far lower, and highly disappointing, results, of around 10 
percent of personnel returned to combat duty.115 

In contrast to military psychiatrists in the First World War, 
their counterparts during the second held nearly uniformly sym-
pathetic attitudes toward psychiatric casualties. Their command-
ers, however, displayed far more mixed responses. Many officers 
continued to believe that mentally damaged soldiers were cowards 
or malingerers and to resist therapeutic treatments for combat 
neuroses. In 1943 the army chief of staff, General George C. Mar-
shall, issued a report claiming that the pain of neurotic soldiers 
was “nonexistent.” Marshall asserted:

He wears the clothes of an invalid. His food is brought to him. 
He is catered to by “gray ladies,” and, above all, he escapes from 
those duties which he seeks to evade. He cannot be punished for 
malingering; therefore, the worst that can happen is to be sent 
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back to his organization where he can and will start the same 
process all over again. In the meantime he enjoys a life of leisure 
with one great goal ahead: to wit, a discharge for physical dis-
ability, a comparatively highly paid job as a civilian, a discharge 
bonus, and eventually a pension from the Veterans Administra-
tion Bureau.116

Other commanders, however, resisted Marshall’s hard line. In 1943 
General Omar Bradley issued an order that psychiatric casualties 
should be seen as cases of exhaustion, “which helped to put to 
rest the idea that only those men who were mentally weak, ‘the 
unmanly men’, collapsed under stress in combat.”117 

Ultimately, Bradley’s position prevailed over Marshall’s. The 
most famous incident regarding mental disturbance during the 
war involved General George Patton. After two hospitalized sol-
diers told Patton that they were psychiatric casualties, Patton 
slapped them across the face and called them cowards. By this 
time (1943), however, conceptions of the legitimacy of psychic 
breakdowns had changed to the extent that Patton was relieved 
of his command. This incident is telling, not so much because 
Patton considered these soldiers to be cowards as because he was 
punished for his behavior. It was no longer acceptable for officers 
to disparage the motives of soldiers who psychologically collapsed 
in combat. Military policy during World War II had come to en-
courage soldiers to understand and empathize with their mentally 
disturbed comrades. 

Postwar Developments

Psychiatrists and social scientists expected that veterans would 
face serious problems of social readjustment when they returned 
home after the Second World War. Sociologist Willard Waller 
(1899–1945) was the central figure focusing on the social aspects 
of responses to trauma among returning veterans. “It is clear that 
the readjustment of the psychoneurotic is fully as much a social 
as a medical problem,” Waller wrote, “and the social aspects of 
the problem have been neglected.”118 His 1944 book, The Veteran 
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Comes Back, used the readjustment problems of World War I vet-
erans as the model for what he expected soldiers returning from 
World War II would face when they became civilians. He em-
phasized that in cases in which relocation to civilian life was easy, 
the veteran “usually recovers rapidly.”119 But many ex-servicemen 
would have major difficulties in accommodating to civilian life. 

Waller viewed the veteran as “a sort of immigrant in his native 
land.”120 Many of his problems stemmed from the dramatic dif-
ferences between military and civilian life. In the army, “nothing 
counts but women, liquor, and fighting.”121 Conversely, the ideals 
of duty, loyalty, and bravery, which are paramount for soldiers, are 
unnecessary in civilian life. Veterans, especially younger soldiers 
who had no trade to return to, developed deep feelings of resent-
ment because their economic status was lower than that of those 
who had not fought. They also returned to communities that had 
been disorganized through migration, housing shortages, and im-
balanced sex ratios. These social dislocations meant that the great 
majority of veterans were acutely estranged for a time before they 
adjusted to habits of civilian living.122 Many also faced difficulties 
of accommodating to the drastic changes in gender roles that had 
occurred as women on the home front became more self-sufficient. 
Sharp role reversals emerged as psychically damaged men lost their 
dominance at home: wives who were formerly dependent on their 
husbands now became the caretakers of afflicted veterans. “Unless 
and until he can be renaturalized into his native land, the veteran 
is a threat to society,” Waller warned.123 

In line with Waller’s expectations, many discharged soldiers 
returned with psychic damage. By 1947 nearly half a million vet-
erans were getting pensions from the Veterans Administration for 
psychiatric disabilities.124 These conditions accounted for about 
60 percent of all VA patients.125 But, unlike the period following 
the First World War (and the American Civil War), no disability 
crisis arose. A culture of victory prevailed in the United States, 
which was untouched by the massive destruction of the war. A 
number of powerful veterans’ groups, including the Veterans of 
Foreign Wars, the American Legion, and the Disabled American 
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Veterans, successfully lobbied for the GI Bill of Rights. This bill 
provided rich educational benefits, mortgage assistance, and other 
forms of compensation for all veterans. The economic prosper-
ity, low unemployment, and growing wealth of the United States 
in the postwar period insured that pensions for psychiatrically 
disabled veterans did not overwhelm federal financial resources. 
The favorable postwar socioeconomic climate made reintegra-
tion far more viable than it had been in the aftermath of World 
War I. Plentiful jobs and high marriage rates among returning 
servicemen allowed them to integrate into postwar society.126 “As 
a consequence there was no place for the experience of trauma of 
American ex-soldiers,” historian Hans Pols concludes.127

Postwar culture also focused on issues of social reintegration 
rather than on psychic disintegration. The Best Years of Our Lives, 
which won the Academy Award for Best Picture of 1947, exempli-
fied this emphasis. It portrayed three veterans who faced difficult 
transitions into their homes, families, marriages, and jobs: Homer 
comes home with hooks for hands; Fred has trouble getting work 
and has an uncaring wife, whom he had married in a shotgun 
wedding at the outset of the war; and Al is a banker who returns to 
a wife and children who have established lives of their own. These 
men occasionally have disturbing memories of combat, but these 
do not disrupt their lives, and their importance pales before their 
difficulties of social readjustment. 

Traditional conceptions of masculinity, which emphasized sto-
icism, resilience, and the repression of feelings, prevailed during 
the postwar period. J. D. Salinger’s character Babe, in his short 
story “Last Day of the Last Furlough” (1944), captures the mood 
of World War II combatants when he vows that he will never 
speak about the war once it is over: “I believe . . . that it’s the 
moral duty of all the men who have fought and will fight in this 
war to keep our mouths shut, once it’s over, never again to men-
tion it in any way.” Psychiatrists urged wives and families to get 
vets to talk about their problematic memories of the war and then 
forget them.128 

Sloan Wilson’s 1955 novel, The Man in the Gray Flannel Suit, 
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is the emblematic fictional portrayal of the postwar avoidance of 
traumatic experiences. Its protagonist, Tom Roth, had many har-
rowing wartime experiences, including killing one of his own men 
with a grenade. And yet, “He had not thought of Karkow (Pacific 
Island) for years.” 

The fact that he had been too quick to throw a hand grenade 
and had killed Mahoney, the fact that some young sailors had 
wanted skulls for souvenirs, and the fact that a few hundred men 
had lost their lives to take the island of Karkow—all these facts 
were simply incomprehensible and had to be forgotten. That, he 
had decided, was the final truth of the war, and he had greeted it 
with relief, greeted it eagerly, the simple fact that it was incom-
prehensible and had to be forgotten. Things just happen, he had 
decided; they happen and they happen again, and anybody who 
tries to make sense out of it goes out of his mind.

Tom theorizes about the role of memory: “The past is something 
best forgotten; only in theory is it the father of the present. . . . The 
past is gone, Tom thought, and I will not brood about it. I’ve got 
to be tough. . . . This is a time of peace and I will forget about the 
war.” He notes, “They ought to begin wars with a course in basic 
training and end them with a course in basic forgetting.” His wife, 
however, holds a different point of view: “I wish he would talk to 
me about the war, but I should know better than to try to make 
him.”129 

Tom Brokaw, the author of The Greatest Generation, summa-
rizes the prevailing attitude: “Those of you who returned with un-
shakable nightmares of war were held through long nights by your 
uncomplaining wives, and when daybreak came you went off to-
gether to resume your lives without whining or whimpering.”130 Un- 
surprisingly, interest in war neuroses faded in the postwar period. 

CONCLUSION

Views of traumatic disorders changed markedly after the begin-
ning of World War I, when traumas were associated with personal 
vulnerability and emotional weakness. By the end of World War 
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II, psychiatrists had discarded hereditarian perspectives and as-
sumed that external, contemporaneous shocks were the primary 
causes of psychic traumas. Everyone, not just a predisposed mi-
nority, and men as well as women, was susceptible to traumatic 
exposure. Nevertheless, medical personnel expected that trau-
matic symptoms would not last if they were treated immediately, 
although they granted that some already vulnerable individuals 
might develop chronic conditions.

The response to PTSD during and after the two world wars 
shows some distinct differences. Perhaps the starkest divergence 
was the alteration in symptom presentations across the twenty-
five-year period. The classic symptoms of hysteria that emerged 
among World War I shell-shocked soldiers virtually disappeared 
in the following war. Instead, symptoms of combat fatigue or 
combat neuroses during World War II more closely resembled 
depressive and anxious conditions. The aftermath of the two wars 
also displayed sharp distinctions in social attitudes toward rewards 
for disabling psychic symptoms. The strong social resistance to 
compensating psychologically debilitated veterans of World War I  
largely evaporated after World War II. Postwar prosperity in the 
United States both limited the number of veterans who applied 
for pensions and also facilitated far more compassionate attitudes 
toward this group. 
	 Explanations for traumatic breakdowns also diverged during 
the wars. While psychiatrists in both wars debated the relative 
importance of external events vis-à-vis individual predispositions 
as primary causes of traumas, over the course of the Second World 
War the overwhelming weight of opinion turned toward the for-
mer. Indeed, conceptions of individual susceptibility to traumas 
were marginalized within American psychiatry for decades follow-
ing this war.
	 The treatment of traumatic psychic conditions across the wars 
showed both similarities and differences. Responses to psychically 
traumatized soldiers in World War I were highly varied. Depend-
ing on a soldier’s particular unit, he might be treated or punished; 
if treated, he might get drugs, electricity, or psychotherapy and 
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might be referred to a battlefield hospital and quickly returned 
to combat or be removed to an inpatient facility far from the bat-
tle. In contrast, more uniform responses, which focused on the 
PIE principles, dominated the second half of World War II. The 
sorts of short-term, rapid, and supportive interventions that were 
developed during the First World War were assumed to be the 
best ways to minimize impairments and prevent the formation of 
chronic symptoms during the Second World War. 

The explosion of psychic traumas that emerged from the bloody 
period of the world wars profoundly shaped mental health policy 
during the following decades. The dramatic social and economic 
changes that the New Deal had already brought to American life 
and thought paved the way for a new environmental emphasis in 
the culture at large. They legitimated the concept of the welfare 
state, enlarged the scope of federal intervention in making social 
reforms, and strengthened the role of psychiatrists in formulating 
national mental health policies. World War II reinforced the as-
sociation of highly stressful conditions with massive numbers of 
mental casualties and anticipated the social emphasis that came to 
dominate American psychiatry during the 1950s and 1960s. The 
ideological climate of the postwar period was conducive to sym-
pathetic attitudes toward psychological injuries and the idea that 
traumatic environments could produce disturbances in otherwise 
normal individuals. 

More than anything else, experiences during World War II 
led to the belief that environmental stress contributed to mental 
maladjustment and that purposeful human interventions could 
alter psychological outcomes. A major reorientation concerning 
traumatic mental illnesses began, one that emphasized how stress-
related mental disturbances were unlikely to become chronic if 
they received rapid therapeutic responses. Issues of predisposition 
and malingering receded into the background of mainstream psy-
chiatric thinking during and after the war. Military psychiatrists 
assumed prominent positions in the government and academia 
and shaped an environmentally oriented psychiatry that would 
have major influences on American life in subsequent decades. 



CHAPTER FOUR

Diagnosing PTSD

F  F  F

I started flashing back; I was in the Nam; I burned a village  
to the ground and everyone in it. I need help.

Eric T. Dean Jr., Shook over Hell

By the early 1980s the image of the traumatized, psychologically 
impaired veteran had almost totally displaced the image of the 
politically active, anti-war veteran in the American memory.

Jerry Lembke, Spitting Image

World War II led psychiatrists to pay far more attention than they 
had previously to the relationship between the environment and 
psychic maladjustments. In the 1950s and 1960s, psychiatrists re-
vised their understanding of mental illness; they now believed that 
social stressors, more than the qualities of predisposed individuals, 
were responsible for the bulk of mental disturbances. The most 
influential American psychiatrist during the immediate postwar 
period, William C. Menninger, concluded that the “history or the 
personality make-up or the internal psychodynamic stresses” were 
less important than “the force of factors in the environment which 
supported or disrupted the individual.”1 In addition, the wartime 
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focus on brief, immediate treatments that took place near combat 
units strongly impacted postwar government policies, which em-
phasized community mental health.

Modeled on the tenets of military psychiatry, sweeping changes 
in attitudes and responses to mentally ill persons marked the post-
war period. Mental health became a widespread social concern and 
a pressing national problem. A psychosocial model that viewed 
social conditions as a primary cause of psychological problems 
prevailed. The basic concept behind the idea of war neuroses—
that environmental stressors led to psychic breakdowns—was ap-
plied to a wide range of conditions. Family and socioeconomic 
pathologies as well as intra-individual disturbances came to be 
viewed as the cause of many psychological disorders.2 This un-
derstanding profoundly influenced public policy toward mental  
illness. 

During the 1950s and 1960s, as the federal government encour-
aged the development of community treatment facilities, mental 
institutions began to empty. This community-oriented model as-
sumed that early treatment interventions with people who had 
mild maladjusted states could prevent more severe conditions 
from developing.3 Robert Felix, the first director of the National 
Institute of Mental Health (NIMH), observed how “the impact 
of the social environment on the life history, and the relevance of 
the life history to mental illness[,] are no longer serious questions 
as clinical and research findings”—that is, social environment and 
life history had been established as causes of mental illness.4 The 
NIMH funded many projects that sought the roots of mental dis-
turbances in environmental sources, including poverty, racism, 
and family interactions.
	 Major changes in the relationship between gender roles and 
mental health also began in the 1960s and escalated in the follow-
ing decades. Males traditionally resisted expressing emotion and 
vulnerability and so were unlikely to seek mental health treatment, 
which signaled their failure as men. Military culture, in particu-
lar, emphasized toughness, stoicism, and the ability to resist fear. 
The rise of feminism challenged this traditional conception of 
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masculinity. The growth of the women’s movement was especially 
congruent with the emergence of a therapeutic culture that un-
derscored the need for both sexes to openly display their emotions 
and admit their vulnerabilities. The current post-traumatic stress 
disorder diagnosis was formulated within this rapidly changing 
cultural climate.

DSM-I AND DSM-II

Before World War II psychiatric classifications gave short shrift 
to traumatic neuroses. Emil Kraepelin’s canonic work in the late 
nineteenth and early twentieth centuries did mention “fright neu-
rosis,” a category that encompassed railway spine, but it was mar-
ginal to his nosology. The only reference to trauma in the prede-
cessor to the DSM-I, The Statistical Manual for the Use of Hospitals 
for Mental Diseases, which guided psychiatric classification in the 
United States between its first edition in 1918 through its 10th edi-
tion in 1942, was a category of “psychoses due to trauma.” This 
category was restricted to psychotic reactions that “were brought 
about by head or brain injury as a result of force directly or in-
directly applied to the head.”5 Yet, such psychotic reactions were 
rarely found among combatants, who were far more likely to dis-
play symptoms of traumatic neuroses. 

After World War II a consensus arose about two aspects of 
traumatic conditions. First, external factors were a central cause 
of mental illness. In 1946, Menninger advocated for a “renewed 
appreciation of the importance of stress from social forces as a 
major factor in the causation of psychiatric casualties.”6 Second, 
although combat neuroses were very common, they were likely to 
be transient unless predisposing factors were present.7 Men who 
entered military service without vulnerabilities to neuroses were 
unlikely to develop persistent psychopathologies during and after 
combat. During and soon after the war, Menninger developed a 
new psychiatric nomenclature for the army that reflected these 
assumptions.8 It focused on the sorts of acute combat states, stress 
responses, and personality disturbances that combatants displayed. 
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The manual located combat experiences under the new category 
of “transient personality reactions to acute or special stress.”9 

Menninger’s taxonomy became the basis for the Diagnostic and 
Statistical Manual of Mental Disorders (DSM-I), which was pub-
lished in 1952. The wartime experiences of military psychiatrists 
inspired the creation of the manual. Following the prevailing psy-
chosocial tenets at the time, the DSM-I focused on the underlying 
personality dynamics and external causes of the various conditions 
it described, paying scant attention to their symptoms. Historian 
Gerald Grob describes it as reflecting “the intellectual, cultural, 
and social forces that had transformed psychiatry during and after 
World War II.”10

The DSM-I divided mental disorders into two major groups. 
The first encompassed those conditions in which impaired brain 
functioning led to mental disturbances. In a nod to the origi-
nal conception of shell shock, this group included categories of 
“Acute Brain Syndrome associated with trauma” and “Chronic 
Brain Syndrome associated with brain trauma,” which produced 
lasting impairments of mental function.11 

The manual emphasized the second group, which included the 
sorts of condition that were rarely found among the hospitalized 
patients the earlier Statistical Classification had featured: “Only 
about 10% of the total cases seen [during the war] fell into any of 
the categories ordinarily seen in public mental hospitals.”12 The 
DSM-I was highly attuned to conditions that arose from exter-
nal stress: “The ‘psychoneurotic label’ had to be applied to men 
reacting briefly with neurotic symptoms to considerable stress; 
individuals who . . . were not ordinarily psychoneurotic in the 
usual meaning of the term.”13 It included the vast majority of 
cases resembling war neuroses within the category “Transient situ-
ational personality disorders,” under the subcategory “Gross stress 
reaction.” This diagnosis stated: “Under conditions of great or un-
usual stress, a normal personality may utilize established patterns 
of reaction to deal with overwhelming fear. The patterns of such 
reactions differ from those of neurosis or psychosis chiefly with 
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respect to clinical history, reversibility of reaction, and its transient 
character. When promptly and adequately treated, the condition 
may clear rapidly. . . . The particular stress involved will be speci-
fied as (1) combat or (2) civilian catastrophe.”14 Gross stress reac-
tions were both reversible and transient. 

Following the lead of World War II military psychiatrists, who 
assumed that “every man has his breaking point,” the criteria 
clearly indicated that most trauma victims were “normal people” 
who found themselves in abnormal situations: “In many instances 
this diagnosis applies to previously more or less ‘normal’ persons 
who have experienced intolerable stress.” Also in line with war-
time experiences, these conditions were not expected to endure: 
“When promptly and adequately treated, the condition may clear 
rapidly.” In contrast, chronic states that resulted from trauma 
were more likely to be due to some other condition: “If the reac-
tion persists, the term is to be regarded as a temporary diagnosis 
to be used only until a more definitive diagnosis is established.”15 
In other words, the traumatic stress that previously normal people 
experienced will generally be temporary and self-healing or re-
sponsive to brief treatments. The manual did not entertain the 
idea that traumatic stress, in itself, would produce chronic symp-
toms among people who lacked some preexisting vulnerability. 

During the period between the publication of the DSM-I in 
1952 and 1968, when the manual entered its second edition (DSM-
II ), the postwar influences of military psychiatrists waned. No 
organized group retained an interest in trauma-related diagnoses. 
Although the DSM-II kept a diagnosis of “Psychosis with brain 
trauma” that developed immediately after a severe head injury, it 
dropped the category of gross stress reaction. It replaced it with 
a general diagnosis of “Transient situational disturbances,” which 
was “reserved for more or less transient disorders of any sever-
ity (including those of psychotic proportions) that occur in in-
dividuals without any apparent underlying mental disorders and 
that represent an acute reaction to overwhelming environmental 
stress.”16 As in the first DSM, this condition was expected to be 
short-lived: “If, however, the symptoms persist after the stress is 
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removed, the diagnosis of another mental disorder is indicated.” 
The nomenclature also contained a subcategory of “Adjustment 
reaction of adult life” and used as one of three examples “Fear as-
sociated with military combat and manifested by trembling, run-
ning and hiding”—virtually the definition of cowardice.17 Neither 
of the first two DSMs, therefore, incorporated any diagnosis in 
which an environmental stressor led to persistent symptoms. The 
absence of any category that encompassed chronic or long-delayed 
combat-related stress became highly significant when psychologi-
cally disturbed veterans returned from the Vietnam War.

VIETNAM

The Vietnam War featured combat situations thoroughly unlike 
those in previous conflicts. A large conventional American force 
faced small guerrilla bands that attacked unexpectedly. Battle lines 
rarely existed, and most encounters with the enemy involved sur-
prise attacks, usually at night. Combatants were also confronted 
with various hidden improvised explosive devices, mines, and 
booby traps, which caused many casualties. Civilians, including 
women and children, were often indistinguishable from enemy 
soldiers. 

Few American soldiers found that the war had any meaningful 
purpose; their major goal was to stay alive. The average age of US 
soldiers in Vietnam was just nineteen years, compared to the mean 
age of twenty-six years during World War II. Heroin and other 
powerful drugs were widely available and helped these soldiers 
deal with the stress of the war. Unlike in previous wars, troops 
were not rotated in and out as units; instead, each individual spent 
a defined term of service. The individual rotation system “priva-
tized the war experience and encouraged [soldiers] to function as 
separate individuals,” according to sociologist Paul Starr.18 

The number of psychological casualties during the Vietnam 
War itself was strikingly low, just 12 per 1,000, considerably fewer 
than the 37 per 1,000 in the Korean War, and ten times less than in 
World War II.19 They accounted for less than 5 percent of all mili-
tary evacuees.20 The prevailing view at the time was that mental 
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health practices in Vietnam had been a resounding success. The 
military attributed the small number of mentally disturbed per-
sonnel chiefly to the policy of establishing immediate treatment 
responses by embedding psychiatrists in frontline combat units. 
“Psychiatric casualties,” Peter Bourne, the head of the army’s Psy-
chiatric Research Team, observed in 1970, “need never again be-
come a major cause of attrition in the United States military in a 
combat zone.”21

The initial studies of returning Vietnam veterans failed to find 
widespread psychic impacts of combat: one major report indi-
cated that 7 percent of veterans had a full depressive syndrome, a 
rate that was not much higher than in the general population.22 
Another examination of about 600 veterans and nonveteran con-
trols found that the nearly 25 percent of veterans it classified as 
maladjusted did not exceed the rate among nonveteran controls.23 
Remarkably, the very high rates of heroin use among soldiers in 
Vietnam sharply declined to minimal levels once “addicted” vet-
erans had returned home.24 Paul Starr’s research showed that, con-
trary to stereotypes, Vietnam veterans were no more violent than 
others of comparable social backgrounds.25 The issue of suicide 
was also prominent at the time, but, again, studies showed rates 
no higher among veterans than among same-aged men in the gen-
eral population.26 Most veterans adjusted well in objective terms: 
they had higher median incomes than and similar unemployment 
rates as their peers. Moreover, Vietnam veterans who were in com-
bat earned higher incomes than noncombatants.27

Despite low rates of trauma-related mental conditions during 
the war and of generally good patterns of readjustment after it, 
prevailing cultural images of Vietnam veterans depicted troubled 
men who were prone to violence, suicide, and mental disturbance. 
Many media portrayals of veterans featured characters who had 
become crazed by their wartime experiences. In stark contrast to 
the cinematic portrayals of heroic and self-sacrificing World War 
II soldiers, popular films such as Taxi Driver, Deer Hunter, and 
Coming Home featured suicidal and homicidal veterans. Others 
focused on the pointlessness of the war and the atrocities that 
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American forces had committed. For example, a veteran on one 
television show stated: “I started flashing back; I was in the Nam; 
I burned a village to the ground and everyone in it . . . I need 
help.”28 Movies that depicted flashbacks among veterans were par-
ticularly potent vehicles for showing how past wartime traumas 
could intrude into the present: when triggers arose in their current 
environments, subjects vividly reexperienced the original shock.29 
One film critic complained, “So familiar has this story become 
that I have started to think of it as a brand new film genre—the 
PTSD (Post-Traumatic Stress Disorder) genre.”30

Images of widespread pathology among Vietnam veterans 
were widely accepted because they symbolized the pervasive cul-
tural and political rifts that split the country at the time. The post-
war society the veterans had entered was riven by deep divisions 
and lacked the social cohesion that marked American society after 
World War II and the Korean War. Veterans’ problems became 
entangled with the moral revulsion that many people felt toward 
the war. The “Vietnam veteran serves as a psychological crucible 
of the entire country’s doubts and misgivings about the war,” his-
torian Eric Dean observed.31 

Deep controversy still exists about the responses that returning 
Vietnam veterans received. One common conception is that they 
were treated like outcasts by a society that scorned their wartime 
service. In this account, even older veterans at the American Le-
gion and VFW posts derided those returning from Vietnam.32 
Psychiatrist Nancy Andreasen’s assertion is representative: Viet-
nam veterans “returned home to find that (unlike previous genera-
tions of soldiers) they were not warmly welcomed as heroes, but 
instead sometimes vilified as social pariahs.”33 Others, however, 
claim that veterans were warmly welcomed when they returned.34 
They cite polls taken at the time indicating that almost all vet-
erans thought they had a “friendly” reception when they arrived 
home, and they regarded the supposed humiliations suffered by 
Vietnam veterans, such as being spat upon, as unwarranted urban 
legends.35 Sociologist Jerry Lembke contends: “I not only found 
no evidence that anyone was ever spat on, but no evidence either 
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that anyone at the time said he had been spat on.”36 Neverthe-
less, “the image of the Vietnam veteran as a spurned, neglected, 
and troubled individual has refused to die.”37 Whatever the true 
story, the prevailing assumption that veterans were traumatized, 
scorned, and humiliated came to shape the development of the 
PTSD diagnosis.

ANTIWAR PSYCHIATRY

An influential advocacy group, Vietnam Veterans Against the War 
(VVAW) emerged in the late 1960s. It thoroughly contrasted with 
veterans’ groups in previous conflicts. The VVAW did not focus 
on obtaining pensions and other compensatory resources, which 
had been the chief goal of veterans’ advocacy efforts after past 
wars; instead, it fervently opposed the war itself, the government 
that was conducting the war, and the Veterans Administration 
(VA), which it insisted was neglecting veterans’ problems.38 In 
particular, the VVAW emphasized what it asserted were routine 
atrocities committed by American troops against the Vietnam-
ese. This claim became the basis for a powerful narrative about 
the psychic impact of Vietnam on combatants: the psychological 
problems that veterans faced resulted from governmental policies 
that forced them to participate in or witness war crimes.39 A new 
conception of soldiers as traumatized victims of an unjust war 
emerged. Although the VVAW only involved a small proportion 
of veterans, it was well-organized, attuned to the media, and allied 
with prominent psychiatrists. 

The VVAW emerged in a cultural climate that emphasized the 
political dimension of psychiatric diagnoses. During the 1960s, 
prominent critics of psychiatry such as Thomas Szasz, R. D. Laing, 
and Erving Goffman focused on how labels of mental illness were 
political tools used to enforce conformity. The problems mental 
illness created did not so much stem from afflicted individuals as 
from a deformed social order and a repressive psychiatric profes-
sion. Psychiatrists working with Vietnam veterans reshaped this 
focus to show how diagnoses could also serve political ends that 
benefited their recipients. In contrast to the antipsychiatry critics, 
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the VVAW desired psychiatric labels that drew attention to their 
problems.

Although there was no extant recognized diagnosis that served 
the purposes of veterans’ advocates, the experiences of Holocaust 
survivors in many ways provided a model of the psychic costs of 
traumas. One highly relevant aspect of the Holocaust for Vietnam 
veterans was that Jews and other victims who survived the concen-
tration camps were not screened or selected but indiscriminately 
exposed to appalling conditions. More than any other traumatic 
circumstance, the long-term psychiatric impacts of the camps 
were due to a horrific situation, not to any individual characteris-
tics. The question to be explained was not which survivors became 
mentally ill but instead which few were able to successfully adapt 
to such extreme circumstances.40

A second contribution that the Holocaust literature made to 
the veterans’ view of trauma was to render irrelevant issues of ma-
lingering, cowardice, and secondary gains from psychic injuries 
that had been central to previous discussions of stress-related di-
agnoses. There was no question that survivors of the extermina-
tion camps had undergone horrendous experiences. In addition, 
veterans adopted the notion of survivor guilt, which had initially 
emerged in psychoanalyst Bruno Bettelheim’s writings about 
Dachau and Buchenwald, as a characteristic symptom of trau-
matic conditions.41 Victims felt guilty because so many of their 
fellow combatants had perished while they had survived.

Another influential impact of the Holocaust was to provide 
support for the veterans’ contention that traumatic psychological 
symptoms were not transient but could be prolonged or delayed. 
This feature was especially important because it contradicted the 
assumptions of stress-related diagnoses before the DSM-III, which 
had emphasized how persistent symptoms were due to individual 
predispositions rather than traumatic events.

Equally important, post-Holocaust accounts provided a new 
model of the professional-client relationship for mental health 
professionals working with Vietnam veterans.42 Psychoanalysts 
like the American William Niederland, who coined the phrase 
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“survivor syndrome,” did not view their role as embodying dis-
passionate observation. Instead, they actively joined the efforts of 
wronged victims who sought reparations for their psychic injuries 
from German courts.43 Just as the experiences of Holocaust survi-
vors provided a template for the commonality of trauma victims, 
the activist responses of their clinicians showed that psychiatrists 
and other mental health professionals should not be passive pur-
veyors of therapy. 

Beginning in the early 1970s, the VVAW established therapeu-
tic groups, which they called “rap groups,” modeled after the con-
sciousness-raising sessions of the women’s movement. These self-
organized sessions took place outside of established psychiatric 
clinics and of the US Department of Veterans Affairs (VA), which 
the veterans scorned.44 In them, participants talked about their 
feelings regarding wartime experiences.45 Discussions focused on 
veterans’ estrangement, mistrust, and anger toward the American 
military and government. 

The conceptions of masculinity that the VVAW promoted di-
verged markedly from ones in previous eras. It rejected traditional 
male values of pride of service, fondness for battle, fearlessness in 
the face of danger, and expertise in killing.46 Instead, rap groups 
encouraged members to display their soft and defenseless qualities 
and to reveal feelings to others.47 They emphasized the vulnerabil-
ity and sensitivity of combatants who suffered from the brutality 
they were forced to inflict on civilians and soldiers. A psychiatrist 
allied with the VVAW summarized: “They grappled with alterna-
tive modes of maleness put forth by youth culture: being gentle, 
open, non-competitive, ‘soft’ (to the point of being able to cry), 
aesthetically sensitive . . . responsive to the needs and struggles of 
individual women.”48 

The VVAW had an outsized influence over portrayals of trau-
matic mental illnesses in the 1970s. One of its allies, psychiatrist 
Chaim Shatan, coined the term “post-Vietnam syndrome” in a 
widely read 1972 op-ed piece in the New York Times.49 This syn-
drome emerged from the experiences that veterans recounted in 
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rap groups. It was inseparable from the VVAW’s intensely moral, 
antiwar sentiments. The post-Vietnam syndrome featured themes 
of atonement, scapegoating, and “hatred of Orientals,” which 
were far afield from traditional psychiatric diagnostic criteria. 

Psychiatrist and political crusader Robert Jay Lifton (1926–) 
was the most influential psychiatrist affiliated with the VVAW. 
A prominent critic of the war, Lifton scorned military psychia-
trists, comparing them to Nazi doctors in concentration camps 
who collaborated with an “absurd and evil organization,” the US 
military.50 Lifton’s earlier work on the Japanese survivors of the 
bombing of Hiroshima had focused on the concept of survivor 
guilt, which Lifton then applied to Vietnam veterans. His no-
tion of PTSD differed from prior conceptions because he believed 
that wartime stressors were not necessarily traumatic at the time 
they occurred. They only became highly disturbing at a later date, 
when veterans realized how morally repugnant their actions had 
been. The indelible images that haunted veterans are “always as-
sociated with guilt,” he claimed.51

Lifton’s primary goal was to use the psychological damage to 
veterans as a reason for ending the war. His book Home from the 
War (1973) focused on the disturbed veterans who participated in 
the VVAW rap groups. It emphasized the moral aspects of war-re-
lated traumas among Vietnam veterans, many of whom had com-
mitted atrocities and suffered from a deep sense of survivor’s guilt. 
They could only be cured, Lifton stressed, after admitting that 
they were war criminals. Under the conditions of the Vietnam 
War, “moral revulsion and psychological conflict became virtually 
inseparable, sometimes in the form of delayed reactions.”52 

Home from the War was enormously successful and became a 
major influence on media portrayals of returned veterans. Only 
a few critics objected to Lifton’s depictions. One was Paul Starr, 
who claimed that Lifton had created the psychiatric problems he 
claimed he had found among veterans. In fact, Starr asserted, sur-
vivor guilt was rarely found among veterans but instead was “very 
prevalent among those who write about Vietnam veterans.”53 The 
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VVAW, Starr emphasized, was a small and unrepresentative group 
that did not provide an accurate reflection of the psychic problems 
veterans faced.

While most veterans associated with the VVAW scorned the 
VA, some VA personnel became their dedicated allies. The pa-
tients of VA social worker Sarah Haley, a well-known advocate of 
the VVAW, became the most celebrated examples of traumatized 
veterans. Haley claimed that on her first day of work at a VA hos-
pital she was approached by a terrified veteran who was diagnosed 
with paranoid schizophrenia. This man stated that he had been 
threatened with death if he revealed a massacre he had seen in 
Vietnam. When Haley recounted his story at a staff meeting she 
was “laughed out of the room.”54 In 1974 Haley wrote a widely 
cited article in the Archives of General Psychiatry that described the 
conditions of 130 VA patients. Haley emphasized the differences 
between the mental disturbances of these Vietnam veterans and 
those of veterans of previous wars. She focused on the 40 patients 
who said they had committed war crimes. Many were so trau-
matized by their actions that they had repressed the most painful 
details of their atrocities. Haley asserted that “many veterans did 
not react immediately to this stress and only became ‘psychiatric 
casualties’ months and even years after their return to the United 
States.”55 Such delayed reactions to their atrocities typified the 
veterans she treated.

Lifton, Shatan, and Haley were the most influential of many 
highly politicized mental health professionals who were active ad-
versaries of the military and who strove to undermine the gov-
ernment’s pursuit of the war. They became notable voices in the 
media, which broadcast their claims that widespread pathology 
existed among returning veterans, that many vets had committed 
atrocities, and that enormous numbers were addicted to drugs or 
had attempted suicide. These clinicians deemphasized traditional 
forms of treatment and urged therapists to identify with their pa-
tients and veterans and to become involved in political protests 
against the war.56

The hostility to the Vietnam War also penetrated deeply into 
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the American Psychiatric Association (APA). In 1970 its Board 
of Trustees passed a statement: “The board hereby expresses its 
conviction that the prompt halt to the hostilities in Southeast Asia 
and the prompt withdrawal of American forces will render it pos-
sible to reorder our national priorities to build a mentally healthy 
nation.”57 Two years later, the organization further asserted: “We 
find it morally repugnant for any government to exact such heavy 
costs in human suffering for the sake of abstract concepts of na-
tional pride or honor.”58 

The construction of the PTSD diagnosis was thus intrinsically 
connected to the political and moral turmoil surrounding the war. 
A group of politically committed veterans, psychiatrists, and their 
allies at the VA were driven by the idea that an immoral war had 
done serious psychological damage to its participants. In addition, 
they were outraged that the governmental bodies most concerned 
with the plight of veterans, the US Congress and the Veterans 
Administration, resisted giving any special consideration to their 
psychological problems.59 Historian Edgar Jones and psychiatrist 
Simon Wessely observe that the origins of the PTSD diagnosis 
lie “less in the jungles of Vietnam and more in the socio-political 
climate of America in the Vietnam era.”60

The VVAW and allied psychiatrists became the leaders in po-
litical lobbying and media appeals for a diagnosis that would pro-
vide veterans with treatment, compensation, and reparations for 
their service.61 Yet, because few had been diagnosed with war-re-
lated conditions during their periods of active service and because 
so much time had passed since the initial trauma occurred, they 
did not fit the criteria for any extant DSM-II diagnosis. They re-
quired a new condition, whose symptoms were not just products 
of some environmental stressor but could also emerge or persist 
many years after the trauma that had provoked them. 

DSM-III

The agitation of the VVAW and its professional allies during the 
1970s occurred during a period when the classification system of 
psychiatric diagnoses was undergoing a dramatic reconfiguration. 
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In 1974 the APA appointed Robert Spitzer to head a task force 
charged with revising the DSM-II. Spitzer led a small, but power-
ful, group of research-oriented psychiatrists whose work required 
carefully defined conditions that would not vary across different 
sites. This group was devoted to the idea that psychiatry must 
become a legitimate branch of medicine. At the core of medical 
thinking was the notion of disease specificity. Historian Charles 
Rosenberg explains: “This modern history of diagnosis is inextri-
cably related to disease specificity, to the notion that diseases can 
and should be thought of as entities existing outside the unique 
manifestations of illness in particular men and women: during 
the past century especially, diagnosis, prognosis, and treatment 
have been linked ever more tightly to specific, agreed-upon dis-
ease categories.”62 Spitzer anticipated that all diagnoses in the new 
manual would adhere to the principle that they were true diseases, 
which could be identified without reference to the lived experi-
ences of those who suffered from them. This standard stood in 
stark opposition to the veterans’ belief that their personal wartime 
involvements were intrinsic aspects of their subsequent psychic 
conditions.

Spitzer and his allies sought to create a reliable diagnostic sys-
tem—one in which different psychiatrists who saw the same pa-
tient would agree on what condition they observed. They believed 
that only careful distinctions between the manifest symptoms of 
different disorders could produce such a classification. Specific, 
empirically derived, and reliable criteria must be the basis for 
each psychiatric diagnosis. Therefore, definitions of all conditions 
would feature explicit and detailed lists of their accompanying 
symptoms. In addition, each diagnostic entity would be distinct 
from other diagnoses. The DSM-III would be based on empiri-
cal observation, not theoretical speculation, and on science, not 
clinical intuition. These core principles stood in thoroughgoing 
opposition to the unconscious mechanisms, general psychosocial 
stressors, and overlapping conditions that the analytically oriented 
DSM-II had relied on.63 

Spitzer also strove to eliminate the psychodynamic causal at-
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tributions that marked the extant diagnostic manual because he 
believed that the causes of mental disorders were not yet known. A 
potential PTSD diagnosis contradicted the principle that diagno-
ses would be a-causal because, by definition, PTSD was linked to 
some trauma. Above all, the new system had to be based on purely 
medical criteria: it could not encompass the moralistic concerns 
that had marked the post-Vietnam syndrome. The proponents of 
a new PTSD diagnosis, therefore, had a very rough road to travel 
before they could insert a traumatic condition into the new, medi-
cally minded manual. 

Advocates pushed for a diagnosis that would recognize trau-
matic symptoms as a normal response to an immoral war, ab-
solve veterans from blame, and allow them to receive treatment 
and compensation. To this end, they asserted that post-traumatic 
stress disorder had to be grounded in thoroughly environmental 
causes with no role for individual predispositions: they “argued 
that the only significant predisposition for catastrophic stress dis-
orders was the traumatic event itself.”64 The Holocaust provided 
them with a paradigmatic situation of a trauma whose impact 
would produce dire consequences, regardless of individual factors. 
Equally important, because the most intense period of the Viet-
nam War had ended more than ten years before the DSM-III was 
published in 1980, advocates required a diagnosis that recognized 
that traumatic symptoms could persist for many years beyond the 
initial trauma or could emerge well past the time the trauma had 
occurred.

If the causal thrust of a diagnosis that acknowledged that trau-
matic events could produce psychic impacts in otherwise normal 
people was inconsistent with the assumptions of the DSM-III 
Task Force, it accorded with a central line of psychiatric think-
ing over the previous hundred years. From Erichsen and other 
proponents of railway spine, to Freud’s later work, to the views 
of Kardiner and the World War II psychiatrists, and finally to the 
general principles behind psychiatric classifications from William 
Menninger through the DSM-I and DSM-II, external traumas 
were assumed to play a major role in why some people developed 
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mental disturbances. Moreover, the focus on how stressors caused 
psychic disorders was highly compatible with the cultural climate 
of the 1960s and 1970s, which emphasized how social factors pro-
duced mental illness. 

Despite the congruence of the stressor basis of traumatic con-
ditions with one strand of psychiatric history, the advocates for a 
PTSD diagnosis had a number of hurdles to overcome. One was 
that a stressor-based diagnosis was not consistent with the mili-
tantly a-causal paradigm that Spitzer and his allies promoted as 
the model for the DSM-III. Not surprisingly, they initially resisted 
a PTSD category because it intrinsically involved a causal frame-
work. In addition, allies of Spitzer who had studied traumatic 
conditions argued that there was no need for the new manual 
to include a distinctive PTSD diagnosis. In particular, prominent 
epidemiologist Lee Robins claimed that the existing categories of 
depressive and anxiety disorders could incorporate most veterans’ 
symptoms.65 Indeed, one study found that less than 2 percent of 
patients had PTSD conditions that were not accompanied by 
some other psychiatric diagnosis.66 Robins and others believed 
that a particular category of PTSD was superfluous as well as un-
supported by empirical research. 

Another obstacle that advocates faced was that DSM-III di-
agnoses required specific lists of symptoms that would serve as 
definitional criteria. The broad aspects of PTSD-like conditions 
were well-recognized since at least the time of Freud’s later work.67 
The previous literature on traumatic conditions, however, was 
relatively unconcerned with constructing the detailed symptom-
atic measures that the DSM-III demanded; instead, it contained 
a large and multifaceted array of psychic consequences of trau-
mas. Past work also focused on the general impact of traumas on 
emotional and social functioning rather than on their particular 
symptoms. 

An additional problem was that the most influential past ob-
servers of traumatic conditions thought that these conditions were 
unlikely to be enduring in the absence of predisposing factors. 
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This association of individual susceptibilities with chronicity was 
not acceptable to the advocates of a new diagnosis, who required 
a focus on external stressors for persistent or long-delayed as well 
as for acute conditions. “After such massive man-made stress,” 
Shatan emphasized, “preexisting disorder is irrelevant. The spe-
cific stress itself constitutes the crucial predisposition.”68 

Moreover, the antiwar psychiatrists had to contend with the 
prior consensus that most combat conditions would respond to 
short periods of rest and relaxation and that few would become 
chronic unless symptoms led to secondary gains. For example, 
Kardiner devoted a lengthy section of his book to compensation, 
which he saw as the major factor that would block recovery. For 
him, the promise of monetary rewards for veterans did not create 
traumatic illnesses but it did impede their successful treatment 
and rehabilitation: “Once the patient learns that his disability can 
be used as a means of compelling the world to recognize his claims 
for dependency, it is then often too late to begin treatment with 
any chance of a successful issue.”69 Recovery would also lead to the 
loss of compensation, which gave patients a powerful incentive to 
remain ill. The idea that veterans would use their symptoms to ob-
tain secondary gains was completely alien to the antiwar psychia-
trists, who resisted any suggestion that enduring PTSD symptoms 
were anything other than genuine.

Despite the considerable impediments they faced, Lifton and 
Shatan were able to persuade Spitzer to appoint them and a Viet-
nam veteran, Jack Smith (the sole member of the roughly 150 per-
sons on the various DSM task forces to have no graduate degree), 
to the six-member advisory committee working on the Reactive 
Disorders section of the new manual. Spitzer named Nancy An-
dreasen, a prominent psychiatrist at the University of Iowa, as 
chair of the Reactive Disorders Task Force. Andreasen had stud-
ied the psychiatric complications associated with severely burned 
adults.70 Her work focused on the anxiety, depression, regression 
to infantile states, and occasionally, delirium that burn victims 
suffered. The veterans’ advocates realized that they would have to 
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convince at least one additional member (the others were psychia-
trist Lyman Wynne and Spitzer himself ) to secure a diagnosis that 
could displace blame from the soldier onto the war itself.71

In contrast to the other major diagnoses in the DSM-III, no 
specific research was conducted on the PTSD criteria before the 
diagnosis entered the manual. It had none of the trappings of 
other conditions—no field trials, tests of reliability, or statistical 
analyses of data. Researchers had not compared different criteria 
sets to select the best alternatives. Instead, the driving force behind 
the diagnosis was the political agitation of antiwar psychiatrists 
and veterans’ advocates who relied on the moral argument that 
failing to include a PTSD diagnosis in the new manual would be 
tantamount to blaming victims for their misfortunes.72 In an ideo-
logical climate that was still highly charged from the aftermath of 
the war, their moral position transcended the data-driven argu-
ments that prevailed in the creation of other diagnoses. Sociologist 
Wilbur Scott concluded that PTSD is in DSM-III “because a core 
of psychiatrists and veterans worked consciously and deliberately 
for years to put it there. They ultimately succeeded because they 
were better organized, more politically active, and enjoyed more 
lucky breaks than their opposition.”73

 PTSD IN THE DSM-III

The post-traumatic stress disorder diagnosis that emerged in the 
DSM-III (see table) had three fundamental components: its defi-
nition of a traumatic stressor, the particular symptoms that were 
likely results of the stressor, and the division of acute and chronic 
traumas. The stressor criterion required the “existence of a recog-
nizable stressor that would evoke significant symptoms of distress 
in almost everyone.”74 It thus fully embraced veterans’ concern 
over displacing any responsibility for symptoms from the envi-
ronment to the individual. The text accompanying the diagnostic 
criteria only mentioned the issue of possible predisposing factors 
in passing: “Preexisting psychopathology apparently predisposes 
to the development of the disorder.”75 It specified that qualifying 
traumas are “outside the range of usual human experience,” en-
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compassing severe stressors such as military combat, rape, assault, 
and natural or man-made disasters.76 The PTSD diagnosis there-
fore provided a unifying framework for all kinds of severe traumas, 
giving “legitimacy to the fact that victims of rape, assault, military 
combat, airplane crashes, fires, floods, bombing and torture can 
suffer psychological trauma with symptoms that are debilitating 
and life changing and that should not be denied.”77 

The symptom criteria for the diagnosis required, first, that the 
trauma be reexperienced through intrusive recollections, recurrent 

DSM-III Diagnostic Criteria for Post-traumatic Stress Disorder

A. Existence of a recognizable stressor that would evoke significant 
symptoms of distress in almost everyone.

B. Reexperiencing of the trauma as evidenced by at least one of the 
following:

(1) recurrent and intrusive recollections of the event
(2) recurrent dreams of the event
(3) sudden acting or feeling as if the traumatic event were reoccurring, 

because of an association with an environmental or ideational stimulus

C. Numbing of responsiveness to or reduced involvement with the external 
world, beginning sometime after the trauma, as shown by at least one of 
the following:

(1) markedly diminished interest in one or more significant activities
(2) feeling of detachment or estrangement from others
(3) constricted affect

D. At least two of the following symptoms that were not present before the 
trauma:

(1) hyperalertness or exaggerated startle response
(2) sleep disturbance
(3) guilt about surviving when others have not or about behavior 

required for survival
(4) memory impairment or trouble concentrating
(5) avoidance of activities that arouse recollection of the traumatic 

event
(6) intensification of symptoms by exposure to events that symbolize or 

resemble the traumatic event

Source: American Psychiatric Association, Diagnostic and Statistical Manual of Mental Disorders, 3rd 
ed. (Washington, DC: American Psychiatric Association, 1980), 238.
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dreams, or feelings of reoccurrence. Second, sufferers had to show 
numbed responsiveness through diminished interest in activities, 
detachment from others, or constricted affect. Finally, they had to 
display at least two symptoms from among hyperalertness, sleep 
disturbance, survivor guilt, trouble concentrating, avoidance of 
reminders of the traumatic event, and intensification of symptoms 
following such reminders.78 

The third component of the diagnosis was this: “Symptoms 
may begin immediately or soon after the trauma. It is not unusual, 
however, for the symptoms to emerge after a latency period of 
months or years following the trauma.”79 Acute PTSD involved 
symptoms that arose within six months of the trauma and disap-
peared within this time frame. Chronic PTSD either persisted 
for longer than six months or arose sometime after six months 
had passed since the trauma. This aspect of PTSD responded to 
veterans’ need for a diagnosis that recognized that symptoms need 
not arise during or soon after a wartime trauma but might only 
become apparent at a much later date.

PROGENITORS OF THE PTSD DIAGNOSIS

The PTSD diagnosis that emerged in the DSM-III in 1980 to 
recognize the suffering of Vietnam veterans was a thoroughgoing 
paradigm shift in the conceptualization of psychiatric trauma. In 
contrast to previous notions of shell shock or combat neuroses, 
which were expected to be acute and self-healing unless the affected 
soldier had some predisposing condition, PTSD was thoroughly 
environmental. Contrary to previous conceptualizations, the idea 
of individual vulnerabilities had no role in the new conception. 
Like previous diagnoses, it arose from some external cause, but 
unlike its predecessors, this cause worked through present-day 
memories of the past trauma that intruded into the present. What 
were the intellectual predecessors of these diagnostic criteria?

Abram Kardiner’s book The Traumatic Neuroses of War, based 
on the World War I veterans he had treated during the 1920s (al-
though the book was not published until 1941), was an especially 
influential precursor of the stressor criteria.80 According to Ben 
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Shephard, “Ultimately, Kardiner would prove the most influ-
ential writer on the war neuroses. In the 1970s, when American 
medicine was confronted by an epidemic of mental disorders in 
Vietnam veterans, his book was a bible, almost the only thing the 
psychiatrist could turn to.”81 Yet, Kardiner’s thought itself was an 
outgrowth of Freud’s wartime conception that traumatic neuro-
sis arose as “a consequence of an extensive breach being made in 
the protective shield against stimuli.”82 Kardiner, following Freud, 
considered traumas to be situations in which sudden, external 
stressors overwhelmed the capacity of individuals to deal with the 
stimulus: “Trauma, therefore, is an external factor which initiates 
an abrupt change in previous adaptation.”83 Although he treated 
traumatized male soldiers, Kardiner believed that wartime neu-
roses did not differ in any fundamental way from other traumas, 
except that they are usually more intense.84 Therefore, it was easy 
for the PTSD working group to extend his conception to natural 
disasters, rape victimization, and other extreme traumas.

Kardiner’s rejection of both biological and psychological sus-
ceptibilities for traumatic neuroses also appealed to the antiwar 
psychiatrists. Kardiner found that sufferers from these conditions 
had every possible type of preexisting personality, and he con-
cluded that predispositions could not be important causes. “If 
therefore we look for the predisposing factors in the pre-traumatic 
personality we are not likely to find anything distinctive,” Kar-
diner stated.85 Instead, following Freud’s revised conception, he 
emphasized the importance of viewing symptoms as adaptations 
that were attempts to gain mastery over traumatic situations. The 
stressor criterion was also in tune with the environmental empha-
sis of post–World War II psychiatry and culture, if not with the 
DSM-III’s a-causal approach.

The origins of the PTSD symptom criteria are more obscure. 
Chaim Shatan claims that he, along with Jack Smith and Sarah 
Haley, were “practically dictating” the text of the diagnostic cri-
teria to Nancy Andreasen.86 Aside from the mention of survivor 
guilt as partially fulfilling the “D” requirement, however, the 
symptoms that found their way into the manual were not pres-
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ent in Shatan’s previous, highly moralistic, work. Andreasen her-
self asserts that she was the primary author of the text, although 
the symptom criteria involving intrusive recollections, numbing, 
and hyperalertness, which are the most prominent features of the 
DSM-III diagnosis, for the most part did not appear in her publi-
cations about the burn victims she had studied.87

In one of the great ironies of psychiatric history, the PTSD 
symptom criteria most closely resemble Sigmund Freud’s war-
time views. Spitzer and the other research psychiatrists behind the 
DSM-III were contemptuous of psychoanalytic approaches. Nev-
ertheless, the B criteria of “recurrent and intrusive recollections 
of the event; recurrent dreams of the event; and sudden acting or 
feeling as if the traumatic event were reoccurring” almost com-
pletely mirror Freud’s view of trauma that emerged from World 
War I.88 In contrast, Kardiner’s portrayal of symptoms, which had 
more in common with the hysterical presentations soldiers dis-
played during and after World War I, had little resemblance to the 
PTSD symptoms. His concept of physioneuroses focused more 
on the general bodily and personality processes that traumas acted 
upon than on their particular symptoms.89 

The numbed responsiveness found in the C criteria and pot-
pourri of symptoms in the D criteria closely resemble psychia-
trist Mardi Horowitz’s work. His research investigated responses 
to traumas through experimental studies using films about stress, 
fieldwork that looked at symptom formation after a variety of 
stressors, and clinical investigations of patients after dire events. 
These studies were particularly important because they contained 
the type of empirical findings that the DSM-III Task Force valued 
most highly. This research, along with Horowitz’s 1970 book Im-
age Formation and Cognition, emphasized the phasic alteration be-
tween intrusion and avoidance.90 It focused on how traumatized 
people often relived vivid images of traumatic events that were 
not subject to their control, and yet at other times they were un-
able to remember the trauma. Horowitz’s well-known book Stress 
Response Syndromes was published in 1976 (it has undergone three 
subsequent revisions), while the deliberations for the DSM-III  
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were under way. The book developed a cohesive portrayal of the 
stress syndrome, which involved a “constellation of denial, re-
pression, and emotional avoidance” that was strongly influenced 
by Freud’s later views.91 Most of the symptoms in the DSM-III 
criteria are found in Horowitz’s compilation of common stress 
responses, which focused on the paradoxical and seemingly con-
trasting symptoms of repetition and denial.92

The third component of the PTSD diagnosis that gives equal 
weight to acute and chronic conditions also relied on Horowitz’s 
work. Previous psychiatrists, including Freud and Kardiner, be-
lieved that most traumatic symptoms would be short-lived. Freud 
doubted the lingering impact of war trauma: “When war condi-
tions ceased to operate, the greater number of the neurotic dis-
turbances brought about by the war simultaneously vanished.”93 
Kardiner, too, wrote: “These traumatic neuroses do not get worse 
with time; I have never seen a case that was worse at the time I saw 
it, than at any time previous.”94 

In contrast, Horowitz’s work featured chronic as well as acute 
forms of PTSD. Horowitz emphasized how a minority of people 
who have acute cases will develop persisting symptoms or develop 
symptoms after a period of latency.95 He noted how the very low 
rate of psychiatric casualties during the Vietnam War itself did not 
preclude the emergence of genuine disorders well after the war 
had ended. In the postwar period, “the denial and numbing, the 
alienation, compartmentalization, and isolation of the experience 
from everyday life would continue for a while. Paradoxically, it 
might only be with the vision of continued safety, with the per-
missible relaxation of defensive and coping operations, that the 
person might then enter a phase in which intrusive recollections 
of the experience were reemergent.”96 After a latency period of 
apparent relief, full-scale stress syndromes, including nightmares, 
intrusive images, and emotional attacks related to the wartime 
experiences, could emerge.
	 The new diagnosis reoriented responses to PTSD. The DSM-
III criteria were perfectly suited to the needs of antiwar veterans 
and their advocates. Because it was unequivocally environmental 
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in orientation, the role of possible biological or psychological pre-
dispositions almost completely disappeared. Traumas caused, not 
just triggered, symptoms. PTSD diagnoses thus allowed veterans 
to see themselves as victims of an unjust war, a conception that 
was in tune with the antiwar cultural climate that still prevailed. 
It also rendered veterans eligible to receive disability payments and 
psychiatric treatment. At the same time, it contained the detailed, 
explicit list of symptoms that the new classificatory system re-
quired. It also fit the requirement that previously unscathed peo-
ple could develop PTSD many years after the trauma had ended. 
The antiwar veterans and psychiatrists, in tandem with the PTSD 
Work Group, overcame the DSM-III Task Force’s general antipa-
thy to causally based diagnoses.

THE IMPACT OF THE PTSD DIAGNOSIS

The extent of post-traumatic stress disorder after the Vietnam 
War was a highly charged and controversial topic. Studies had 
found that veterans of World War II and Korea did not have worse 
mental health later in life compared to civilians.97 Indeed, when 
surveyed in 1996, more than 90 percent reported that their mental 
health was “good to excellent” compared to 84 percent of nonvet-
erans. Another study of more than 400 male veterans of World 
War II and Korea conducted in 1990 found that less than 1 percent 
of veterans had a current PTSD diagnosis and that just 1.5 percent 
met diagnostic criteria at some point in their lives.98 A survey of 
152 World War II veterans who were assessed for symptoms in 
1946 and of a subset of 107 surviving veterans in 1988 found that 
only one met DSM-III diagnostic criteria for PTSD.99 Psychiatrist 
George Vaillant’s prospective study of 268 Harvard graduates, 152 
of whom served in World War II, uncovered only one full-blown 
and four partial cases of PTSD.100 Other retrospective studies 
indicated that World War II veterans rarely developed delayed 
PTSD. A representative national survey found that these veterans 
had better mental health in later life than those who hadn’t served 
in the military.101 

The initial studies of PTSD among Vietnam veterans found 
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similarly low rates. The most prominent was the Centers for Dis-
ease Control’s large Vietnam Experience Study (VES). It found 
that only 2 percent of veterans had PTSD at the time the study 
was conducted, although 15 percent met diagnostic criteria at some 
point during the war. “Vietnam veterans seem to be functioning 
socially and economically in a manner similar to army veterans 
who did not serve in Vietnam,” the study concluded.102 

Subsequent to 1980 interest also grew in the prevalence of 
PTSD in the general population, not just among combatants, 
who had been the focus of prior work. Studies of communities 
using the DSM-III criteria found quite low rates of PTSD. The 
initial research was part of the Epidemiologic Catchment Area 
(ECA) research, a pioneering study of mental disorders in five 
US regions conducted shortly after the DSM-III was published, 
in 1980. Using the initial DSM-III measures, which required the 
presence of extraordinary stressors, it found modest rates of the 
disorder. Data from the St. Louis site found that only 5 men and 13 
women per 1,000 met PTSD criteria at any time during their lives. 
Indeed, only Vietnam veterans who had been wounded in com-
bat reported high levels of PTSD. The overall prevalence was just 
1 percent.103 Another study using data from the North Carolina 
ECA site found a similarly low 1.3 percent lifetime prevalence and 
a six-month prevalence of just 0.44 percent.104 PTSD, as defined 
by the DSM-III criteria, rarely occurred in the general population. 
While the DSM-III provided the groundwork for the subsequent 
surge of PTSD, changes to the diagnostic criteria in future manu-
als, far more than the DSM-III itself, resulted in the dramatic 
growth in traumatic conditions that arose in the 1990s and that 
continues to the present.

CONCLUSION

The PTSD diagnosis that emerged in the DSM-III, in contrast 
to the other diagnoses in the manual, maintained the focus on 
environmental causes of mental disorders that had been within 
the mainstream of psychiatric thought since World War II. It also 
contained the specific list of symptoms that was necessary for any 
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psychiatric condition to be considered a true medical disorder. 
The diagnosis thus allowed sufferers to receive treatment, com-
pensation, and substantiation of their conditions. It validated new 
conceptions of masculinity, which recognized that men as well as 
women were vulnerable to the psychic consequences of traumas. 
Finally, PTSD legitimated the view that traumas could have last-
ing consequences as well as have a period of latency, so symptoms 
might not appear until many years after the original trauma. The 
clinical community consensually agreed that the new condition 
was a positive development.105 Only a few gadflies questioned 
whether it might produce large numbers of chronic sufferers who 
would otherwise have displayed natural self-healing of their trau-
mas.106

Despite the research in the aftermath of the DSM-III that indi-
cated quite low rates of post-traumatic stress disorder, the notion 
that PTSD was pervasive spread through the general culture. The 
PTSD diagnosis quickly shaped portrayals of traumatic condi-
tions: “By the early 1980s the image of the traumatized, psycho-
logically impaired veteran had almost totally displaced the image 
of the politically active, anti-war veteran in the American mem-
ory.”107 A new age of trauma had begun.



CHAPTER FIVE

The Return of the Repressed

F  F  F

The most common post-traumatic disorders are those not  
of men in war but of women in civilian life.

Judith Herman, Trauma and Recovery

In but a few years we will all look back and be dumbfounded by 
the gullibility of the public in the late twentieth century and by 
the power of psychiatric assertions to dissolve common sense.

Paul McHugh, Foreword to August Piper Jr., Hoax and Reality

Women’s traumas had been at the heart of psychiatric attention 
before the First World War. Between that war and the establish-
ment of the post-traumatic stress disorder diagnosis in the DSM-
III, wartime traumas that afflicted men took center stage in dis-
cussions about stressor-related conditions, but then, during the 
interlude between 1980 and the Persian Gulf War in the 1990s, 
concern with veterans’ mental health problems faded. Although 
feminist clinicians had little involvement in creating the PTSD 
criteria, once the diagnosis appeared they saw its relevance to their 
concerns: traumatized females who were victims of male violence 
and abuse. At this time, the central focus of attention to traumas 
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turned from the ravages of combat to the lasting consequences of 
childhood sexual abuse.

The psychological devastation of traumas that men inflicted 
on women became a significant theme within one branch of fem-
inism. In the 1980s a backlash developed against the theme of 
sexual liberation, which had been prominent in feminist efforts 
during the 1960s and 1970s—decades when the women’s move-
ment emphasized the rights of women to have the same sexual 
freedoms as men, reproductive choice, and equality in work and 
family roles. In the eighties, many leading feminists, including 
Catherine McKinnon, Andrea Dworkin, and Gloria Steinem, vo-
cally expressed their concerns that the sexual freedom of recent 
years had produced even more male oppression over women than 
previously.1 They focused on the sexual exploitation of women 
by men, emphasizing the dire impacts of family violence, date 
rape, workplace sexual harassment, and childhood sexual abuse. 
“Perhaps incestuous rape,” Dworkin proclaimed, “is becoming a 
central paradigm for intercourse in our time.”2 

In the 1980s, too, a seeming epidemic of male violence against 
women broke out. Many feminists trumpeted the findings of 
sociologist and activist Diana Russell’s survey in San Francisco, 
which found that one in four women had been raped and one in 
three abused in childhood.3 Russell claimed that over 25 percent 
of her respondents were victims of sexual abuse before the age of 
fourteen and 12 percent were incest victims. Prominent feminist 
psychiatrist Judith Herman proclaimed, “Father-daughter incest 
is not only the type of incest most frequently reported but also 
represents a paradigm of female sexual victimization.”4

Along with reports of rising rates of sexually abused women, 
women suddenly began to report recovering memories of for-
gotten incidents of sexual abuse, often incestuous, during their 
childhood. They rarely recalled isolated traumas but instead rec-
ollected repeated occurrences that had taken place over long pe-
riods. Most of them only remembered these events after entering 
psychotherapy many years later. Some accounts claimed that as 
many as half of American women had suffered repressed incidents 
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of childhood sexual abuse.5 Even the lowest estimates regarded 1.6 
million American girls and women as incest victims.6 The elicita-
tion of repressed sexual abuse in childhood grew “from virtual 
nonexistence to epidemic frequency.”7 

Recollection of prolonged and repeated childhood traumas 
became common among psychiatric patients: “On careful ques-
tioning, 50–60 percent of psychiatric inpatients and 40–60 per-
cent of outpatients report childhood histories of physical or sexual 
abuse or both,” Herman concluded.8 One of the leaders of the 
recovered memory movement, psychologist Renee Frederickson, 
summarized: “Finally, I realized the size of the problem. Millions 
of people have blocked out frightening episodes of abuse, years of 
their life, or their entire childhood. They want desperately to find 
out what happened to them, and they need the tools to do so.”9

As a result, a stark change in the gendered relevance of trau-
matic mental illnesses occurred in the 1980s. The women’s move-
ment realized, according to Herman (perhaps the most prominent 
psychiatric theorist of women’s trauma), that “the most com-
mon post-traumatic disorders are those not of men in war but 
of women in civilian life.”10 The stereotypical image of a trauma 
victim changed from a battle-scarred veteran to a woman who was 
psychically incapacitated from childhood sexual abuse.

 

THE RECOVERED MEMORY MOVEMENT

The recovered memory movement (RMM), which swept the 
United States in the 1980s, focused on the lasting, albeit uncon-
scious, impacts of childhood traumas. It comprised a coalition of 
patients, mostly middle- and working-class white women (over 
90 percent of cases were women), activist mental health profes-
sionals, and lay promoters.11 Leading psychiatrists such as Her-
man and Bessel van der Kolk at Harvard and Lenore Terr at 
the University of California–San Francisco provided the profes-
sional authority for the movement.12 They were joined by a large 
group of non-MD and often noncredentialed psychotherapists 
who actively encouraged the recovery of repressed memories of  
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early sexual traumas. Like the Vietnam Veterans Against the War 
(VVAW) and its associated mental health professionals, advocates 
associated with the RMM saw their mission as a moral crusade, in 
this case against patriarchal violence. They viewed fathers as the 
most common perpetrators of repressed traumas involving sexual 
abuse. Like the crusading associated with the situation of Vietnam 
veterans, mental health professionals associated with the RMM 
felt they had a moral obligation to be passionate advocates for 
their clients, not just neutral interpreters of symptoms. The mass 
media widely appropriated their tenets and promoted recovered 
memories as a source of popular entertainment and potential imi-
tation.

Mental health personnel involved in the recovered memory 
movement asserted that, in contrast to typical cases of PTSD, in 
which past traumatic events are vividly remembered, traumatic 
conditions associated with early sexual traumas were so powerful 
that they left no conscious trace in memory. Instead, they were 
precisely, if unconsciously, encoded in the brain, awaiting their 
recovery in psychotherapy. The process of “robust repression”—
memories of severe abuse that remained in a pristine state within 
the unconscious until they were uncovered later in life—was at 
the core of women’s traumatic conditions.13 Although the events 
that repressed memories referred to occurred many years before 
they were recovered, patients could come to remember their early 
traumas in perfect detail. Echoing Freud, historian Alison Winter 
suggested that recovered memories were like the discovery of an 
old record that had never been played.14

Historical Origins

The historical roots of the recovered memory movement were 
far removed from the wartime experiences that influenced the  
DSM-III PTSD diagnosis. Instead, the surge in interest about psy-
chopathologies related to recovered memories of childhood sexual 
abuse revived the late nineteenth-century concerns of Pierre Janet 
and, far more ambivalently, of Sigmund Freud. 

Freud’s unwavering assertions that childhood sexual secrets lay 
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behind the later formation of neurotic symptoms was a founda-
tional claim for the recovered memory movement. Indeed, Freud 
anticipated almost every one of its tenets.15 Nevertheless, recov-
ered memory theorists and clinicians were typically hostile, often 
aggressively so, toward Freud’s writings. One of the leaders of the 
movement, psychiatrist Colin Ross, indicated: “Freud did to the 
unconscious mind, with his theories, what New York City does to 
the ocean with its garbage.”16 Gloria Steinem went even further, 
proclaiming that “sending a woman to a Freudian therapist . . . is 
not so far distant from sending a Jew to a Nazi.”17

Freud’s original formulation was that all cases of hysteria 
stemmed from “one or more occurrences of premature sexual 
experience, occurrences which belong to the earliest years of 
childhood but which can be reproduced through the work of 
psycho-analysis.”18 Within a year, however, he changed his view 
that patients suffered from repressed memories of actual sexual 
abuse to the notion that they repressed their own erotic attrac-
tions to parents of the opposite sex. The sexual abuse that analysts 
uncovered did not involve real incidents but instead represented 
patients’ unconscious fantasies. 

A major reason for Freud’s repudiation of his initial seduction 
theory was that hysteria was widespread in late nineteenth-century 
Vienna. If every hysterical case resulted from sexual abuse, as Freud 
asserted, then adults were exploiting young children and even 
infants at an astonishing rate. According to Richard von Krafft- 
Ebing, who, as the foremost student of sexual pathology at the 
time was hardly unfamiliar with childhood molestation, Freud’s 
view seemed “like a scientific fairytale.”19 Freud also changed his 
original assertion that governesses, family friends, older siblings, 
and strangers seduced his patients when they were children, in-
stead declaring that their fathers were the source of patient-re-
membered abuse. Freud’s revised theory was of cold comfort to 
RMM advocates because these paternal seductions were nothing 
more than imagined products of repressed desires.

Recovered memory advocates accepted Freud’s initial claims 
but scorned his revised view regarding the fantasies behind child-
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hood traumas. The same assertion about the huge prevalence of 
early sexual abuse that had led Viennese psychiatrists to reject 
Freud’s initial claims was exactly what appealed to the RMM. 
One of their central contentions was that sexual abuse of female 
children by adult males, especially fathers, was extensive. Those 
associated with the RMM harshly criticized Freud’s repudiation 
of his original view and avowed that patients suffered from genu-
ine sexual victimizations. Psychiatrist Jeffrey Masson’s attack on 
Freud’s abandonment of the seduction theory in his best-selling 
1984 book, The Assault on Truth: Freud’s Suppression of the Se-
duction Theory, was especially influential.20 Masson avowed that 
Freud had betrayed the victims of severe abuse because he feared 
the reactions of his male colleagues, who strove to uphold the pa-
triarchal authority that dominated Viennese culture. Freud know-
ingly protected the pedophile fathers of his patients, whom he 
sacrificed to protect male privilege, while relegating patient abuse 
to the influence of unconscious fantasies. Subsequently, to its det-
riment, psychoanalysis became the study of fantasy and desire, not 
of lived experiences. 

Herman and others revived Freud’s original, self-repudiated se-
duction theory, arguing that repressed memories of sexual abuse, 
often incestuous abuse, caused traumatic symptoms. She declared 
that Freud’s initial paper was “a brilliant, compassionate, elo-
quently argued, closely reasoned document.”21 Herman insisted 
that Freud’s patients recovered memories of real sexual assault, 
abuse, and incest. In contrast, Freud’s revised theory led to the 
situation in which “the dominant psychological theory of the next 
century was founded in the denial of women’s reality.”22

As an alternative to Freud, a number of the founders of the re-
covered memory movement, including Herman and van der Kolk, 
resurrected the generally forgotten writings of Pierre Janet, Freud’s 
contemporary and sometime rival.23 Traumas had been at the core 
of Janet’s writings and clinical practice. Recovered memory advo-
cates were especially attracted to his concept of dissociation. Janet 
developed the idea that the psychic impacts of traumas were so 
powerful that they could not be integrated into the personality. 
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This led traumatized victims to develop a form of consciousness 
that was inaccessible to their awareness. Their memories remained 
intact, if unconscious, in this dissociated state, although therapists 
might be able to recover them through techniques such as hypno-
sis. This notion of storing memories of traumas in an unconscious 
region of the mind was at the core of the recovered memory move-
ment. “Instead of remembering being what affected us,” philoso-
pher Ian Hacking summarized, “it was the forgetting.”24 

However useful Janet’s emphasis on dissociation was for the re-
covered memory movement, unlike Freud, Janet did not focus on 
sexual traumas but instead often described sicknesses, accidents, 
deaths of relatives, and other unpleasant experiences as the origin 
of dissociated states. The RMM was less interested in the types 
of traumas that Janet discussed and treated than in his focus on 
how the natural psychological defense against traumas was for the 
mind to protect itself by blocking memories of the abuse while 
retaining them in a hidden part of the psyche. 

The recovered memory movement also revived the interest in 
split personalities that had arisen in France at the end of the nine-
teenth century. Janet and other late nineteenth-century French 
psychologists and psychiatrists (including Charcot) had discussed 
a few cases of multiple personality disorder (MPD), a condition in 
which several distinct personalities were present within the same 
individual. Psychiatrist Morton Prince (1854–1929) led a move-
ment to publicize this condition in the United States. Most MPD 
patients at the time typically displayed a small number of distinct 
personalities. The condition, however, was uncommon. “This 
phenomenon is, upon the whole, rather rare, and it is unlikely 
you will have to occupy yourselves with it in practice,” Janet told 
an audience at Harvard Medical School in 1908.25 By 1944, MPD 
had virtually disappeared; in that year a comprehensive survey 
uncovered only seventy-six cases in the medical literature over 
the previous 128 years.26 Another survey uncovered only fourteen 
cases between 1944 and 1969, half of which were patients of one 
psychiatrist, Cornelia Wilbur.27 Accordingly, psychiatric manuals 
before the DSM-III did not mention MPD.
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After a considerable period of latency, MPD cases began to 
emerge and spread through American popular culture. Two best-
selling books (both made into popular movies)—the Three Faces 
of Eve (1957) and Sybil (1973)—provided prototypes for this condi-
tion. In 1973 Wilbur published the famous case of Sybil, which be-
came a staple of reading lists in undergraduate psychology courses. 
Sybil, in contrast to her French predecessors, had a large number 
of alter egos, ranging into the teens. According to Wilbur and a 
colleague, “MPD is most parsimoniously understood as a post-
traumatic dissociative disorder of childhood onset.”28 Her promo-
tion of this condition would lead many women to emulate Sybil’s 
condition. By 1990 over 20,000 cases had been diagnosed in the 
United States.29

The Tenets of the Recovered Memory Movement

The recovered memory movement reincarnated and amplified the 
major concerns of European psychiatry during the 1890s. Like Ja-
net and Freud, proponents of recovered memories focused on the 
lasting, if unconscious, impacts of childhood traumas. Their core 
assumption was that memories of abuse remained in a pristine 
state within the unconscious until they were uncovered later in 
life. Another key tenet of the RMM was that the childhood trau-
mas bringing women to therapy were often not isolated events. 
Instead, they were more likely to involve long periods of repeated 
traumas so painful that victims could not incorporate them into 
consciousness. They were thus most likely to repress prolonged 
episodes of early sexual abuse. Herman proposed that a syndrome 
of “complex post-traumatic stress disorder,” which encompassed 
the results of continuous and repeated abuse, best captured the na-
ture of traumas associated with recovered memories. She invoked 
the prolonged symptoms of the survivors of the Nazi death camps, 
as well as studies of soldiers during World War II, to emphasize the 
psychic persistence of long-standing traumas. Like these groups, 
victims of patriarchal abuse suffered repeated instances of abuse 
but could not flee from their oppressors.30 

A third notable aspect of the RMM, comparable to the Viet-
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nam veterans’ advocacy during the 1970s, was the central role that 
nonprofessionals played in both groups. By the early 1980s, the 
rise of third-party insurance and managed care, the new centrality 
of biological views, and the prominence of drug treatments had 
marginalized psychoanalysts within the psychiatric profession. At 
the same time, the PTSD and MPD diagnoses discussed below 
opened a new landscape of traumas that could be treated and re-
imbursed. Numerous non-MD counselors, psychologists, social 
workers, and uncredentialed psychotherapists filled this vacuum. 
Most of these clinicians were women, many of whom held ex-
plicitly feminist views of therapy.31 The advocacy efforts of the 
VVAW and its psychiatric allies provided feminist clinicians with 
an example of the power of political and moral activism to influ-
ence mental health policy and practice.

Some of the movement’s basic texts emerged from lay survivors 
of early abuse. In particular, poet Ellen Bass and short-story writer 
Laura Davis’s The Courage to Heal, published in 1988, became a 
canonical work. The authors had no background in psychology 
but were radical feminists who relied on “the experiences of survi-
vors.”32 Their core belief was that sexual abuse during childhood 
was common and often repressed but that it could be brought 
to consciousness through the assistance of sympathetic therapists. 
Between 1988 and 1992 the book sold 750,000 copies and to this 
day remains a best-selling self-help text.33

Bass and Davis strove to reach women who had repressed 
memories of molestations by showing them the signs that indi-
cated the likelihood of earlier traumas. They created checklists 
that encompassed an extraordinary range of signs of abuse. These 
included items such as having trouble feeling motivated, having 
no sense of one’s interests, talents, or goals, and feelings of pow-
erlessness (among many others), which indicated that the reader 
was likely to have suffered from repressed childhood traumas. The 
authors emphasized how accounts of abuse are never false: “So 
far, no one we’ve talked to thought she might have been abused, 
and then later discovered that she hadn’t been. The progression 
always goes the other way, from suspicion to confirmation. If you 
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think you were abused and your life shows the symptoms, then 
you were.”34 Indeed, Bass and Davis claimed that not one of the 
hundreds of women they spoke with who suspected that they had 
been abused turned out to be wrong. Moreover, not believing one 
had been abused could itself be a sign of abuse.

The RMM embraced another tenet of late nineteenth-century 
psychiatry: to remember is to heal.35 Sufferers of repressed memo-
ries, therefore, must recover and reexperience their early traumas 
in the present moment. The anguish of earlier traumas could only 
be overcome when repressed memories were brought to conscious-
ness with the aid of knowledgeable clinicians. Once memories had 
been recalled, they were relived with vivid accuracy, down to the 
smallest detail of the original traumatic event. 

Following Charcot, Janet, and the early Freud, clinicians fre-
quently used hypnosis as an aid to recovery. For many patients, 
hypnotic trances provided the most direct and immediate ways 
of recollecting painful memories that were otherwise inaccessible 
to experience. Therapists assured patients that under hypnosis 
they could activate parts of the mind that are usually not avail-
able to them.36 They often supplemented hypnotic sessions with 
sodium amytal, cocktails of tranquilizers, or antipsychotic drugs. 
Recovered-memory clinicians assumed that repressed memories 
that were uncovered through these methods provided accurate 
portrayals of long-forgotten traumas. 

Therapeutic responses expanded beyond the clinical encoun-
ter itself as the idea spread that recalling and then discussing trau-
mas within the treatment setting was a necessary, but not a suf-
ficient, aspect of healing. Instead, the notion of giving voice to 
traumatic memories, which had emerged in studies of Holocaust 
survivors, spread to feminist therapists. “The conflict between the 
will to deny horrible events and the will to proclaim them aloud is 
the central dialectic of psychological trauma,” Herman declared.37 
Women who recovered memories of early abuse were encouraged 
to think of themselves as “survivors,” who would give public voice 
to their traumas and avenge their perpetrators: “These days, in 
voicing one’s own traumas, one assumes a moral authority vis-
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à-vis the past that trumps questions of both factual truthfulness 
and practical efficacy. Speaking becomes its own truth,” trauma 
scholar Michael Roth observed.38

Harkening back to the era of railroad spine, the recovered 
memory movement also used lawsuits as a way of gaining rec-
ompense from perpetrators. In the case of accusations spawned 
by recovered memories, however, offenders were not large cor-
porations and their insurers but fathers and other relatives.39 For 
feminists, such litigation was less a process to obtain monetary 
compensation as it was a form of therapy. Bass and Davis stressed 
how “nearly every client who has undertaken this kind of suit has 
experienced growth, therapeutic strengthening, and an increased 
sense of personal power and self-esteem as a result of litigation. 
Clients also feel a tremendous sense of relief and victory. They 
get strong by suing.”40 The courts joined the couch as a venue for 
therapeutic healing.

Concern about obtaining justice for recovered memory vic-
tims spread to state legislatures, which passed bills that extended 
the statute of limitations to forgotten crimes that were only re-
membered many years or even decades later. The recovered mem-
ory movement’s assumptions became embedded in legislation that 
started the clock for when defendants could be held liable for 
traumatic abuse from the time memories were recovered rather 
than from the time of the original event.41 By 1991, twenty-one 
states had made exceptions to statutes of limitations for recov-
ered memory cases. Victims flooded the courts with cases seeking 
punishment and compensation from fathers and other caretakers 
whom they accused of abuse. Like therapists, police and prosecu-
tors did not question stories about forgotten histories of sexual 
abuse. Law enforcement personnel rarely challenged victims’ ac-
cusations, even when they involved horrendous crimes, including 
recovered memories of witnessing killings, dismemberments, and 
eating babies during sessions of devil worship.42 

Patients who recovered memories of early traumas required 
some diagnosis that would pay for their therapy. Their clinicians 
needed to classify clients within a DSM diagnostic category to be 
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compensated for their efforts. PTSD was not a completely satis-
factory condition for these purposes.

TRAUMATIC DIAGNOSES

Recovered memory proponents admired the openly moralistic 
concerns of the veterans and their allies who lobbied for the post-
traumatic stress disorder diagnosis. While antiwar and antigov-
ernment concerns propelled veterans’ advocacy efforts, feminist 
politics was the driving force behind the recovered memory move-
ment. Echoing the connection between antiwar psychiatrists and 
traumatized veterans, Herman wrote, “Early investigators often 
felt strong personal bonds and political solidarity with trauma 
survivors, regarding them less as objects of dispassionate curiosity 
than as collaborators in a shared cause.”43 In both cases, therapists 
viewed their traumatized patients’ problems as political, not just 
medical. Clinicians must affirm “a position of moral solidarity 
with the survivor. . . . It is morally impossible to remain neutral 
in this conflict. The bystander is forced to take sides,” Herman 
maintained.44 

The central quality of the PTSD diagnosis that emerged in the 
DSM-III in response to the conditions of traumatized veterans also 
resonated with the advocates of recovered memories of childhood 
sexual abuse. The symptoms of male veterans and abused women 
had a common etiology in overwhelming external traumas that 
produced psychological disturbances. The purely environmental 
focus of PTSD was highly suited to feminist concerns; trauma vic-
tims suffered from outside forces that were beyond their control. 
Any possible predispositions they might have were secondary to 
the abuse they suffered. 

Yet, the DSM-III’s PTSD diagnosis was not entirely apt for the 
conditions of women who recovered memories of early childhood 
abuse. All of the stressors that the manual mentioned—combat, 
disaster, rape, assault, serious accidents, and the like—were rela-
tively contemporaneous with resulting symptoms. Unlike the 
stressors associated with PTSD, the traumas that female victims 
came to remember took place when they were children or even 
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infants. While the PTSD diagnosis did allow for delayed onset of 
symptoms, its criterion of a six-month or longer interval between 
a trauma and its resulting symptoms was not intended to apply to 
conditions that only emerged many years, or even decades, after 
experiences that had begun in early childhood.

Another divergence between the RMM and the PTSD criteria 
was in their respective views of the relationship between trauma 
and memory. The central problem for PTSD sufferers was the 
“recurrent and intrusive” nature of their traumatic memories.45 
In thoroughgoing contrast, the very first sentence of Herman’s 
Trauma and Recovery, the RMM’s central professional text, stated 
that “the ordinary response to atrocities is to banish them from 
consciousness.”46 Victims did not recall these horrendous events 
until after they had entered therapy. The repression of traumatic 
experiences had little connection to the intrusive memories of vet-
erans and others, who were tormented by their recollections of 
traumas. 

A third difference between the PTSD diagnosis and the trau-
mas that the RMM featured regarded the psychic conditions that 
traumas produced. The PTSD criteria were only satisfied if pa-
tients reported enough specific symptoms that related their cur-
rent memories and activities to some past trauma. Mental health 
professionals allied with the RMM, however, associated early sex-
ual traumas with a broad range of indicators. These encompassed 
depression, anxiety, anger, sexual dysfunction, psychosomatic dis-
orders, low self-esteem, loneliness, interpersonal difficulties, and 
multiple personality disorder, among others.47 Van der Kolk, in 
a nod to Kardiner, emphasized how the body, if not the mind, 
remembers traumas through converting repressed psychological 
symptoms into numerous physical problems that tyrannized pa-
tients by emerging in disguised forms.48 The critical aspect of re-
covered memories of childhood traumas was not their particular 
symptomatic results, which differed widely across patients, but 
the capacious psychic and bodily impacts of childhood abuse. 
These distinctions rendered the PTSD criteria less than optimal 
for the RMM.
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By the mid-1980s, the recovered memory movement had be-
come a significant presence among mental health professional and 
lay therapists. A large cadre of clinicians had arisen who were com-
mitted to using techniques that brought memories into conscious-
ness after many years of repression. This group required criteria 
that recognized that traumatic experiences could be repressed as 
well as intrusive. The revised criteria of PTSD in the DSM-III-R 
(1986) responded to this aspect of memory by changing the cat-
egory of numbed responsiveness to the external world to include 
the “inability to recall an important aspect of the trauma.”49 Trau-
matic symptoms now encompassed the incapacity to remember 
some trauma as well as recurrent and intrusive memories of it. 
This change helped expand the realm of PTSD from male victims 
of combat and other stressors to sexually abused women who had 
repressed long-ago traumas. “By the end of the decade, reluctance 
to disclose became inability to remember,” psychologist Richard 
McNally observed.50 

Although the revised DSM-III-R criteria were more attuned to 
the RMM than the initial DSM-III diagnosis, the psychic condi-
tions found among the victims of early childhood traumas often 
did not fit the PTSD stipulations. Instead, the RMM became en-
amored with the long-neglected condition of multiple personal-
ity disorder (MPD). Although it was little noticed at the time, 
the DSM-III contained a separate diagnosis for this disorder. The 
manual briefly described MPD as “the existence within the in-
dividual of two or more distinct personalities, each of which is 
dominant at a particular time” and had “its own unique behav-
ior patterns and social relationships.”51 The distinctive quality of 
MPD was its florid, overt presentation of a variety of characters 
who speak in different voices. As with the other DSM diagnoses, 
PTSD notwithstanding, the manual did not specify the causes of 
MPD, although it noted that child abuse and other severe emo-
tional childhood traumas could be predisposing factors. In line 
with psychiatric history, the DSM-III asserted that “the disorder 
is apparently extremely rare.”52 

In the first half of the 1980s, MPD became a prominent concern 
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of mental health professionals. Typical patients had never recog-
nized the existence of their many personalities until they entered 
treatment with a therapist who specialized in treating this condi-
tion.53 By 1986, the first revision of the DSM-III, the DSM-III-R,  
observed that “recent reports suggest that this disorder is not 
nearly so rare as it has commonly been thought to be.”54 In that 
year, a National Institute of Mental Health psychiatrist estimated 
that “more cases of MPD have been reported in the last 5 years 
than in the preceding two centuries.”55 The DSM-III-R criteria 
also implicitly associated MPD with recovered memories, noting 
that the “onset of Multiple Personality Disorder is almost invari-
ably in childhood, but most cases do not come to clinical atten-
tion until much later.” In addition, the text said, “Several studies 
indicate that in nearly all cases, the disorder has been preceded by 
abuse (often sexual) or another form of severe emotional trauma 
in childhood.”56 After 1986, the association of MPD with early 
childhood traumas and repressed memories of sexual abuse made 
it the diagnosis of choice for many clinicians associated with the 
RMM. 

The changes in the PTSD and MPD diagnoses both responded 
to and contributed to the flourishing of the recovered memory 
movement. “Repressed memory became the preeminent psycho-
logical topic of the late 1980s, and a defining feature of public 
debate,” historian Alison Winter noted.57 

THE SPREAD OF THE RECOVERED MEMORY MOVEMENT

The mass media propelled women’s traumatic mental illnesses to 
general public attention.58 Awareness of forgotten memories of 
sexual abuse that adults had experienced as children rapidly spread 
from therapeutic circles to public consciousness. Traumas, espe-
cially those related to repressed memories of sexual abuse in early 
childhood, became a conspicuous aspect of television program-
ming, the publishing industry, and popular culture. 

The most celebrated cases associated with the RMM played 
out not in the confines of therapeutic encounters but before mil-
lions of spellbound television viewers or readers of popular pub-
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lications. The dramatic revelations of recovered memory victims 
became staples of daytime talk shows, popular magazine stories, 
self-help books, and survivor therapy groups. Celebrities such as 
television actress Roseanne Barr discovered and publicly discussed 
their recovered childhood traumas; a People magazine cover story 
about Barr, “I Am an Incest Survivor,” appeared in 1991.59 Tele-
vision personalities Phil Donohue, Sally Jessie Raphael, Geraldo 
Rivera, Larry King, and Oprah Winfrey (who said she was herself 
a victim of incest as a child) sympathetically portrayed survivors 
and demonized their abusers. Moreover, they viewed victims not 
as isolated cases but as exemplars of a large and growing epidemic. 

The pervasive media coverage of recovered memories led many 
women to wonder if they, too, might have repressed traumas in-
volving sexual abuse in their own lives. They then sought confir-
mation of their suspicions from sympathetic therapists. Typical 
cases of repressed memories involved adult women who accused 
their fathers of dreadful crimes, including incestuous rapes, abort-
ing fetuses that were the results of these rapes, and forced sex with 
animals and groups of men. Recovered memories of ritual abuse 
by satanic cults, including watching murders and rapes, became 
another prominent motif. 

Perhaps the best-known account was Lawrence Wright’s Re-
membering Satan: A Tragic Case of Recovered Memory (1994).60 
Wright related the story of Paul Ingram, a deputy sheriff in 
Washington State and a member of a charismatic religious move-
ment that emphasized the power of Satan. Ingram confessed to 
(but later repudiated) accusations of sexual molestation from his 
daughters, who were twenty-two and eighteen at the time of the 
charges. Their allegations spread to their mother, brothers, friends 
of the father, and members of a satanic cult who killed babies, 
one of whom was aborted from the older daughter. Curiously, 
both women also claimed to be virgins. Eventually, his daughters 
accused Ingram of raping one of their brothers as well as them-
selves, of arranging gang rapes at poker nights with his friends, 
of forcing them to have sex with dogs and goats, and of having 
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murdered many babies at gatherings of satanic cults. The daughter 
who made the first allegation had previously read a book describ-
ing satanic cults that mutilated and sacrificed babies.

Ingram initially didn’t remember anything about any of these 
charges but soon confessed to having frequent sex with both 
daughters since the time the oldest was five years old. Later, he 
remembered police dogs raping his wife, group orgies, satanic 
rituals, and murdering prostitutes among many other incidents. 
Sociologist Richard Ofshe was able to get Ingram to confirm a 
story that Ofshe himself implanted that involved him forcing his 
daughter to have sex with one of his sons—an outcome that indi-
cated Ingram’s extreme suggestibility to whatever charges he was 
accused of.61 

Ingram pleaded guilty to six counts of third-degree rape, al-
though at his sentencing hearing he proclaimed that he was not 
guilty and had never sexually abused his daughters. Wright’s book 
makes clear that a psychologist, a preacher, and detectives who 
believed the incredible, and constantly shifting, stories that his 
daughters told had implanted Ingram’s recovered memories. They 
convinced Ingram that most sex offenders did not remember their 
crimes and suggested that he had lost memories of abuse he had 
suffered as a child, which he obligingly soon remembered. None 
of the interrogators questioned any element of the accusers’ sto-
ries, however implausible they might have been. 

In another celebrated case a California woman, Eileen Lip-
sker, revealed recovered memories of her father, George Franklin, 
raping and then murdering her friend two decades earlier. Noted 
psychiatrist Lenore Terr, who later wrote the book Unchained 
Memories about the case, testified that Lipsker had remembered 
nothing of this event until she recovered it in psychotherapy.62 
Terr emphasized how Lipsker’s detailed memories, which she had 
repressed for twenty years, precisely mirrored the crimes she had 
witnessed. On the basis of her testimony, despite the lack of any 
material evidence implicating him in the crime, Franklin was sen-
tenced to life in prison. After revelations that Lipsker’s memories 
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were produced under hypnosis and after a number of witnesses 
retracted their testimony, a higher court reversed his conviction 
on the grounds that recovered memories were not reliable.63 
	 Over the brief course of the RMM movement, attention came 
to focus on claims of satanic ritual victimization.64 Such cases 
became regular television fare, where alleged victims described 
chilling tales of baby killings, mutilations, forced abortions, and 
the like. The influential talk show host Geraldo Rivera’s “Devil 
Worship: Exposing Satan’s Underground” became one of the most 
watched documentaries in television history.65 According to Ri-
vera, “Satanic cults: every hour every day, their ranks are growing. 
. . . The odds are that this is happening in your town.”66 In 1990 a 
survey found that about a third of members of the American Psy-
chological Association treated clients who had suffered from such 
abuse.67 Nearly all believed that these claims were true. Prominent 
psychologist D. Corydon Hammond proposed that many such 
victims of abuse were raised in satanic cults that originated in Eu-
rope, with roots in Hitler’s SS and extermination squads.68

Settings that took care of small children were another locus 
of traumatic incidents involving satanic cults. Perhaps the best 
known arose in 1983 concerning the Virginia McMartin Preschool 
in California. The owner and her son were charged with sexually 
molesting 360 children in their care over a ten-year period. The 
initial complainant, the mother of one of the children, asserted 
that her son described sexual rituals, animal sacrifices, and abduc-
tions in airplanes. Later plaintiffs spoke of copulations between 
naked nuns and priests, having pencils and other objects stuck 
up anuses and vaginas, and watching horses killed with baseball 
bats. Within a year allegations of similar abuse had spread to sixty-
three other day-care centers in the Los Angeles area alone.69 In 
another spectacular trial in 1987, Margaret Kelly Michaels, a day-
care worker at Wee Day Care in Maplewood, New Jersey, was 
convicted of 131 counts of sexual assault–related crimes against 
preschool children.70 Michaels served five years in prison before 
the New Jersey Supreme Court overturned the earlier verdict and 
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declared “the interviews of the children were highly improper and 
utilized coercive and unduly suggestive methods.”71

The phenomenon of recovered memories of traumatic child-
hood abuse raised a number of issues: how could such major trau-
matic events such as sexual abuse be forgotten? If traumas were 
forgotten, how can memories of them be recovered? Can people 
develop recollections of traumatic events that never occurred?72 
Most importantly, Did recovered memories reproduce actual 
events or were they products of therapists’ suggestions? Psycholo-
gists, in particular, turned their attention toward empirical studies 
that attempted to answer these questions.

THE DOWNFALL OF THE RECOVERED  
MEMORY MOVEMENT

Proponents of recovered memory believed that the surge of trau-
matic cases that emerged in the 1980s and continued into the fol-
lowing decade reflected the growing recognition of genuine abuse 
that had been present, but had gone unreported, in previous eras. 
Many advocates regarded even the most preposterous tales of sa-
tanic ritual abuse as true because, according to Bass and Davis, 
“None of us want to believe such stories but for the sake of the 
survivors we must.”73 

As seemingly fantastic claims of abuse spread more widely 
and became a prominent topic of media attention, an opposition 
group emerged, which proposed that recovered traumatic memo-
ries were not so much uncovered as they were created by a combi-
nation of unstable patients, partisan clinicians, and credulous me-
dia portrayals. They echoed a long-standing history, dating to the 
nineteenth century, which indicated that suggestion, not trauma, 
was often the driving force behind the recognition of repressed 
memories. A student of Charcot’s, Joseph Babinski, had dem-
onstrated that hysterical symptoms often arose through patients’ 
desires to please their therapists. In 1884, French physician Hip-
polyte Bernheim provided perhaps the first demonstration that 
clinicians could implant false traumatic memories. Bernheim told 
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a hypnotized woman that she had witnessed a murder, which the 
woman subsequently reported to the police.74 Likewise, in 1906 
American physician James Jackson Putnam observed that Freud’s 
techniques established a “dependence of the patient upon the phy-
sician which it may, in the end, be difficult to get rid of.”75 Sybil’s 
florid presentations of her multiple personalities were the most 
obvious example of symptoms resulting from the suggestions of 
her therapist, Cornelia Wilbur. Noted psychiatrist Herbert Spie-
gel, who collaborated with Wilbur in Sybil’s treatment, later called 
her case “an embarrassing phase of American psychiatry.”76 

Some instances of recovered memories involved patients who 
entered therapy without any knowledge of their early traumas but 
whose recollections emerged only during their clinical encoun-
ters.77 Their therapists urged such patients to read or watch popu-
lar books and movies about childhood sexual abuse; they regarded 
signs of subsequent discomfort as indicators of earlier exploita-
tion. They also had patients visualize scenes of molestation by 
family members. One patient, who later successfully sued her psy-
chiatrist, “soon recovered memories of being molested by as many 
as fifty relatives, including both parents, both sets of grandparents, 
aunts, uncles, and great-grandparents.”78 

As the RMM became widely known through media reports, 
many women heard stories of recovered memories of abuse on 
television, read about them in magazines and books, and discussed 
them with their friends. They then sought sympathetic therapists 
who assured them that their symptoms likely indicated abuse. 
These clinicians colluded with patients in shared beliefs that the 
memories uncovered in therapy mirrored real childhood traumas. 
In these self-initiated cases, the process of recovering repressed 
memories was a mutual production between willing patients and 
their advocacy-oriented therapists. The resulting memories were 
less products of therapeutic suggestion than of clinicians reinforc-
ing the expectations of their self-selected clients. 

By the early 1990s a counterattack to the recovered memory 
movement had emerged from psychologists who were experts in 
the study of memory and were often allied with parents whose 
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children had accused them of sexual abuse after uncovering re-
pressed memories in therapy. These psychologists insisted that 
the premises of the recovered memory movement ran counter to 
virtually all scientific findings about how memory works. This 
evidence dated to the early twentieth century, when Harvard 
psychologist Hugo Münsterberg indicated that people could not 
know when their memories deceived them because both true and 
false recollections of past events had the same truthful qualities for 
those who experienced them.79 From the point of view of these 
psychologists, the media, sympathetic interpersonal networks, 
and clinical advocates more than any actual childhood experiences 
created the traumatic memories uncovered in therapy. “The dis-
order may constitute a specific idiom of distress for some deeply 
troubled people who have been suitably prepared by the cultural 
environment,” psychologist Daniel Schacter noted.80 

A number of psychologists challenged each of the basic tenets 
of the recovered memory movement—that the most traumatic 
events are the ones most likely to be repressed, that the brain pre-
serves traumatic memories with camera-like accuracy, and that 
repressed memories of abuse are always true. Their research con-
tributed to the downfall of the RMM.

Severity and Repression

One of the recovered memory movement’s core assumptions was 
that the most severe and continuous cases of abuse were more 
likely to be repressed than mundane and isolated incidents. This 
tenet stemmed from Janet’s observations that hysterical patients 
could not integrate extremely intense shocks into their normal 
consciousness. For example, influential psychiatrist Lenore Terr 
contended that, while single episodes of abuse are typically re-
membered vividly, repeated abuse is commonly repressed.81 Psy-
chiatrist Colin Ross, another leading figure in the movement, 
characterized a typical case of repressed memory: “The sexual 
abuse usually starts before age five, lasts more than ten years, in-
volves more than one perpetrator, and includes at least vaginal 
intercourse and fellatio.”82 
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In contrast to this assumption, research consistently showed 
that the natural fading of the intensity of memories over time, 
rather than their active repression, accounts for the inability of 
people to recall traumas that occurred in the distant past. More se-
vere traumas, however, were associated with stronger, not weaker, 
recall. Psychologists also found that repetition leads to improved, 
not loss of, memory for information.83 Their studies found a 
strong positive correlation between the severity and repeated 
nature of the initial trauma and the vividness and endurance of 
memories of that trauma. 

Although the RMM often invoked the experiences of Ho-
locaust victims, this group intensely remembered their horrific 
traumas.84 Even after the passage of many years, they showed a 
“remarkable degree of remembering” of their period of captivity.85 
Individuals who were victims of serious accidents, rapes, assaults, 
and other crimes, too, typically held detailed and accurate memo-
ries a number of years after their traumas had occurred. Trauma-
tized people, far from having memory deficits, remembered their 
abuse all too well. Instead, they have an impaired ability to forget 
disturbing material.86

The Accuracy of Recovered Memories

Another principle of the recovered memory movement is that 
traumatic memories are literal recordings of reality that are em-
bedded in brains at the time they occur. The shocks that generate 
them, however, are so severe that they cannot be assimilated into 
consciousness. Instead, they remain in the unconscious or sub-
conscious in a pure, if inaccessible, state.87

Psychologists debunked the assertions that dissociated memo-
ries of traumatic events were accurately preserved in the brain. 
They found no evidence that people forget years of violent abuse 
that occurs after the age of two or so (infants younger than this 
age do not have the capacity to remember traumas). Most people 
can’t remember experiences that occurred before age four or five.88 
Instead, their research supported Richard McNally’s conclusion: 
“The notion that the mind protects itself by repressing or dis-
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sociating memories of trauma, rendering them inaccessible to 
awareness, is a piece of psychiatric folklore devoid of convincing 
empirical support.”89 

The contention that forgotten memories of childhood traumas 
remain in the same, pristine state as when they were originally 
experienced violates a number of principles about how memory 
operates. One is that the more time that has elapsed between some 
traumatic event and attempts to remember it, the less accurate 
the recollection is likely to be. Memories normally fade away, so 
people are increasingly unable to recall events with the passage 
of time. Natural processes of forgetting, not those of repression, 
account for why memories deteriorate over time. For example, al-
most everyone remembers traffic accidents after three months but 
over a quarter of victims fail to report experiencing the accident 
after nine to twelve months.90

Research also supported the principle that memories are not 
permanent and unalterable but require interpretation. Psycholo-
gist Daniel Schacter summarized: “We do not store judgment-free 
snapshots of our past experiences but rather hold on to the mean-
ing, sense, and emotions these experiences provided us.”91 The 
mind is not like a video recorder that reproduces exactly what 
happened in the past. Instead, memories consist of how people 
recall early experiences in light of the interpretations they make in 
their current situations: “A neural network combines information 
in the present environment with patterns that have been stored in 
the past, and the resulting mixture of the two is what the network 
remembers,” Schacter explained.92 

Psychologists showed that the role of the highly emotionally 
charged therapeutic situation in which memory retrieval occurs is 
as important as or more important than the past events to which 
memories refer. One study compared three groups of individu-
als: those who had always remembered their abuse; those who 
recovered memories of abuse outside of therapy; and those who 
recovered memories of abuse during therapy.93 While other people 
could corroborate 45 percent and 37 percent of memories in the 
first and second groups, not a single case of memories uncovered 
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by suggestive therapeutic techniques was independently substan-
tiated. “The analyst,” Schacter stressed, “is a critical component of 
the retrieval setting who helps determine—not merely uncover—
the form and content of the patient’s memories.”94 

The recovered memory movement also ignored one of Freud’s 
most insightful observations: many instances of childhood sexual 
abuse were not traumatic at the time they were experienced but 
only became so in light of later reinterpretations. Freud noted 
how many victims actually enjoyed sexual stimulation as young 
children, but only as teenagers became aware that these feelings 
stemmed from reprehensible situations.95 Thus, later understand-
ings have a tremendous impact on what eventually gets defined as 
traumatic. The “traumatic” aspects of many events that come to 
be defined as “abuse” are not intrinsic qualities of the events but 
construals stemming from interpretations that occur many years 
later. 
	 Finally, in line with nineteenth-century critics, psychologists 
discredited hypnosis as a method for recovering accurate mem-
ories. Hypnosis often heightens patients’ confidence that their 
memories are real, but no evidence shows that hypnosis-elicited 
memories are more accurate than memories that occur naturally. 
For example, thousands of patients remembered satanic ritual 
abuse while under hypnotic trances but not a single documented 
case of remembered satanic ritual abuse has been found to relate 
to real events.96 “The discrepancy between evidential support and 
popularity could not be more striking,” McNally concluded.97

Memory researchers thus showed how emotional and inter-
personal forces in the present, including therapeutic suggestion, 
strongly shaped people’s views of the past. Memory is far more 
subjective, interpretative, and constantly shifting than it is perma-
nent, fixed, and objective.98 

Belief in False Memories

Researchers also refuted another core principle of the RMM: pa-
tient recollections are almost always true. Instead, they indicated 
that memories are just as likely to involve distortions or outright 
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falsehoods as they are to accurately reflect past occurrences. The 
best-known work stemmed from psychologist Elizabeth Loftus’s 
research, which showed how memories do not precisely mirror past 
events but are easily subject to manipulation.99 Loftus conducted 
a now-famous experiment with a fourteen-year-old boy, who read 
descriptions of four events that had happened in his childhood. 
One of these concerned a completely fabricated incident recount-
ing how the boy had been lost in a shopping mall when he was five 
years old. Even after being informed that the occurrence had never 
happened, the boy continued to insist his memory still felt real to 
him. Many other studies have similarly found that people recall 
childhood experiences that are demonstrably false, such as spilling 
a punch bowl at a wedding, being hospitalized overnight, almost 
drowning, or being attacked by a vicious animal.100 Overall, about 
a third of subjects believed that such implanted false memories of 
experiences that had never occurred were true.

Ironically, the recovered memory movement was responsible 
for stimulating much of the research that has greatly enhanced 
knowledge about how memory works. In thoroughgoing contrast 
to the tenets of this movement, a large body of evidence shows 
that memory is highly malleable in response to suggestions, that 
people can recover memories of events that never occurred, that 
memories naturally decay over time, that memories of past emo-
tional traumas are inherently incomplete, constructed, and de-
pendent on present states, and that hypnosis can produce compel-
ling but utterly false memories. Other memories simply no longer 
exist to be recovered.101 

The evidence regarding how memory works had no impact on 
recovered memory supporters. Herman, for example, dismissed 
these findings. Arguments against recovered memory, she wrote in 
1997, are “ludicrously implausible.” She continued: “Some attacks 
have been downright silly; many have been quite ugly. . . . They 
remind us also that moral neutrality in the conflict between victim 
and perpetrator is not an option.”102 Bass and Davis, too, were 
unconcerned with scientific findings. “Look,” Bass claimed, “if we 
waited for scientific knowledge to catch up, we could just forget 
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the whole thing. My ideas are not based on any scientific theo-
ries.”103 Terr, as well, claimed that experimental evidence about 
how memory works does not refute the claims of the RMM be-
cause “trauma sets up new rules for memory.”104 For such believ-
ers, recovered memories involved moral claims that empirical evi-
dence could not refute.

Litigation against Recovered Memory Advocates

The decline of the recovered memory (and multiple personality) 
movement resulted more from litigation than from the findings of 
research psychologists. While recovered memory advocates disre-
garded or derided research about how memory works, they could 
not do the same with the growing number of lawsuits that were 
pursued against them. Most importantly, parents who were targets 
of their children’s accusations of sexual abuse founded the False 
Memory Syndrome Foundation in 1992.105 The FMSF mobilized 
a board composed of many professional experts in memory re-
search. The confrontation between the debunkers and the believ-
ers in false memory syndrome was explicitly political and mostly 
played out in judicial proceedings.

The FMSF brought many lawsuits against recovered mem-
ory therapists. Sociologist Richard Ofshe and journalist Ethan 
Watters report that between 1993 and 1994 malpractice lawsuits 
against mental health professionals that involved recovered mem-
ories increased eight-fold, from 2 to 16 percent.106 Courts increas-
ingly came to question the reliability of recovered memories of 
early traumas. In one highly publicized case, psychiatrist Bennett 
Braun, a member of the DSM-III-R Task Force, settled one of his 
patient’s lawsuits against him for nearly $11 million. This patient 
claimed that she was a priestess in a satanic cult that had, among 
other things, cannibalized 2,000 children a year and watched as 
she was raped by gorillas, panthers, and tigers at a zoo.107 The ju-
dicial system, not professional organizations, became the enforcer 
of ethical practices. 

The media took heed of legal developments and began to ques-
tion the credibility of the RMM. The success of lawsuits against 
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recovered memory therapists also led clinicians to rethink the 
techniques they used to encourage their patients to discover their 
hidden memories. Once therapists backed off of their promotion 
of recovered memories and the media questioned their reliabil-
ity, people no longer newly recalled previously buried traumatic 
events. Insurance companies also stopped reimbursing long-term 
treatments for the condition. In a remarkably short time, the epi- 
demic of recovered memories and associated traumatic disorders  
among women virtually disappeared. By the mid-1990s, the RMM 
had disintegrated. 

The MPD diagnosis itself was abolished and renamed “dis-
sociative identity disorder” (DID) in 1994 because, as the head of 
the relevant DSM-IV Work Group stated: “We wanted this con-
dition to be regarded like any other mental disorder, and not like 
some weird, far-out, cultlike thing.”108 The text also noted how 
the condition could be the result of memories that “were subject 
to distortion” and that it occurred among individuals who were 
“especially vulnerable to suggestive influences.”109 DID failed to 
catch on, however, and therapists increasingly came to rely on 
PTSD as their diagnosis of choice for traumatic problems.110 As 
psychiatrist Paul McHugh, one of the major critics of the recov-
ered memory movement, presciently predicted at the time: “In 
but a few years we will all look back and be dumbfounded by the 
gullibility of the public in the late twentieth century and by the 
power of psychiatric assertions to dissolve common sense.”111 

CONCLUSION

The rapid rise of the recovered memory movement, as well as 
the associated multiple personality disorder movement, during 
the 1980s indicated the powerful role of suggestion in creating 
trauma-related diagnoses. More than any other mental illness, 
early memories of childhood traumas were products of therapeu-
tic attention combined with the media’s celebration and reinforce-
ment of this telegenic condition. Once the iatrogenic nature of 
recovered memories became apparent, often within legal proceed-
ings, they virtually disappeared from the mental health landscape. 
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Correspondingly, the rapid disappearance of patients who recov-
ered memories of early abuse in the 1990s strongly implies that the 
epidemic of repressed childhood traumas during the preceding 
decade was a product of suggestion and not of real events. By the 
mid-1990s the recovered memory movement was in sharp decline, 
and by end of the decade “repressed memory syndrome was in 
disgrace.”112 From the vantage point of thirty years later, it seems 
that recovered memories were a product of cultural memes, social 
movements, and therapeutic suggestions.

The RMM directed patients to explore their distant pasts as 
a way of explaining their current problems. Instead of address-
ing recent stressors and difficulties, sufferers tagged long forgotten 
traumas perpetrated by their fathers or other relatives as being 
responsible for their existing mental disturbances. Once clini-
cians associated with the RMM discarded recovered memories as 
markers of traumas, they could use the far more acceptable PTSD 
diagnosis for their traumatized patients. Since the 1990s, post-
traumatic stress disorder has become the unquestioned trope for 
characterizing the impact of traumas for women and men alike.



CHAPTER SIX

PTSD Becomes Ubiquitous

F  F  F

Twenty years ago posttraumatic stress was largely the preserve  
of psychiatry. Today the language of trauma permeates everyday 

discourse, television and radio talk, print journalism,  
popular fiction, etc. The language of posttraumatic stress  

is the Esperanto of global suffering.

Allan Young, Journal of Nervous and Mental Disease

“There are no unwounded soldiers in war”  
(sign at Fort Hood coffeehouse)

Jerry Lembke, PTSD

In 1966, the sociologist Philip Rieff published a book entitled The 
Triumph of the Therapeutic.1 It explored how the rise of therapeu-
tic viewpoints had displaced religion as a key source of meaning in 
Western societies. Therapy-oriented cultures venerate the feelings 
of individuals above all other values. In contrast to past eras, when 
faith-based beliefs bound sufferers to shared symbolic religious 
systems, psychoanalysis and other therapeutic methods promoted 
self-awareness as the preeminent ideal. Yet Rieff viewed members 
of therapeutic cultures as fragile and vulnerable, with limited ca-

135
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pacities to overcome their difficulties by themselves. They required 
the help of professional therapists, who supplanted spiritual au-
thorities as the means for personal salvation. Rieff could not have 
known that the phenomenon he described was only in its infancy 
at the time. The culture he described now permeates the ways that 
people make sense of their disturbing feelings. 

Therapeutic culture is a set of values that is promoted by orga-
nized interests—professional organizations, lay advocacy groups, 
and government officials. Large segments of the population have 
increasingly embraced its tenets. In particular, a marked growth in 
the number of mental health clinicians and the patients who use 
their services has occurred in recent decades. One major national 
survey, which showed that less than 1 percent of respondents sought 
professional help for mental health problems in 1957, reported 
that nearly 20 percent sought these services in 1996.2 Around the 
time Rieff wrote, mental health organizations recorded about 1.2 
million outpatient visits. This number increased to 2.8 million in 
1979 and to 3.5 million in 1994.3 By 2010, some 700,000 clinically 
trained mental health providers of all sorts were practicing in the 
United States.4 They rarely impose labels of mental illness on re-
sistant patients; instead, therapists and their clients participate in 
a shared culture of therapeutic values. 

Although therapeutic cultures have existed in various forms 
since the late nineteenth century, a key difference between earlier 
eras and the present is that opposing institutions and beliefs no 
longer challenge them. In contrast to past eras, no health pro-
fessional, regardless of his or her theoretical allegiance, consid-
ers mental illness to be a blameworthy condition. The media, 
as well, consistently presents positive portrayals of therapeutic 
values. Likewise, politicians on all sides generally unite in ad-
vocating compassionate attitudes toward the mentally ill. Most 
organized religious groups also embrace therapeutic viewpoints. 
Perhaps most importantly, in the past, norms of masculinity that 
resisted the open display of feelings and expressions of vulnerabil-
ity checked the ability of therapeutic mentalities to gain broader 
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societal dominance. Now, the culture of therapy celebrates men, 
not just women, who acknowledge their traumatic feelings and 
seek professional help for them. Therapeutic values currently per-
meate formerly male bastions, including professional athletics, the 
police, and emergency responders. Even the military, traditionally 
a citadel of antitherapeutic views, no longer stigmatizes psychi-
cally disturbed soldiers but has become a key participant in the 
therapeutic state. 

TRAUMA CULTURE

Traumas are central to therapeutic narratives. Since Rieff wrote, 
the range of experiences that is considered to be traumatic and that 
can benefit from professional clinical assistance has expanded tre-
mendously. From their delimited origins in combat, rape, horrific 
accidents, natural disasters, and other life-threatening situations, 
they have come to encompass such events as watching tragedies 
unfold on television, hearing news that a friend or relative has 
died, receiving unwelcome sexual attention, and at the extreme, 
reading novels with traumatic episodes. Studies have identified 
PTSD in people who have had wisdom teeth removed, given birth 
in uncomplicated deliveries, heard sexual jokes at work, discovered 
their spouse to be having an extramarital affair, or even watched 
a bad movie or TV program.5 David Morris, one of the most in-
sightful scholars of PTSD, notes: “As any trauma researcher will 
tell you, PTSD is everywhere today.”6

The culture of trauma pervades social institutions. “Twenty 
years ago,” anthropologist Allan Young observed in 2007, “post-
traumatic stress was largely the preserve of psychiatry. Today, the 
language of trauma permeates everyday discourse, television and 
radio talk, print journalism, popular fiction, etc. The language of 
posttraumatic stress is the Esperanto of global suffering.”7 Schools 
and colleges provide one example. In 2016 the use of trigger warn-
ings in classrooms became a major issue. These statements alert 
students who might be susceptible to PTSD to the potentially 
trauma-inducing nature of written material. One Rutgers student 
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requested that an assignment requiring The Great Gatsby come 
with a warning stating, “suicide, domestic abuse and graphic vio-
lence.”8 

Trigger warnings testify to the great expansion of PTSD: re-
minders of racism, domestic violence, or sexual abuse can “trigger” 
memories of all sorts that make people vulnerable to painful flash-
backs of traumatic experiences. In a widely quoted 2004 book, Un-
derstanding Words That Wound, cultural theorists Richard Delgado 
and Jean Stefancic’s claims of the psychic impacts of hate speech 
echo those of wartime psychiatrists: “The immediate short-term 
harms of hate speech include rapid breathing, headaches, raised 
blood pressure, dizziness, rapid pulse rate, drug-taking, risk-
taking behavior and even suicide.”9 During the 2016 presiden-
tial election, a group of Emory University students claimed to be 
“traumatized” when they found “Trump 2016” chalked on their 
campus sidewalks.10 Trump’s comments about women led to as-
sertions such as, “Women told me they had flashbacks to hideous 
episodes in their past after the second presidential debate on 9 
October, or couldn’t sleep, or had nightmares.”11 

A cadre of supportive institutions bolsters the growing culture 
of trauma. Since the PTSD diagnosis emerged in the DSM-III, a 
largely autonomous profession that studies and treats trauma has 
arisen with its own ideology, journals, conferences, and training 
capacity. Their efforts became institutionalized with the establish-
ment of the International Society for Traumatic Stress Studies in 
1985 and its associated Journal of Traumatic Stress in 1988. Articles 
about PTSD in the medical literature doubled between 1985 and 
1995 and then doubled again between 1995 and 2005. By 1999 
more than 16,000 overall publications concerned PTSD.12 The 
use of the term “PTSD” in books slowly grew during the 1980s, 
and then exploded by about 350 percent through 2008.13 Trauma 
counselors became firmly embedded in schools, hospitals, corpo-
rations, the military, the judicial system, and disaster relief orga-
nizations. The Veterans Administration, which distributes billions 
of dollars for PTSD research, treatment, and benefits, is currently 
the second-largest department in the federal government.14
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By the twenty-first century, the 150-year contention between 
those who associated PTSD with malingering or flawed character 
and those who saw it as the consequence of overpowering trau-
matic events was over: the medicalization of PTSD was complete. 
Regardless of whether the condition resulted from exposure to 
traumas or from vulnerability among those who were exposed, 
PTSD victims were not cowards, shirkers, or fortune hunters; they 
suffered from an illness that deserved compassion, treatment, and 
often, financial compensation. The DSM definition of PTSD is at 
the heart of trauma culture.

PTSD IN THE DSM 

Changes in the criteria for post-traumatic stress disorder that are 
found in the diagnostic and statistical manuals since the DSM-III 
(1980) both reflected and stimulated the culture of trauma. As 
the previous chapter noted, the DSM-III-R (1986) substantially 
broadened the symptom criteria to incorporate forgotten, as well 
as intrusive, memories. The DSM-IV (1994), however, brought 
about the major expansion of the PTSD diagnosis. The initial 
DSM-III criteria had focused on extreme traumas that were “out-
side the range of normal human experience”; to qualify, such 
traumas had to “cause distress in almost everyone.” The revised 
standard in the DSM-IV included all cases that the earlier defini-
tion had captured but added many other experiences, stipulating 
that “the person experienced, witnessed, or was confronted with 
events that involved actual or threatened death or serious injury, 
or a threat to the physical integrity of self or others,” and that “the 
person’s response involved intense fear, helplessness, or horror.”15 

These changes immensely broadened the boundaries of trau-
matic events to include not only those directly exposed to some 
trauma but also witnesses and even those “confronted with” in-
formation, such as a trauma unfolding on mass media. The “con-
fronted with” criterion, in particular, extended the notion of 
exposure so widely that persons who were not even present at 
a traumatic event could potentially meet the diagnostic criteria. 
For example, someone who learns of the sudden and unexpected 
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death of a close relative or that a friend has died from natural 
causes would meet the new stressor criterion. Even people who 
watched on television as a disaster occurred thousands of miles 
away could potentially be diagnosed with PTSD.16

The DSM-IV changed the nature of traumatic exposure in a 
second way. The requirement that the person’s response involve 
“fear, helplessness, or horror” shifted the definitional criteria from 
the nature of the stressor to include the experience of the victim. 
Individual temperament, personality, and reactivity now entered 
into what defined an event as “traumatic” in the first place. This 
addition introduced a subjective element into the nature of the 
stressor itself, because only people who have a certain emotional 
reaction to the stressor are considered to have experienced a trau-
matic event. The DSM-IV thus expanded definitions of trauma 
both to include a great heterogeneity of events and to locate the 
nature of trauma within the individual as well as in the environ-
ment.17 

The most recent revision of the manual, the DSM-5 (2013), for 
the most part kept the PTSD diagnostic criteria intact. It tight-
ened the most expansive aspect of the previous criteria by remov-
ing the most subjective aspect of the DSM-IV diagnosis: intense 
emotional reactions were no longer a definitional component of 
PTSD. It also specified that witnessing some catastrophe through 
the media does not qualify as a traumatic event, so that traumas 
must involve “exposure to actual or threatened death, serious in-
jury, or sexual violence.”18 However, the DSM-5 expanded the cri-
teria by adding a category of exposure for people such as police or 
social workers who had repeated exposure to reports of traumatic 
experiences and by lowering the diagnostic threshold for children 
and adolescents. 

The various editions of the DSM manuals, especially the 
DSM-III-R and DSM-IV, broadened the PTSD diagnosis from 
its delineated origin in the conditions of combat veterans and a 
small number of other traumatized groups to encompass virtually 
the entire population. Their diluted stressor criterion helped cre-
ate a vast array of pathology that extended far beyond previous 
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conceptions of PTSD. They also paved the way for a reconcilia-
tion of viewpoints that in the past had stressed either exposure or 
vulnerability as reasons for developing PTSD.

Reconciling Exposure and Vulnerability

The rise of therapeutic culture, combined with the DSM revisions 
to the PTSD diagnosis, thoroughly reoriented the controversy over 
whether traumas emerged because of exposure to traumatic events 
or because of predisposing vulnerabilities to them. Throughout 
the history of PTSD, this issue had dominated debates about the 
causes of PTSD. In previous eras, defendants in court cases involv-
ing railway spine sought to avoid liability by assigning fault to the 
weakness or malingering of plaintiffs, who attributed their psychic 
symptoms to the shock of accidents themselves; many military 
physicians faulted weak-willed men for succumbing to shell shock 
or combat neuroses, whereas others emphasized the stress of battle 
itself; governments tried to deflect compensatory obligations for 
combat-related breakdowns onto preexisting conditions, unlike 
pension seekers, who asserted that wartime conditions explained 
their symptoms. 

The veterans and their psychiatric allies who established the 
purely exposure-oriented focus of PTSD in the DSM-III were 
responding to this long-standing association of personal vulner-
ability with blame for psychic impairments. The rise of trauma 
culture, however, rendered superfluous the issue of the relative 
weight of exposure and vulnerability as explanations of PTSD. 
Anyone who displayed signs of PTSD, regardless of the reason, 
was entitled to claim the status of a traumatized victim.

During the period between the 1940s and 1970s, the socio-
cultural focus of the mental health professions had led the brain 
to mostly disappear as a focus of study for traumatic conditions. 
The DSM-III’s purely environmental turn left no room for de-
bates, which had dominated discussions of the causes of railway 
spine and shell shock, between those who assumed that power-
ful external stressors could create neurological changes among all 
people who were exposed to them, and those who emphasized 
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that traumatic psychic disturbances were only likely to emerge 
among victims who were already predisposed to develop mental 
illnesses. Its criteria for PTSD had a distinct and unambiguous 
etiology, originating in an external stressor that was likely to have 
serious psychic impacts among all people who were exposed to it, 
not just the biologically susceptible.

The emergence of neuroscience as a dominant force in psychi-
atry and psychology in the 1970s changed the terms of the dispute 
between advocates of exposure and those of vulnerability as the 
major reason behind the development of stressor-related condi-
tions. By 1980, the stressor-based nature of the DSM-III’s PTSD 
diagnosis was in considerable tension with the basic assumptions 
of the psychiatric profession, which had come to refocus on brain-
based aspects of mental disturbances. Out of the hundreds of diag-
noses found in the DSM-III, PTSD almost uniquely emphasized 
environmental causation. This stressor-based condition did not 
mesh well with the new biological model that was already begin-
ning to dominate the profession when the DSM-III was published 
and that was clearly ascendant in it by the early 1990s.19 

Psychiatrists and neuropsychologists were rapidly turning to-
ward examining the brain as the locus of disorders, emphasizing 
individual susceptibilities and predispositions. “Overall,” psychol-
ogist Marilyn Bowman and neuroscientist Rachel Yehuda sum-
marized, “research demonstrates that PTSD is best understood as 
the periodic expression of long-standing dispositions that often 
are risk factors for both threatening exposures and subsequent 
dysfunctions.”20 The contribution that brain-based approaches 
would make toward understanding PTSD would be diminished if 
events triggered symptoms in previously unimpaired individuals. 
Reconciliation between the stressor-based conception of PTSD 
and the brain-based focus of psychiatry became inevitable as neu-
roscience increasingly became the major source of validation for 
legitimate mental disturbances.

The DSM-IV criteria provided the means for integrating the 
focus on exposure to traumatic events with the study of individual 
proneness to them. As noted, they incorporated subjective defini-
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tions of and responses to traumas into the definition of what a 
“trauma” was. This insured that factors having to do with individ-
ual responses to events as well as the events themselves would have 
explanatory importance. “The more we broaden the category of 
traumatic stressors,” psychologist Richard McNally asserted, “the 
less credibly we can assign causal significance to a given stressor in 
itself and the more weight we must place on personal vulnerabil-
ity factors.”21 Following nineteenth- and early twentieth-century 
models, studies began reemphasizing how personal predisposi-
tions helped account for the emergence of PTSD.

Trauma researchers have increasingly placed their faith in 
biological findings as a way of legitimating post-traumatic stress 
disorder as a “real” mental disorder.22 Some neuroscientists claim 
that brain scanning techniques, including magnetoencephalogra-
phy (MEG) or magnetic resonance imaging (MRI), can identify 
the neuroelectrical correlates of PTSD with 90 percent accuracy.23 
Thousands of studies now examine the relationship of such factors 
as levels of cortisol and adrenalin, the size of various brain regions, 
or patterns of brain activation in response to traumatic stimuli to 
the development of PTSD. The explosion of neuroscientific stud-
ies in psychiatry and psychology provides a physiological under-
pinning and thus potential validation for PTSD by showing how 
memories are literally part of the brain.24 The neuroscientific turn 
has moved from the laboratory to social institutions: for example, 
the federal government now requires that all institutions of higher 
education train their staff about the effects of “neurobiological 
change” in victims of sexual assault, so that they can conduct 
“trauma-informed” investigations and judgments.25 “The narra-
tive of trauma has become less about politics and inner psychic 
conflict and more about stress hormones and the chemical dance 
of synapses,” David Morris summarizes.26

	 By the beginning of the twenty-first century, the controversy 
over whether exposure or vulnerability leads to PTSD had largely 
evaporated. Traumatologists take for granted that traumatic events 
produce huge levels of pathology and that brain-based defects ac-
count for which particular individuals exposed to traumas will 
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develop PTSD. In contrast to earlier historical periods, advocates 
of both externally and internally focused explanations champion 
the legitimacy of PTSD diagnoses. Both sides strive to identify 
and treat as many victims as possible among the exposed and the 
susceptible alike.

TRAUMAS IN THE GENERAL POPULATION

Definitional changes in the DSM criteria led to corresponding 
increases in the proportion of the population who suffered “trau-
mas.” A notable study using the DSM-III-R criteria among a 
large sample in Detroit in the late 1980s found that 39 percent of 
residents had been exposed to some traumatic event.27 The most 
renowned community study of mental disorders, the National 
Co-Morbidity Survey (NCS), also used the DSM-III-R criteria 
in its survey of nearly 6,000 respondents across the United States 
during the early 1990s.28 It found that over 60 percent of men and 
over 50 percent of women reported at least one traumatic event, 
the most common being witnessing someone else being badly in-
jured or killed. Community research using the even more expan-
sive DSM-IV criteria showed that traumas were virtually ubiqui-
tous in the population. One study of more than 2,000 residents 
of southeast Michigan in the mid-1990s indicated that about 90 
percent had been exposed to some traumatic event, nearly a 60 
percent increase over studies using the prior DSM-III-R criteria. 
The most common trauma was the sudden, unexpected death of 
a close friend or relative, which accounted for one-third of all 
traumatic events. “Almost everyone,” the authors concluded, “has 
experienced a PTSD-level event.”29 Trauma had moved from bat-
tlefield, disaster, or rape situations into the realm of everyday life.

Levels of PTSD itself also increased dramatically. The initial 
studies, which used the original DSM-III definition, found rates 
of about 1 percent or less in the general population. Subsequent 
research employing the expanded DSM-III-R criteria showed sig-
nificantly elevated rates of PTSD. The NCS reported that about 
8 percent of respondents suffered from PTSD at some point in 
their lives. The Detroit study indicated a similar rate, of about 
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9 percent.30 Anthropologist Allan Young noted that in the later 
studies, the lifetime prevalence for women was nine times higher 
and for men thirty-five times higher than in the Epidemiologic 
Catchment Area study in 1980!31 

Community studies also indicated the gendered nature of 
trauma. Although men were somewhat more likely than women to 
experience traumas, women reported about twice as much PTSD 
as men.32 Rape was especially traumatic—80 percent of female rape 
victims suffered from PTSD soon after the assault. Sexual violence 
against women was not just associated with much higher risks  
of PTSD but also with longer-lasting symptoms of PTSD.33

These studies also showed, however, that most cases that met 
criteria for PTSD dissipated in a relatively short time, usually 
without any therapeutic intervention. For example, about 66 per-
cent of female victims of nonsexual assaults qualified for a PTSD 
diagnosis ten days after the assault. By one month only 45 percent 
qualified, and by one year only 12 percent met PTSD criteria. 
Even the PTSD symptoms of most rape victims, who generally 
fared worse than sufferers of any other type of traumatic event, 
gradually declined over time. Almost all women experienced 
PTSD in the immediate aftermath of the rape and nearly three-
quarters suffered from this condition one month later. While half 
still had PTSD three months later, the condition remained in one-
quarter of victims a year after a rape. Although sizable minorities 
of trauma victims develop chronic conditions, the typical course 
of PTSD is for gradually decreasing severity and natural recovery 
over time.34

Studies in the late 1980s and 1990s indicated the widespread 
presence of traumas and resulting PTSD in communities. They 
also showed the influence of changing definitions about what con-
stitutes a “trauma” on the resulting rates of traumatic events and 
their psychic consequences. The major factor, however, propelling 
traumas into public consciousness was research about the psycho-
logical costs of collective disasters.
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COLLECTIVE DISASTERS

Before the 1980s, little research had been done on the psychic im-
pacts of shared traumas in civilian populations. The best-known 
studies were conducted during World War II among residents of 
London who faced German air attacks. In contrast to the expecta-
tions of psychiatrists, who predicted a massive outbreak of trau-
matic neuroses in the population, the incidence of such cases was 
“astonishingly small.”35 Prominent psychologist Irving Janis noted 
that “the reactions of most people generally subsided within one-
quarter of an hour after the end of the bombing attack.”36 Indeed, 
admissions to psychiatric hospitals actually declined during this 
period. Researchers attributed the psychological resilience of ci-
vilians to the sense of common purpose to endure attacks and to 
defeat the Nazis that prevailed at the time. “Most important of 
all,” historian Ben Shephard reports, “civilians were able to keep 
around them their family and home, their friends and commu-
nity, the bastions of their emotional security.”37 

American sociologists who engaged in disaster research be-
tween the end of World War II and the 1980s also focused on 
how shared calamities often increased social cohesion.38 Disaster 
researchers viewed catastrophes that affected mass populations 
as structural problems requiring community mobilization and 
solidarity, rather than as threats to individual psyches. They em-
phasized the resilience, not the psychic susceptibilities, of people 
who faced adversities such as floods, earthquakes, and hurricanes. 
The behavior of people in the aftermath of disaster contradicted 
the belief that disasters led to widespread trauma, weakness, and 
vulnerability. Rebecca Solnit summarizes the findings of disaster 
research at the time: “The prevalent human nature in disaster is 
resilient, resourceful, generous, emphatic, and brave.”39 

Disaster research underwent a major reorientation after 1980 
as the growing influence of trauma culture subsumed collective 
disasters into the realm of mental health problems. Widely pub-
licized studies of human and natural disasters trumpeted the psy-
chic damage, including post-traumatic stress disorder, which these 
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traumas wrought. One review uncovered 284 studies of PTSD 
after disasters that were published between 1980 and 2007.40 This 
research indicated that about 17 percent of people were exposed to 
disasters at some point in their life. It showed widely varying rates 
of resultant PTSD, ranging from 3.7 percent to 60 percent in the 
first two years after the event.41 For example, 34 percent of adults 
injured in the 1994 Oklahoma City terrorist bombing reported 
PTSD six months later.42 However, these studies also showed 
that PTSD symptoms rapidly declined after disasters in about 80 
percent of samples.43 Another consistent finding was that victims 
with prior mental health problems were especially likely to show 
chronic postdisaster disorders.44

	 Before the turn of the century knowledge of the extensive lit-
erature on the psychic effects of disasters was usually limited to the 
research community. The terrorist attacks on September 11, 2001, 
drove the psychological consequences of disasters into public con-
sciousness. This event became by far the most studied collective 
trauma to date. Contemporaneous and nonstop news coverage 
of the carnage meant that the whole population of the nation 
(indeed, of much of the world)—not just those who were directly 
exposed to the attack—was “confronted with” a potentially trau-
matic event and so met the DSM-IV criteria for a stressor that 
could lead to PTSD. 

The assumptions and expectations of trauma culture perme-
ated the initial reaction to the attacks. Immediately after the de-
struction of the Twin Towers, thousands of mental health profes-
sionals rushed to the scene.45 A reporter estimated that the 9,000 
mental health counselors who arrived outnumbered the quantity 
of victims by a factor of three.46 One psychiatrist’s expectation was 
representative: “[There will be] huge increases in the prevalence 
of traumatic grief, depression, posttraumatic stress disorder and 
substance abuse in the New York City metropolitan at the least. 
This is an unprecedented disaster, and its psychiatric toll will be 
enormous.”47 James Nininger, then president of the New York 
State Psychiatric Association, wrote in the New York Times shortly 
after the disaster: “The true scope of the psychiatric problems will 
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be seen not just over the ensuing months, but over years, and not 
only among those who were at ground zero or who lost, or feared 
that they had lost, a family member or friend but also among those 
who viewed the horrific scenes on TV.”48 The concern for mental 
health was strong enough that emergency personnel in New York 
City were required to participate in mental health treatment.49 
The Federal Emergency Management Agency (FEMA) spent $132 
million on mental health services following September 11.50

Initially, it did appear that the terrorist attacks had led to 
widespread psychic damage. An early study taken a few days after 
them asked 560 respondents from across the country whether they 
experienced five symptoms of PTSD: “Feeling very upset when 
something reminds you of what happened? Repeated, disturbing 
memories, thoughts, or dreams about what happened? Having 
difficulty concentrating? Trouble falling or staying asleep? Feeling 
irritable or having angry outbursts?” Forty-four percent of those 
surveyed reported at least one “substantial” symptom, and virtu-
ally everyone (90 percent) experienced at least “a little bit” of a 
symptom. Over half of respondents said that at least one of their 
children was upset by the attacks. This study concluded that over 
40 percent of Americans had symptoms of stress that “are unlikely 
to disappear soon.”51 

In fact, despite dire predictions that 9/11 would result in an 
enormous amount of lasting PTSD, rates dropped precipitously 
soon after the attacks. Studies showed that the 7.5 percent of 
Manhattan residents who suffered from PTSD one month after 
the event sharply declined to just 1.7 percent and 0.6 percent at 
four and six months, respectively, after the attacks.52 This meant 
that more than 90 percent of persons who originally qualified for 
PTSD diagnoses no longer met the criteria for this condition after 
six months.53 In the country at large, overall distress levels were 
within normal range one to two months after the attacks.54 The al-
most immediate “recovery” of most people who were not directly 
affected by the attacks calls into question whether they ever had a 
traumatic disorder in the first place. In addition, rates of psychiat-
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ric disturbances, suicide, and violent crime dropped immediately 
after 9/11 and remained low six months later.55

The rapid decline in symptoms cannot be attributed to suc-
cessful treatment efforts: despite predictions to the contrary, no 
rise in treatment rates occurred after 9/11. “Most people recover 
from acute symptoms within 3 months posttrauma, even if they 
do not receive any treatment,” psychologists Richard McNally, 
Richard Bryant, and Anke Ehlers summarized.56 Indeed, 7.6 per-
cent of people used mental health services in the month after the 
attack compared to 8.6 percent in the month before the attack.57 
Nearly 90 percent of persons who sought mental health services 
after 9/11 had already been in treatment before the attacks. Most 
of the millions of dollars allocated for mental health services re-
mained unspent because few people sought such therapy. Ini-
tial diagnoses of PTSD, spurred by the assumptions of trauma 
culture, seem to have reflected natural, transitory responses to a 
highly disturbing experience rather than a mental disorder. “New 
York City residents,” psychiatrist Sally Satel concluded, “affirmed 
the general human response to crisis: reliance on traditional social 
institutions of community, family, and faith. Mental health pro-
fessionals sorely underestimated their fortitude.”58

Despite the evidence that 9/11 had few lasting psychic conse-
quences, the assumptions of trauma culture continued to prevail 
in subsequent disasters. For example, after Hurricane Katrina hit 
the Gulf Coast in 2005, FEMA provided $52 million for crisis 
counseling.59 Expectations of composure and resilience in the face 
of trauma had been transformed into victimhood and psychic vul-
nerability. “That disaster victims—or the victims of any trauma—
require mental health assistance has become a commonplace in 
the early 21st century,” historian Andrew Morris observed.60 

In a survey of the early literature on community studies in 
1987, epidemiologist Naomi Breslau and psychiatrist Glenn Da-
vis concluded: “Literature on the effects of the Vietnam war and 
civilian disasters indicates that emotional disturbance (other than 
transient immediate reactions) is not a common consequence of 
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these ‘extreme’ stressors.”61 Rising rates of PTSD in community 
and disaster studies since that time do not stem from the presence 
of a more traumatized population or from the greater ability of 
researchers to identify traumatic disorders. Instead, they are the 
product of the expectations of a therapeutic culture that assumes 
disaster victims will succumb to traumatic stressors and will need 
mental health services. 

THE MILITARY

The impact of therapeutic culture has been especially apparent 
within military institutions. As previous chapters indicated, for the 
past hundred years combat was linked with psychological trauma, 
whether through “shell-shock” in World War I, “combat neuro-
ses” in World War II, or “PTSD” after Vietnam. Nevertheless, 
substantial numbers of military personnel refused to acknowledge 
the often dire psychic consequences of war. Officers commonly 
regarded military psychiatrists as either enablers of cowardly be-
havior or allies in the struggle to get impaired soldiers back into 
combat as soon as possible. As the conflict over the insertion of 
PTSD into the DSM-III illustrated, as late as the 1970s psycho-
logically wounded veterans had to make extensive efforts against 
strong opposition to have their conditions recognized. In large 
part, the military’s antagonism to traumatic psychic conditions 
resulted from its intrinsic emphasis on the traditionally masculine 
values of physical toughness, suppression of painful emotions, and 
insensitivity to discomfort (for male and female soldiers alike). 
By the twentieth-first century, however, the military had come to 
fully participate in therapeutic culture. 

Rates of Psychological Casualties

Chapter 4 described how the initial studies among Vietnam 
veterans showed relatively low rates of PTSD. In the late 1980s 
Congress commissioned a study of PTSD among this group, the 
National Vietnam Veterans’ Readjustment Study (NVVRS). This 
report found far higher amounts of PTSD than earlier research: 
at the time the study was conducted, about twenty years after the 
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war’s most intense fighting had ended, 15 percent of veterans met 
full diagnostic criteria for PTSD and an additional 11 percent had 
significant symptoms of the condition. The NVVRS also indi-
cated that at some point after the war about 31 percent of men met 
full diagnostic criteria for PTSD and an additional 22.5 percent 
had partial PTSD.62 These figures generated considerable suspi-
cion because only about 15 percent of military forces in Vietnam 
had been in combat, with 15 percent more in supportive combat 
roles. If the study’s findings were to be believed, then virtually 
every one of these personnel suffered from PTSD.

The rates of PTSD the NVVRS claimed to find were orders 
of magnitude beyond those found in previous studies. PTSD oc-
curred seven times more often than in the earlier CDC Veterans 
Experience Study. The large number of PTSD cases that persisted 
so long after combat had ended also conflicted with studies of 
other contemporaneous wars. For example, less than 2 percent of 
Israeli veterans of the Yom Kippur War of 1973 still had a PTSD 
diagnosis thirty years later.63 Another puzzle the NVVRS findings 
raised was that, in contrast to previous studies, rates of PTSD 
actually increased rather than declined over time.64

A number of skeptics claimed that the high rates of PTSD 
that arose so long after the war’s end were more likely to indicate 
changes associated with the rise of trauma culture than with genu-
ine increases in the number of cases of PTSD. One noted that “the 
Vietnam veteran is more a victim of his times, of the post–World 
War II culture and its values than of the Vietnam War itself.”65 
Another commented that the results led him “to wonder how 
much we are dealing with the sequelae of post combat belief, ex-
pectation, explanation and attribution rather than the sequelae of 
combat itself.”66 For critics, the huge rates of PTSD the NVVRS 
reported indicated the extent to which the idea of the psychologi-
cally damaged Vietnam veteran had penetrated cultural expecta-
tions and influenced self-reported recollections of symptoms.

Doubt about the NVVRS findings led to an intensive reanaly-
sis of a subsample of 260 of the original 1,200 men.67 This subse-
quent study showed readjusted rates of PTSD that varied from 9 
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to 12 percent of veterans with current conditions and from 19 to 
22.5 percent with lifetime conditions, numbers that were about 
40 percent lower than the original estimates. Another reanalysis 
of the same data, which required that symptoms lead to at least 
moderate difficulties in functioning, found that prevalence had 
dropped by 65 percent from the original levels.68

Despite the controversy over the NVVRS, its findings of such 
high rates of PTSD were one reason the military changed its as-
sumptions about how it should respond to the psychic results of 
combat.69 Its mental health personnel expected that the Persian 
Gulf, Iraq, and Afghanistan Wars would result in high levels of 
PTSD. They embraced the view that PTSD is a widespread con-
dition in wartime, that all soldiers can be potential victims, and 
that affected soldiers require treatment for it. Moreover, they as-
sumed that PTSD would not be a time-limited condition but 
would often result in long-term consequences.70 As a result, the 
military spent hundreds of millions of dollars for research about 
PTSD and traumatic brain disorders.71 Mental health profession-
als gained a much stronger presence and higher prestige within the 
military; they are now widely esteemed and applauded for their 
service.72 

Many studies examined levels of PTSD among veterans re-
turning from the Persian Gulf, Iraq, and Afghanistan Wars.73 The 
initial research about the impact of the 1991 Gulf War indicated 
that only about 3 percent of veterans reported PTSD immediately 
after the war. Two years later, however, this number had increased 
to about 8 percent.74 These relatively low rates might reflect the 
limited amount of combat in and quick resolution of this con-
flict. Studies conducted during the 2000s, after the Iraq and Af-
ghanistan Wars, reported far higher numbers—between 15 percent 
and 20 percent—of veterans with PTSD.75 One major examina-
tion found that 25 percent of more than 100,000 veterans who 
returned from these wars received some mental health diagnosis; 
13 percent were diagnosed with PTSD.76 Another study of more 
than 100,000 veterans who were enrolled in the VA health sys-
tem showed that over 20 percent had received PTSD diagnoses.77 
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PTSD was the single most common mental health condition, rep-
resenting more than half of all mental health diagnoses. It was also 
linked to marital instability, problems with spouses, and domestic 
violence.78 Curiously, about half of soldiers suffering from PTSD 
reported having this condition before they deployed to Iraq.79

Suicide, often linked to PTSD, also drew much attention from 
researchers and the media. Echoing the aftermath of the Viet-
nam War, front-page stories in newspapers around the country 
depicted suicidal (and homicidal) vets ravaged by PTSD.80 Suicide 
rates among soldiers who served in Iraq and Afghanistan dou-
bled between 2004 and 2009. Notably, however, suicides tripled 
among soldiers who were never deployed on the battlefield.81 An-
other study reported that, “remarkably, nearly half of the soldiers 
with a history of lifetime suicide attempts reported that their first 
attempt occurred prior to enlistment.”82 Such findings indicated 
that preexisting vulnerabilities, as well as combat-related traumas, 
were behind many suicides and suicide attempts among veterans.

Responses to Psychological Casualties

Despite the far greater sensitivity to post-traumatic stress disorder 
within the armed services, the services’ responses to affected sol-
diers are bifurcated. The military’s traditional suspicion of invis-
ible psychological injuries is still strong for soldiers on active duty. 
One soldier reported: “They told us in basic [training], ‘Anything 
that’s not life, limb, or eyesight, suck it up. If you say you’re hurt, 
we’re gonna assume you’re faking.’ ”83 Especially for personnel 
who plan to reenlist, PTSD diagnoses remain stigmatizing; they 
can raise questions about their bearers’ suitability for future com-
bat and stymie promotions. 

The major change in the military’s response to PTSD involves 
veterans who have returned home and are leaving or have already 
left active duty. All such soldiers, not just the predisposed, are 
thought to be in danger of developing PTSD. “There are no un-
wounded soldiers in war,” a sign at a Fort Hood coffeehouse pro-
claims.84 Indeed, unlike previous wars, in which the military used 
screening to detect mental health problems before soldiers entered 



154	 PTSD

service, the military now attempts to screen all returning veterans 
for postwar mental health problems and to refer those deemed 
at-risk to mental health interventions.85 To this end, the VA has 
developed public awareness campaigns that actively pursue veter-
ans who might have PTSD.86 In addition, while in the past most 
traumatic conditions were expected to be short-lived, assumptions 
of chronicity are common. “There is a major health crisis facing 
those men and women who have served our nation in Iraq and Af-
ghanistan,” a major study concluded. “Unless they receive appro-
priate and effective care for these mental health conditions, there 
will be long-term consequences for them and for the nation.”87 

A wide variety of treatments for PTSD have emerged for re-
turning soldiers. Drug therapies, which have been commonplace 
throughout the history of stress-related conditions, are still widely 
employed to manage combat stress and its aftermath. The phar-
maceutical industry, however, has been unable to develop any 
drug that specifically targets PTSD. The SSRI (selective serotonin 
reuptake inhibitor) Zoloft is now the most widely used drug for 
PTSD, although there is little rhyme or reason to prescribing prac-
tices.88 As one soldier noted, “As far as medications go, man, they 
throw so many of them at you and then hope to God one of them 
sticks.”89 The findings from a study of more than 186,000 veterans 
of the Iraq and Afghanistan Wars confirm this observation. Al-
though none had diagnoses of schizophrenia or bipolar disorder, 
35,000 received prescriptions for antipsychotic medication.90

Drugs are often used in combination with a variety of treat-
ments, including exposure therapy, eye movement desensitiza-
tion, and virtual reality, all of which are based on the principles of 
cognitive behavioral therapy. Prolonged exposure therapy, which 
regards avoidance as the central problem for PTSD sufferers, is the 
most prominent.91 To allow for adequate processing of traumatic 
memories, it presents reminders of traumatic events in gradu-
ally increasing intensity until patients become habituated to the 
trauma. In 2008 an Institute of Medicine (IoM) panel concluded 
that exposure therapies are effective, and the VA has fully em-
braced them.92
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Nevertheless, exposure therapy and other cognitive approaches 
have also drawn sharp criticism. Some researchers claim that 
PTSD symptoms worsen every time someone recalls a traumatic 
event because recollections trigger stress hormones that accom-
pany painful memories, so emotions become more vivid with each 
subsequent recall.93 Well-known PTSD researcher Bessel van der 
Kolk calls exposure therapy “among the worst possible treatments” 
for trauma.94 Many sufferers don’t like them. “Traditional medical 
approaches generally rely on drugs and controlled re-experienc-
ing of trauma, called exposure therapy. But this combination has 
proved so unpopular that many veterans quit before finishing or 
avoid it altogether,” a New York Times article concluded in 2016.95 
Consequently, exposure treatment has the highest dropout rate of 
any treatment. 

Such conflicting assessments typify evaluations of treatments 
for PTSD. No drug or psychotherapeutic technique is reliably 
effective in treating this condition.96 As one review concludes, 
“Conventional western psychiatric treatment along the lines used 
to treat other serious mental disorders—drugs, groups, therapy, in-
patient facilities and so on—has not led to a record of undisputed 
therapeutic success for traumatized veterans.”97 Indeed, a study at 
the National Center for PTSD found that a four-month program 
of intensive inpatient care made patients’ symptoms worse.98 The 
2008 IoM panel concluded: “At this time, we can make no judg-
ment about the effectiveness of most psychotherapies or about any 
medications in helping patients with PTSD.”99 The disappointing 
results of mainstream psychological and drug therapies have led to 
the emergence of a potpourri of “treatments” for PTSD, includ-
ing fishing, swimming with sharks, yoga, horseback riding, vision 
quests, and parrot husbandry, among many others.100

Questions remain about the extent to which aggressive efforts 
to identify and treat soldiers who are presumed to have PTSD 
actually identify disordered conditions and help the individuals so 
labeled. The intensity of the painful psychic impacts of traumatic 
events often naturally remits over time, especially when people 
have supportive resources that help them adjust to their experi-
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ences.101 For example, an army report noted that the high rates of 
apparent mental disorder present in those returning from combat 
assignments decrease almost to baseline rates of those garrisoned 
at US military bases after about twenty-four months, and fully 
to baseline by thirty to thirty-six months, suggesting that most 
symptoms classified as PTSD remit on their own with time.102 
“Just as with a course of grief,” psychiatrist Paul McHugh ob-
serves, “the most disturbing psychological symptoms gradually 
fade away, leaving the subject with some enduring sense of loss, 
the occasional bad dream, and perhaps some reluctance to revisit 
locations or arenas where the shock was experienced.”103

The centrality of the PTSD diagnosis has led to intensely psy-
chological approaches to treatment that differ in significant ways 
from past military responses. In particular, they neglect the bodily 
aspects of traumas that Abram Kardiner had called “physioneuro-
ses.” Trauma specialist Bessel van der Kolk emphasizes that PTSD 
is more of a bodily than a cognitive process: “Trauma has nothing 
whatsoever to do with cognition. It has to do with your body be-
ing reset to interpret the world as a dangerous place.”104 Promi-
nent military psychiatrist Charles Hoge also notes how a central 
problem that returned veterans face involves the thoroughgoing 
need to undo the physiological responses to combat that veter-
ans have previously gone through, which includes adjustment to 
prolonged extreme stress, chronic sleep restriction, and reversal of 
circadian cycles.105

Anthropologist Kenneth MacLeish’s fieldwork at Fort Hood, 
Texas, supports these contentions. Soldiers identified unwanted, 
preconscious bodily sensitivity to signs of violence and danger as 
the major aspect of their current responses to past combat expe-
riences.106 While in Iraq or Afghanistan their bodies were in a 
constant state of activation, which persisted when they returned 
to the United States. MacLeish describes a typical case: “You’re go-
ing about your business at Fort Hood, and you hear a helicopter 
or the sunny-day thunder of artillery fire rumbling in from the 
ranges, and before you even realize you heard it your guts turn 
to ice, your palms get clammy, and your whole body is arched 
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and alert, ready to go.” In contrast to the diagnostic emphasis on 
conscious memories of trauma, the soldiers that MacLeish studied 
reported “a direct line from sensory stimulus to neuromotor re-
sponse, bypassing consciousness, thought, and interpretation.”107 
Such responses resemble Kardiner’s physioneuroses far more than 
the current mentalistic PTSD diagnosis, which emphasizes mem-
ory and cognition.

The focus on PTSD as the primary result of combat has also 
suppressed interest in the problems stemming from the social dis-
locations that veterans face. The need for social support, strong 
familial relationships, and employment opportunities were central 
to the rehabilitation literatures that emerged after World Wars I 
and II, when “a job and a girl” were seen as the optimal require-
ments for readjustment to civilian life.108 From this perspective, 
the label “post-traumatic stress disorder” can divert attention from 
the sorts of things that returning veterans most need help with: 
negotiating complicated bureaucracies, finding employment and 
social services, reintegrating with families and friends, and coping 
with naturally distressing memories. In addition, PTSD labels can 
sometimes provide incentives for remaining disabled. 

The Role of Compensation

The impact of providing compensation to people with traumatic 
diagnoses has been a controversial subject since the nineteenth 
century. Debates during the era of railway spine involved the issue 
of whether the rewards from traumatic diagnoses could themselves 
lead to chronicity. Before the Vietnam War, military psychiatrists 
believed that combat-related symptoms would rarely endure un-
less they were related to underlying predisposing conditions, or 
they resulted in rewards. Military physicians assumed that diagno-
ses could reinforce, stabilize, and perpetuate symptoms because if 
symptoms disappeared, so would compensation for them. Indeed, 
anthropologist Erin Finley predicts that “explosive consequences” 
would result if some treatment proved able to cure PTSD.109

By the twenty-first century, the general acceptance of thera-
peutic culture meant that no stigma accrued to veterans (and 
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others) who received PTSD diagnoses. Yet, assessments are still 
entirely dependent on self-reported symptoms that are impossible 
to verify. By the 1990s, PTSD had become such a well-known con-
dition that now virtually all veterans know what answers to give 
to achieve their desired goal (whether to receive or not to receive a 
PTSD label). Those who want to remain in the service and avoid 
getting diagnoses that enter their military records can easily deny 
having symptoms related to PTSD. Others, who are motivated 
to receive a diagnosis that can bring them disability pensions and 
other resources, are eager to report many symptoms.110 The vary-
ing social consequences that the diagnosis entails help shape who 
will or will not have PTSD.

During the mid-1990s and through the following decades, 
rates of treated PTSD among veterans rose to unprecedented lev-
els. Applications for PTSD-related compensation from veterans 
of the Iraq and Afghanistan Wars far exceeded those from earlier 
periods.111 Between 2000 and 2013 the number of veterans in the 
VA system who received benefits for PTSD claims rose from about 
134,000 to more than 650,000.112 By the end of 2012, almost half 
of the 700,000 veterans of the Iraq and Afghanistan Wars had 
filed disability claims with the VA for all reasons, and 85 percent 
of these were receiving benefits. This compares to just 11, 16, and 
21 percent, respectively, of veterans of World War II, Vietnam, and 
the Persian Gulf War.113 These rates are much higher than those 
seen among personnel from other countries who fought in the 
same war. For example, only 3 percent of UK soldiers compared 
to 13 percent of US military personnel reported PTSD after the 
Iraq War.114

Interestingly, the increasing level of post-traumatic stress 
disorder claims since the mid-1990s was found not only among 
members of the armed forces who served in the Gulf, Iraq, and 
Afghanistan Wars but also among Vietnam veterans whose mili-
tary service had ended thirty or more years earlier. Indeed, the 
rate of growth in use of VA mental health services for PTSD was 
five times greater for Vietnam-era veterans than for Gulf-era vet-
erans.115 In thorough contrast to previous wars and other disasters, 
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in which rates of PTSD sharply declined with the passage of time, 
compensation-seeking among Vietnam War veterans exploded as 
the number of years since the war had ended accumulated. The 
numbers of such veterans who applied for disability related to 
PTSD expanded precipitously during the twenty-first century. 
Rates of Vietnam veterans receiving compensation for PTSD in-
creased far more than those for veterans getting disability for all 
other health problems.116 

Did the upsurge of PTSD diagnosis among veterans result 
from a genuine rise in the numbers of long-delayed conditions 
or from treatment-seekers who were deeply immersed in the cul-
ture of PTSD and who knew what responses were likely to obtain 
compensation? Unlike physical wounds, symptoms of PTSD are 
self-reported, invisible, and unverifiable. Mental health person-

Source: Department of Veterans Affairs. Graphics reporting by Alan Zarembo.
Thomas Suh Lauder / @latimesgraphics
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nel historically believed that symptoms of PTSD are “subjective, 
easily coached, and easily simulated.”117 According to one recent 
report, in online forums, “veterans trade tips on how to behave 
in their disability evaluations. Common advice: Dress poorly and 
don’t shower, refuse to sit with your back to the door, and con-
stantly scan the room.”118 The probability that patients will re-
port traumatic symptoms that they have not in fact experienced 
is especially high when compensation is involved. Unlike other 
mental illnesses, a PTSD diagnosis can be a resource that entitles 
its bearers to obtain monetary and other benefits.119

Some observers claim that rising rates of PTSD among veter-
ans are a product of a system that promotes disability. In an asser-
tion that would not surprise World War I doctors and psychia-
trists, a comprehensive review of the literature concluded in 2000 
that “the specter of available disability benefits does influence the 
way in which veterans describe their difficulties, leading them to 
exaggerate symptoms either consciously or unconsciously.”120 The 
resulting benefits can be substantial. In 2014, successful claimants 
with 100 percent disability received an annual tax-free income 
of $34,884 if they were single and $39,216 if they were married 
and had two children, aside from any other resources available to 
them.121 The latter is roughly the equivalent of the median income 
of families in half the states in the United States. Moreover, many 
of the recipients are mired in the income stagnation of working-
class men who lack college degrees and have poor labor market 
prospects; this group would most benefit from the resources that 
a PTSD diagnosis secures. Financial need appears to be a major 
reason for the dramatic increase in recent rates of compensation-
seeking for PTSD among veterans.122

In addition, the amount of compensation claimants obtain 
depends on their degree of impairment. For example, a veteran 
with no dependents receives a monthly payment of $133 for 10 
percent disability but $2,907 for 100 percent disability. This cre-
ates a strong incentive to report as much impairment as possible. 
“Most veterans’ self-reported symptoms of PTSD become worse 
over time until they reach 100 percent disability, at which point 
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an 82 percent decline in use of VA mental health services occur,” 
psychologist Christopher Frueh and colleagues report.123 The sys-
tematic incentives to remain disabled in order to maintain ben-
efits leads nearly all diagnosed veterans to report chronic condi-
tions. One report indicates that “of the 572,612 veterans on the 
disability rolls for PTSD at the end of 2012, 1,868—a third of 1 
percent—saw a reduction in their ratings the next year, according 
to statistics provided by the VA.”124 Psychiatrist Nancy Andreasen 
observes that VA policies are “problematic, in the sense that they 
require the person given compensation to be unemployed. This is 
a disincentive for full or even partial recovery.”125

One study of veterans who were treated for chronic PTSD in 
a VA program, most of whom were Vietnam veterans, found that 
over half clearly exaggerated their symptoms.126 Another archi-
val study of help-seeking for PTSD among 100 Vietnam veterans 
during the late 1990s could verify that only 41 percent had been 
exposed to combat in Vietnam; 20 percent had served in Vietnam 
without evidence of combat exposure; 32 percent had served in 
Vietnam but did not appear to have seen combat; and the remain-
ing 5 percent made false claims of service in Vietnam or even of 
any military service.127 However, veterans who did not face combat 
applied for benefits at the same rate as those who did. Moreover, 
compensation-seeking veterans were more prone to over-report 
and exaggerate their symptoms and their service records than vet-
erans who were not seeking compensation.128 Nevertheless, almost 
all claimants received a PTSD diagnosis.

In sharp contrast to the eras in which previous wars were 
fought, there is little concern today that receiving compensation 
for PTSD promotes chronicity, prevents recovery, or threatens 
government finances. In 2007, an Institute of Medicine report ob-
served that between 1999 and 2004, benefit payments for PTSD 
increased nearly 150 percent, from $1.72 billion to $4.28 billion.129 
In 2010 the VA dropped its requirement that veterans had to doc-
ument battlefield events that caused trauma and expanded situa-
tions that could qualify to include fear of being attacked, regard-
less of whether any actual violence occurred. After the changes, 
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the number of new PTSD claims rose 60 percent and approval 
rates jumped from 55 to 74 percent.130 

A bipartisan consensus now exists for compensating disabled 
veterans with psychic damage. One congressman’s explanation 
summarizes current political attitudes toward PTSD: “You don’t 
have to prove it! You served us!”131 The absence of stigma for 
PTSD diagnoses has removed one powerful barrier that prevented 
compensation-seeking in the past. 

The lack of debate over whether PTSD diagnoses are always 
legitimate thoroughly contrasts with prior eras, when traumatic 
psychic injuries were regarded as easily simulated and traumatic 
diagnoses were seen as a good way to perpetuate, rather than cure, 
these conditions. Earlier observers would not be surprised at Erin 
Finley’s observation: “If there is any one issue most likely to upset 
some visible minority of . . . frustrated veterans, it is the idea of 
not having PTSD. There are a variety of complex reasons for this, 
but one of the most important can be summed up in a single 
word: compensation.”132 

CONCLUSION

In certain respects, the expansion of post-traumatic stress disorder 
since the 1980s is just one illustration of the growing number of 
conditions that are viewed as mental illnesses. Rates of depression 
and anxiety, for example, have also exploded in recent decades.133 
The sources of the rise of therapeutic culture that Philip Rieff 
identified in the 1960s—the decline of communal values, more 
isolation of individuals, greater acceptability of viewing selves as 
vulnerable, lowered stigma for mental illness, and higher reliance 
on mental health professionals—are no different for PTSD than 
for other psychiatric conditions. In addition, various professional 
organizations, lay advocacy groups, and the research community 
have stimulated the increase in incidence of all forms of mental 
illness, including PTSD. 

Nonetheless, the compassion for suffering that marks thera-
peutic cultures has probably influenced PTSD to a greater extent 
than any other mental illness. In particular, therapeutic cultures 
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reject the possibility of malingering and other ways of taking ad-
vantage of mental illness labels, which are far more relevant to 
PTSD than to other conditions. Because it intrinsically involves 
some external entity that leads to emotional pain, PTSD raises is-
sues of liability that are not present for other psychic impairments. 
It is uniquely suitable for obtaining compensation, particularly for 
veterans, who are an especially revered group. As Willard Waller 
noted after World War I, “He has fought for the flag and absorbed 
some of the mana. He is sacred. He is covered with pathos and 
immune from criticism.”134 While therapeutic cultures have en-
larged the footprint of many forms of mental illness, they have 
particularly stimulated claims of PTSD.

Most observers regard the recent rise of therapeutic culture 
and the accompanying increase in PTSD diagnoses as signs of 
progress. What anthropologist Didier Fassin and political scientist 
Richard Rechtman call “the empire of trauma” is a moral revolu-
tion that has spawned a vast network of therapeutic interventions 
and accompanying rewards.135 Clinicians herald the dramatic shift 
from the values of previous eras, which questioned the validity of 
claims of trauma victimization, to those that view traumatized 
people with sympathy and encourage them to seek mental health 
treatment. They especially appreciate the transformation in the 
cultural meanings attached to traumatic symptoms from the belief 
that many problems—especially those of traumatized men—that 
were formerly viewed as weakness of will or cowardice are in fact 
mental illnesses. Consequently, the stigma attached to a PTSD 
diagnosis has virtually disappeared, as has the belief that sufferers 
are responsible for their conditions. Disability benefits and other 
forms of compensation are far more readily available now than in 
the past. From this point of view, the major remaining problem is 
the incomplete penetration of therapeutic attitudes among resis-
tant victims and social institutions.

Certain risks accompany the many positive aspects of the ther-
apeutic mentality. Cultures can promote too much, as well as too 
little, remembrance of past traumas. As commentators over the 
past century and a half have noted, the benefits from a traumatic 
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diagnosis can stabilize and prolong, rather than cure, conditions 
that might otherwise gradually dissipate on their own. A value sys-
tem that stresses how traumatized people will have persistent psy-
chic consequences unless they remain in treatment can become a 
self-fulfilling prophecy. Philip Rieff ’s son, the writer David Rieff, 
echoing the protagonist of The Man in the Gray Flannel Suit, notes 
how forgetting can be more therapeutic than remembering, “so 
that life can go on.”136 Expectations of inevitable, long-standing 
suffering and consequent rewards might underlie an unknown 
proportion of the current unprecedented levels of chronic PTSD.



CHAPTER SEVEN

Implications

F  F  F

When war conditions ceased to operate, the greater number  
of the neurotic disturbances brought about by the war  

simultaneously vanished. 

Sigmund Freud, “Four Prefaces: Psychoanalysis and War Neuroses”

There is probably little we could now teach either the Regimental 
Medical Officers of the First World War, or the psychiatrists of  

the Second, about the psychological effects of war.

Simon Wessely, “Victimhood and Resilience”

The current acceptance of post-traumatic stress disorder as a le-
gitimate psychiatric diagnosis thoroughly contrasts with its con-
tentious history. The basic idea behind this stressor-related con-
dition—that some traumatic event in the environment can lead 
to lasting psychopathological consequences in previously normal 
people—traditionally struggled to overcome psychiatric and cul-
tural assumptions that mental disorders arise and persist because 
of individual vulnerabilities or secondary rewards. As a result, the 
evolution of PTSD involved constant tensions between, on the 
one hand, the notion that external events traumatize blameless 
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victims, and, on the other hand, the focus on personal suscepti-
bilities or suspicions of malingering.

The transformation of PTSD from a controversial and often 
disreputable condition to a widely recognized and credible diag-
nosis has broader implications for the study of psychiatric disor-
ders. The combative history of PTSD helps to illuminate general 
issues about mental illnesses, including how they are defined, the 
extent to which they are viewed as products of internal or external 
forces, the conditions under which they are stigmatized or val-
ued, the relationship between their biological and interpretative 
aspects, and how cultural values and social interests shape their 
nature. 

DEFINING MENTAL DISORDERS

Like all mental disorders in the DSM-5 (2013), the current defini-
tion of PTSD entails highly specific criteria. These include expo-
sure to some severe stressor, intrusive memories of the traumatic 
event, persistent efforts to avoid recalling these distressing mem-
ories, impairing consequences that follow from recollections of 
the event, and hyperarousal connected with reminders of it.1 This 
characterization follows from the general principle of psychiat-
ric classification that arose in the DSM-III (1980), which dictated 
that all mental illnesses must have explicit, symptom-based defini-
tions that are distinct from other clinical conditions. “Diagnosis, 
prognosis and treatment,” historian Charles Rosenberg empha-
sizes, “have been linked ever more tightly to specific, agreed-upon 
disease categories.”2 Such precise descriptions provide a common 
ground to insure that different clinicians and researchers will rec-
ognize the same entities in their patients and research subjects. 
The current depiction of PTSD as a memory-related condition 
thus conforms to medical norms that dictate that legitimate dis-
eases must be well-defined entities. It also distinguishes PTSD 
from diagnoses such as depression, anxiety, or psychosomatic con-
ditions. 

This portrayal of PTSD thoroughly contrasts with conceptual-
izations of stress-related disorders before the DSM-III revolution. 
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When trauma-related symptoms first arose during the nineteenth 
and early twentieth centuries, they were not differentiated from 
indicators of other common diagnoses, for example, hysteria or 
neurasthenia. The former featured a wide array of symptoms—
emotional outbursts, fits, tics, tremors, fainting, and paralysis of 
limbs; the latter involved an even more capacious collection—de-
pression, anxiety, fatigue, headaches, insomnia, overall weakness, 
and other indicators. Later, medical personnel during and after 
World War II emphasized how external shocks created an exten-
sive variety of anxious, depressive, gastrointestinal, and psycho-
somatic consequences, which they called “combat neuroses” or 
“gross stress reactions.” The broad term “physioneuroses,” which 
involved general physiological, psychological, and social readjust-
ments, also arose to characterize post-traumatic symptoms. 

The conception of PTSD as a distinct memory-related syn-
drome resulting from exposure to trauma—rather than a general-
ized syndrome that is highly interrelated with other diagnostic 
conditions—stems more from the demands of professional norms 
than from congruence with any natural entity.3 The DSM crite-
ria that it exemplifies emerged because the psychiatric profession 
required a classification system that legitimated its status as physi-
cians, provided it with the cultural prestige that accrues to those 
who combat genuine diseases, and allowed it to obtain reimburse-
ment from insurers who demanded that clinicians treat specific 
entities.4 The PTSD diagnosis itself resulted from a moral crusade 
by veterans who needed a condition that would both conform 
to DSM requirements and connect their psychic damage to ex-
ternal traumas that had occurred many years earlier. The remak-
ing of PTSD from earlier depictions, which involved a range of 
bodily, emotional, and relational impacts to a specific disturbance 
of memory, provides a particularly powerful illustration of how 
social factors connected to professional and cultural legitimacy 
shape the nature of psychiatric diagnoses. 

The current definition of PTSD is highly suitable for a num-
ber of groups. It provides trauma victims with a diagnosis that 
offers them an explanation for their psychic problems, moral vin-
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dication, therapy, and, in some cases, a reason to obtain compen-
sation. It gives clinicians a way to be reimbursed for treating those 
who suffered traumas in the recent or the distant past. It offers 
researchers the precise criteria they need to know they are studying 
the same entity that other researchers are studying. Yet, the DSM 
definitions that have been institutionalized between 1980 and the 
present have severed PTSD from traditional understandings that 
stress-related conditions were interlocked with many forms of psy-
chic suffering rather than specifically linked to traumatic memo-
ries. Professional demands about the nature of valid diseases led 
to the abandonment of the historical recognition that traumatic 
events produce a broad potpourri of psychological, bodily, and 
social consequences that cannot be pigeonholed into the catego-
ries of the DSM. A dramatic change in professional norms, not in 
the underlying nature of stressor-related conditions, accounts for 
current characterizations of PTSD.

EXTERNAL AND INTERNAL CAUSES OF  
MENTAL ILLNESS

The historical study of PTSD not only illuminates how social fac-
tors shape definitions of mental illness but also provides a valuable 
lens for viewing the vicissitudes of psychiatric explanations for 
why mental illnesses arise. The history of psychiatry has involved 
a perennial conflict between two divergent strains of thought. 
One view has emphasized the internal biological or psychologi-
cal roots of mental illness, the other how external forces produce 
mental disturbances. The first position grounds mental disorders 
in flawed brains or nerves, which stem from physical defects or 
emotional weaknesses. When the psychiatric profession came into 
being in the nineteenth century, it focused on the presumably bio-
logical, and often inherited, roots of mental illness. Its organic and 
hereditarian assumptions could not easily encompass a diagnosis 
that associated stressful environments with lasting psychopatho-
logical consequences in previously normal people. 

Following prevailing views at the time, the major initial stu-
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dents of trauma showed more interest in the presumed individual 
defects underlying traumatic conditions than in how external 
shocks produced mental disturbances. For example, Jean-Martin 
Charcot recognized that stressors caused by industrial accidents 
and train crashes produced a variety of hysterical symptoms.5 He 
and other psychiatrists and neurologists, however, regarded exter-
nal traumas as triggers, rather than causes, of mental pathology 
in predisposed victims. They were primarily concerned with the 
inherited factors that led some individuals who experienced these 
shocks, but not others, to develop hysteria. Charcot’s student 
Pierre Janet examined how subconscious memories of a variety of 
stressors, including sickness, observing deaths, or viewing a variety 
of unpleasant stimuli during childhood could elicit traumas. Like 
Charcot, Janet viewed these stressors as provoking hysteria in pre-
viously susceptible patients. 

Sigmund Freud revolutionized the study of traumatic stressors 
by providing a striking and unambiguous thesis: all cases of hys-
terical neuroses resulted from repressed memories of external sex-
ual stimulation in infancy and childhood.6 Although Freud chal-
lenged the dominant focus on heredity predispositions, he quickly 
repudiated his original view that actual traumatic sexual abuse 
during infancy and childhood produced hysteria. While he did 
not abandon the sexual etiology of traumatic symptoms, Freud 
came to believe that hysterical conditions arose from memories 
that were grounded in unconscious fantasies, not in real events. 
Nineteenth-century psychiatry thus remained thoroughly rooted 
in the internal foundations of mental disturbances.

The initial idea of purely stressor-related mental disorders de-
veloped outside of psychiatry. Well-publicized train crashes, in 
particular, appeared to create psychic damage among people who 
happened to be in the wrong place at the wrong time, not just 
among those who were already vulnerable to developing mental 
disorders.7 Many people could empathize with the plights of the 
random victims of railroad crashes and industrial mishaps. Several 
decades later, the unprecedented slaughter of World War I led 
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many psychiatrists, including Freud, to recognize that contempo-
raneous external traumas could produce psychic disturbances in 
anyone who was exposed to them, not just in the predisposed.8 

Many physicians and psychiatrists, however, challenged asser-
tions about the powerful pathological impacts of external shocks. 
This group highlighted how only some exposed people, but not 
others, became neurotic after even severe stressors. They also em-
phasized how shell shock was less likely to afflict soldiers who par-
ticipated in battle than those who were nowhere near actual shell-
ing or other forms of warfare but who feared going into battle. For 
example, a number of Freud’s followers, underscoring how only a 
minority of soldiers exposed to combat developed mental illnesses, 
insisted that extreme stressors would only create impairments in 
people who were already prone to neuroses. Prominent psychoan-
alyst Karl Abraham claimed: “It is found with great regularity that 
war neurotics were even before the trauma . . . emotionally un-
stable, especially with regard to their sexuality.”9 One British study 
found that three-quarters of war-related psychological casualties 
had backgrounds marked by neuroses or psychoses compared to 
just 10 percent of a control group.10 This outlook maintained the 
earlier focus on the internal vulnerabilities or character weaknesses 
that led to psychic collapse as opposed to the shocks from trau-
matic events themselves.

Some physicians at the time associated shell shock with in-
dividual predispositions, others with cowardice and malingering. 
Frederick Mott, a prominent British physician, stated the domi-
nant opinion that most soldiers who suffered from a war neurosis 
possessed “an inborn timidity or neuropathic disposition, or an 
inborn germinal or acquired neuropathic or psychopathic taint.”11 
Deeply rooted gender norms reinforced the contention that only 
cowards or men with other preexisting impairments would break 
down psychologically when anticipating or participating in com-
bat. Even the carnage of World War I could not overturn the bed-
rock assumption among most medical personnel that normal men 
would not succumb to shell shock and other war-related neuroses.

The widespread medical acceptance of external traumas as suf-
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ficient causes of mental illness only appeared during the latter 
stages of World War II. Over the course of this war the previous 
emphasis on individual susceptibilities shifted to the view that 
stress-related symptoms were normal results of abnormal environ-
ments. By the end of the war, military psychiatrists agreed that 
“even the healthiest of individuals could break down under the in-
fluence of environmental stress.”12 Nonetheless, they still assumed 
that traumatic psychic consequences would be short-lived unless 
accompanied by internal predispositions. The psychiatric manu-
als that emerged after this war contained stressor-related disorders 
but only applied them to acute mental states. They assumed that 
some previously existing vulnerabilities or rewards from maintain-
ing an impaired state accounted for pathology that persisted long 
after the initial stressor had ended. Thus, even after psychiatrists 
had accepted the legitimacy of stressor-related disorders, they con-
tinued to associate long-term or long-delayed conditions with in-
dividual susceptibilities rather than traumatic events.

An unequivocally stressor-related diagnosis only arose in 1980, 
as a result of strenuous lobbying efforts by Vietnam veterans and 
their advocates. The PTSD criteria in the DSM-III defined trau-
mas as “outside the range of usual human experience” and rooted 
chronic or long-delayed, as well as brief, stress responses in the 
“existence of a recognizable stressor that would evoke significant 
symptoms of distress in almost everyone.”13 These were limited 
to occurrences such as military combat, rape, assault, and natural 
or man-made disasters. By clearly grounding symptoms in severe 
traumatic events, the diagnosis guaranteed the credibility of vic-
tims and ruled out the need to examine any preexisting biological 
or psychological vulnerabilities that made individuals prone to 
develop mental illness. It also dispensed with the consideration 
of character weaknesses, cowardice in particular, in accounting 
for mental breakdowns. One of the most prominent psychiatrists 
allied with the veterans, Chaim Shatan, emphasized the purely ex-
ternal nature of the DSM-III diagnosis: “After such massive man-
made stress preexisting disorder is irrelevant. The specific stress 
itself constitutes the crucial predisposition.”14
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This exclusively exterior definition, however, created a prob-
lem that does not exist for other DSM conditions. Unlike other 
mental illnesses, the presence of symptoms alone cannot meet 
PTSD diagnostic criteria in the absence of an event that falls un-
der the definition for what a “trauma” is. Therefore, uncertainties 
in PTSD diagnoses emerge over both what sorts of events qualify 
as “traumatic” and what are the most appropriate depictions of 
symptoms.

The fate of the DSM-III definition of trauma indicates how 
problematic psychiatry finds an unequivocally externally oriented 
mental illness. As in the past, many observers noted that not all 
persons exposed to even extreme stressors develop PTSD and 
that some individuals develop PTSD after even a minor stressor. 
Therefore, they emphasized, individual vulnerabilities must play 
some role in explaining this condition.15 In response—in contrast 
to most of the manual’s diagnoses, which have remained intact or 
undergone only minor changes through the present—the stressor 
criterion for PTSD continuously changed in revised editions of 
the DSM. 

Subsequent manuals incorporated factors related to individual 
predispositions into the definition of what a “trauma” was: “the 
person’s response involved intense fear, helplessness, or horror.”16 
The inclusion of subjective responses in the diagnostic criteria 
extended the possible range of events considered to be “stressors” 
to encompass an ever-growing class of phenomena: worrisome 
election results, hearing objectionable speech, reading about vio-
lent actions, etc. Even people who did not directly experience a 
stressor but who were told about the death of a relative or watched 
a disaster unfold on television could suffer from a “trauma.” The 
more expansive and subjective the criteria are for what defines a 
“stressor,” the greater the likelihood that predispositions will have 
causal significance.17

The extensive revisions of the DSM criteria since 1980 echo the 
continuing uncertainties over the nature of traumatic diagnoses. 
Despite the initial grounding of the PTSD diagnosis in the impact 
of extreme stressors on previously normal individuals, the idea 
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that personal vulnerabilities are an intrinsic aspect of all mental ill-
nesses continues to resurface. Charcot or most World War I medi-
cal personnel could have written psychologist Marilyn Bowman 
and neuroscientist Rachel Yehuda’s assertion that “PTSD is best 
understood as the periodic expression of long-standing disposi-
tions that often are risk factors for both threatening exposures and 
subsequent dysfunctions.”18 Traumatologists are far from resolving 
issues about the extent to which stressors themselves or individual 
vulnerabilities to them account for who develops PTSD, what 
constitutes an event that is potentially traumatic, and the role of 
subjective interpretations in making a specific event “traumatic.” 
The relationship between actual traumas and individual responses 
to them remains as problematic at present as it was when trau-
matic diagnoses were first developed.

THE DESIRABILITY OF MENTAL ILLNESS DIAGNOSES

PTSD not only provides insights into how definitions of and ex-
planations for mental illnesses fluctuate over time but also illumi-
nates some central aspects of responses to mental disturbances. 
Most labels of mental illness are associated with stigma, shame, 
and other undesirable consequences. They are typically negative 
assessments that people want to avoid, if possible. In contrast, 
PTSD, to an unusual extent among psychiatric diagnoses, can 
have favorable consequences. A British commission that investi-
gated the implications of shell shock after World War I highlighted 
this aspect of stress-related diagnoses: “This class of case excited 
more general interest, attention, and sympathy than any other, so 
much so that it became a most desirable complaint from which 
to suffer.”19 Psychiatrist Nancy Andreasen’s more recent observa-
tion echoes that report: “It is rare to find a psychiatric diagnosis 
that anyone likes to have, but PTSD seems to be one of them.”20 
What accounts for the positive aspects of PTSD diagnoses, which 
so markedly differ from most psychiatric conditions?21

Unlike criteria for other mental illnesses, PTSD entails a causal 
connection between symptoms and some entity that can poten-
tially be held liable for their emergence and persistence. When a 
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public or private third party is responsible for a traumatic event 
and resultant suffering, victims gain not only an elevated moral 
status but, sometimes, financial rewards as well.22 Before the 
purely stressor-related diagnosis emerged in the DSM-III, how-
ever, the worthiness of PTSD sufferers was highly contested. Be-
cause the damages of PTSD are internal, they are impossible to 
verify; self-reports provide the only evidence of traumatic psychic 
wounds. Coupled with the singular benefits of a PTSD diagnosis, 
the unconfirmable aspect of its symptoms traditionally led to deep 
suspicions over claims of enduring traumatic memories. While 
some clinicians have always argued that trauma victims deserve 
sympathy and help, others have viewed them with skepticism and 
scorn. The potential advantages from receiving a stressor-related 
diagnosis led to an association between PTSD and patient simula-
tion to a possibly unique extent among mental illnesses.

From their inception, stressor-related conditions were deeply 
embedded in moral, as well as medical, contentions. PTSD only 
became a consequential form of mental illness when trauma vic-
tims could hold a specific party responsible for providing dam-
ages. “Railway spine,” in particular, brought to the fore issues 
of compensation that have persisted throughout the history of 
PTSD. The widely publicized shocks of railway and other mecha-
nized accidents could be tied to a well-defined and wealthy entity 
that could compensate the injured, including those with psychic 
wounds. Recall the observation of one British physician in 1866, 
who stated that the difference between a man being hurt in a 
railway accident and being hurt by falling out of a tree was that, 
“worse luck for him,” he was not able to bring action against the 
tree.23 

At the same time, allegations of psychological disability were 
vigorously countered by assertions that claimants were malin-
gerers who sought to exploit the deep pockets of the railroads.24 
Nineteenth-century physicians who testified on behalf of railway 
companies emphasized how crash victims could easily fabricate 
psychological impairments that had no visible signs. Most juries 
in both Europe and the United States, however, rejected this ar-
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gument and provided damages to those who brought lawsuits for 
their invisible psychic injuries.25 This contentious framework per-
sisted through World War I, when many physicians, citing the fact 
that many shell-shocked soldiers were not near the front lines of 
battle, raised the possibility that their traumatic symptoms arose 
as conscious or unconscious ways to escape combat. Officers, too, 
generally viewed mentally disabled soldiers as shirking their duties 
and simulating psychic injuries.26 

Issues of PTSD and subsequent liability have been especially 
consequential when they involve government compensation and 
pensions.27 Once national governments assumed responsibility for 
compensating psychologically impaired individuals, PTSD diag-
noses became thoroughly entangled with socially defined issues of 
accountability, guilt, and damages. While these issues arose dur-
ing the post–Civil War period, they became particularly acute in 
the post–World War I era, when the sheer number of claimants, 
coupled with the perilous economic circumstances of govern-
ments, rendered states wary of supporting such a large group of 
petitioners.28 For most of the history of PTSD, governments were 
highly skeptical of claims of stress-related mental disabilities. For 
example, a British committee formed in 1939 to investigate the 
problem of pensions for shell-shocked veterans concluded: “There 
can be no doubt that in the overwhelming proportion of cases, 
these patients succumb to ‘shock’ because they get something out 
of it. To give them this reward is not ultimately a benefit to them 
because it encourages the weaker tendencies in their character.”29

The initial medical and psychiatric assumptions about the 
nature of stress-related conditions bolstered the distrust of gov-
ernments over the validity of disability claims for them. Even cli-
nicians who did not question the reality of post-traumatic symp-
toms assumed that few cases would become chronic. Instead, 
they expected that extremely unpleasant traumatic states would 
naturally diminish in intensity with the passage of time and im-
proving circumstances. Freud, for example, doubted the lingering 
impact of war trauma: “When war conditions ceased to operate, 
the greater number of the neurotic disturbances brought about by 
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the war simultaneously vanished.”30 Abram Kardiner, too, refer-
ring to the victims of an Italian earthquake, observed that “most 
recovered within a few weeks, almost none remaining after six 
months.”31 Most clinicians assumed that time-limited techniques, 
which provided “an atmosphere of rest and assurance,” would lead 
most psychic injuries to heal fairly quickly.32

	 Many observers, however, singled out one striking exception 
to the tendency for traumatic states to naturally dissipate over 
short periods of time: the provision of compensation. In 1908, Éd-
ouard Brissaud, a student of Charcot’s, noted that “in all the coun-
tries which provide compensation for accidents at work, ‘insured’ 
injuries take much longer to heal than ‘non-insured’ injuries.”33 
During World War I, a Belgian observer warned: “It is time for us 
to revise our ideas about traumatic neurosis and shell-shock. . . . If 
we are not careful, if we do not plan correctly, we will see a legion 
of false war invalids.” He went to argue that there was “another, 
rapid and radical, way of curing neurosis: refusing any compensa-
tion to the patient.”34 A German survey in 1925 went even further, 
noting that “without the existence of liability laws of any kind, 
accident or other avaricious pension neuroses would entirely not 
exist.”35 Kardiner, too, was extremely sensitive to the role of com-
pensation in facilitating lasting conditions: “On the basis of what 
we know . . . about the traumatic neuroses, we can pose the ques-
tion of whether this neurosis should be compensated. The answer 
is decidedly that it should not.”36 

The issue of governmental accountability for stress-related 
psychic wounds reemerged during the 1970s, when Vietnam vet-
erans attributed their conditions to the immoral actions of the US 
government and sought symbolic and material recompense from 
it. The creation of the PTSD diagnosis in the DSM-III provided 
a condition that allowed veterans to receive moral vindication, 
treatment, and compensation without questioning their motiva-
tions.37 Little consideration was given to the possibility, widely 
recognized in previous eras, that telling individuals that they have 
a persistent “post-traumatic stress disorder” can send a message 
that their emotions are pathologies in need of lengthy treatments 
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instead of normal responses to extremely stressful environments. 
This message might unwittingly divert attention from natural ten-
dencies to resilience and self-healing and stabilize symptoms that 
could otherwise dissipate with time.38 

Perhaps more important, providing monetary compensation to 
PTSD sufferers might provide an inducement to maintain chronic 
conditions. In the past, clinicians would have been especially wary 
of compensating stressor-related conditions that did not emerge 
immediately after the trauma but only became apparent years, or 
even decades, afterward. The most common attitude toward these 
delayed conditions was that of an American pension board, which 
ruled that a Civil War veteran’s family was not entitled to pay-
ment: “Rejection, on the ground that soldier’s death from suicide 
in 1875 can in no way be attributed to his military service from 
which he was discharged in 1865.”39 Its assumption was that any 
psychic consequences would become manifest at the time of the 
traumatic event, not at a much later period. Traumas would have 
immediate impacts that should gradually dissipate, not intensify, 
over time. 

Issues regarding long-dormant symptoms became especially 
prominent in the 1970s, when many Vietnam veterans demanded 
recognition of conditions that had been latent for many years: 
“Many veterans did not react immediately to this stress and only 
became ‘psychiatric casualties’ months and even years after their 
return to the United States.”40 Indeed, PTSD claims among this 
group in particular soared in the early twenty-first century, de-
cades after the cessation of combat. In contrast to the situation in 
earlier eras, a long lapse between the event and its psychic conse-
quences no longer discredited disability claims. For the first time 
in its history, PTSD came to be viewed as a chronic condition that 
did not diminish in strength with the passage of time. Successful 
claims are especially easy to make when petitioners are not stigma-
tized, and their claims are not closely examined.41

It is difficult to explain the enormous rise since the millen-
nium in PTSD petitions from survivors of long-past wars without 
considering the advantages that accrue from this diagnosis.42 In 
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particular, the emergence of a huge epidemic of PTSD so many 
years after the Vietnam War ended is hard to reconcile with a 
substantial literature that indicates traumatic memories gradually 
lose their forcefulness.43 Current disability programs, which cut 
benefits when patients no longer report traumatic symptoms, can 
actively promote chronicity by punishing those who improve and 
rewarding those who maintain enduring conditions. Remarkably, 
as the previous chapter noted, more than 99 percent of veterans 
receiving disability payments for PTSD from the Veterans Ad-
ministration do not improve in the following year.44 As psychia-
trists traditionally recognized, systemic reinforcements encourage 
enduring states of post-traumatic disability. In the case of PTSD, 
the compassion and caring that marks the therapeutic mentality 
might facilitate lifelong disability instead of recovery.45 “America’s 
war veterans, who are entitled to our respect and support,” psy-
chiatrist Paul McHugh observes, “certainly deserve better than to 
be maintained in a state of chronic invalidism.”46 

BIOLOGY AND INTERPRETATION

The history of PTSD also helps shed light on how both biologi-
cal and interpretive factors shape the nature of mental disorders. 
Since the emergence of psychiatry in the nineteenth century, 
“real” disorders were those with some grounding in the brain.47 
Stressor-related conditions challenged this bedrock tenet because 
it appeared that some purely psychic process connected memo-
ries of a past traumatic event with the subsequent emergence of 
symptoms. Issues regarding the relative importance of physical 
and psychological influences have been perennial aspects in the 
debate over the nature of PTSD. 

Brains and Minds

The initial discussions about the importance of organic and psy-
chic features of traumatic symptoms involved the extent to which 
the impact of railway and other accidents worked through neural 
or mental routes. One perspective—exemplified in the work of 
John Erichsen and Hermann Oppenheim—assumed that power-
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ful external stressors created actual neurological changes that, in 
turn, resulted in psychic symptoms. A second strand of thought—
represented by Jean-Martin Charcot, Pierre Janet, and Sigmund 
Freud—emphasized the mental pathways that linked traumas to 
psychological disturbances. By the end of the nineteenth century 
two distinct schools had developed, one arguing that psychic inju-
ries that arose after traumas were organically based and the other 
that they were psychological in nature.48 The same contention re-
emerged during World War I, as some medical observers insisted 
that wartime traumas led to actual brain damages, while others 
associated them with purely psychic fear and terror. 
	 Psychiatry’s environmental turn, which began during World 
War II and continued through the mid-1970s, left no room for 
the biological aspects of PTSD. When brain-based frameworks 
reemerged at this time, they came with a vengeance. Widespread 
sentiment arose—in many ways echoing prevailing nineteenth-
century views—that PTSD must be connected to some brain-
based defect. In particular, the emergence of neuroscience as a 
dominant force in psychiatry and psychology reenergized the 
search for the biological correlates of PTSD. Armed with the pow-
erful tools of fMRI and other imaging technologies, neuroscien-
tists set out to discover the visible damages that traumas afflict on 
the brain.

Many researchers, clinicians, and funding agencies have turned 
to neuroscience as the best hope for making future advancements 
in defining and treating PTSD (as well as other mental disor-
ders). A seemingly boundless optimism characterizes much neu-
roscientific writing regarding PTSD. In 2001 Nancy Andreasen 
predicted: “Our questions about the nature and role of uncon-
scious memories, forgotten memories, false memories, flashbulb 
memories, and intrusive unwanted memories will probably all 
be explained during the next several decades, as we understand 
more and more about how the hippocampus and amygdala work 
with one another and with other sites distributed throughout the 
brain.”49 The enthusiasm surrounding neuroscience has also made 
its way into popular culture, where phrases such as “stress damages 
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the brain,” or the brains of PTSD sufferers have been “perma-
nently changed,” have become commonplace.50

A growing number of studies attempts to identify the neu-
robiological correlates of PTSD in order to provide a diagnostic 
marker for this condition. In accord with nineteenth-century neu-
rologists and psychiatrists, neuroscientists believe that uncover-
ing a biological indicator will legitimate traumatic disorders as 
genuine diseases. A brain-based substrate would, according to 
neuroscientists Rachel Yehuda and Alexander McFarlane, provide 
“an essential first step in allowing the permanent validation of 
human suffering.”51 In the 2015 epilogue to her canonical book, 
Trauma and Recovery, Judith Herman asserts that neuroimaging 
techniques can even reveal the specific regions of the brain where 
unconscious traumatic memories reside: “Advances in neurobiol-
ogy have documented the effects of trauma on the brain that cause 
‘repressed memories.’ ”52 It is possible, however, that uncovering 
the specific brain correlates that identify PTSD would limit the 
pool of legitimate sufferers who can obtain a diagnosis by dis-
qualifying traumatized people who do not show the appropriate 
biological damage. 

Despite the confidence of many neuroscientists that they will 
soon discover the biological basis of post-traumatic stress disorder, 
central questions remained unanswered. To date, all efforts to find 
biological indicators that make people prone to develop PTSD 
have failed.53 In 2006 an Institute of Medicine report concluded 
that “no biomarkers are clinically useful or specific in diagnosing 
PTSD, assessing the risk of developing it, or charting its progres-
sion.”54 Moreover, such neural signatures might not be unique 
to PTSD but instead be connected to more general vulnerabili-
ties that are also present in anxiety and depression, for example. 
Little evidence shows that the biological aspects of PTSD are 
uniquely associated with the consequences of exposure to external 
shocks.55 Neuroscientists will also face the challenge of disentan-
gling whether biological flaws are the result or the cause of PTSD. 
As Stephen Hyman, a former director of the National Institute of 
Mental Health (NIMH) notes, a gaping disconnect exists between 
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the discoveries of molecular neuroscience and their translation 
into useful clinical responses.56 

Achieving the long-standing aspiration to relate traumas with 
subsequent brain damage would undoubtedly assist in identifying 
and effectively treating PTSD sufferers. If they could be devel-
oped, drugs that target the specific brain regions where traumatic 
memories are located might eliminate their intrusive and distress-
ing qualities.57 Nevertheless, the emergence of precise drug inter-
ventions or brain-based diagnostic markers would not erase the 
need to consider the intrinsically moral aspects of stressor-related 
conditions. The PTSD diagnosis, as Didier Fassin and Richard 
Rechtman note, “identifies complaints as justified and causes as 
just.”58 Cultural values, not brain images, are the ultimate valida-
tors of traumatic suffering.

Universality and Relativity

The history of PTSD also helps illuminate the extent to which 
mental illnesses are universal and timeless or historical and cultur-
ally specific. This book grounded the initial emergence of stressor-
related diagnoses in changes connected to nineteenth-century so-
cial life, culture, and professional ideology. Mechanized accidents 
stemmed from an entity that could be causally linked to—and 
held liable for—resultant symptoms. At the same time, new psy-
chiatric conceptions of memory provided plausible explanations 
for continuing suffering after traumas.59 

Much recent literature offers a starkly contrasting view. A 
number of psychiatrists, psychologists, and classicists, as well as 
some historians, argue that because the brains of current humans 
show few biological differences from those of our distant ances-
tors, the discovery of brain correlates of PTSD indicates its time-
less qualities. For them, neuroscientific findings that uncover a 
biological signature of PTSD indicate that this condition must 
have been present, albeit unrecognized, throughout history. For 
example, historian Lawrence Tritle contends that PTSD has been 
a perpetual aspect of the human experience because of its “under-
lying human physiology, a constant for the last 200,000 years.”60 
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The presumed universal aspects of PTSD have been used to diag-
nose with hindsight the responses to traumas among literary and 
historical figures such as Achilles, Odysseus, Socrates, Alexander 
the Great, Samuel Pepys, and Emily Dickinson.61 

Ancient Greece has been the most common locus of retrospec-
tive diagnoses, almost always of combat-related reactions. The his-
torical perspective taken here indicates that, although the Greeks 
had sophisticated medical understandings of disturbed behaviors, 
it would have been inconceivable for them to apply these concep-
tions to the psychic consequences of battle. The Greeks associ-
ated combat with issues concerning honorable and dishonorable 
conduct, not with any medical condition: “Ability to fight in close 
combat was the highest and most glorious expression of the mas-
culine ideal.”62 Conversely, deep shame was attached to soldiers 
who could not uphold norms of courage and manliness. Cowards 
had deeply flawed character traits, not diseases; they became social 
outcasts who lost all rights as citizens.63 

Greek brains might be similar to our own, but Greek inter-
pretations of brain-based states did not resemble modern views of 
traumas and their consequences. The cultural preconditions for 
stressor-related diagnoses were not present until relatively recently. 
Even if neuroscientific studies were to find an unambiguous brain 
signature of what we call “PTSD,” traumas would not have had 
the same psychic consequences before the nineteenth century as 
they do at present. PTSD, like all mental phenomena, might be 
partly biological, but it also consists of an irreducible cultural as-
pect.

The Cultural Symptom Pool

Another contribution that the historical study of PTSD makes 
is to provide a powerful example of how historically and cultur-
ally based templates structure the particular expressions of men-
tal disorders. Historian Edward Shorter posits that symptoms of 
mental illnesses do not directly indicate brain states but instead 
stem from cultural models.64 While the manifest symptoms of a 
few psychiatric conditions, such as dementia or syphilis, might 
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reflect timeless aspects of brains, the overt expressions of most 
mental illnesses arise from what Shorter calls “the symptom pool.” 
This term refers to whatever symptomatic presentations the gen-
eral culture and the medical profession validate in any particular 
historical period. Sufferers unconsciously model their symptoms 
after illnesses that are popular at the time and that their doctors 
expect them to display. Once medical diagnostic fashions change, 
patients follow suit and develop the kinds of symptoms that the 
newest style promotes. 

The power of culturally shaped symptom pools could explain 
the vast changes in the overt presentations of stressor-related 
conditions over time. For example, in 1871, before a psychologi-
cal diagnosis was available, an army surgeon, Jacob Da Costa, 
coined the term “irritable heart syndrome” to describe the palpi-
tations, cardiac pain, numbness of the arm, rapid pulse, shortness 
of breath, and sweating he observed among combat veterans of 
the American Civil War. Although Da Costa could not associate 
these symptoms with any physiological abnormalities in hearts, 
this organ provided a culturally acceptable basis for traumatic 
symptoms. Later, the horrific conditions of World War I led many 
soldiers to develop widely known symptoms associated with hys-
teria, such as paralysis of limbs, inability to speak, or blindness, 
despite having no apparent somatic pathology. The term “shell- 
shock” entered the symptom pool so that physicians would not 
have to diagnose these men with the female-linked condition of 
hysteria. The mostly physiological symptoms connected with shell 
shock bore little resemblance to the depressive and anxious states 
that prevailed during World War II or to the presentations of 
PTSD among Vietnam veterans, who often reported flashbacks to 
traumatic combat-related experiences, expressions that were rare 
among combatants in previous wars.65 Even if PTSD has a neuro-
logical basis, history shows that any biological substructure must 
have an interpretative superstructure that shapes the manifest pre-
sentations of the constantly changing symptoms of this condition.
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Social Values and Interests

A striking aspect of the transformation of PTSD from a condition 
marked by weakness, suspicion, and conscious or unconscious 
malingering to a diagnosis that warrants compassion, sympathy, 
and reward is how little it had to do with developments within the 
psychiatric profession. Most illnesses, whether physical or men-
tal, are grounded in what Charles Rosenberg describes as “a web 
of practice guidelines, disease protocols, laboratory and imaging 
results, meta-analyses, and consensus conferences.”66 In thorough-
going contrast, the scientific study of PTSD in laboratories, fMRI 
machines, and epidemiological research followed rather than pre-
ceded its inclusion into the disease canon.67 

The current PTSD diagnosis emerged as a result of the moral 
demands of lay victims for recognition of their suffering. It arose 
from the lobbying efforts of Vietnam veterans who sought justi-
fication, treatment, and compensation for their psychic wounds. 
Lay advocates had to overcome professional resistance to a diag-
nosis that established a causal link between wartime traumas and 
resulting symptoms.68 Their objectives conflicted with the psychi-
atric profession’s new classificatory system, which eschewed causal 
claims and viewed only specific, well-defined conditions that are 
distinct from other diagnoses as legitimate mental illnesses. Men-
tal health professionals thoroughly embraced the PTSD diagnosis 
after it appeared in the DSM-III, but they were not responsible for 
its inclusion in this manual.

Another unusual aspect of PTSD is that the substantial estab-
lishment devoted to studying and treating trauma has largely de-
veloped independently of the psychiatric and other extant mental 
health professions. Instead, a new vocation of grief and trauma 
counselors, without historical predecessors, has become widely 
institutionalized in many educational, medical, governmental, 
and business entities. The condition has developed its own pro-
fessional societies and journals, which are devoted to the study 
of trauma. The chief source of support for researchers who study 
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PTSD, the Veterans’ Administration, is also distinct from the pri-
mary provider of funding for other mental illnesses, the NIMH. 
The major groups that publicize PTSD are victims’ associations, 
private charities, and relief agencies.69 PTSD not only originally 
emerged in response to lay demands, but it persists in public con-
sciousness as a result of the efforts of a web of organizations, oc-
cupations, and activities that is largely separate from medical and 
psychiatric specialists.

PTSD is also distinctive among current prominent psychiat-
ric diagnoses because of its independence from the pharmaceuti-
cal industry. The marketing efforts of drug companies have been 
extraordinarily influential in promoting other common mental 
illnesses—depression, anxiety, bipolar disorder, attention deficit 
disorder.70 While clinicians prescribe a capacious potpourri of 
drugs, including antidepressants, antipsychotics, sedatives, mood 
stabilizers, amphetamines, and opioids, for PTSD patients, none 
of these drugs was developed for PTSD, none is advertised as a 
treatment for it, and none has proven to be very effective for deal-
ing with it.71 In contrast to their role with other mental disorders, 
drug companies have had a negligible part in shaping social re-
sponses to PTSD.

Lay efforts that led to the PTSD diagnosis—and the large trauma  
establishment that developed as a consequence—themselves re-
flect the assumptions and expectations of the culture of therapy 
that arose in the United States and other Western countries in 
the final decades of the twentieth century.72 While the institu-
tionalization of this culture enlarged the footprint of and pro-
vided unquestioned legitimacy to many forms of mental illness, it  
especially stimulated the growth of PTSD. The therapeutic  
viewpoint’s particular attunement to the vulnerability of indi- 
viduals to external stressors resonated with essential aspects of 
PTSD. Trauma culture broadened the definition of what consti-
tutes a “trauma,” expanded the pool of people who are prone to 
develop traumas, and called for sympathetic responses to those 
who were victims of traumatic conditions. Conversely, the tenets 
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of this culture preclude assertions of malingering or other means 
of taking advantage of mental illness labels, which had limited the 
widespread recognition of PTSD in the past. 

Therapeutic culture encompasses men as well as women, 
thus severing the link between masculinity and invulnerability to 
stressors that had persisted for centuries.73 PTSD quickly spread 
through the general culture as an emblematic condition of the 
new therapeutic ethos among males and females alike. It is far 
more congruent with a social climate that is attuned to concerns 
with mental health and victimization than with traditional no-
tions of courage and cowardice.74 

The acceptance of PTSD as a genuine disease is consensually 
viewed as a welcome development for traumatized people. “It is 
widely taken for granted that the adoption of PTSD in DSM-III 
was unequivocally a good thing from a clinical point of view,” 
anthropologist Allan Young and epidemiologist Naomi Breslau 
observed in 2007.75 Current healing-oriented responses have re-
placed both the stoic attitudes that led the afflicted to bear their 
psychic wounds silently and the punitive responses to traumatized 
people that often prevailed in previous eras. Therapeutic values 
have destigmatized the recognition of and help-seeking for trau-
matic conditions and so have allowed multitudes of sufferers to 
receive mental health care. They have also largely silenced the pe-
rennial debates between those who viewed either exposure to trau-
matic events or vulnerability to these events as the central aspect 
of PTSD. Therapeutic culture views traumatic conditions that 
develop among both the exposed and the vulnerable as equally 
deserving of compassionate responses. 

Therapeutic orientations have become so powerful that they 
have attained virtually universal acceptance. While such views 
existed in the past, they were always met with considerable op-
position from military, political, and medical institutions. At pres-
ent, however, no competing groups resist the therapeutic view of 
PTSD. Indeed, as the previous chapter noted, it is one of the 
rare conditions that bridges partisan positions. In addition, it also 
unites the bitter divides between liberal and conservative news 
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media that have marked the initial year of the Trump presidency. 
For example, the extensive coverage of PTSD on Fox News and 
in the New York Times is virtually indistinguishable.76 Each outlet 
portrays the struggles of veterans and others to cope with PTSD 
in a sympathetic light; neither raises issues of simulation or ma-
lingering. In the case of PTSD, all sides of the political spectrum 
embrace the tenets of therapy culture as an enlightened and wel-
come response to traumatized victims. 

THE FUTURE OF PTSD

The current omnipresence of the PTSD diagnosis stems from its 
recognition of the profound psychic impact of traumatic injuries 
as well as its enabling of the means to seek therapeutic solutions 
for them. It provides explanations that help alleviate the suffering 
of victims, who have embraced its use. In this sense, therapeutic 
narratives represent progress over past accounts, which focused 
on cowardice, simulation, malingering, unconscious conflicts, 
and the like.77

Despite the cultural and professional acceptance of PTSD as 
a legitimate psychiatric disorder, we still have limited knowledge 
about the nature of trauma, why it has such variable impacts on 
different individuals, and, especially, how to most effectively treat 
it. Psychiatrist Simon Wessely tellingly observes that “there is 
probably little we could now teach either the Regimental Medical 
Officers of the First World War, or the psychiatrists of the Second, 
about the psychological effects of war.”78 The difficulties in de-
fining and responding to PTSD that mental health professionals 
have faced through the earliest inception of traumatic diagnoses 
in the nineteenth century, the major wars of the twentieth and 
twenty-first centuries, and the recurring problems of sexual vic-
timizations, terrorist attacks, and natural disasters are unlikely to 
be resolved in the foreseeable future. 

Indeed, the historical study of stressor-related conditions re-
veals the flaws, as well as the advantages, of current definitions 
of them. When PTSD entered the DSM-III in 1980, legitimate 
psychiatric diagnoses were ones that possessed a core of well-de-
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fined symptoms. Since that time, however, many psychiatrists and 
other mental health professionals have become disillusioned over 
the lack of progress in understanding and treating mental disor-
ders. A current of discontent with the categorical diagnoses of the 
whole array of mental disorders in the DSM has arisen that might 
have especially profound effects on PTSD. This sentiment is driv-
ing the Research Domain Criterion—a current initiative of the 
NIMH—which seeks to create a new dimensional taxonomy that 
includes behavioral as well as neurobiological measures.79 New 
ways of conceiving of mental disorders, which in many respects 
resemble past characterizations, see them as interlocking rather 
than distinct, as incorporating psychological, cultural, social, and 
biological layers, and as involving contextual along with individu-
alized treatments.80 

While the future success of such efforts is unclear, their real-
ization could be especially salutary for defining, explaining, and 
treating PTSD. The multifaceted results of traumas are not well-
suited for a diagnostic system that requires highly specific and 
distinct syndromes. As many observers in prior eras recognized, 
the challenging readjustments that traumatic conditions require 
inherently occur within social, as well as psychological and biolog-
ical, contexts. Horrific and shocking experiences uproot people’s 
basic sense of values and reality and their fundamental assump-
tions regarding personal safety, mortality, and a just world. Such 
disturbing events often require the reconstruction of meaning sys-
tems to suit new circumstances. An overemphasis on recollecting 
traumatic memories can both deflect considerations of reintegra-
tion and prolong suffering that might otherwise gradually dissolve. 
The specificity of the current DSM diagnostic system—whatever 
value it might have for other psychiatric disorders—is particularly 
ill-suited for understanding PTSD and helping its victims.
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