
 

1 

The Post Traumatic Stress Disorder From Combat Debate. 

Dr David Jackson 

Co Director Veteran to Veteran CIC 

Academic Consultant to Lord Ashcroft 

www.veterantoveteran.co.uk 

djackson.counselling@btopenworld.com 

 

Introduction  

During the last 60 years worldwide there have been over 200 wars and armed conflicts.  

Research shows that these events of violence have had a profound impact on the lives of 

the individuals (involved in the wars), their families and communities, both in the short 

and the long term.   This is supported by my own experiences as in 1995 I was diagnosed 

with combat related PTSD, along with anxiety and a depressive disorder, and at times it 

has had a profound impact on my life and on the lives of the people around me. However, 

my disability is managed due to the development of my own experientially tested coping 

strategies. My experience of my mental illness has given me a wealth of knowledge, and 

commonality with others, that enables me to give “voice” to the cohort that experiences 

this difficult area of mental health disability.  

 

It has been quite a journey with experiencing the difficulties of working within large 

organisations as they seem to respond to mental health disability issues from a position of 

ignorance leading to fear, intolerance and discrimination.  There are many deficiencies in 

the treatment and support for war veterans, and their families, based it seems, on civilian 

perceptions and misunderstandings of a military issues. This made my experience in the 

work place unnecessarily intolerable at times. The lack of understanding about the wider 

difficulties of living with a combat related mental health disability, is a real sense of being 

placed into a box rather than agencies working with the individual’s difficulties of dealing 

with the impact that such an illness has. My own experiences of treatment and support is 

that I am ‘boxed’ as a PTSD sufferer, and sometimes I have been treated as a ‘victim’ who 

is a war veteran.  If society was to simply ask me about my experiences I would tell them 

that I am simply ‘a war veteran who has PTSD’.  Secondly there has to be a realisation 

that I am not a civilian, and therefore should not be treated as such. I am culturally and 

socially different to civilians in that I use the same language (english) differently, my work 

ethic is different, my expectations of professionalism are much higher, my sense of 

humour is very different. These are positive traits that were learnt during my service in 

the Royal Marines and these traits are still a major influence in all areas of my life today.  

My experience is that these cultural differences are not acknowledged by society, and  

that there is a lack of commitment, from society, to gain insight and therefore a better 

understanding of these cultural and social differences. 

 

It is inevitable that after a long period of experiencing difficulties, within the workplace, 

that there would be an impact on my mental health well-being.   In my case it was the 

25th anniversary celebrations of the Falklands War in 2007 and a long and protracted 

disability discrimination case against an employer. The result being that I was assessed as 

requiring mental health well-being treatment, and was sent to Combat Stress for an 

assessment for a residential treatment program.   
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A Passion for Knowledge 

I started a long journey into academia in 1999, I had graduated with Honours (BSc (Hons) ) 

with the Open University and then decided to complete a Masters (MA) at the University of 

East Anglia.   It was a real light bulb moment for me and became the catalyst for my 

passion in the social and cultural difficulties faced by war veteran and their families living 

within society. During my Masters I wrote about my own experiences of PTSD and followed 

this on during my Doctoral Thesis in 2010 when I passed my Doctor of Education.   Of 

course the irony was not lost on me as I was respectfully asked to leave school (expelled) 

after gaining CSE in Geography, hoping that it would help me during my service in the 

Royal Marines.  

 

In relation to the area of PTSD as a mental illness I have personal experience and 

knowledge, and now I had the academic expertise to continue to assist others in similar 

situations. I have been able to manage this illness effectively and have used my expertise 

and personal experiences to assist others as an accredited psychotherapist.  I seek and 

read all new research papers on this subject and offer the following overview of my 

understanding from my perspective of this mainly misunderstood illness.  

 

The Context Of PTSD 

Over the years society has attempted to establish the effects of conflicts on the mental 

health of those affected by war and the focus of mainline research has been based solely 

on war trauma, PTSD and other trauma-related mental health well-being issues. 

Consequently, several differing theories and treatment programs have been developed 

from this research that aim to treat the effects of conflicts on individual mental health 

difficulties (Kienzler, 2008). A search through the databases available on the World Wide 

Web, will produce many reports, research papers, articles and media articles in relation to 

this subject, many focusing on employability and social dysfunction. The only guide to the 

number of reported cases that I have found is the ‘National Centre for Post-Traumatic 

Stress Disorder’, which has been developed by the ‘Department for Veterans’ Affairs’ in 

the USA (over 24,000 indexed since 1980). It is also important to view PTSD in its historical 

context in that it was not until 1980 that the term PTSD was formally recognised as a 

mental health disorder and was first included within Diagnostic and Statistical Manual of 

Mental Disorders Volume III (DSM III). However, there is scientific evidence of the impact 

of war on veterans as far back as the First World War. The terms used were different (‘war 

neuroses’, ‘neurasthenia’ and ‘shell shock’) but the symptoms were very similar to that of 

what has become modern day Combat Related PTSD (Combat Stress Charity was formed in 

1919 under the name of ‘Ex-services Mental Welfare Society).  Further research was 

carried out through the intervening war years and during and after the Second World War, 

however the most significant period in the narrative history and research of PTSD was 

during and post the Vietnam War.  The research at this time suggested strongly that there 

was an increase in war trauma (or Post-Traumatic Stress Disorder), highlighting the need 

for a more focused research approach.  Research into war veterans and PTSD is still a 

predominant part of trauma research, due to recent conflicts, and what we can safely 

suggest is that ‘formal’ research into the impact of war on its actors, has been carried out 

for over 100 years.   It is also important to note that since the 1980s there has been an 
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emphasis in research in developing treatments for this disorder. There has been much 

claim and counter claim, between researchers and researchers, between researchers and 

policy makers, about the most effective treatment for war veterans suffering from combat 

related mental health well-being issues. It can be said that during the past five years 

there has been a move towards veteran-led research that will influence the policy makers 

into developing treatment programs that are effective from the veterans’ perspective; 

however these are very limited in number as yet. 

 

PTSD: The First World War to Vietnam  

From the First World War through to the present day it is noticeable that the research that 

examines PTSD and war asks several common but fundamental questions: 

 

• What is PTSD (shell shock, war neurosis and neurasthenia)?  

• How is it displayed within war veterans?  

• In what way is this disorder treated?  

 

Papers published during the First World War started to write about issues such as war-

shock (Eder, 1917), lunacy and mental deficiency (Author unknown, 1917) and war and 

insanity (Author unknown, 1917). In 1941, during the Second World War, Goldstein (1941) 

discusses in detail the clinical aspects of war neurosis and concludes with a consideration 

of the problems of therapy. He writes about the need to eliminate from military service 

those mentally unsuitable as a way of reducing the incidence of neuroses in wartime.  

 

After PTSD was recognised within the DSM-III, Mullis (1984) wrote one of many papers 

which were published after the ending of the Vietnam War discussing the medical and 

social problems faced by war veterans. It is called ‘Vietnam: The human fallout’ and 

describes three distinct stages in which veterans develop ‘the classic symptoms of PTSD’ 

(Mullis, 1984, p.27). This paper illustrates some of the stages I recognise following my 

involvement in the Falklands War.  

 

The first stage is a period of denial about the impact of war and a numbing. Next there is 

a latency period where the denial and numbing continue through a period of adaptation to 

the social environment these war veterans found themselves returning to. This 

corresponds with what I found on returning from the Falklands War when I re-engaged 

with my pre-war life and continued my career in the Royal Marines. The final stage in this 

process is the post-trauma phase in which is acknowledged both the impact of such an 

experience and that one has a mental health disorder. In my life this has been the hardest 

stage to work through. There are many social and cultural expectations, such as trying 

very hard to move on and get on with it, to successfully forge out new career paths and 

other view of seeing you as being a war ‘hero’. In turn these differing expectations would 

jostle, argue and fight for a dominant position in my life against the embodied part of self 

that struggles with the symptoms of PTSD.  

 

PTSD and its Treatment 

The ways of treating war trauma has thankfully moved on from its early years. In 1917 The 

Lancet published a paper called the ‘The Treatment of Common war neurosis’ (Adrian & 
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Yealland, 1917) where interventions of rest and recuperation, psychotherapy and electric 

shock treatment were advised. In 1942 during the Second World War, Beccle (1942) 

reviewed the treatment of war neurosis and reported that it included ‘prolonged narcosis, 

electrical and insulin shock, and psychotherapy’ (p.136).  Current treatment regimes use 

medication, exposure therapy and cognitive behavioral therapy. Exposure therapy uses: 

psycho-education about the disorder; anxiety lowering techniques (for example, 

controlled breathing and biofeedback); gradual exposure to the stressors that triggered 

the symptoms to enable a reduction in symptoms; and a process of talking through the 

trauma (National Centre for Post-Traumatic Stress, 2010). Cognitive behavioral therapy, 

like exposure therapy, uses psycho-education as the starting point for any therapy, 

followed by: a process of raised awareness of thoughts and feelings; a learning of new 

skills and techniques (for example, the technique of stepping back from any intrusive 

thoughts and feelings); and finally an exploration of the client’s beliefs about the trauma 

(National Centre for Post-Traumatic Stress, 2010b).  These are the most common 

treatments used both by Combat Stress, the leading service provider in the care of 

veterans’ mental health in the UK, and by the Department of Veterans’ Affairs in the USA.  

 

However this is not necessarily the treatment you might find when going to see your local 

health practitioners as NICE guidelines advice the use of  

 

The social impact of living with PTSD 

There is also evidence that some social problems experienced by war veterans are as 

relevant today as they were during and after the First World War. Brock (1918) published a 

paper called ‘The war neurasthenic: A note on methods of reintegrating him with his 

environment’. In 1944 Drought wrote, in ‘Psychological factors related to re-employment 

of discharged war veterans’, that ‘war veterans with neuropsychiatric problems and others 

with less serious problems will be difficult for employers to handle’ (p.436). These words 

resonate with me very strongly as my own storied life of being an employee within Civilian 

Street is full of narratives that have labelled me as being difficult to handle. In 2005, 

Iversen, Nikolaou, Greenberg, Unwin, Hull, Hotopf, Dandeker, Ross & Wessely in a paper 

titled ‘What happens to British veterans when they leave the armed services?’ wrote: 

 

‘UK servicemen whose mental health is poor are likely to be the most vulnerable to 

social exclusion or hardship such as unemployment, and it seems that this risk factor 

may be a chronic one extending into a veteran’s life, with little evidence of 

remittance of ill health after leaving. (2005, p.183). 

 

 

Currently there is limited research that explores the social and cultural difficulties faced 

by war veterans with PTSD and families living within society. However you only have to 

trawl the many media articles on the World Wide Web to find evidence that there are 

many difficulties out there. 

 

War-induced PTSD  

I would suggest that current thinking defines any consequences of war experience in a 

very narrow way. To be acknowledged as to having the effects of the aftermath of war 
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there is a process which one has to go through and come out the other end with a 

diagnosis. There is no middle ground you either have it or you do not. 

The symptoms of PTSD are divided into 3 symptom clusters: re-experiencing, avoidance, 

and hyper-arousal. In addition, individuals often experience guilt, dissociation, alterations 

in personality, difficulty with affect regulation, and marked impairment in ability for 

intimacy and attachment. There is a chance that other disorders will be experienced 

alongside PTSD. These include depression, substance abuse, anxiety disorders, and a range 

of physical complaints. Assessment will normally be carried out by a psychiatrist using 

questionnaires, structured interviews, and psychophysiological procedures. The current 

diagnostic criteria for PTSD include 

• Exposure to a traumatic stressor (criterion A)  

• The development of a characteristic syndrome involving re-experiencing, 

avoidance and numbing, and hyper-arousal symptoms (criteria B through D)  

• Duration of at least 1 month (criterion E)  

• Clinically significant distress or impairment in social or occupational functioning 

(criterion F).  

This is not without its problems for war veterans and their families. Many of us are very 

self reliant and are hard wired to get on with it, to not ask for help and culturally lean 

towards not going to see the medical profession until such time as the situation is acute or 

at worse causes a breakdown in some area of one's life.  

 

The Validity of PTSD  

Another interesting, little reported, debate is about the validity of PTSD as a mental 

health disorder and is rooted in the historical narrative of war trauma. In the last few 

years further debate has occurred concerning the usefulness of PTSD as a universalistic 

and cross-cultural signifier to indicate traumatic distress (Kienzler, 2008). 

 

During the First World War there was much argument within the scientific community 

about the validity of shell shock. The alternative medical term for this mental breakdown 

in war veterans during the Great War was malingering (Lumsden, 1916). A malingerer is 

someone who makes up or exaggerates the symptoms of mental or physical disorders with 

a motive to gain from these actions (Oxford English Dictionary, 2010). The most telling and 

poignant consequence of a stress reaction to the war during this time was the execution at 

dawn of 346 British and British empire soldiers. It is recognised now that many were likely 

to be suffering from PTSD and in 2006 the soldiers that were executed for cowardice were 

given a full pardon and apology by the British, Irish and New Zealand governments.  

 

Currently the debate still continues as it is suggested by some researchers that PTSD is 

socio-political construct rather than being underpinned by the discipline of psychiatry’s 

philosophy (Summerfield 2001). It was not until the end of the Vietnam War, when the 

diagnosis of battle fatigue and war neurosis was replaced by PTSD, that the diagnosis 

shifted its focus from the veterans’ psyche and social background to the ‘traumatogenic’ 

nature of war.  This suggests that the experiences of war have the capacity to produce 

http://en.wikipedia.org/wiki/Mental_disorder
http://en.wikipedia.org/wiki/Physical_disorder
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psychological injury (some may say ‘Wounds’).  For the Vietnam War Veterans this idea 

developed a sense of victimhood, when it was politically acknowledged that these 

veterans were traumatised by the roles thrust upon them by the United States 

government, which developed a political acknowledgement.  With this acknowledgement 

came political responsibility, and the subsequent awarding of resources, and funding for 

more research, through disability pensions for the veterans, and an increase in 

governmental funding for the treatment and social and individual support for the 

sufferers. However, it was well after this transformational period that there was any 

debate from within the psychiatric community about how, or whether, this disease or 

disorder existed and what was the best treatment.  By suggesting that PTSD is a construct 

does not infer that those who have PTSD do not suffer with PTSD, it is strongly argued that 

it is possible for an illness to be socially constructed and real simultaneously.  

 

Over the subsequent years since PTSD was included in DSM III (1980) the debate has 

continued within the mental health scientific community, and within the psychiatric 

community there are critics of the diagnosis of PTSD who see it as a way in which society 

and politics have created (and not found) a mental  health disorder; constructed from 

psychological knowledge within a particular socio-cultural point in time (Kienzler, 2008), 

in the environment of a predominant empirically driven philosophy. There has been no 

agreement about the public health value of a diagnosis of PTSD and no agreement about 

the most effective way in treating this disorder (MacFarlane & Yehunda, 2000), however 

the recognition of the illness has developed funding streams for research and treatment 

programs (albeit mostly in the form of 3rd sector charities).  

 

A major criticism in the area of therapeutic interventions is that the practitioners 

(therapists and counsellors) are often unfamiliar with the historical, social and cultural 

circumstances in which the trauma has taken place.  They rarely have an awareness of the 

social and cultural differences of the individuals they seek to help (MacFarlane, 2006) and 

Kienzler (2008) adds that the PTSD therapeutic model silences and suppresses alternative 

interventions, and does not take into account local perspectives.  

 

In my own life I was lucky to find a counsellor with whom I was able to engage, but many 

of my colleagues who have had unsuccessful therapy often state that the counsellor just  

‘has not got a clue’, and that they ‘just do not understand’. As a counsellor myself, I do 

not align with the view that counsellors have to have had an experience of something to 

be able to work therapeutically with that experience. However, I do believe that the 

ignorance of the experience along with cultural and social differences, the stoic attitude 

of war veterans to war, and treating veterans as civilians, can mask the complexity of the 

therapeutic needs, and therefore have a negative impact on therapeutic progress. The 

needs of a war veteran may not always be addressed by the western therapeutic 

intervention (underpinned by a Medical Model approach) even when war veterans seek out 

treatment.  There seems to be a need to move away from the dominant medicalised 

model within the PTSD paradigm, and look more towards a phenomenological approach by 

placing the voice of the war veteran within research to develop a more balance research 

program that will lead to a more effective treatment program.   The model of social 

rehabilitation through alternative interventions, and local initiatives, should be 
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researched as an alternative to mainstream treatment programs. We, as a society, need to 

move to a more inclusive and collaborative approach to research. Specifically in the area 

of the aftermath of war and its impacts on the war veteran and more importantly on the 

impacts on the family and significant others. There is a requirement to acknowledge the 

individuality of the experience of war rather than limiting this to a medical assessment 

that tends to try and place the individual into several different boxes. Finally society has a 

moral and ethical responsibility to ask the war veteran what they would like from society; 

what support do they need and want; and to resist the temptation to assume that 

researchers know what is best for a cohort that many have no experience of.  In my 

experience, with all good intentions, this does not occur.   

 

 

 


