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Northern Ireland
The victims

OSCAR E. DALY

Depending on one’s view point, the conflict
in Ireland began 80 years ago, 300 years
ago or 800 years ago. The most recent civil
disturbances in Northern Ireland, which be-
gan in 1969, have led to approximately 3500
deaths and 40 000 serious injuries. In a
major review in the late 1980s (Curran,
1988) it was concluded that the violence
had not resulted in any obvious increase in
psychiatric morbidity. Over the past ten
years or so there has been a significant
expansion in world literature concerning
post-traumatic psychiatric morbidity, and it
is perhaps appropriate, given other recent
developments, to examine once again the
psychological impact of the civil distur-
bances on the population in Northern
Ireland. What is the incidence of psycho-
logical victims of the Northern Ireland
Troubles? Who are these victims, what are
their needs, and how might these needs be
addressed?

RECENT DEVELOPMENTS

Over the past three decades a number of at-
tempts at finding political solutions to the
Troubles have failed in the embryonic
stages. The most recent political develop-
ments culminated in the Belfast or Good
Friday Agreement. Whether this initiative
will be any more successful than previous
ones is not yet clear. It is certainly different
from previous initiatives in that the politi-
cal parties who claim to speak for the ter-
rorist organisations have been involved.
While some see this as an important and fa-
vourable part of the process, others view it
as a fundamental flaw which will inevitably
lead to the Agreement failing. Another as-
pect of the Agreement which is different
from previous political initiatives is the re-
cognition that it is “essential to acknowl-
edge and address the suffering of the
victims of violence as a necessary element
of reconciliation” (Anonymous, 1998).
The Agreement goes on to state that “the
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provision of services that are supportive
and sensitive to the needs of victims will
also be a critical element” and that “the al-
location of sufficient resources, including
statutory funding as necessary, to meet the
needs of victims and to provide for com-
munity based support programmes” will
be required. The Government has appointed
a minister with special responsibility for
victims of the Troubles.

The current regional strategy for the
health and social services in Northern Ire-
land states that many individuals who have
been bereaved or seriously affected by the
civil unrest have been traumatised but have
yet to be identified as victims (Department
of Health and Social Services, 1997). While
recent political developments were taking
place, Sir Kenneth Bloomfield, former head
of the Civil Service in Northern Ireland,
was asked by the Government to look at
ways of recognising the pain and suffering
of the victims of violence over the past 30
years, with a view to recommending how
these people might be helped and to sug-
gesting possible memorial schemes (Bloom-
field, 1998). Independently of Bloomfield’s
work, the Social Services Inspectorate at
the Department of Health and Social Ser-
vices in Belfast undertook a project to ex-
plore the current range of services
available to individuals who have suffered
psychosocial trauma as a result of the trou-
bles, noting that it is “only relatively re-
cently that the long-term social and
psychosocial effects of the traumatic events
experienced by many have begun to be
recognised” (Department of Health and
Social Services, 1998).

Some of the effects of the Troubles were
studied recently by a group called ‘The Cost
of The Troubles Study’ (Initiative on Con-
flict Resolution & Ethnicity, 1997). This
group was sponsored by the University of
Ulster and the United Nations. They have,
somewhat damningly, commented that
there has been remarkably little consistent
interest shown in the specific psychiatric
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effects of the Troubles on the population.
Their initial report examined the Troubles-
related deaths over the period 1969-1994,
and revealed that 90% of those killed have
been male. In addition, the vast majority of
prisoners and those seriously injured have
been male; many of these people will have
had associated psychological difficulties.
The indirect psychological effects of the
Troubles have been visited more upon
women and children, who have often had
to experience isolation and loneliness, to-
gether with associated socio-economic diffi-
culties. It is impossible to know how many
people have been affected for each person
killed, imprisoned or seriously injured, but
it would be surprising if a significant num-
ber of these secondary victims did not ex-
perience psychological problems as a result.

LITERATURE REVIEW

Fraser (1971) examined general practi-
tioner (GP) prescribing patterns and found
highly significant increases (26-135%) in
tranquilliser prescribing rates within speci-
fic areas affected by riots. He concluded
that other socio-demographic variables
may well have contributed to some of the
increase in consumption. O’Brien & Nutt
(1998) suggested that the early use of ben-
zodiazepines might prevent the develop-
ment of post-traumatic stress disorder
(PTSD). After the first few years of the
Troubles, Lyons (1971) examined the num-
ber of referrals to the psychiatric services
and hospitalisation rates. He found no in-
crease in the more serious — that is, psy-
chotic - types of psychiatric illness. This is
not at all surprising, as it is exceedingly rare
for psychosis to be precipitated by trau-
matic events except in those biologically
predisposed to psychotic illness. Lyons felt
that there was, however, some effect on
the population, and called this an increase
in ‘normal anxiety’. At the time Lyons
was carrying out his research the field of
traumatology was in its infancy and the
concept of PTSD had not been formulated.
In retrospect it is, of course, impossible to
know exactly what Lyons meant by normal
anxiety; perhaps he was suggesting that, be-
cause the anxiety was reactive to circum-
stances, it could be considered normal. A
more modern understanding of psychologi-
cal trauma would approach anxiety as it
approaches depression in that it is unrea-
sonable to assume that, if a cause for the
anxiety (or depression) can be identified,
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the condition should not be deemed patho-
logical and worthy of treatment.

King et al (1982) looked at drug use be-
tween 1966 and 1980. This group found
that psychotropic drug use peaked in 1975
when 12.5% of the population were taking
psychotropic drugs, three-quarters of these
being benzodiazepines. This rate of con-
sumption was 25% higher than that of the
rest of the UK, and the rise in consumption
between 1966 and 1976 was more rapid
than in the rest of Europe. However, as
the peak of rioting was in 1972, the group
concluded that there was no direct relation-
ship between this and the peak of consump-
tion in 1975. They were unable to identify
any definite causal factors for the variation
in drug prescribing, which was unexplained
by socio-demographic and economic vari-
ables. This study, which covered the whole
of Northern Ireland, may well have been
unable to identify and correlate levels of
prescribing with specific areas of rioting,
as Fraser (1971) had done. There is no
doubt that in Northern Ireland the intensity
of the civil disturbances has varied, not only
over time, but also between different areas.
For example, over one-quarter of all those
killed lived in a small part of Belfast; other
areas such as Derry and parts of Armagh
have seen very many Troubles-related inci-
dents, while certain rural parts of Northern
Ireland and middle-class urban areas have
been much less seriously affected.

A major community-based study
(Cairns & Wilson, 1984) concluded that
there was some negative relationship
between the violence and an individual’s
psychological well-being. These authors
interviewed almost 800 people in two
matched towns which differed in the levels
of violence experienced. They found that
there were more cases on the General
Health Questionnaire (Goldberg, 1978) in
‘Hitown’ (the town with the higher level
of violence), among women and among
those perceiving a higher level of violence.
However, they noted that the vast majority
of the population were coping effectively,
and postulated that this was, at least
partly, due to the mechanism of denial.
Eighty-five per cent of the population in-
terviewed in ‘Hitown’ thought that their
area had suffered only a little violence at
worst. Both the towns studied were in rur-
al areas of Northern Ireland. As mentioned
above, the violence has been concentrated
mostly in working-class urban areas; as
yet, no similar study been carried out in
such areas.
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Curran (1988) commented that there
appeared to be a balance of effects, in that
a certain number of people showed psycho-
logical distress while some improved psy-
chologically; he concluded that, overall, the
civil disturbances had not led to any appreci-
able increase in psychiatric morbidity. He
suggested a number of possible reasons:
non-reporting of illness, migration of the
ill, denial of or habituation to the distur-
bances, a latency period, catharsis, improve-
ment of those already ill and improved
community cohesion.

The Remembrance Sunday bombing in
Enniskillen, County Fermanagh, in 1987 re-
ceived worldwide publicity. Of 26 survivors
examined, 13 were found to suffer from
PTSD at six months (Curran et al, 1990).
At this assessment no seriously injured victim
had the specific syndrome of PTSD. Ata 12-
months follow-up a further two people were
diagnosed as suffering from PTSD. Both
these individuals had serious physical inju-
ries. The authors suggested that the psycho-
logical symptoms could indeed be delayed,
particularly in the presence of physical in-
jury, hypothesising that the intense attention
and the cossetted hospital environment may
protect the physically injured from PTSD
and psychological disturbance in the early
stages, only to see them emerge on discharge
from hospital. This would certainly suggest
the possible existence of a latency period,
something Curran (1988) had previously
discounted as being comparatively rare.

It has been suggested that the turning in
of aggression in depression can lead to sui-
cide and that when aggression is turned
outward the suicide rate decreases. Curran
(1988) suggested that this was one of the
reasons for the lack of an obvious increase
in psychiatric morbidity. As elsewhere, it
appears that the suicide rate in Northern
Ireland is increasing, despite a lower rate
of violence. This would lend support to
Curran’s argument. Curran further sug-
gested that individuals tend to habituate
to the disturbances. More recent research
in the field suggests that exposure to re-
peated trauma tends to have a cumulative
effect and that individuals so traumatised
would, rather than habituate, become in-
creasingly vulnerable to the development
of psychological problems (Department of
Health and Social Services, 1998).

Underdiagnosis?

There are many reasons why individuals
who suffer post-traumatic psychopathology

do not present for treatment. Victims can
present with somatic complaints, or feelings
of anger and aggressive outbursts which are
not recognised as being secondary to trau-
matic incidents. Their symptoms can be
viewed as understandable or attributed to
other conditions, such as alcohol or drug
misuse. Phobic symptoms and symptoms of
avoidance are very common in traumatised
populations and might prevent attendance.
Northern Ireland is a very polarised society
and many people lack trust in the authorities
and are fearful of breaches of confidential-
ity. Such fears can exacerbate phobic and
other symptoms, leading to an increased ten-
dency for these individuals not to attend for
treatment. Post-traumatic depressive illness
is well recognised. Patients suffering from
post-traumatic depression may have feelings
of helplessness or self-blame and may be
poorly motivated, with a consequent failure
to attend for treatment. In a consensus state-
ment on the recognition and management of
depression in general practice it was re-
ported that up to 50% of people suffering
from depression may not have had their de-
pression recognised at consultation with
their GP (Paykel & Priest, 1993). Indeed, it
has been suggested that depressive illnesses
in Northern Ireland, specifically following
traumatic events, are not sufficiently recog-
nised (Kee et al, 1987). A related study car-
ried out by the same group (Loughrey et al,
1988) found that almost two-thirds of those
diagnosed as suffering from PTSD had not
received psychiatric treatment. Daly (1997)
referred to the way in which many indivi-
duals with post-traumatic neurosis enter
the specialist services via the medico-legal
system, suggesting perhaps that individuals
seen by psychiatrists for non-treatment pur-
poses were considered sufficiently unwell to
be offered specialist treatment, an opinion
that did not appear to be shared by the
GP. In a recent study carried out at our clinic
(details available from author upon request),
the percentage of out-patient referrals for
post-traumatic psychological problems from
different group practices varied from 50%
of all referrals to zero. In a short general
practice consultation it can be very difficult
to identify post-traumatic psychological pro-
blems. This difficulty has been recognised
elsewhere. A Norwegian study of the knowl-
edge GPs have of their patients’ psychosocial
problems found that under one in five were
aware of patients having been subjected to
threats or violence (Gulbrandsen et al,
1997). There is clearly wide variation in
the abilities of various mental health
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professionals to diagnose any form of mental
illness. It seems reasonable to suggest that
the ability to identify post-traumatic mental
illness — which, for the reasons stated
above, may be particularly difficult — can
vary considerably between different health
professionals, leading to difficulties in
estimating the extent of the problem.

SPECIFIC VICTIM GROUPS

The Troubles have not had a uniform effect
on the population - they have tended to be
concentrated upon urban districts (as men-
tioned above), with only a small number of
rural areas experiencing major ongoing dis-
turbances. The victims have been predomi-
nantly working class. In addition, there
have been specific groups of people within
the population at much greater risk of being
victimised.

Security forces

Locally recruited serving and former mem-
bers of the security forces have unique pro-
blems regarding accessing treatment. For
these individuals and many civilian victims
there is ongoing exposure to threats and
danger (and this applies even to individuals
never injured). Indeed, in certain areas there
is a fairly constant threat. For these reasons
many people who have attended for treat-
ment do not wish their sleep disturbance or
hypervigilance, for example, to be treated.

Since the ceasefires in 1994, there has
been anecdotal evidence of an increase in
the number of individuals seeking help for
post-traumatic  psychological problems.
This increase could be partly due to the la-
tency period referred to previously, and has
been particularly apparent to those profes-
sionals working with members of the secur-
ity forces, who have increasingly felt able to
acknowledge their psychological difficulties
and seek help, recent developments having
led to the knowledge that effective treat-
ments for post-traumatic neuroses are
available. It is unclear how the release of
paramilitary prisoners will affect the survi-
vors and the relatives of victims of parami-
litary violence. This may be particularly
relevant with regard to members of the
security forces, even those never seriously
injured, and their relatives.

Children

Children are another group who may have
particular needs which have not been met.
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One group studied referrals to a child psy-
chiatry clinic in Belfast over a 12-month per-
iod in the early 1990s and found a significant
increase in referrals secondary to the civil
disturbances during that period (J. Lynch,
personal communication, 1999). Troubles-
related referrals accounted for over 10%
of all referrals. The authors found that the
patients had been “severely affected by the
events they had experienced. While day-to-
day exposure to life in a divided society
may necessitate the building of some resili-
ence, it cannot inoculate children against
the profound implications of exposure to
violence or death”. No one now aged 30
or under has ever lived in a Northern Ireland
free from civil disturbances. The possible
effects of living under such circumstances
on the long-term psychological health of
the population in general are unknown.

The bereaved

One group of victims that has not, perhaps,
received the attention they deserve are those
who have been bereaved as a result of the
Troubles. Parkes (1993) identified a number
of factors which might increase the preva-
lence of psychosocial problems in the after-
math of bereavement; these factors included
sudden, unexpected, untimely deaths, wit-
nessing of horrific circumstances, threat to
the life of the survivor or other loss of per-
sonal security, guilt at having survived, in-
tense anger, and the death being caused by
human agency, particularly when compen-
sation is involved. Each of these factors is
particularly pertinent to those bereaved fol-
lowing traumatic incidents in Northern Ire-
land. On the other hand, some individuals
traumatised or bereaved as a result of the
Troubles appear to have managed to suc-
cessfully sublimate their emotions. It is un-
clear whether these individuals will also
decompensate psychologically in the future.
Regarding those individuals victimised
where the perpetrator has never been caught,
it is not known how the inability to identify
a perpetrator towards whom anger can be
directed affects the psychopathology of an
individual (see Daly et al, 1996).

Prisoners

Some would consider terrorists incarcer-
ated for paramilitary crimes to be victims.
Certainly, they have a psychological profile
different from that of those convicted of
non-paramilitary-related crimes (Lyons &
Harbinson, 1986). If the prisoner releases
do proceed somewhat abruptly, the result
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may be additional psychological problems
for those who have had difficulty in coping
with incarceration. A local newspaper
reported recently on the death of a former
paramilitary prisoner who appears to have
hanged himself (Belfast Telegraph, 26
September 1998).

WHAT ARE THE TREATMENT
NEEDS?

While there is evidence that there may have
been more psychopathology secondary to
the civil disturbances than many have
previously thought, it is none the less quite
clear that most individuals do adapt to
traumatic incidents without experiencing
clinically significant psychopathology. It
is important not to overdiagnose post-
traumatic psychological reactions or to
unnecessarily medicalise these reactions,
thereby devaluing the concept of post-
traumatic neurotic reactions.

Need to know

The decision has been taken not to hold a
truth and reconciliation forum in Northern
Ireland of the type that occurred in South
Africa. How can we prevent the victims here
being ignored and ‘sacrificed’, their emo-
tional disturbances perhaps being adversely
affected by further political developments?
It has been suggested that victims need to
be told by the police about the progress of
criminal investigations; they will be in-
formed about prisoner releases. This is one
small step towards recognising the needs
of victims. It has been well documented that
the manner in which victims are treated by
the authorities can have a significant influ-
ence upon the subsequent course of psychi-
atric problems (Shapland, 1984).

Effective and safe treatment

Many voluntary organisations, both generic
mental health organisations and those that
have evolved specifically because of the
Troubles, have been engaged in treating
post-traumatic psychological problems. A
perceived gap in service provision by the
statutory services has led to this develop-
ment. A Social Services Inspectorate docu-
ment (Department of Health and Social
Services, 1998) recommended that these
community developments should be sup-
ported with adequate resources. It is unclear
what treatment is offered by many of these
groups. There is as yet little evidence that
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these victim support groups are effective and
are targeting the appropriate population —
although, it must be said, neither is there evi-
dence to the contrary. The same document
also recommended that crisis-support teams,
already in place in some districts, should be
developed in all areas and adequately re-
sourced. Many people presume that any in-
tervention is better than none, but there is
increasing evidence that interventions re-
commended by many, such as psychological
debriefing, are of questionable benefit and
may indeed be harmful (Bisson et al, 1997).
The emphasis is often upon different forms
of exposure treatment, but recent studies
on Vietnam veterans have concluded that if
the traumatic incident occurred more than
five years previously, it is best to focus upon
rehabilitation rather than on other forms
of treatment such as exposure (Johnson,
1997). It must, of course, be remembered
that most individuals involved in traumatic
incidents do not need any form of treatment
but rather require the support of their
families and communities.

There is an urgent need to appraise the
efficacy of the various voluntary groups.
The better ones should certainly be re-
sourced, and good relationships with the
statutory services fostered. The other
groups, even if peopled by well-meaning
individuals, should not be publicly funded.
Indeed, given the possibility of therapist-
induced psychopathology, an argument
could be made for some voluntary groups
to be either disbanded or subsumed into
the more effective ones.

Local or regional services?

For those individuals who do require treat-
ment, a wide range of services, both volun-
tary and statutory, is required. Many
individuals will require medium- to long-
term treatment, which is best provided lo-
cally. In addition, because of the ‘ghettoisa-
tion’ of large parts of Northern Ireland,
individuals can experience considerable an-
xiety when leaving their own local areas.
Clearly, greater awareness as to availability
of services is necessary. While the more spe-
cialist psychiatric services can endeavour to
treat those most severely affected and there-
by reduce the associated distress, many
others, including GPs, clergy and other
health professionals, can assist those less
severely traumatised. Education of these
other professionals and the local popu-
lation is required so that the associated
stigmatisation may be overcome.
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It has been suggested that a regional cen-
tre be developed (Department of Health and
Social Services, 1998). In view of the need for
locally based, easily accessible services, this
is probably not appropriate, although such
a centre could perhaps be developed as a ter-
tiary referral centre and as a focus for teach-
ing and regionally coordinated research.

The relatively static nature of the North-
ern Ireland population makes it ideal for re-
search. Unfortunately, opportunities for
some very valuable research have probably
been missed over the past 30 years. Prior
to the development of any new services,
and while examining current service provi-
sion, there is a need for a detailed epidemio-
logical community study which specifically
addresses the issue of trauma, its psychologi-
cal effect upon the population and the extent
of the problems here in Northern Ireland,
which still remain unknown.

Finally, if there is an identified need for
the development of new services, there
should be a strategic plan to ensure that
the appropriate services are provided, as
locally accessible as possible, and that good
links between the statutory and voluntary
sectors are fostered. Perhaps then it will no
longer be said that the various agencies are
unable “to treat the multiple problems af-
fecting the traumatised person . . . who is
left to cope with a combination of physical,
emotional, psychological, financial, domes-
tic and sociological problems” (Department
of Health and Social Services, 1998).
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