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Chapter 3: Trauma and the health of populations

Traumatic experiences and their impact

Studies published in recent years show that in western societies around two thirds of 
the general population experience one or more traumatic events during their lifetime  
(Galea et al. 2005).   Traumatic events are those experiences that are highly unusual,  
unexpected or overwhelming, and on experiencing them a person may have a deep sense of  
powerlessness or helplessness or may strongly believe that they, or others close to them, 
are going to die. Examples of traumatic events include experiences such as being in a  
serious road traffic collision, experiencing a sudden serious illness, being mugged or raped,  
battlefield or other war and conflict experiences, having someone close to us die suddenly or 
being seriously injured.  The “Troubles” in Northern Ireland were characterised by a range of 
potential traumatic events including shootings, bombings, sudden death and injury of loved 
ones, punishment beatings, torture and internment among many others. For some people 
involved in such events it is not the presenting distressing experience that in time goes on 
to be the cause of psychological difficulties, but one or more events linked to the primary 
event.  For example, the traumatic experience might not be the primary event, for example a 
road traffic accident, but the near death experience in an A&E department, or the moment a  
police officer calls at the home to bring bad news or the visit to the mortuary to identify a family  
member or friend.  This example also illustrates the impact of traumatic events not only 
on those who experience them directly, but also on those who are close through family,  
colleague-related or friendship ties.  To this we could add those who through their work  
responsibilities are exposed to traumatic events and other witnesses and members of the 
public who are brought into contact with such events.

We know from research that some people are more at risk than others of having a traumatic 
experience.  For example, young men are more at risk of traumatic events linked to street 
violence, women to sexual violence and violence within relationships.  A study in the USA by 
Kessler and colleagues (1995) reported significant gender differences in the experience of 
traumatic events.  Overall 60.7% of men reported experience of at least one traumatic event 
compared to 51.2% of women.  Where people live sometimes plays a part (Fay et al. 1999), 
and the work that they do.  For example members of emergency service and members of the 
armed forces are at risk of greater exposure to certain types of traumatic events. 

Whilst many people experience such events, it is reassuring to note that most of us will  
suffer no adverse psychological or emotional consequences, save perhaps for a short period 
of distress or preoccupation with the experience. The reasons some individuals cope well 
while others do not, seems to be related to a number of factors, including what an individual 
made of their experience at the time and afterwards, the level of support they received and 
whether they had other major life problems at the time.  

Following a traumatic experience some people (adults and children) can develop one or 
more psychological disorders, such as depression, a panic disorder, general anxiety or post 
traumatic stress disorder (PTSD) (Shalev et al. in Yehuda 1998).  Sometimes people can 
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have several of these problems, and the longer people have a disorder such as PTSD, then 
the greater the likelihood they will develop other problems as well (known as co-morbid  
disorders).  For example, unsurprisingly given the stress and strain of living with the disorder, 
people suffering PTSD over a long period can also become depressed.  Further, as a means 
of coping with the distress of these disorders, people can radically change their lifestyles 
by, for instance, becoming very socially withdrawn, or becoming increasingly dependent 
upon alcohol or other drugs (prescribed or illegal), which in turn becomes a secondary set of  
problems, leading to further family, social and work related difficulties. In addition there is 
a growing body of evidence linking physical health problems and associated daily living  
problems, with trauma related disorders, and in particular PTSD (Ferry et al. 2008).

Post Traumatic Stress Disorder (PTSD)

PTSD is of particular interest in understanding the impact of traumatic events on mental 
health and well-being.  The term has been used since the 1970’s for a range of psychological 
and physical problems that can sometimes follow particular threatening or distressing events 
(National Institute for Health and Clinical Excellence (NICE) 2005) and was first classified as 
a disorder in the Diagnostic Statistical Manual of Mental Disorders, Third Edition (DSM-III), 
in 1980 (American Psychiatric Association (APA), 1980). Its current profile is described in  
DSM-IV-TR (APA, 2000).  The current description of PTSD includes three clusters of  
commonly observed reactions to traumatic experiences, namely:

1. Re-experiencing of the event such as nightmares or flashbacks;

2. Avoidance of things that remind the person of the event and numbing of emotions and 
responsiveness;

3. Hyper-vigilance symptoms such as jumpiness, irritability and sleep disturbance.

 
Following the first classification of PTSD in 1980, a body of research and related  
literature emerged in the area of trauma and trauma-related disorders and needs. Of particular  
interest are the population or epidemiological studies of trauma and PTSD.  Evidence 
from these studies has demonstrated that the experience of traumatic events is common, 
with more than two-thirds of persons in the general population experiencing at least one  
significant traumatic event during their lifetime (Galea et al. 2005).  

Turning to the level of PTSD that follows traumatic experiences, many population studies 
conclude that PTSD is a common consequence of exposure to traumatic incidents and  
experiences.  Estimates of the prevalence of PTSD among the general population  
occurring in the previous 12 months range from 0.5% (Levinson et al. 2007) to 3.6% (Kessler 
et al. 2005).  These studies use what is referred to as the ‘12-month’ measure meaning the  
percentage of the population being studied who met the criteria for a given disorder within the 
previous 12 months.  This is a useful measure for planning purposes as it gives an indication 
of the current need from which the demand for services can be construed.
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Another measure that is sometimes used is ‘lifetime’ prevalence, in this case of PTSD, which 
indicates the percentage of the population who have had PTSD at some point in their life up 
to the point at which the participants took part in the study.  This measure includes those who 
previously met the criteria for PTSD but no longer do so, and those who currently (i.e. at the 
time of the study interview) meet the criteria.  Here international estimates range from 1.0% 
(Helzer et al. 1987) to 9.2% (Breslau, 1991) depending in part on the definition being used 
and population under examination.   Again, as with traumatic experiences, the level of PTSD 
seems to depend on gender and other socio-demographic factors. While men are more likely 
to have had a traumatic experience, women are more likely to develop PTSD. For instance, 
Frans et al. (2005) estimated the overall lifetime prevalence of PTSD at 5.6% with a 1:2 male-
to-female ratio i.e. twice as many females develop PTSD.

Other trauma-related mental health problems

Individuals can also develop mental health problems other than PTSD following  
traumatic experiences, such as depression or panic disorder.  We also know that concurrently 
with acquiring PTSD, or following the development of the condition, some individuals can  
develop additional mental health problems.  Davidson and colleagues in the USA found that  
individuals with PTSD were 9.3 times more likely than those without PTSD to have at least 
one other comorbid disorder (Davidson et al. 1991). These findings are supported by Kessler 
et al. using data from the National Comorbidity Study (NCS). Their figures indicate that 88.3% 
of men and 79% of women with PTSD had a history of at least one other lifetime disorder 
(Kessler et al. 1995). 

On the matter of the sequence of onset of psychological disorders in relation to  
traumatic experiences, Breslau (2002), in a review of population studies of trauma, PTSD 
and other disorders, summarises these theories as follows. First, there is the possibility that  
pre-existing psychological disorders may increase the risk of exposure to traumatic 
events that may result in PTSD.  Second, PTSD may be a contributory risk factor for other   
psychiatric disorders.  Third, there is the possibility that there is a non-causal  
relationship between PTSD and other disorders.  Finally there is the theory that traumatic 
events themselves cause various disorders other than PTSD. 

Whilst clearly important to researchers and to clinical practice, the sequence of onset of  
additional (co-morbid) disorders is not so central to the question of availability of and access 
to services. Whichever disorder comes first, or whatever the cause, the research is clearly 
telling us that PTSD is at the very least a marker which draws our attention to the long term 
mental health risks and needs of people affected by traumatic events.

Overall the evidence leads to the conclusion that people who suffer from PTSD are more 
likely to have a range of mood, anxiety and substance-use disorders. They also infer that an 
examination of the impact of traumatic events should not be solely focused on PTSD, but on 
a range of possible adverse psychological impacts following trauma exposure.
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Treatments for PTSD and other mental disorders

The National Institute for Health and Clinical Excellence (NICE) in the UK is an  
independent organisation responsible for providing guidance on health promotion and  
preventing and treating ill health based on the best available evidence. In terms of  
depression for example, NICE advises a stepped-care approach to treatment depending 
on the level of severity of an individual’s condition. For individuals with mild to moderate  
depression, NICE recommends the use of either individual guided self help based on  
the principals of Cognitive Behavioural Therapy (CBT), computerised CBT or a structured 
group physical activity programme. For severe cases of depression, NICE recommends 
the use of CBT or interpersonal therapy in conjunction with anti-depressant drug treatment  
(National Collaborating Centre for Mental Health (NCCMH), 2010). 

In terms of PTSD treatment, NICE recommends two psychological therapy  
treatments of choice in adults and children, namely, trauma-focused CBT or Eye  
Movement Desensitisation and Reprocessing (EMDR).   NICE recommended that drug 
treatments for PTSD should not be used as a routine first-line treatment for adults (in  
general use or by specialist mental health professionals) in preference to a  
trauma-focused psychological therapy (NCCMH, 2005).

The Economic Implications of Mental Health Disorders

Aside from the burden of these disorders in terms of the numbers affected, impact on  
functionality, quality of life and adverse impact on family and loved ones, mental health  
disorders have major economic implications for the individual and for wider society  
(Greenberg 2003, Thomas and Morris, 2002).  In the first instance mental health disorders  
require treatment and medication and therefore are associated with elevated healthcare 
costs. Secondly given the debilitating effects of these disorders individuals are often unable 
to carry out their normal daily activities at home or in the work place which invariably results 
in economic consequences for individuals and wider society. Moreover as a consequence 
of the impact of symptoms on functionality, individuals with mental disorders often do not 
have the ability or the motivation to obtain employment or fulfil their economic potential.  The 
extent of the economic burden of mental health disorders in Northern Ireland was examined 
in a study by the Northern Ireland Association for Mental Health which estimated the cost 
at £2,852 million in 2002-3. Despite 25% higher rates of mental health disorder in Northern 
Ireland compared to the rest of the UK, the comparative percentage of the total health care 
budget is 9.3% and 11.8% respectively (NIAMH, 2004).

Given elevated levels of mental health disorders and the extent of costs outlined above, 
the majority of which are costs associated with lost productive capacity in Northern  
Ireland as a result of adverse effects of mental illness, investment and provision of effective  
treatments for mental health disorders is highly desirable in economic terms. The potential 
economic savings from investment in evidence-based treatments was recently outlined in the  
‘Depression Report’ which evaluated the economic benefits from training 10,000 new  
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therapists and rolling out evidence-based treatment for depression.  Layard and colleagues 
at the London School of Economics (2006) showed that investment in effective services 
for depression will ‘pay for itself’ if an individual with depression works on average just one 
month more as a result of treatment.

Traumatic experiences and physical health problems

In recent years a growing body of evidence has emerged pointing to the association of  
traumatic experiences, trauma-related disorders and mental disorders generally with 
chronic physical health conditions (Schnurr, 2010; Scott et al. 2006). Studies have linked 
traumatic stress exposure to such conditions as cardiovascular disease (CVD), diabetes,  
gastrointestinal disease, fibromyalgia, chronic fatigue syndrome, musculoskeletal disorders, 
and other diseases (Boscarino, 2004).

Studies from various countries have signalled an association between PTSD and physical 
health problems including McFarlane et al. (1994) who found significantly higher symptoms 
of cardiovascular, respiratory, musculoskeletal and neurological symptoms amongst PTSD 
sufferers. Norman and colleagues found that in men, trauma history was associated with  
arthritis and diabetes; and in women with digestive diseases and cancer (Norman et al. 2006). 
Schnurr et al. found in a 30-year longitudinal study of older combat veterans, an increased 
incidence of upper gastrointestinal disorders was associated with greater combat exposure 
(Schnurr et al. 2000).  Ferry et al. (2008) found an increased risk for those who met the  
criteria for PTSD and a wide range of chronic physical health conditions - more so than those 
with major depressive disorder.

Studies have been investigating the degree to which the range of these associated physical 
health problems is caused by the traumatic exposure.  Possible explanations include lifestyle 
changes linked to the consequences of exposure or neuro-chemical changes in the brain 
arising from PTSD (Kemeny 2005).
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Executive summary: Key findings

The prevalence of exposure to traumatic events

 y An estimated 61% of the Northern Ireland adult population have experienced a  
traumatic event at some point in their lifetime.

 y Males were more likely than females to have experienced any traumatic event.

 y An estimated 39% of the study population have experienced a conflict-related  
traumatic event.

 y Conflict-related traumatic events were more prevalent among males and those in the 
middle age-groups (i.e. age at the time of the NISHS interview).

 y Comparison of the geographical profile of “Troubles”-related deaths (from the COTT 
study) with the current location of those who experienced a conflict-related trauma, 
reveals that need is not exclusively located in those areas characterised by intense 
violence during the “Troubles”.

Post traumatic stress disorder (PTSD)

 y An estimated 8.8% of the Northern Ireland adult population met the criteria for PTSD 
at some point in their life while 5.1% met the criteria in the previous 12 months.

 y While males were more likely to have experienced a traumatic event (see above), 
females were more likely to have PTSD.

 y The prevalence of PTSD in Northern Ireland is the highest of all countries that 
have produced comparable estimates including the USA, other Western European  
countries and countries that have experienced civil conflict in their recent history.

The prevalence of lifetime mental health disorders and ‘post-conflict’  
disorders amongst those exposed to conflict-related events

 y Individuals who experienced any conflict-related traumatic event were more  
likely to have had any lifetime anxiety, mood, substance or impulse-control disorder  
compared to those who experienced a non conflict-related event and those who had not  
experienced a traumatic event.

 y Overall, an estimated 53% of individuals who experienced a conflict-related traumatic 
event had a mental health disorder at some point in their life, while 32% had a mental 
health disorder in the 12 months previous to the NISHS interview.

 y Almost 44% of individuals who experienced a conflict-related traumatic event had a 
‘post-conflict’ disorder following their first experience of conflict (i.e. had a disorder 
that first developed after their first experience of conflict).
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 y Examination of the characteristics associated with having any lifetime disorder show 
that:

 » There were no gender differences with respect to the prevalence of any lifetime 
disorder. This overall result however masks significant gender differences with 
respect to different disorder types (see Appendix A).

 » Individuals who were separated/divorced/widowed (at the time of the NISHS  
interview) were significantly more likely than those who were married to have a 
lifetime disorder. 

 » Those aged 65+ were significantly less likely to have a lifetime disorder  
compared to those aged 18-34. 

The prevalence of chronic physical health conditions amongst those  
exposed to conflict-related events

 y Results show that the prevalence of chronic physical health conditions was higher 
among those who had experienced a traumatic event (conflict or non conflict-related) 
compared to those who had not experienced trauma.

 y The most prevalent chronic conditions among those who experienced a conflict- 
related traumatic event were back or neck pain, persistent headaches and arthritis or 
rheumatism.

Help-seeking and service use

 y Results reveal a wide variation in the percentage of individuals who sought help,  
depending on the type of disorder.

 y For example an estimated 79% of individuals who experienced conflict and had  
lifetime major depressive disorder (MDD) sought help compared to just 15% of those 
with separation anxiety disorder/adult separation anxiety.

 y Although also varying by disorder type, a low percentage of individuals received  
treatment that they felt was helpful or effective (55% for MDD and 11.2% for alcohol/
drug abuse).

 y Delays in treatment (from first onset of the disorder to first treatment contact) also 
varied with respect to disorder type. 

 y The average delay in treatment was 2 years for mood disorders, 22 years for anxiety 
disorders and 15 years for substance disorders.

 y The general medical sector was visited by the highest percentage of individuals with 
each ‘post-conflict’ disorder category, followed by psychiatrists.
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 y Among those with any ‘post-conflict’ disorder, females and those who were previously 
married were more likely to have visited any service provider.

 y The prevalence of medication use in the 12 months previous to the NISHS interview 
was significantly higher among those who experienced a traumatic event (conflict or 
non conflict-related) compared to those who had not experienced a traumatic event.

 y Overall an estimated 18.3% of individuals who experienced a conflict related  
traumatic event used prescription medication in the previous 12 months.




