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covariates. The frequency of both tobacco and cannabis 
use were signifi cantly related to rates of psychotic 
symptoms (table). After adjustment, cannabis use 
remained signifi cantly related to rates of psychotic 
symptoms, whereas cigarette smoking did not (table). 
These fi ndings suggest a possible causal eff ect of 
cannabis use on rates of psychotic symptoms and imply 
that the associations between cigarette smoking and 
psychotic symptoms are explained by the eff ects of the 
associations between cigarette smoking and cannabis, 
non-observed fi xed eff ects common to tobacco and 
cannabis, and time-dynamic covariates associated with 
cannabis use. 

These findings do not support the hypothesis that 
cigarette smoking plays a part in the development of 
psychotic symptoms. However, the data do support 
the hypothesis that cannabis use affects the risk of 
psychotic symptoms.5 Importantly, the outcome 
measure used in our study was not a measure of 
schizophrenia but rather a more general measure of 
psychotic symptoms. This difference could explain 
the differences between the findings of our study 
and the hypotheses advanced by Gage and Munafò. 
Nonetheless, the failure of our analysis to support the 

application of mendelian randomisation to examine 
the linkages between smoking and schizo phrenia 
studies suggests the need for more comprehensive 
analyses of data on tobacco smoking, cannabis, and 
psychosis before we accept the premise that cigarette 
smoking might be a cause of psychosis and reject a 
causal role for cannabis use in psychosis.
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Before adjustment After adjustment*

B (SE) p value B (SE) p value

Frequency of cannabis use 0·28 (0·02) <0·0001 0·13 (0·04) 0·0003 

Frequency of cigarette smoking 0·30 (0·03) <0·0001 0·08 (0·05) 0·135

B=unstandardised regression coeffi  cient. *Statistically signifi cant (p<0·05) time-dynamic covariate factors included 
major depression, anxiety disorder, life stress, and deviant peer affi  liations.

Table: Associations between psychotic symptoms and frequency of cannabis use and cigarette smoking 
at age 18–35 years, before and after controlling for non-observed fi xed eff ects and time-dynamic 
covariate factors 

 Mental health and suicide risk in Northern Ireland: a legacy 
of the Troubles?

Northern Ireland is a changed place—for the better. It is 
a more prosperous and peaceful place than it was before 
the signing of the Belfast or Good Friday Agreement 
in 1998 and the formal ending of the decades-long 
confl ict thereafter. However, in the intervening years, 
recognition has been growing of the social, economic, 
and political legacy of the Troubles,1 and, in particular, of 

the transgenerational eff ect of confl ict-related trauma 
on the mental health of the population.1–3

Concern continues about the eff ect of austerity. 
Findings from the Northern Ireland component of 
the World Mental Health Survey, undertaken in 2008, 
showed that mental health disorders are prevalent and 
often associated with exposure to the confl ict.2 The 

For more on the 
eff ect of austerity see

http://www.jrf.org.uk/austerity-
northern-ireland-communities
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prevalence of post-traumatic stress disorder is estimated 
to be one of the highest in Europe, and analyses of index 
events suggest that the excess is related to exposure to 
the Troubles.4 The mental health burden is compounded 
by the fact that a large proportion of those aff ected by 
mental health issues do not seek treatment and only few 
of those who do report receiving eff ective treatment.5

Unsurprisingly, therefore, mental health is one of 
the key priorities on the political agenda in Northern 
Ireland. Arguably, the starkest indicator of the continued 
legacy of the Troubles has been the increase in suicide 
deaths since the confl ict ended. The number of suicides 
doubled from about 150 deaths per year in the mid-
1990s to more than 300 deaths by the year 2010, 
mostly of men.6,7 This equates to a suicide incidence 
of 15 per 100 000 per year compared with 12 per 
100 000 per year for the UK as a whole. Adolescents in 
2009 who were born at around the time of the signing 
of the Good Friday agreement and report having been 
exposed to the Troubles are also signifi cantly more 
likely to have self-harmed by the age of 16 years8 than 
are those reporting no exposure. This fi nding parallels 
those from the World Mental Health Survey in Northern 
Ireland, which showed that Troubles-related trauma 
was associated with a high risk of suicidal thoughts and 
plans in addition to those conferred by the existence of 
mental disorders. Unexpectedly, though, no association 
has been noted between Troubles exposure and suicide 
attempts, which might show a high risk of death at the 
fi rst attempt in this group.9

Against this backdrop, a research report entitled 
Towards a better future: the trans-generational impact of the 
Troubles on mental health,1 prepared by Ulster University 
(Londonderry, UK) for the Northern Ireland Commission 
for Victims and Survivors, was published in March 2015. 
Findings from the report showed the ways in which 
the Troubles’ legacy might be associated with suicide, 
and it received widespread media coverage in Northern 
Ireland and other places. For example, experience 
of the confl ict was associated with major negative 
life experiences before suicide, such as relationship 
breakdown, unemployment, fi nancial diffi  culties, and 
ill-health diagnoses. Confl ict-related mental ill health 
and substance misuse disorders were implicated in 
development of suicidal thoughts. Exposure to violence, 
death, and pain (directly or indirectly) might contribute 
to an increased capability of suicide. 

Despite the relative peace, post-confl ict Northern 
Ireland is characterised by an increase in hate crimes 
against minority populations such as particular ethnic 
groups10 and people who are lesbian, gay, or bisexual 
(who, in Northern Ireland, also show a high proportion 
of suicidal ideation and behaviour).11 Sporadic sectarian 
violence still occurs, although it is restricted to specifi c 
areas—the same areas most aff ected by the economic 
recession and subsequent austerity measures. Arguably, 
those living in such areas might have also lost the 
community connectedness and sense of purpose that 
was evident during the Troubles. Together, these factors 
point to the existence of a group at high risk of mental 
health problems and suicide due to coexistence of many 
traditional risk factors and confl ict exposure. The World 
Mental Health survey fi gures suggest that this group 
constitutes about 14% of the total population and that 
they represent about half of people with mental health 
problems.1 

The mental health needs of those aff ected are being 
increasingly recognised by policymakers. For example, 
national mental health and suicide prevention strategies 
have been published and the Northern Ireland Self-
Harm Registry has been established. These are welcome 
developments that have galvanised key stakeholders, 
guided service development, and helped to show how 
the legacy of the confl ict could continue to aff ect the 
vulnerable.

However, the relation between the Troubles and 
mental health is complex, with many questions 
unanswered. Up-to-date research is needed to establish 
whether the relation between exposure to the Troubles 
and mental ill health remains as strong as it was in 
2008. We believe it is likely to be. Additionally, much 
more needs to be done to promote connectedness, 
engagement, and resilience12 in those who are dis-
enfranchised with the present peace and political 
processes. The mental health needs of this sizeable 
minority who present with many vulnerabilities and 
have suff ered a lot as a result of the Troubles should 
receive urgent attention. Otherwise, these unmet needs 
will continue to emerge in the form of low educational 
attainment, high unemployment in deprived comm-
unities, and social disadvantage. They are also likely 
to contribute to Northern Ireland’s high numbers of 
suicides and transmission of mental disorders to future 
generations.1

For more on suicide incidence 
in Northern Ireland see
http://www.dhsspsni.gov.uk/
suicide_strategy.pdf

For more on suicide 
incidence in the UK see
http://www.ons.gov.uk/ons/
dcp171778_395145.pdf

For the mental 
health strategy see
http://www.dhsspsni.gov.uk/
menhealth.pdf

For the Northern Ireland 
Self-Harm Registry see
http://www.publichealthagency.
org/sites/default/fi les/Annual%20
2013%2014%20Report%20
NIRSH_0.pdf
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We believe that the key challenges for mental health 
promotion and suicide prevention in Northern Ireland 
relate not only to mental health care and tackling 
of stigma, but also to limitation of the eff ect of 
austerity, recognition of the changed social context in 
Northern Ireland, and increased connectedness to and 
engagement with vulnerable groups.
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