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Foreword
This is the 83rd Annual Report of the Registrar General for Northern Ireland and my 12th report as Registrar General. The
structure and format of the report has been revised and updated this year. The detailed statistical tables which made up the
bulk of previous reports are now available as a supplement to the report on the attached compact disc. The tables are also
available on the Northern Ireland Statistics and Research Agency website (www.nisra.gov.uk). 

The new style report is thus shorter but includes more commentary designed to bring out the key demographic trends and
issues. The report will inform users of the demographic changes that lie ahead and will assist policy development across a
wide range of areas. 

The report is composed of two main chapters. The first provides a commentary on the demography of Northern Ireland and
recent demographic trends. The second is a detailed examination of trends in mortality and causes of death in Northern
Ireland, undertaken by a team led by Dr Dermot O'Reilly from The Queen's University of Belfast. This work comes in a year
when the lowest number of deaths in the history of Northern Ireland was registered and is thus particularly timely. The work
undertaken by Dr O'Reilly and his colleagues is independent of government and provides a valuable contribution to our
sum of knowledge of the demography of Northern Ireland. 

The report sets out facts and describes trends that are central to a wide range of policy considerations. I trust the report will
inform and assist that process. I would welcome comments on the format of this new report and will consider all views in
the planning of future reports. I hope you will find the new style report informative and useful.

NORMAN CAVEN
Registrar General for Northern Ireland

November 2005
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1.1. Introduction
1.1.1. The population of Northern Ireland continues to
rise - the estimate of the population of Northern Ireland at
30 June 2004 was 1,710,300. This figure is an increase in
population over the preceding twelve months of 7,700
people or 0.5 per cent of the population. The increase
over the thirty-year period, mid-1974 to mid-2004, is
estimated to be 183,400 people or 12.0 per cent of the
mid-1974 population of 1,526,900.  This increase is
equivalent to an average annual rate of increase of 0.4
per cent.

1.1.2. The 7,700 increase in the Northern Ireland
population between mid-2003 and mid-2004 was primarily
due to natural increase, with 7,400 more births than
deaths. In addition it is estimated that there was a net
gain to the Northern Ireland population of 800 people due
to migration in the civilian population. Finally other changes,
principally to Northern Ireland based Her Majesty’s Forces,
resulted in a net loss of 600 people to the overall population.

1.1.3. In 2004, there were 22,318 births registered to
Northern Ireland mothers, an increase of 670 births or 3.1
per cent on the 2003 figure. This is the largest annual
percentage increase since 1979, but needs to be seen
against significantly higher historical levels. Indeed, thirty
years ago in 1974 there were 27,160 births registered in
Northern Ireland, resulting in a decline of almost 5,000
(17.8 per cent) in the annual number of births over this period.

1.1.4. In 2004 there were 14,354 deaths registered,
which was the lowest number of deaths on record for
Northern Ireland. The death rate has fallen by 26.0 per
cent from 11.3 deaths per 1,000 population in 1974 to 8.4
deaths per 1,000 population in 2004.

1.1.5. In 2004 there were 8,328 marriages celebrated
and 2,512 divorces granted, both increases on 2003.
Marriage legislation underwent major change in 2004 with
the enactment of the Marriage (Northern Ireland) Order
2003 from 1 January 2004. Under the new law there are
less strict residence requirements for marriage; these
allow couples to marry in the area of their choice and
make it easier for people from outside Northern Ireland to
get married here.

Key Points

Population and Migration

• the Northern Ireland population rose in the year to 30
June 2004 by 7,700 to 1,710,300;

• in the ten-year period since 1994 the number of
children has fallen from 417,900 to 383,300 a fall of
8.3 per cent. In contrast the number of pensioners has
increased from 250,400 to 275,200 a rise of 9.9 per
cent. The working age population has increased by
7.8 per cent from 975,500 in 1994 to 1,051,700 in
2004. Over the longer term, since 1974, the number of
children has fallen by 19.8 per cent, while the working
age and pensioner populations have increased by
25.4 and 31.0 per cent respectively;

• there are more births than deaths in Northern Ireland
leading to the population growing by natural change.
In the year to mid-2004, births exceeded deaths by
7,400 - this was the highest level of natural change
since the year to mid-1999;

• in the year to mid-2004 there was a net inward
migration to Northern Ireland of 800 people; and a net
outward movement of 600 people in other changes,
principally changes to Her Majesty’s Forces stationed
in Northern Ireland;

Projected Population

• the Northern Ireland population is projected to reach
1.8 million by 2016. Longer-term projections indicate
the population will peak around 2030 at 1.86 million
before the population starts to decrease;

• the number of children aged under 16 is projected to
fall by 9.1 per cent from 383,000 in 2004 to 348,000 in
2019; the number of people of working age (as currently
defined) is projected to increase from 1,052,000 in
2004 to 1,098,000 by 2019, an increase of 47,000 (4.4
per cent); the number of people of pensionable age
(as currently defined) is projected to increase from
275,000 in 2004 to 372,000 by 2019, an increase of
35.2 per cent;

• the number of older people is projected to significantly
increase relative to the number of younger people,
with the mean age of the population expected to rise
from 37.0 years in 2004 to 40.3 years by 2019;



Births

• there were 22,318 births registered in 2004, 670 more
than in 2003 but just under 5,000 less than the
number registered in 1974;

• in 2004, the median age of women at childbirth was
30 years compared with 28 years in 1994, and 26
years in both 1984 and 1974;

• in Northern Ireland, the total period fertility rate
dropped below replacement level (2.1) for the first time
in 1992. The total period fertility rate for 2004 was
1.87 an increase on the 2003 figure of 1.81;

Deaths/Stillbirths

• in 2004 there were 14,354 deaths registered, which is
lower than the previous year (14,462) and the lowest
on record for Northern Ireland;

• the expectation of life at birth for males and females
born in recent years was 75.8 and 80.6 years
respectively, with corresponding figures for men and
women born around 1922 of 53.8 and 54.4 years; 

• in 2004, the two most common causes of death were
cancer (3,757 - 26.2 per cent of deaths) and ischaemic
heart disease (2,775 deaths - 19.3 per cent of deaths); 

• there were 5.0 stillbirths per 1,000 births (live and still)
in 2004, a substantial reduction from 20.5 stillbirths
per 1,000 births in 1960s;

• there was a similar fall in infant deaths from 26.5
infant deaths per 1,000 live births in the 1960s to 5.3
infant deaths per 1,000 live births in 2004;

Marriages/Divorces

• on 1 January 2004 new marriage legislation came into
effect in Northern Ireland. Amongst other things the
new law allows civil marriage ceremonies to be
conducted outside registrar’s offices in a number of
approved venues. In 2004, 323 civil marriage
ceremonies (12.3 per cent of all civil marriage
ceremonies) were held in approved venues;

• there were 8,328 marriages celebrated in 2004 - the
highest figure since 1995 but fewer than the number
registered in the early 1970s when around 12,000
marriages were celebrated annually; and

• there were 2,512 divorces in 2004, the largest number
of divorces recorded in Northern Ireland.

1.2. Population
1.2.1. The latest estimate of the size of the Northern
Ireland population (30 June 2004) is 1,710,300 people.
Twenty-two per cent of the population were aged under
16 years, 16 per cent were of pensionable age (60 years
and over for women and 65 years and over for men), with
the remaining 62 per cent of the population of working age.

1.2.2. In the 12 months to 30 June 2004, Northern
Ireland’s population is estimated to have risen by 7,700.
This is made up of a increase of 7,400 attributable to
natural grow (i.e. more births than deaths), and a net
inward migration to Northern Ireland of 800 people;
partially counterbalanced by a loss of 600 people in other
changes, principally changes to Her Majesty’s Forces
stationed in Northern Ireland. 

1.2.3. Figure 1.1 shows the trend of increasing
population, although there was a slight decrease in
population in the early 1970s as a result of high levels of
net outward migration at that time. Population projections
for Northern Ireland produced by the Government
Actuary’s Department show that the population is expected
to continue to increase for the next 25 years.

Figure 1.1: Population of Northern Ireland (1926 to 2004
estimated - 2005 to 2030 projected) - non-zero y axis
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1.2.4. It can be seen from the trends in natural change
and net migration presented in Figure 1.2 that the
population increase is mostly due to natural change.
There has been a gradual reduction in natural change
since the early 1990s, becoming more stable in recent
years. The trend in net migration has been more volatile
with peaks of high emigration in 1998-99, and high
immigration in 1995-96. 

Figure 1.2: Components of population change 
(1991/2 to 2003/4) 

Age and sex structure 

1.2.5. The age structure of Northern Ireland’s
population continues to get older due to sustained low
levels of fertility and increasing life expectancy. In mid-
2004, there were more females (51 per cent) than males
(49 per cent) in Northern Ireland. The median age (the
age at which half the population is older and half is
younger) of the Northern Ireland population has increased
from 28 to 36 years over the last three decades. Twenty-
four per cent of males were under 16 years old compared
with 21 per cent of females, while 65 per cent of males
and 58 per cent of females were of working age. Figure
1.3 shows the age structure of the population in 2004. 

Figure 1.3: Population pyramid for males and females
by age (2004) 

1.2.6. During the twelve months to June 2004, the
number of children aged 0-15 years decreased by 1.2 per
cent, the number of people of working age increased by
0.8 per cent while those of pensionable age increased by
1.7 per cent. Northern Ireland’s population as a whole
increased by 0.5 per cent or 7,700 people.

1.2.7. Over the past thirty years, low fertility levels have
resulted in a decrease in the number of children aged
0-15 years (19.8 per cent). In contrast, the number of
people of working age has increased by 25.4 per cent;
and those of pensionable age have increased by 31.0 per
cent. The changing age structure of the population since
1974 is illustrated in Figure 1.4. 
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Figure 1.4: Changing age structure of
Northern Ireland population (1974 to 2004)

Area comparisons within Northern Ireland

1.2.8. The pattern of continuing population growth is
evident within the majority of Northern Ireland’s 26 Local
Government Districts. Indeed all Local Government
Districts experienced a natural increase of population
(more births than deaths) between mid-2003 and mid-
2004, the largest in percentage terms was 0.8 per cent in
Newry & Mourne Local Government District. 

1.2.9. However when one accounts for population
migration, including Armed Forces movement, the
population of Armagh, Belfast, Castlereagh and Larne
Local Government Districts fell between mid-2003 and
mid-2004. In contrast Ballymoney, Banbridge and Down
Local Government Districts had the greatest proportionate
increase in population of over 1.5 per cent between 
mid-2003 and mid-2004. 

1.2.10. Newry and Mourne was the Local Government
District with the highest proportion of children among its
population (25.4 per cent), while North Down had the
lowest proportion (18.9 per cent) in 2004. Castlereagh
Local Government District had the highest proportion of
the population of pensionable age (19.6 per cent) and
Limavady Local Government District had the lowest
proportion (12.4 per cent) in 2004. 

1.2.11. The map at Figure 1.5 shows the percentage
change in population between 2001 and 2004 for each
Local Government District area. It is better to compare
over a time frame longer than one year, as population
change tends to fluctuate from year to year, particularly
for smaller areas. The areas with the fastest growing
population tend to experience both net in-migration and
an excess of births over deaths.

Figure 1.5: Percentage population change by Local
Government District Area (2001 to 2004) 

6

Registrar General Northern Ireland Annual Report 2004

0

10

20

30

40

50

60

70

80

90

100

1974 1984 1994 2004

Year

Pensionable Age
Working Age Children

P
er

ce
nt

ag
e 

of
 P

op
ul

at
io

n

Over 4 per cent gain

2 per cent to 4 per cent gain

0 per cent to 2 per cent gain

Loss

© Crown Copyright 2005



7

1.3. Migration 
1.3.1. There is no comprehensive source for estimating
migration, and therefore it is the most difficult component
of population change to measure. The other components
of population change (births and deaths) are estimated
using data from the civil registration system, which is
considered to be virtually complete. In contrast, there is
no comprehensive system which registers migration in the
United Kingdom - either moves to or from the rest of the
world, or moves within the country.

1.3.2. Statistical estimates of migration are derived from
proxy indicators. Currently, the primary source for estimating
migration in Northern Ireland is changes to GP registration.
Net migration estimates are derived from the difference
between large gross flows of migrants into and out of
Northern Ireland. In the last ten years these gross flows
have been estimated to be of the order of 20,000 people
both coming into and leaving Northern Ireland annually.

1.3.3. Estimates of net migration for Northern Ireland
since the 1970s are shown in Figure 1.6. Over the recent
decades Northern Ireland has moved from experiencing
consistent large net out-migration of the order of approaching
10,000 people per year to in-migration and out-migration
flows being broadly in balance in recent years.

Figure 1.6: Estimates of net migration
(1974/5 to 2003/4)

1.4. Projected population 
1.4.1. The Northern Ireland population, 1.71 million in
2004, is projected to increase by about 108,000 (6.3 per cent)
to 1.82 million by 2019. This is equivalent to an average
annual rate of growth of 0.4 per cent. Longer-term projections
suggest the population will peak around 1.86 million in the
early 2030s and then start to fall gradually. 

1.4.2. The net increase of 108,000 people between
2004 and 2019 is attributable to a natural increase (the
difference between the numbers of births and deaths) of
106,000 and a net inwards migration of 2,000 people. 

1.4.3. The population will gradually become older with
the average age expected to rise from 37.0 years in 2004
to 40.3 years by 2019. In 2004 there were 150,000 more
children aged under 16 than adults aged 65 or over. The
number of older people is projected to exceed the number
of children from 2023 onwards. The number of children
aged under 16 is projected to fall by 9.1 per cent from
383,000 in 2004 to 348,000 in 2019 and continue to
decrease gradually thereafter. 

1.4.4. The number of males aged 16-64 and females
aged 16-59 (the current definition of working age) is
projected to increase from 1,052,000 in 2004 to 1,098,000
by 2019, an increase of about 47,000 (4.4 per cent). 

1.4.5. Between 2010 and 2020, the pensionable age
for females will be increased incrementally from 60 to 65,
and accordingly the proportion of females aged 60 to 64
who are of working age will increase over that decade.
Taking this into account, the number of people of working
age population in Northern Ireland is projected to rise by
9.2 per cent from 1,052,000 in 2004 to 1,148,000 in 2019. 

1.4.6. The number of people of pensionable age (as
currently defined, aged 60 and over for females, 65 and
over for males) is projected to increase from 275,000 in
2004 to 372,000 by 2019, an increase of 35.2 per cent. In
2019, after allowing for the change in age at which
females can claim retirement pension, the number of
people of pensionable age is projected to be 322,000
(17.0 per cent higher than 2004). 

1.4.7. The number of people aged 85 and over will also
rise, and there are projected to be nearly twice as many
people aged 85 within the next 20 years. Figure 1.7
shows the changes different age groups are projected to
experience over the next 15 years.

-15,000

-12,500

-10,000

-7,500

-5,000

-2,500

0

2,500

5,000

N
e
t 
M

ig
ra

ti
o
n

1
9
7
4
-1

9
7
5

1
9
7
6
-1

9
7
7

1
9
7
8
-1

9
7
9

1
9
8
0
-1

9
8
1

1
9
8
2
-1

9
8
3

1
9
8
4
-1

9
8
5

1
9
8
6
-1

9
8
7

1
9
8
8
-1

9
8
9

1
9
9
0
-1

9
9
1

1
9
9
2
-1

9
9
3

1
9
9
4
-1

9
9
5

1
9
9
6
-1

9
9
7

1
9
9
8
-1

9
9
9

2
0
0
0
-2

0
0
1

2
0
0
2
-2

0
0
3

Time Period



Figure 1.7: Projected population by Age Group 
(2004 to 2019) 

Assumptions and variant projections 

1.4.8. Population projections provide a consistent
starting point for all government planning. Projections are
however based on assumptions and due to the inherent
uncertainty of demographic behaviour, any set of projections
will inevitably, to a greater or lesser extent, be proved
wrong (see Appendix 3). Therefore alternative variant
assumptions of future fertility, mortality and migration are
also available for the population projections.

1.4.9. In these projection variants, different fertility,
mortality and migration assumptions have been treated as
separate and independent departures from the
assumptions in the principal projection. Figure 1.8 shows
the projected population using the principal and the six
main variant projections. The variant projections show that
the population in 2019 could range from 1.88 million with
high migration assumptions (long term assumption of net
in-migration of 4,000 per year) to 1.74 million with low
migration assumptions (long term assumption of net out-
migration of 5,000 per year). 

Figure 1.8: Population projections - principal and
variant 2004-based projections (2004 to 2019)
- non-zero y axis
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1.5. Births
Numbers 

1.5.1. In 2004, there were 22,318 births registered to
Northern Ireland mothers, an increase of 670 births or 3.1
per cent on the 2003 figure. This is the largest annual
percentage increase since 1979, but still needs to be
seen against a steady decline over the previous three
decades. Indeed, births in 2004 are still well below
corresponding levels of the mid-1970s, when just over
27,000 births were registered in 1974. 

1.5.2. The number of births registered each year since
1922 is shown in Figure 1.9. This graph shows a
noticeable peak after the second world war. Like a lot of
western countries, Northern Ireland experienced a “baby
boom” during the second half of the 1950s and early
1960s. Specifically in Northern Ireland, births peaked in
1964 at just over 34,000 live births and then fell
dramatically in the early 1970s. The drop in the number of
births appeared to level off in the 1980s at 27,000 births
per annum. However, this was mainly a result of the
larger number of women, who were born in the baby
boom of the 1950s and 1960s, passing through their
childbearing years. The decline in births resumed in the
1990s as these women started to complete their families.
The small rise in the number of births in 2004 arrests the
recent decline. It is however too early to say whether this
change marks a real turning point in overall fertility levels.

Figure 1.9: Number of births registered (1922 to 2004)
- non-zero y axis 

Fertility rates 

1.5.3. The crude birth rate in 2004 was 13.0 births per
1,000 population, which is a slight increase on the 2003
figure of 12.7 births per 1,000 population. The birth rate
has fallen from its peak in the early 1960s when it was
23.0 births per 1,000 population.

1.5.4. There has been a recent trend towards later
childbearing by mothers. In 2004 for all live births the
average age of the mother was 29.2 years, compared
with 28.1 in 1994, 27.0 in 1984, and 26.9 in 1974.

1.5.5. This trend to later childbearing is most apparent
in the decline in fertility among 20-24 year old females.
Over the past three decades fertility for this age group
has more than halved, from 154 babies per 1,000 women
in 1974 to 63 babies in 2004. 

1.5.6. In 2004, women aged 30-34 years experienced
the highest age-specific fertility rate, with 113 babies per
1,000 women, while women aged 25-29 years
experienced the second highest (110 babies per 1,000
women). Figure 1.10 shows the change in age-specific
fertility rates by age group over the last thirty years.

Figure 1.10: Live births per 1,000 women by age of
mother (1974 to 2004)
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1.5.7. The total period fertility rate is derived from the
sum of age-specific fertility rates. It gives the theoretical
average number of children who would be born alive to a
woman during her lifetime if she were to pass through her
childbearing years conforming to the age-specific fertility
rates of a given year. A value of 2.1 is generally taken to
be the level at which a generation would replace itself in
the long run, ignoring migration.

1.5.8. The total period fertility rate dropped below
replacement level (2.1) in Northern Ireland for the first
time in 1992. The total period fertility rate for 2004 was
1.87, which is a recovery from a record low of 1.75 in
2000, but still below the fertility rates in the 1980s and
1990s. The total period fertility rate for Northern Ireland
since 1974 is shown in Figure 1.11. 

Figure 1.11: Total period fertility rate (1974 to 2004) -
non-zero y axis

Birth order

1.5.9. A total of 9,268 births (42 per cent) were to first
time mothers in 2004. Second time mothers had 7,397
babies (33 per cent) and third time mothers had 3,607
babies (16 per cent). Only nine per cent of mothers, in
2004, already had three or more live born children
reflecting the trend towards smaller family sizes.

Births outside marriage

1.5.10. In 2004, 34.5 per cent of all live births occurred
outside marriage. This proportion has been increasing
steadily since the early 1960s when the proportion of
children born outside marriage was about 2.5 per cent.
Since 1988 information has been gathered that identifies
births registered by married parents, unmarried parents
(at the same address or different addresses) or by the
mother only. In 2004, of the births outside marriage, 72.6
per cent were jointly registered by both parents. Figure 1.12
shows the change in births by registration status since 1974.

Figure 1.12: Live births by registration status
(1974 to 2004)

1.5.11. In 2004, 96.8 per cent of births to mothers under
the age of 20 were outside marriage, 74.0 per cent of
births to mothers aged between 20 and 24 were outside
marriage, while for those aged 25 and over only 20.9 per
cent of births were outside marriage.

Multiple births

1.5.12. In 2004, the percentage of maternities resulting
in a multiple birth was 1.5 per cent. There were 330 sets
of twins and seven sets of triplets registered in 2004.
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1.5.13. The percentage of maternities, resulting in
multiple births has increased from 1.1 per cent in the
1970s to 1.5 per cent in 2004. The percentage of
maternities that results in a multiple birth increases with
the age of the mother. In 2004, less than one per cent of
maternities to mothers aged under 25 resulted in multiple
births, while 2.5 per cent of maternities to mothers aged
between 35 and 39 resulted in multiple births.

Births by area

1.5.14. At Health Board level, birth rates ranged from
12.4 births per 1,000 population in the Eastern Board
area to 14.6 births per 1,000 population in the Southern
Board area. The birth rates in the Western and Northern
Boards were 12.9 and 13.1 respectively. Dungannon had
the highest birth rate (15.9) of all the Local Government
Districts in 2004 while the lowest birth rate (10.2) was in
Larne. Figure 1.13 shows the 2004 birth rates per 1,000
women of child-bearing age by Local Government District. 

Figure 1.13: Live births per 1,000 women aged 15-44,
by Local Government District (2004) 

1.6. Stillbirths and infant deaths 

Numbers 

1.6.1. As can be seen in Figure 1.14, there have been
significant reductions in stillbirth and infant death rates in
the period since 1974. The stillbirth rate has reduced from
13.6 per 1,000 births (live and still) in 1974 to 5.0 in 2004.
This fall happened despite a change in the definition of
stillbirths in 1992, which reduced the minimum period of
gestation from 28 weeks to 24 weeks (thus increasing the
number classified as stillbirths). The infant death rate
(deaths of children aged under one) has decreased by 75
per cent from 20.9 infant deaths per 1,000 live births in
1974 to 5.3 in 2004. 

Figure 1.14: Stillbirth and infant death rates
(1974 to 2004)

1.6.2. In 2004 the number of stillbirths and infant deaths
increased slightly from 2003, from 108 to 113, and from
115 to 122 respectively. Deaths in the first week of life
accounted for 57 per cent of all infant deaths. The number
of infants dying on the first day of life accounted for 37
deaths in 2004 compared with 46 in 2003 and 45 in 2002. 
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1.6.3. As with stillbirths and infant deaths, the number
of perinatal, neonatal and postneonatal deaths have
reduced greatly to around 10 per cent of their values
several decades ago. In 2004, there was a slight increase
in the number of perinatal deaths (177 to 185) and
postneonatal deaths (28 to 39), while there was a slight
decrease in the number of neonatal deaths (87 to 83)
from the numbers seen in 2003. Males accounted for
more stillbirths, perinatal, neonatal and infant deaths than
females in 2004. 

Causes of infant deaths and stillbirths 

1.6.4. Congenital malformations, deformations and
chromosomal abnormalities (ICD10 codes Q00-Q99) were
the cause of 21 per cent of all infant deaths. A further 20
per cent of infant deaths were caused by disorders related
to respiratory and cardiovascular disorders specific to the
perinatal period (ICD10 codes P20-P29), and another 20
per cent were caused by ‘disorders related to length of
gestation and fetal growth’ (ICD10 codes P05-P08). No
children died as a result of Sudden Infant Death Syndrome
(ICD10 code R95) in 2004, similar to 2003 and 2002. In
the last five years (2000-2004), two infants died of this
cause, compared to 33 in the previous five years (1995-
1999). Four infants died in 2004 of external causes of
injury (ICD10 code V01-Y89) to the newborn.

1.6.5. Forty two per cent of all stillbirths in 2004 were
caused by ‘other conditions and disorders originating in
the perinatal period’ (ICD10 codes P75-P96), while
placental and cord conditions (ICD10 code P02)
accounted for a further 23 per cent.

Pregnancy, childbirth and puerperium

1.6.6. There was one maternal death in 2004, compared
with three in 2003, and five in the period 1993-2002.

1.7. Deaths
Numbers 

1.7.1. In 2004, there were 14,354 deaths registered in
Northern Ireland, which is the lowest figure ever recorded.
This compares to 14,462 deaths registered in 2003. 

1.7.2. The reduction in the number of deaths in recent
years has occurred despite the population increasing in
size and containing a higher proportion of elderly people.
The current population is over 10 per cent larger than it
was in 1974 and those aged 75 and over represent six
per cent of the population now compared to four per cent
in 1974. Indeed, if the age-specific death rates of 1974
still applied currently, the number of deaths registered in
2004 would have been around 25,000; just over 10,000
higher than the actual number registered. This reduction
in the number of deaths reflects the continuing reduction
in mortality rates across all age groups and the
corresponding increase in life expectancy. Figure 1.15
shows the number of deaths registered from 1922 to 2004.

Figure 1.15: Number of deaths registered (1922 to
2004) - non-zero y axis

Mortality by age 

1.7.3. In 2004, 61 per cent of deaths were of people
aged 75 and over, and a further 25 per cent were of
people aged 60 to 74. Children aged under five
accounted for one per cent of all deaths.
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1.7.4. The average age at death in 2004 was 71.1
years for males and 77.6 years for females, an increase
of almost seven years on the average age at death for
both males and females in 1974. This reflects the ageing
of the population, as well as an increase in the survival of
males and females over the period.

1.7.5. From the relatively high rates of death in infancy,
death rates sharply decline through childhood. The lowest
age-specific death rates (ASDRs) were experienced by
males and females aged 10-14 years, with an ASDR of
0.1 per 1,000 population for both males and females.
ASDRs begin to increase after age 15 years, for both
males and females. Throughout the life span, ASDRs are
higher for males. However, the difference between males
and females becomes more prominent after the age of 60
years. Figures 1.16a and 1.16b show age-specific deaths
rates for males and females by age for 1974 and 2004.

Figure 1.16a: Age-specific death rates by age and
gender (1974 and 2004)

Figure 1.16b: Age-specific death rates by age and
gender (1974 and 2004)

1.7.6. In the past 30 years the risk of dying has
declined for people of all ages. The largest declines in
male age-specific death rates occurred in the 10-14 years
age group (down 81 per cent), followed by those aged 0-4
years (down 71 per cent), and 15-19 years (down 70 per
cent). Female age-specific death rates declined most
substantially for 0-4 years (down 72 per cent), followed by
those aged 5-9 years (down 62 per cent) and 30-34 years
(down 58 per cent).

Mortality by sex

1.7.7. Female deaths (7,419) outnumbered male
deaths (6,935) registered in 2004, giving a sex ratio of
107 female deaths for every 100 male deaths. The number
of female deaths has outnumbered the number of male
deaths for each of the last 15 years. 

1.7.8. In 1974, males had a death rate of 12.2 deaths
per 1,000 population compared to females with a death
rate of 10.5 deaths per 1,000 population. By 2004, the male
death rate was 8.3 deaths per 1,000 population and the
female rate was higher at 8.5 deaths per 1,000 population. 
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Life expectancy 

1.7.9. Children born today can expect to have longer
lives than children born over 80 years ago. Based on
current death rates, males born in recent years can
expect to live until they are 75.8 years and females can
expect to live until they are 80.6 years , with corresponding
figures for men and women born around 1922 of 53.8 and
54.4 respectively. While women aged 65 today can expect
to live another 19.1 years, their male counterparts can
expect to live another 16.1 years. Figure 1.17 shows the
change in the expectation of life for males and females
since 1920.

Figure 1.17: Expectation of life at birth, by sex (1920-
22 to 2000-2002) - non-zero y axis

Mortality by marital status

1.7.10. Of all men whose deaths were registered during
2004, 54 per cent were married at the time of death, while
22 per cent were widowed and 21 per cent were single. In
contrast, of all women whose deaths were registered
during 2004, 56 per cent were widows at the time of
death, with a further 24 per cent married and 17 per cent
single. This difference is a consequence of the greater
longevity of women.

Centenarians

1.7.11. There were 69 deaths of centenarians in 2004.
Only four of these deaths were males, comprising of three
aged 101 and one aged 103. There were 65 female deaths
of centenarians, 26 aged 100, 17 aged 101, nine aged 102,
five aged 103 and eight aged 104 and over. In contrast
there were 16 deaths of centenarians in 1974 of which
two were males, both aged 100 and three females aged
100, one aged 101, eight aged 102 and three aged 103. 

Place of death and type of death certificate issued

1.7.12. Deaths in NHS hospitals accounted for 51 per cent
of all deaths in 2004 and 20 per cent of deaths occurred in
nursing homes.

1.7.13. The type of death certificate issued for 76 per
cent of deaths registered in 2004 was a medical certificate
where the deceased was seen by a doctor after death.
Three per cent of the deaths registered in 2004 were
issued a medical certificate where the deceased was not
seen by a doctor after death and the remaining 21 per
cent of deaths had coroner’s certificates issued. A death
must be reported to a coroner if the person’s doctor had not
seen them in the 28 days before they died or immediately
afterwards, a doctor had not looked after, seen or treated
the person during their last illness (in other words, death
was sudden), the cause of death is unknown or uncertain,
the death was violent or unnatural (for example, suicide,
accident or drug or alcohol overdose), the death was in
any way suspicious, the death took place during surgery
or recovery from an anaesthetic, the death took place in
prison or police custody, or the death was caused by an
industrial disease or accident.

Deaths by area

1.7.14. The standardised death rate, which allows for the
age and sex structure of the population, was highest in
the Western Health Board at 8.7 deaths per 1,000
population and lowest for the Northern Health Board at
8.0 deaths per 1,000 population. 

1.7.15. Standardised mortality ratios (SMRs), based on
three years data (2002-2004), compare local death rates
with death rates in Northern Ireland as a whole, taking
account of the different population structure of each area.
SMRs by Local Government District are presented in
Figure 1.18. Four Local Government Districts, Antrim,
Belfast, Derry, and Fermanagh have a standardised
mortality ratio significantly above the Northern Ireland
average of 100. The worst, Belfast, is 12 per cent higher
than the average.
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1.7.16. At the other end of the scale, the standardised
mortality ratio in Ballymoney was 15 per cent below the
average while Ballymena, Castlereagh, Coleraine,
Cookstown, Down, Magherafelt and North Down, all have
SMRs significantly below the Northern Ireland value of 100.

Figure 1.18: Standardised mortality ratios by Local
Government District (2002 to 2004) 

1.8. Cause of death 

Numbers

1.8.1. All deaths registered in 2004 have been coded
using the tenth revision of the International Statistical
Classification of Diseases, Injuries and Causes of Death
(ICD-10). 

1.8.2. Circulatory diseases, malignant neoplasms
(cancer) and respiratory diseases accounted for 76.5 per
cent of all deaths in 2004.

1.8.3. In 2004, 3,757 people died from cancer, a broadly
similar number to recent years. However, cancer deaths
(ICD10 codes C00-C97) represent 26 per cent of all deaths
registered in 2004 compared to 17 per cent of all deaths
in 1974. By contrast in 2004, 2,775 people died from
ischaemic heart disease (ICD10 codes I20-I25), a decrease
of 41 per cent from the 1974 figure of 4,713 deaths. 

1.8.4. Some of the principal causes of deaths are
considered in the following sections and are concentrated
on statistics on deaths in 2004. Chapter 2, written by Dr
Dermot O’Reilly and colleagues in the Department of
Epidemiology and Public Health in The Queen’s
University of Belfast, gives an overview of mortality and
looks at historical trends in cause of death in more detail.

Diseases of the circulatory system 
(ICD10 codes I00-I99)

1.8.5. In 2004 these diseases accounted for 5,272
deaths, 37 per cent of all deaths in Northern Ireland.
Between 1994 and 2004 the number of deaths due to
diseases of the circulatory system, fell from 7,011 to 5,272
(25 per cent). Circulatory diseases account for the largest
number of deaths attributable to a single group of causes.

1.8.6. Deaths due to the diseases of the circulatory
system are mostly accounted for by ischaemic heart
disease (ICD10 codes I20-I25) and cerebrovascular
disease (ICD10 codes I60-I69), which in 2004 accounted
for, respectively, 19 per cent and 10 per cent of all deaths.
The number of male deaths from ischaemic heart disease
exceeds the number of female deaths, whereas female
deaths from cerebrovascular disease are more numerous
than male deaths.

Less than 90

Between 90 and 99

Between 100 and 109
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Malignant neoplasms (ICD10 codes C00-C97)

1.8.7. Cancer accounted for 3,757 deaths in 2004, 26
per cent of all deaths. The number of deaths due to cancer
has remained broadly stable over recent years at about
3,700 per year. The most common site for males and
females was the trachea, bronchus or lung (ICD10 codes
C33-C34), which accounted for 26 per cent of male
cancer deaths and 18 per cent of female cancer deaths in
2004. Deaths of females due to breast cancer (ICD10
code C50) accounted for 18 per cent of female cancer
deaths in 2004.

Respiratory diseases (ICD10 codes J00-J99)

1.8.8. Deaths from respiratory diseases in 2004
numbered 1,950. These included 909 deaths from
pneumonia, 44 from asthma, one from influenza and 996
due to other respiratory diseases.

External causes of death (ICD10 codes V01-Y98)

1.8.9. The number of deaths from external causes
occurring in 2004 was 643 of which 405 were males and
238 were females. The corresponding figures for 2003
were 550 deaths - 372 male and 178 female.

1.8.10. The number of deaths from transport accidents
in 2004 (161) has risen by 31 per cent compared to 123
deaths in 2003. Within this figure, 71 per cent of transport
accident deaths were of males in 2004.

1.8.11. Regarding statistics on suicide, it is conventional
to combine deaths classified as ‘events of undetermined
intent’ with those for ‘intentional self-harm’. The total
number of deaths classified to these two groups in 2004
was 146, compared with 144 in 2003.

Main causes of death by age and sex 

1.8.12. Mortality rates by cause of death vary with age
and sex. A total of 122 deaths of children aged less than
one year occurred in 2004, 68 per cent of whom died within
the first four weeks of life. The majority of these infant
deaths were attributed to certain conditions originating in the
perinatal period (ICD10 codes P00-P96, 61 deaths) and
congenital anomalies (ICD10 codes Q00-Q99, 26 deaths). 

1.8.13. A total of 51 children aged 1-14 died in 2004.
External causes of injury and poisoning (ICD10 codes
V01-Y98) caused 14 of these deaths, while cancer
(ICD10 codes C00-C97) caused 10 deaths. 

1.8.14. A total of 268 people aged 15-34 died in 2004.
As with children, external causes of injury and poisoning
caused more deaths than any other cause (157 deaths,
59 per cent of deaths of persons aged 15 to 34). Thirty-six
per cent of all suicide and self-inflicted injury and events
of undetermined intent (52 out of 146) and 46 per cent of
deaths due to transport accidents (74 out of 161) involved
people aged 15-34.

1.8.15. Of the 2,493 people who died between the ages
of 35-64 (of which 62 per cent were male) cancer (ICD10
codes C00-C97) accounted for 38 per cent of deaths in
2004, while diseases of the circulatory system (ICD10
codes I00-I99) accounted for a further 27 per cent.

1.8.16. Deaths of people aged 65 and over accounted
for 80 per cent of all deaths in 2004. Although the death
rate from cancer continues to increase with age, the
death rates from diseases of the circulatory system
(ICD10 codes I00-I99) increase more quickly with age.
For the most elderly (aged 85 or more), diseases of the
circulatory system accounted for 43 per cent of deaths,
cancer 13 per cent and diseases of the respiratory system
20 per cent. Figures 1.19 and 1.20 shows the main causes
of death by age and gender.

Figure 1.19: Percentage of male deaths by cause 
and age (2004)
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Figure 1.20: Percentage of female deaths by cause
and age (2004)

1.9. Marriages

Numbers 

1.9.1. Marriage legislation underwent major change in
2004 with the enactment of the Marriage (Northern Ireland)
Order 2003 from 1 January 2004. Under the new law
there are less strict residence requirements for marriage;
these allow couples to marry in the area of their choice
and make it easier for people from outside Northern
Ireland to get married here.

1.9.2. There were 8,328 marriages registered in Northern
Ireland in 2004, an increase of 571 marriages or seven
per cent on the 2003 figure of 7,757 marriages; the
change in legislation may explain in part the increase in
number of marriages recorded. The number of marriages
has increased over the last few years, with an overall
increase of more than 1,000 marriages between 2001 and
2004. This increase contrasts with the decline in the
number of marriages between 1970 and 2000; the
number of marriages in 2004 has now risen to a similar
level to that in 1996. Figure 1.21, shows the number of
marriages from 1974. 

Figure 1.21: Number of marriages registered (1974 to
2004) - non-zero y axis

0

10

20

30

40

50

60

70

80

90

100

P
e

rc
e

n
ta

g
e

 o
f 

a
ll 

d
e

a
th

s

1
-1

4

1
5
-3

4

3
5
-6

4

6
5
-8

4

8
5
+

Age Groups (female)

Malignant Neoplasms

Respiratory Disease

Circulatory Disease

External Causes

Other

6,000

7,000

8,000

9,000

10,000

11,000

12,000

2
0
0
4

2
0
0
2

2
0
0
0

1
9
9
8

1
9
9
6

1
9
9
4

1
9
9
2

1
9
9
0

1
9
8
8

1
9
8
6

1
9
8
4

1
9
8
2

1
9
8
0

1
9
7
8

1
9
7
6

1
9
7
4

N
u
m

b
e
r 

o
f 
m

a
rr

ia
g
e
s
 r

e
g
is

te
re

d

Year



Age at marriage

1.9.3. For the first time ever the average age at marriage
for all brides was over 30 years of age (30.1 years). This
compares to 27.2 years in 1994, 24.4 years in 1984, and
23.3 years in 1974. The average age for the groom was
over 32 years of age (32.4 years), an increase of three
years from 1994 (29.3 years), just under six years from 1984
(26.6 years) and almost seven years from 1974 (25.4 years). 

1.9.4. The average age for first marriages has also
increased and is now 28 for single females and 30 for
single males, both almost six years older than their
counterparts 30 years ago.

Marital status at marriage 

1.9.5. Figure 1.22 gives the percentage of marriages by
marital status at the time of marriage between 1974 and
2004. The percentage of people marrying who are divorcees
rose from two per cent in 1974 to around 11 per cent
during 1994. By 2004, over 13 per cent (14 per cent for males
and 13 per cent for females) of those marrying were
divorcees. The majority of this shift reflects a reduction in
the proportion of marriages where one of the partners was
a bachelor/spinster. The proportion of those marrying who
were widowed has remained stable over the past 30
years at around two per cent for both brides and grooms. 

Figure 1.22: Percentage of marriages by sex and
marital status (1974 to 2004)

Religious and civil marriages

1.9.6. More than 30 per cent of all marriages (2,624) in
2004 were civil ceremonies compared to seven per cent
in 1974.

1.9.7. Of the 5,704 religious marriages in 2004, 52 per
cent were Roman Catholic ceremonies, 21 per cent
Presbyterian, 16 per cent Church of Ireland, four per cent
Methodist and seven per cent other denominations.
Figure 1.23 shows the change in type of ceremony from
1974 to 2004.

Figure 1.23: Percentage of marriages by method of
celebration (1974 to 2004)

Place of ceremony 

1.9.8. The Marriage (Northern Ireland) Order 2003 now
allows civil marriage ceremonies to be conducted outside
registrar’s offices in a number of approved venues. In 2004,
323 civil marriage ceremonies (12 per cent of all civil
marriage ceremonies) were held in approved venues. The
most popular location was Belfast Castle (52 civil weddings).

1.9.9. The ability to conduct religious marriage ceremonies
other than in religious buildings varies by religion and
denomination. In 2004, 206 religious marriage ceremonies
(four per cent of all religious marriage ceremonies) were
held outside of religious buildings. The most popular
location (other than religious buildings) for religious
ceremonies was the Crawfordsburn Inn (36 marriages). 
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Marriage day 

1.9.10. The most common day of the week for all
marriages is a Saturday (38 per cent). Friday is the most
common day for civil marriages (34 per cent); and the
most common month to get married was August (1,288
couples) closely followed by July (1,111 couples).
Saturday 21st August 2004 was the most popular day in
2004 to get married, 119 couples got married on that
date. Only 22 marriages took place on a Sunday in 2004,
three of which were civil marriages - the latter only
becoming possible under the new legislation.

1.9.11. Figure 1.24 shows the number of marriages by
week, with dates of selected weeks highlighted. The most
popular week to get married was from Thursday 19th to
Wednesday 25th August (335 couples).

Figure 1.24: Number of marriages per week (2004)

Marriages by area

1.9.12. Over 18 per cent of all marriages in 2004 were
registered in Belfast, followed by just over six per cent in
Newry & Mourne, Derry and North Down Local
Government Districts.

1.9.13. The average age of males and females at the
time of marriage varies across Local Government
Districts. North Down had the highest average ages at 32
for females and 35 for males compared to Cookstown,
Magherafelt and Dungannon with the lowest average
ages at 28 for females and 30 for males. 

1.9.14. Eighty-six per cent of religious ceremonies in
Newry and Mourne Local Government District were
Roman Catholic compared with three per cent of religious
ceremonies in Carrickfergus Local Government District,
reflecting the community background of the populations in
these Local Government Districts.
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1.10. Divorces

Numbers 

1.10.1. The number of marriages dissolved in Northern
Ireland in 2004 was 2,512. This is the largest number of
divorces on record and an increase of nearly 200 on the
2003 figure of 2,319. In the last ten years the number of
divorces had stabilised with an annual average of around
2,300 per year.

1.10.2. The divorce figures are based on Decree
Absolutes. Decree Nisi information can be obtained from
the Northern Ireland Court Service. A Decree Nisi does
not terminate the marriage; a couple remain married until
the Decree Absolute has been granted.

1.10.3. During the 1970s the number of divorces was
around 500 per year, by the 1980s the figure had tripled to
around 1,500 per year and in the 1990s and early 2000s
there has been another increase in the number of divorces
to around 2,300 per year. 2004 saw another smaller rise
to just over 2,500 divorces. Figure 1.25 shows the
number of divorces from 1974 to 2004.

Figure 1.25: Number of divorces registered
(1974 to 2004)

Grounds for divorce 

1.10.4. Non-cohabitation remains the most frequently
recorded reason for divorce (72 per cent), followed by
behaviour (19 per cent) and adultery (five per cent).

1.10.5. As in previous years, more women (66 per cent)
than men (34 per cent) lodged applications for divorce in
2004. Just seven divorces granted in 2004 were the result
of joint applications. 

Duration of marriage

1.10.6. The average duration of marriage ending in
divorce is increasing over time. The average duration of
marriage ending in divorce was 16.2 years in 2004, the
comparable duration for 1984 was 13.6 years.

1.10.7. Of the divorcing couples in 2004, six per cent
were married less than five years, 21 per cent between
five and nine years and 72 per cent were married for 10
years or more. Around 19 per cent of divorces occurred to
couples that had been married for 25 years or more.

Marital status at time of marriage

1.10.8. While the majority of people getting divorced in
2004 had been single at the time of marriage (91 per cent
for males and females), the proportion of people getting
divorced who had been divorced previously has been
rising since the early 1980s and now accounts for eight
per cent of all divorces in 2004. Less than one per cent of
all divorcees were widows or widowers when they
married.

Age at divorce

1.10.9. The average age at divorce for men and women
who got divorced in 2004 were 42 and 40 years respectively.
More women get divorced at younger ages than men
reflecting the difference in their ages at marriage with
husbands generally being older than their wives. 

Age at marriage of divorcees

1.10.10. The average age at marriage of men and women who
got divorced in 2004 was 26 years and 24 years respectively.
In 2004, 53 per cent of men and 68 per cent of women
who divorced were under 25 years when they married.
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Method of celebration of marriage

1.10.11. In 2004, 31 per cent of divorces were of
marriages that had been celebrated in a Roman Catholic
Church. Corresponding figures for Presbyterian, Church
of Ireland, Methodist and Register’s Office are 19 per
cent, 14 per cent, five per cent and 19 per cent
respectively. The mean duration of marriage before
divorce for marriages celebrated in a religious ceremony
was 17 years compared to 13 years for those who
celebrated marriage in a Register Office.

Children affected by divorce

1.10.12. There were 2,228 children under the age of 16
affected by divorce in 2004, more than half of whom were
aged 10 to 15. Just under one-third (31 per cent) of
divorces involved couples with two children, while 24 per
cent of divorces involved couples with no children.

1.11. Adoptions
1.11.1. Registers of children adopted under the
provisions of the Adoption (NI) Order 1987 and Adoption
(Hague Convention) Act (NI) 1969 and of previous
Adoption Acts of 1929, 1950 and 1967 are kept in the
General Register Office, to which adoption orders made
to the courts are transmitted.

1.11.2. A certified copy of an entry in the Adopted
Children Register is evidence of adoption, and is also
evidence of the date of birth of the adopted child.

1.11.3. The number of children recorded in the Adopted
Children Register during 2004 was 161, an increase of 21
from the 2003 figure of 140. The number of adoptions had
been falling steadily since 1970 when over 500 children
were adopted and the 1998 figure of just 120 adoptions
was the lowest recorded figure since the early 1930s. 

1.12. Re-registrations of births
1.12.1. In 2004, 783 births were re-registered, 33 more
than in 2003 and the largest number on record. The most
common reason for a re-registration is to add the father’s
name to the birth entry.
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2.1. Introduction 
2.1.1. In the United Kingdom (UK) recording of death is
a statutory obligation. Most death certificates are completed
by doctors according to a standardised World Health
Organisation protocol, with a small percentage being
completed by coroners. Box 2.1 shows the layout of the
medical certificate of cause of death. It is divided into two
parts: Part 1 lists the conditions that lead directly to death,
with the one that started the morbid train of events (the
underlying cause of death) entered last in the list. Conditions
that contributed to, but did not directly cause death, are
entered in Part 2. These conditions are then coded
according to the International Classification of Disease
(ICD). There have been ten versions of the ICD since its
inception in 1900 and each revised classification has
been developed to incorporate advances in medical
knowledge and understanding of the disease process.
ICD-10 now includes 8,000 unique codes which comprise
of a letter that denote a broad chapter or system of
disease and two or three numbers which further refines
the classification (eg 'I' represents all circulatory disease;
'I21' represents acute myocardial infarction).

2.1.2. While mortality data are very accurate in terms of
the number and timing of events they are somewhat less
robust when specifying cause of death. They are subject
to changes in investigation, diagnostic and coding
practices, which can render comparisons between areas
and across time problematic. Perhaps surprisingly, finding
the exact cause of death can be difficult, even in modern
medical environments, and this uncertainty increases with
age as older patients often suffer from multiple pathologies
and there may be a reluctance to subject them to invasive
diagnostic procedures. Many death certificates are completed
in hospital by relatively junior staff who make their best
assessment of the underlying pathological processes based
on the available clinical information. The most accurate
way to determine the cause of death, and check the
accuracy of death certificates, is to perform post-mortem
examinations, but this has largely fallen out of fashion and
is undertaken in less than 10 per cent of hospital deaths.
One reason for this may be the belief that current medical
technology can detect most of the important medical
information about a person, including the cause of death.
However, studies throughout the world have repeatedly
demonstrated a worrying discrepancy between the diagnoses
stated on the death certificate when compared with that at
hospital post-mortem1-7. 

2.1.3. It is possible that some of the increase in deaths
over the 20th century attributed, for example, to cancer

has been artefactual and due to an increased clinical
awareness allied to an increasing availability of more
sophisticated investigative technology 8. Radiological
examination has become more refined and is now
complimented by ultrasound, and Computerised Tomography
(CT) - and Magnetic Resonance Imaging (MRI) -scanning.
Endoscopic examination is now a common outpatient
procedure allowing direct examination and biopsy of
suspect areas. Analysis of blood chemistry, serology and
cytology are increasingly complex and available to a wider
range of doctors. All these and other diagnostic facilities
will both increase the chances of diagnosing cancer if it is
present, and the accuracy of cancer coding.

Box 2.1: Medical Certificate of Cause of Death



26

Registrar General Northern Ireland Annual Report 2004

2.1.4. These difficulties can be compounded by changes
in the way diseases are coded. In the early 20th century
'old age' was a bono-fide cause of death (Figure 2.1) and
until the 1950s was one of the most commonly certified
cause of death for those aged 70 and over. Changes in
coding practices after this time required a more accurate
diagnosis and deaths due to bronchopneumonia, circulatory
disease and, to some extent, cancers increased to fill the
vacuum left by the 'demise' of 'old age' as a cause of death.
In 2001, the introduction of ICD-10 in the UK further
changed the coding rules used to select the underlying cause
of death from the death certificate and was associated with a
20 per cent reduction in the number of deaths attributed
to pneumonia and a corresponding increase in those
attributed to chronic debilitating diseases, particularly of
the musculo-skeletal system and various types of dementia.
In order to facilitate comparisons over time and across
ICD transitions, many countries have undertaken a bridging
exercise, where all deaths in one year were coded according
to both ICD-9 and ICD-10 classifications to produce
estimates of the changes arising from the introduction of
the new classification system 9, 10.

Figure 2.1: Cause of death by age group in 
Northern Ireland (1922)

2.1.5. There are other caveats to be aware of when
using mortality data as a measure of population health
status or of the burden of disease in society. From a
public health or health services planning perspective it
would be preferable to have data relating to the number of
new cases of a condition presenting in a population over
a year (incidence) or of the number of people currently
affected by the condition (prevalence). Unfortunately in
most instances such morbidity data are not routinely
available and often require the setting up of dedicated
registries (examples of these include the cancer 11,
cerebral palsy 12, diabetes 13, and congenital malformations 14

registries). These are expensive to set up and maintain
but often incorporate mortality data, for example to assess
survival rates. Mortality may present a very different
picture from incidence or prevalence data when there is
either an effective cure or differences in survival. For
example a recent overview of cancer in Northern Ireland
has shown an increasing incidence of breast cancer in
women but a falling mortality rate 11. Thus differences in
mortality rates between areas could be due to differences
in survival rates rather than to the occurrence of disease. 

2.1.6. In addition, many diseases are not associated
with a significantly elevated risk of death and therefore
will be poorly reflected in the mortality data 15. Examples
of these include mental health problems and diseases of
the musculo-skeletal system. It is likely that this will
become more important in future years as the population
ages and chronic conditions account for a greater
proportion of the burden of disease 16. Other studies have
demonstrated that although there is a fairly good
relationship between mortality and levels of self-reported
ill-health (which is arguably a more important determinant
of health service need), the strength and nature of this
relationship varies throughout the country 17-19. 

2.1.7. One further potential problem lies not with the
mortality data per se, but with the population estimates
used to generate mortality rates. The most accurate
enumeration of the population comes from the decennial
censuses. For intervening years we rely on mid-year
estimates, which are generated by 'ageing' the census
population on one year and adjusting for natural increase
(number of births minus number of deaths) and net
migration (immigration minus emigration) 20. In reality it is
difficult to produce reliable mid-year estimates especially
for small areas, primarily because of difficulties in
accurately gauging population movement (especially
movement within the country). This is the main reason
why analysis of mortality rates for small areas, such as
electoral wards, is generally only undertaken for the
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periods close to the census. However, occasionally
population estimates for the whole country may need to
be revised as better information comes to light. By 2002 it
was realised that the mid-year population estimates for
England and Wales during the 1990s had been
overestimated, especially for younger adult males 21.
Recalculation using the lower population estimates
resulted in a 5 per cent increase in mortality rates for
males aged 15-44 years 22. In Northern Ireland the civil
unrest and murder of an enumeration officer undermined
the quality of the 1981 census to the extent that revised
population estimates had to be reissued in 1986 23.

2.1.8. Notwithstanding these caveats, in most countries
mortality rates, with suitable adjustment for the size and
age of the population, are generally considered to be
good surrogate indicators of the population health status.
Particular emphasis is placed on infant mortality rates
(deaths to babies aged less than one year old), and
overall mortality rates, though sometimes the mortality
rate for those aged less than 65 (or 75) is used as an
indicator of premature mortality. However, care should
always be taken when examining changes in mortality
rates over time and alternative explanations should be
sought before accepting that differences between areas
are due to variation in the occurrence of disease. 

2.2. Trends in mortality - all causes
2.2.1. As with the rest of the developed world, the 20th
century saw a sustained reduction in all-cause mortality
rates in Northern Ireland, a trend attributed to the dramatic
reduction in deaths from infectious disease, and subsequent
control of deaths from non-communicable causes. Between
1912 and 2003 the population grew from approximately 1.25
million to 1.70 million people (an increase of 36 per cent),
whereas the number of deaths dropped from 21,698 in
1912 to 14,463 in 2003 (a decrease of 33 per cent). 

2.2.2. In looking at death rates over time there are
three major areas of interest - the overall trend, differences
between the sexes and age-group differences. Figures 2.2
to 2.4 allow us to examine these: Figure 2.2 shows 
age-standardised mortality rates for males and females
over most of the 20th century, while Figures 2.3 and 2.4
shows age and sex specific mortality rates for those aged
less than 65 (0-14, 15-29, 30-44 and 45-64).

2.2.3. As shown in figure 2.2, at the start of the century
males and females had very similar age-standardised
mortality rates. Female mortality improved at a faster rate
during the 1930s and 1940s and particularly so from 1950
to 1970, a period during which the mortality rate for men
plateaued. The increase in overall mortality rates for
Northern Irish men at the start of the 1970s was not
recorded in other parts of the UK and though this coincides
with the period of the highest number of Troubles-related
deaths 24, 25, it is more correctly attributed to the increase in
deaths due to cardiovascular disease. Since the 1980s
there has been a marked and sustained improvement in
male mortality rates, with a gradual narrowing of the
gender gap. However, today male mortality rates still
remain higher than those for women.
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Figure 2.2: Age-standardised mortality rate, all causes
of death combined, by sex, 1922-2003

2.2.4. The changes in all-cause mortality rates for certain
broad age groups are shown in Figures 2.3 and 2.4.
Declines in mortality during the 20th century are seen in
both sexes and at all ages but the most remarkable
improvement was for children aged 0-14. It is perhaps
astonishing to think that for the first half of the 20th
century children of this age had approximately the same
risk of dying as an adult aged 45-64. The mortality for this
age group is high in earlier years because of the
increased risk of death in the first year of life and most of
the improvement in mortality rates for the 0-14 age group
over the 20th century was due to the reduction in infant
mortality (see Section 2.4). Mortality for both males and
females aged 15-44 increased in 1941 and this is
probably related to the Second World War. A second
'peak' is evident for males aged 15-29 and to a lesser
extent in males aged 30-44 commencing in 1971/72 and
continuing into the 1980s and probably represents some
of the mortality associated with the Troubles. Reductions
in maternal mortality rates have also contributed to the
improvement in mortality rates of females in this age
group. In sharp contrast to the mortality rates for younger
ages, those for men aged 45-64 rose sharply in the mid-
1950s, a trend that continued until the late 1970s after
which it continued to decline quite sharply again. A similar
though less marked pattern is seen for women. This mirrors

the increase in deaths due to ischaemic heart disease (IHD)
which in turn is strongly related to smoking habits. Though
not shown in these figures, there has been a sustained
decline in mortality rates for women aged 65 and over in
the last 100 years, but improvement in the equivalent
mortality rates for men did not start to occur until the 1980s.

Figure 2.3: Age-specific mortality rates by broad age-
groups: 1922-2003 (Males)
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Figure 2.4: Age-specific mortality rates by broad age-
group 1922-2003 (Females)

2.2.5. Figure 2.5 shows how the number of deaths
across the age-spectrum has changed over the last
century. The figure illustrates the improvement in mortality
at younger ages. In the early part of the 20th century, 14
per cent of male and 10 per cent of female deaths were to
infants (aged less than one year), and approximately 20
per cent (one in every five deaths) were to children aged
less than 15 years old. Currently infant deaths are
responsible for less than 1 per cent of all deaths, while 19
per cent of male and 37 per cent of female deaths are to
people aged 85 and over. In the last five years there have
been 358 deaths to centenarians (or 0.5 per cent of all
deaths). The small rise in infant mortality in 1943 was also
recorded in other parts of the UK and, coinciding with the
Second World War, was thought to be due to an increase in
pneumonia and bronchitis deaths associated with fuel
shortages and the very cold winters of that time 26. 

Figure 2.5: Percentage of deaths by age group and
sex: Northern Ireland selected years
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2.3. Trends in life expectancy
2.3.1. Figure 2.6 shows the trends in life expectancy for
males and females between 1890 and 2002. As it is derived
directly from the age-specific mortality rates these trends
show equivalent information but from a different perspective.
Life expectancy at birth rose steadily throughout the early
20th century with both sexes gaining approximately 20
years. It then stagnated between the 1950s and 1970s,
and has followed a period of sustained improvement since.
Most of this early improvement was a result of reductions
in infant mortality and improvements in child health, with

only approximately ten per cent of the gain coming from
improvements in life expectancy of people aged 65 and
over (Table 2.1). However, in the second half of the century
increases in life expectancy in those aged 65 years or
more accounted for a much greater proportion of the
increased longevity amounting to approximately 40 per
cent of the improvement. This is due to reduction in
mortality due to non-communicable disease which tend to
occur at older ages. As a result, changes in death rates at
older ages have come to play an increasingly important
role in both population ageing and in overall mortality change. 
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Figure 2.6: Life expectancy at birth and for people aged 65 in Northern Ireland 1890-2002 
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At birth Gain At age 65 Gain
Male Female Male Female Male Female Male Female

1890-92 46.3 45.7 10.6 10.6

1950-52 65.5 68.8 +19.2 +23.1 12.1 13.5 +1.5 +2.9

2000-02 75.2 80.1 +9.7 +11.3 15.7 18.7 +3.6 +5.2

Table 2.1: Changes in trends in life expectancy at birth and at age 65 in Northern Ireland 1890-92; 1950-52; 2000-02
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2.3.2. While these secular trends are impressive,
comparisons with other countries shows that further
improvements in life expectancy in Northern Ireland are
possible. The UK and Ireland have life expectancies at
birth of 76 years for men and 81 years for women. While
this compares favourably with the European Union (EU)
average, countries with a higher life expectancy show
what can be achieved: Iceland (78 years for men and 83
years for women); Switzerland (78 and 83 years) and
Japan (78 and 85 years). The continued improvement in
life expectancy in these countries suggests that their
populations have not reached any natural limit for the
extension of life. Currently in Northern Ireland, men and
women at age sixty-five can expect to live a further 15.7
and 18.7 years respectively - to 80.7 and 83.7 years of
age. This compares well with the UK as a whole where
current expectation is 15.6 and 18.9 years (or 80.6 and
83.9 years of age for men and women respectively); and
with Ireland, where 65 year olds can expect to live to 79.6
and 83.7 years of age. However, comparisons with selected
European countries show there is still room for improvement,
both in extension of life, and in narrowing the gap between
men and women. For example, Icelandic men and women
(at age 65) currently have a life expectancy of 83.1 for men
and 84.6 for women; while, at 65, Italians have a life
expectancy of 81.0 (men) and 84.9 (women). This is
probably a reflection of both the strong social welfare
ethos of the Nordic countries and the lifestyle and diet of
the Meditteranean. 

2.3.3. Contrary to popular belief, the opinion amongst
epidemiologists and public health practitioners is that
medical (curative) care historically played only a very
limited role in reducing mortality rates and increasing life
expectancy. This view is largely due to the influential work
of Thomas McKeown 27, 28 who showed that the mortality
decline in England and Wales from the middle of the 19th
century was mainly due to a reduction in infectious disease
mortality and that this predated the introduction of effective
medical interventions such as antibiotics and vaccination.
He concluded that hygienic measures (alternatively known
as sanitary reform that produced better housing, safer
drinking water and better sewage disposal) and, most
importantly, rising standards of living and improvements in
nutritional status were the driving forces of mortality decline,
rather than any substantial input from medical care.
However, a recent reappraisal of McKeown's ideas by
Mackenbach suggests that the medical contribution has
been underrated, especially in relation to the mortality
decline in the second half of the 20th century, and that it
is likely to be increasingly important in the future 29. In
support of this he points out that the rate of decline of

mortality from infectious diseases was faster in the post
vaccination/antibiotic era than before it, and that there
were rapid declines in mortality from conditions amenable
to medical intervention in the latter part of the 20th
century, when death rates from non-amenable causes
may have been rising. He also suggests that much of the
impetus for sanitary reform came from medical
practitioners as part of a tradition that today would be
recognised as the discipline of Public Health. 

Consequences of increased life expectancy

2.3.4. Predicting future population trends is notoriously
difficult to do accurately. According to the 2003-based
population projections from the Government Actuary
Department 30 the population of Northern Ireland is
expected both to continue to increase over the next thirty
years and to become older. It is estimated that by 2040
there will be twice as many people aged 65 and over as
there are at present and that this 65 plus group will
exceed the number of children aged under 16 by 2024.
The increase in the proportion of people aged 85 and
over will be more marked and the numbers in this age-
group are expected to double in the next thirty years.
During this time there will be a drop in the proportion of
the economically active population (16-64 for males; 16-60
for females). The gradual postponement of pensionable
age for females from 60 to 65 between 2010 and 2020
will help boost the numbers of people in Northern Ireland
of working age by approximately 9 per cent. However,
during the same time period there will be an increase of
17.7 per cent of people of pensionable age. Over the next
twenty years it is anticipated that there will also be a large
increase in the numbers and proportions of one-person
households, about half of which are expected to be
composed of people aged 60 and over 31. 

2.3.5. The demographic changes that are projected to
occur in Northern Ireland over the next few decades of a
rising number of elderly (age 65 and above), an even greater
increase in the number of very elderly (85 and above), and
a rising ratio of elderly to working-age population are
mirrored throughout the developed world. These changes
will have a major impact on society, and the politics and
economics of countries throughout the world. It is assumed
that this is a permanent transition in the structure of society
to which it must adapt. The public health response is to
adjust the environment and lifestyle of the nation with the
aim of lengthening life and reducing disability 32, 33. 



2.3.6. However, the possible magnitude of the effects
of the ageing population is causing some concern
amongst planners and policy makers. In the UK the projected
reduction in the proportion of the economically active
population and the increased proportion of those of
pensionable age has prompted a review of pensions, with
some commentators suggesting that the contemporary
patterns of retirement are unsustainable in their present
forms and will need to be radically reassessed 34. Pension
systems that use taxation of the currently economically
active to finance pension provision will need to be
adjusted to address the realities that elderly people live
longer lives nowadays than was anticipated when these
systems were first designed. There is recognition that new
generations must make greater provision for their own old
age and perhaps that planners need to introduce greater
flexibility in both the age of retirement, and the pension
regimes themselves. 

2.3.7. A second major concern is the impact that
ageing will have on the health services. This is predicated
on two simple facts: that older people are usually more
frequent and more intensive users of health services, and
that this sector is set to get disproportionately larger in the
future. There is therefore a fear that, in due course, the
health services may become overwhelmed by the
demands placed upon it by this aging population. It was
partially in response to such concerns that a review of the
likely future demands for health care in the UK was
commissioned by the Treasury 35. 

2.3.8. However, it is generally recognised that the
determinants of health service use are more complex than
this and that the picture presented by a simple
extrapolation of the current rate of usage to the future
population numbers may be too pessimistic 36-38. The need
for health services in the future will depend not only on
the numbers of older people but also on their health
status. While it is clear that we are living longer, the
implications of this on our future morbidity (sickness)
levels at older ages is less clear. One scenario suggests
that increased longevity will come at a price of individuals
spending a greater proportion of their life in chronic ill-
health 39. This may occur either because of improved
survival from currently fatal diseases or because people
will increasingly survive to reach an age where chronic
impairment is inevitable 40. That scenario has been dubbed
the failure of success 41 (success being the improved life-
expectancy). More optimistically some suggest that
lifestyle change, such as reduced smoking and better diet,
coupled with advances in medical care will postpone the
onset of disability from chronic disease and allow a period

of old age morbidity to become compressed 42, 43. A third
intermediate scenario suggests that, while life-expectancy
will continue to increase, the proportion of time spent in ill-
health will remain fairly similar to the current levels 44.
There is no strong evidence as to which of these
scenarios is most likely, though the general consensus is
that levels of severe illness will decline but less severe
morbidity will be extended 35, 45. Others have suggested that
the latter is a consequence of greater health expectations
rather than a true increase in incidence of milder forms of
ill health 46.

2.3.9. It has also been pointed out that proximity to death
is a much better indicator of consumption of resources
and is the reason for age-related increases in heath care
costs 47-49. This implies that the major effect of the
increasing proportion of older people will be to postpone
to later life, rather than increase, the more intensive use
of health services. This assumes that the existing levels of
health care provision for older patients will remain more or
less constant. The current pattern is for lower costs at the
terminal phase of illness at older ages, perhaps because
more aggressive treatments are withheld for fear of inefficacy
or harmful effects 50, or because of ageism in the health
care sector 51-53. This is unlikely to continue in future, due
to the increased political and economic clout of older
patients (the grey lobby 54) and the greater diffusion of
technology into the care of older patients 55, 56. Some of the
reduced expenditure at older ages is probably also due to
service substitution, with care of the ailing elderly
transferred outside the health service to nursing and
residential homes. However, as the recent Wanless
Review acknowledged, most modelling of the effects of an
ageing population have concentrated on health care costs
but have not included the costs to social services. There
is a recognition that this interface between health and
social services will become increasingly important 57 and
there is a need for better information systems to develop
a 'whole systems' approach to build projections for the
health and social care needs for the future. 
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2.4. Trends in infant mortality 
2.4.1. Infant mortality is defined as the number of deaths
within the first year of life per 1,000 live births. In 2003,
Northern Ireland had an infant mortality rate of 5.2 infant
deaths per 1,000 live births, which while comparing
favourably with the rest of the UK, is higher than some
other developed countries (Table 2.2). From a historical
perspective it represents a continuation of a major decline
in the rate of infant mortality over the last century. Figure
2.7 shows the trends in infant mortality in Northern
Ireland, England and Wales and the Republic of Ireland
for the years 1921 - 2003. 

Table 2.2: Infant mortality rates per 1,000 live births
for selected countries

Country Year Rate

Northern Ireland 2003 5.2

Austria 2003 4.5

Cyprus 2003 4.1

Denmark 2000 5.0

Finland 2003 3.2

France 2000 4.4

Irish Republic 2003 5.1

Netherlands 2003 4.8

Portugal 2002 5.1

Sweden 2001 3.7

United Kingdom 2003 5.3

2.4.2. Infant mortality in England and Wales was more
than 100 deaths per 1,000 live births and remained
unchanged throughout much of the 19th century. It started
to fall at a steady rate from the onset of the 20th century 58

opening up an increasing difference between it and the
rest of the UK. Between 1921 and 1943 Northern Ireland
had an average of 79 infant deaths per 1,000 live births;
this was 13 per cent higher than in the Republic of Ireland
and 24 per cent higher than in England and Wales.
Improvement in the infant mortality rates in Northern
Ireland and the Republic of Ireland did not become
apparent until the mid-1940s but declined at a faster rate
than England and Wales after this time. 

Figure 2.7: Trends in infant mortality for Northern Ireland,
England and Wales, and the Republic of Ireland: 1921-2003

2.4.3. Much of the infant mortality decline during the
20th century occurred before the development of modern
medicine and, as most of the improvement occurred in
the postneonatal period, it is attributed to improvements in
the biologic environment, particularly less crowded
housing; the quality and quantity of water available to
households for drinking, personal hygiene and sewage
disposal 59; proper nutrition made possible by better
agricultural techniques; literacy (especially of the mother);
and improved access to housing 60, 61.

2.4.4. In the second half of the 20th century, medical
advances were responsible for some of the continued
decline in infant mortality. The development of vaccines
and the ensuing programs of mass vaccination, the
effective use of antibiotics, and continuing improvements in
living standards all contributed to the decline in infant
mortality throughout the 1940s. From the 1960s onwards,
the continued improvement in infant mortality was
dominated by a decline in neonatal mortality which steadily
declined from 13.3 to 3.2 deaths per 1,000 live births,
from 1976 to 2003. Postneonatal mortality fluctuated
around a constant level in the 1980s, then fell markedly
between 1989 to 1992 (probably reflecting the decrease
in Sudden Infant Death Syndrome (SIDS)), after which it
declined more slowly to a rate of 1.3 in 2003. The rapid
decline in infant mortality rates in the 1970s was fuelled in
large part by a reduction in birth-weight-specific mortality
due to improvements in neonatal intensive care 62. 

0

10

20

30

40

50

60

70

80

90

100

19
20

19
25

19
30

19
35

19
40

19
45

19
50

19
55

19
60

19
65

19
70

19
75

19
80

19
85

19
90

19
95

20
00

England and Wales
Northern Ireland

Republic of Ireland

M
or

ta
lit

y 
ra

te
 p

er
 1

,0
00

 li
ve

 b
irt

hs

Year



2.4.5. SIDS, the sudden and unexpected death of an
apparently healthy infant during sleep, has decreased
dramatically over the past ten years in many countries. In
Northern Ireland, for example, there were five infants who
died of this cause in the five years from 1999 to 2003,
compared to 37 in the previous five years (1994 - 1998)
(Figure 2.8). This is mirrored across the other countries of
the UK, where the incidence of SIDS in England and
Wales fell by two-thirds between 1989 and 1993 63. The
decline in deaths followed the "back to sleep" campaign
which started in the UK in 1991 64. Parents are now
advised to place babies on their back or sides to sleep, to
avoid overheating and smoky environments and to
contact a doctor if their baby is unwell 65.

Figure 2.8: Death from Sudden Infant Death Syndrome
in Northern Ireland 1970-2003

2.5. Trends in infectious
disease mortality
2.5.1. One of the most remarkable declines in mortality
rates throughout the 20th century has been within the broad
chapter of infectious diseases. (Note that this excludes
deaths such as pneumonia and puerperal sepsis, which
are not traditionally classified under this rubric.) Between
the years 1912 and 1921 there were an average of
24,365 deaths per year of which 4,549 (18.7 per cent)
were due to infectious diseases. Tuberculosis (TB),
influenza, whooping cough, diphtheria and measles
accounted for 95 per cent of these deaths. 

Tuberculosis

2.5.2. Figure 2.9 shows the trends in mortality from TB.
Between 1912 and 1922, TB was responsible for an
average of 2,782 deaths per year in Northern Ireland. This
represented 11.4 per cent of all deaths during the period
and is approximately the same as the number of deaths
from ischaemic heart disease today. Pulmonary TB was
responsible for 75 per cent of all TB deaths and was
highest in young adults with about half of the deaths to
people aged less than 30 years old. This is in stark
contrast to the present day where most of those affected
are aged 70 and over.

Figure 2.9: Mortality rates from tuberculosis 
1912-2003
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2.5.3. Against the background of a sustained and marked
decline in mortality rates from TB throughout the first half
of the 20th century, two major peaks are apparent, coinciding
with the first and second world wars. Poor nutrition,
overcrowding and poverty are known to increase the
likelihood of both catching and dying from TB 66. The food
shortages and cramped living conditions associated with
war-time conditions probably explain the rises in 1915-18
and 1940-42. A more accelerated decline was evident at
the start of the 1950s when BCG vaccination was introduced
into the school age population and effective antibiotic therapy
to treat TB infections became available. It is thought that
treatment has had a more pronounced effect than the BCG
vaccine on mortality rates 67. As noted previously (Section
2.3), most of the decline in TB mortality prior to this was due
to improvement in living standards, including better housing
and improved nutrition. Co-infection with HIV significantly
increases the risk of developing TB and countries with a
high prevalence of HIV have seen a marked increase in
TB in the last two decades 68. In recent years the number
of deaths from TB in Northern Ireland has remained fairly
constant, at approximately seven per year. 

Influenza

2.5.4. Influenza is a common and highly contagious
respiratory illness that may affect up to 20 per cent of the
population annually 69. The likelihood of serious
complications or death increases dramatically with age
and with the presence of co-existing chronic illness 70, 71.
There is now safe effective vaccination against influenza
that reduces associated illness, use of health services
and mortality 72. However, because of antigenic drift,
vaccines must be redeveloped on a regular basis and
vaccination has to be given annually. 

2.5.5. Figure 2.10 shows the trends in mortality from
influenza from 1912 to 2003. The effects of the influenza
pandemic that occurred in 1918-1919 (the ‘Spanish flu’)
are clearly seen. It is estimated that this was responsible
for the deaths of between 20 and 50 million people
worldwide (though some estimates suggest the death toll
was as high as 50-100 million 73), including 152,000 in
England and Wales 74 and almost 6,000 in Northern
Ireland. In contrast to later epidemics where older people
were affected to a greater extent, the 1918-19 death toll
was highest amongst younger adults. This may have been
due to an increased susceptibility amongst younger
people because they had not been exposed to an earlier
influenza epidemic which had been caused by a strain
related to, but not as virulent as, the 1918 virus 75. There
have been several influenza epidemics since, for example

the 'Asian' flu of 1957 and the 'Hong Kong' flu of 1968,
which together caused between three and five million
deaths world-wide.

Figure 2.10: Mortality rates from influenza, 1912-2003

2.5.6. Mortality data are not a very reliable estimate of
the burden of influenza. In most cases it is a clinical
diagnosis and even in recent years, most of the deaths
attributed to influenza have not been serologically
confirmed. However, it is also recognised that during
epidemics the deaths attributed to influenza will under-
represent the true effect, as it contributes to the deaths of
many more people whose cause of death will be recorded
as circulatory or respiratory disease. For example the
1988-89 epidemic was associated with an excess of
nearly 30,000 deaths in Britain with many of these
attributed to cerebrovasular or cardiac disease 76. 

2.5.7. Another global influenza pandemic is considered
by many to be inevitable though the timing cannot be
predicted. At present the most likely candidate is the
H5N1 strain of avian (Bird) flu, for which a vaccine is
currently being developed. It is a highly virulent strain and
carries a high case fatality rate. If it evolves to become
better adapted to human transmission it could spread
throughout the world much more quickly than previous
pandemics (due to the volume and speed of international
travel) with potentially devastating consequences. Health
departments throughout the UK have put together plans
to deal with a pandemic, should one occur 77.
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Whooping Cough, Diphtheria and Measles

2.5.8. Figure 2.11 shows the trends in death rates from
whooping cough, diphtheria and measles from 1912 to the
present. Collectively, these three diseases were responsible
for an average of 630 deaths per year between the years
1912 and 1921. Most of the burden fell on young children,
with respectively 96 per cent, 92 per cent and 55 per cent
of deaths from whooping cough, measles and diphtheria
occurring in the under-five year olds. The introduction of
an effective vaccination in the late 1940s eliminated the
cyclical trends and brought about a dramatic reduction in
the mortality rates. The last deaths from diphtheria and
whooping cough were in 1955 and 1978 respectively.
Tragically, deaths from measles still occasionally occur,
the last one in Northern Ireland being in 1994.

Figure 2.11: Mortality rates from whooping cough,
diphtheria and measles 1912-2003

2.6. Trends in circulatory
disease mortality
2.6.1. An analysis of trends in coronary heart disease
mortality is confounded by the changes in how it has been
diagnosed and coded. In the earlier parts of the 20th
century diagnosis was based largely on clinical signs and
symptoms. Later this was supplemented with
electrocardiographic (ECG) evidence and elevated
cardiac enzymes. Currently the diagnosis of myocardial
infarction is being guided by cardiac troponin levels, a
very sensitive and specific indicator of myocardial
damage 78. These more sensitive diagnostic tests,
because they can detect smaller amounts of damage to
the cardiac muscle, will result in an overall increase in the
recorded incidence of myocardial infarction (though this is
partially offset by a reduction in the number of false
positive diagnoses) and an apparent improvement in the
case fatality rates. Approximately 30 per cent of cardiac
deaths occur outside a hospital setting 79 and the
diagnosis of myocardial infarction will be made on the
basis of a high index of clinical suspicion. It has also been
suggested that there are difficulties in the interpretation of
trends in ischaemic heart disease prior to the adoption, in
1968, of ICD-8 for classifying deaths 22. Before this
change many deaths due to ischaemic heart disease may
have been coded as 'Other myocardial degeneration'
(ICD-7, 422), rather than the more usual 'Atherosclerotic
heart disease' (ICD-7, 420), but this category also
includes other causes of death and it is not possible to
separate them out. The trends shown in Figure 2.12,
which includes both categories, therefore represent
something of an overestimation of the mortality rates from
ischaemic heart disease prior to 1968.

2.6.2. In the year 2003 there were 5,448 deaths due to
circulatory disease in Northern Ireland. These accounted
for 37.7 per cent of all deaths. Deaths due to ischaemic
heart disease and stroke make up 80 per cent of
circulatory disease deaths. There were 1,533 male and
1,310 female deaths from ischaemic heart disease,
accounting for 22.2 per cent and 17.4 per cent of all male
and female deaths in that year. Cerebrovascular disease
(stroke) was responsible for 579 male and 952 female
deaths (respectively 8.4 per cent and 12.6 per cent of all
deaths). The greater longevity of females explains their
higher proportion of deaths due to stroke. 
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Figure 2.12: Standardised mortality rates from
ischaemic heart disease (IHD) and stroke in Northern
Ireland between 1950 and 2003

2.6.3. Figure 2.12 shows the trends in deaths from
ischaemic heart disease and stroke in Northern Ireland from
1950 to 2003. Mortality rates in men increased steadily
from the 1950s to the end of the 1970s. Since then a
sharp decline has been maintained so that current
mortality levels are approximately 66 per cent lower than
those in the 1970s. Mortality rates in females did not
appear to increase during the 1970s (though the caveats
regarding coding practices should be noted), but enjoyed
a more sustained drop throughout the period. The mortality
rates for men remain about twice those for women. If the
same mortality rates existed now as in the late 1970s
there would be approximately 4,500 more deaths from
ischaemic heart disease each year in Northern Ireland.
Indeed, ischaemic heart disease is now responsible for
fewer deaths than cancer in Northern Ireland.

2.6.4. The trends in mortality from stroke show a
reasonably similar pattern to those of ischaemic heart
disease. Rates for men remained fairly steady at
approximately 100 per 100,000 population until the end of
the 1970s thereafter falling consistently by about 66 per
cent to their current level. Females mortality showed a
more constant fall throughout the period. Other studies
have demonstrated that trends in strokes due to cerebral
ischaemia are more closely aligned to the trends in deaths
due to ischaemic heart disease (which shares a similar
aetiology) than strokes due to cerebral haemorrhage 80.

2.6.5. The reduction in mortality from ischaemic heart
disease may be due to three factors - (i) a reduced incidence
of disease (number of new cases) amongst the population
(ii) a reduced case fatality rate for patients who have suffered
an acute heart attack or (iii) an improved prognosis for
those diagnosed with coronary heart disease. Primary
prevention efforts will influence the first of these and the
latter two constitute secondary prevention. It is likely that
each of these factors has contributed significantly to the
decline at different times. For example the improvement in
case fatality rates would initially have been due to the
availability of defibrillators and resuscitation protocols,
then coronary care units and more recently to the widespread
use of thrombolytic therapy. However, there is now a
consensus from a range of studies in different western
countries that although there has been some modest
reduction in the incidence of ischaemic heart disease 81-83,
most of the decline in the mortality rates has been due to
a reduction in deaths amongst people with known heart
disease 84, with about half of these due to improvements
in treatment. Thus, over half of the decrease in mortality
from coronary heart disease has been due to reductions
in the major risk factors in the population, of which the
largest change has been in the levels of cigarette
smoking. Other studies have however, demonstrated the
adverse effects of increasing levels of obesity, diabetes
and a sedentary lifestyle on heart disease mortality rates
in Britain 85. The epidemiology of stroke has been less
extensively studied than ischaemic heart disease.
Mortality rates for stroke have declined in most western
countries over the last thirty years and this is attributed
both to a reduced incidence of the disease and to
improved survival of patients with stroke 86-88. 
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2.7. Trends in cancer mortality
2.7.1. The number of deaths from malignant cancers
tripled over the course of the 20th century. In the five
years (1999-2003) there has been an average of 1,861 male
and 1,779 female cancer-related deaths each year in Northern
Ireland; this represents 26 per cent of all male and 23 per
cent of all female deaths. It has been estimated that about
40 per cent of this increase has been due solely to both an
expansion and ageing of the population, 25 per cent to a
change in risk factor profile and the rest to a combination of
these factors 8. For males, the five top specific causes of
death by cancer are lung (average 484 deaths per year),
prostate (206 deaths), colon (149 deaths), stomach (102
deaths) and oesophagus (99 deaths per year), which
collectively accounts for 56 per cent of all male cancer
deaths. For females the top five are lung (309 deaths per
year), breast (291 deaths), colon (143 deaths), ovary (115
deaths) and pancreas (86 deaths per year) accounting for
53 per cent of all female deaths. 

2.7.2. In many instances there are significant differences
between cancer incidence and cancer mortality rates and
usually both sets of data are required to best understand
the burden of cancer. Many individual cancers can now be
successfully treated and in such cases the mortality figures
will under-represent the burden of the particular cancer.
On the other hand the ongoing introduction of better
diagnostic aids including tumour-specific markers and
better imaging techniques to detect cancer will have the
effect of producing an artefactual increase in incident rates. 

2.7.3. Figures 2.13 and 2.14 show the changes in the
age-standardised mortality rates from selected cancers for
males and females in Northern Ireland between 1969 and
2003. The change is described with reference to the level
for that cancer in 1968, which is set at 100; a figure lower
than 100 indicates a reduction in cancer rate relative to the
1968 levels, whilst greater than 100 indicates an increase
in that cancer over the period.

2.7.4. Over the last 35 years there has been a
sustained fall in mortality from stomach cancer for both
males and females with current levels about 60 per cent
lower than those of 1968. Risk factors for stomach cancer
include low consumption of fresh fruit and vegetables,
infection with helicobacter pylori 90 and tobacco smoking.
It is thought that the increased availability of refrigeration,
which has increased year-round access to fruit and
vegetables and reduced the need for other preservation
methods such as salting and pickling, has contributed to
the widespread decline in stomach cancer.

Figure 2.13: Change in standardised mortality rates of
cancer relative to the rate in 1969 (3-year rolling average).

Figure 2.14: Change in standardised mortality rates of
cancer relative to the rate in 1969 (3-year rolling average).
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2.7.5. Mortality from oesophageal cancer in men in
Northern Ireland doubled between 1968 and 2003 while
the levels for women remained largely unchanged. While
most European countries have shown a rising trend in the
incidence of oesophageal cancer, especially in men, the
incidence rates in Northern Ireland between 1993 and
2001 have remained fairly steady 89. The increase in
levels of oesophageal cancer is thought to be related to
changes in alcohol consumption. 

2.7.6. Cancer of the kidney is relatively uncommon but
there is evidence that the mortality from this cancer has
risen in Northern Ireland over the last 35 years. This
probably reflects increasing incidence, as survival rates
are not thought to have changed over this period. While
these mirror the changes found in Europe 91 and the US 92,
it is not known if they represent a real increase in
incidence or better detection as a result of recent changes
in imaging techniques. 

2.7.7. Between 1993 and 2001 the incidence of breast
cancer rose by an average of 1.4 cases per 100,000 per
year. However, over the same period there was a statistically
significant downward trend in the mortality rate of 1.0
cases per 100,000 per year. Until 1997 breast cancer was
the leading cause of cancer death in females in Northern
Ireland. However, it has since been overtaken by lung
cancer. This is due to a decrease in mortality from breast
cancer as well as an increase from lung cancer. This
reduced mortality from breast cancer has been noted in
other parts of the UK 93 and though it coincided with the
introduction of mammography screening for women aged
50-64, which results in the earlier detection of tumors 94, it
is probably mainly due to better treatment including the
use of tamoxifen 95, and possibly to the better coordination
of cancer services 96. 

2.7.8. Today, cancer of the trachea, bronchus and lung
(usually abbreviated to lung cancer) is the most common
cause of cancer death in Northern Ireland in both men
and women, causing about 800 deaths per year. At the
start of the 20th century lung cancer was a rare disease.
By the 1940s it was responsible for an average of 100
male and 45 female deaths per year in Northern Ireland.
Standardised mortality rates in men increased sharply and
by the 1980s it had risen fourfold. Since then there has
been a continued decline in mortality and current levels
are about one-third lower than they were 20 years ago.
Mortality from lung cancer in women did not start to
increase until about 1960 and the rate of increase was
more gradual reaching a level today four times higher
than its level in the 1940s. Overall, the Northern Ireland
trends in lung cancer mortality rates tend to mirror those
of England and Wales, though the changes (both the
peaks and onset of decline) lag behind by about ten

years. It appears that lung cancer rates in females may
be reaching its apex and, if current trends persist, could
start to decline in the next few years. 

2.7.9. An examination of lung cancer mortality rates in
successive birth cohorts (Figure 2.15) allows us to assess
how they change from one generation to another. This is
particularly important when the prevalence of a risk factor,
such as smoking, changes over time. Mortality from lung
cancer was highest for men in Northern Ireland born between
1910 and 1920 but the risk has been falling for successive
five-year cohorts. Mortality rates in women are lower than
those of men and the changes in trends lag by about 20
years so that the women with the highest risk of dying from
lung cancer were born in the 1930s. It is estimated that
tobacco smoking causes about 90 per cent of lung cancers.
Other risk factors include passive smoking and exposure
to both asbestos and radon. Trends in lung cancer are
clearly associated with changing patterns of cigarette
smoking. It is known that smoking was not particularly
common amongst men in England and Wales until around
the time of the First World War. Women generally took up
smoking later than men and prevalence increased
markedly around the time of the Second World War 97.

Figure 2.15: Mortality from lung cancer in Northern
Ireland showing cohort trends in age-specific rates
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2.7.10. Prostate cancer is the second most common
cause of cancer deaths in men, with about 206 deaths per
year in Northern Ireland. Almost 500 cases of prostate
cancer are detected each year and the survival rate is
good with 60 per cent of suffers surviving for at least five
years after diagnosis. There has been little variation in
mortality rates in Northern Ireland over the last 35 years,
though age standardised rates have declined a little since
1993. In most countries the incidence of prostate cancer
has increased and this has coincided with the wider
availability of Prostate Specific Antigen (PSA) screening.
The current consensus however, is that there has also
been a real increase in disease incidence. There is no
evidence that screening for prostatic cancer is effective or
cost-effective and there are no plans to introduce a
national screening programme. However, research has
demonstrated that, some screening may be happening as
over one-third of men in Northern Ireland over the age of
50 have had a PSA test 98.

2.7.11. Standardised mortality rates for cervical cancer
have declined by about 50 per cent over the last 35 years
in Northern Ireland. Incidence data go back only as far as
1993 in Northern Ireland and no changes in incidence
were recorded up to 2001. The decline in mortality
preceded the introduction of the population based
screening programme for women aged 20-64 in 1988,
though a community-based programme had been
operating since 1965. Infection with the human papilloma
virus is the major risk factor for cervical cancer and there
is a recognised pre-cancerous stage in the disease
progression which, if detected at this early stage, will
result in an almost 100% cure.

2.8. Trends in external
causes mortality
2.8.1. Between 1999 and 2003 there have been an
average of 396 deaths each year from external causes in
Northern Ireland. These comprise an average of 118 (29.7
per cent) deaths per year due to intentional self-harm,
107 (27.0 per cent) to transport-related deaths, 22 (5.5
per cent) to assault and 19 (4.7 per cent) to accidental
poisoning. Overall, about two-thirds of these occur to
men. Whilst deaths from accidental falls are equally split
between male and female, there are 3 male deaths for
every female death from transport related causes, and
there are 4-5 male deaths for every female death due to
intentional self-harm. Unlike deaths from cancer, heart
disease or stroke, which predominantly affect older
people, the burden of mortality due to external causes
falls on younger people with an average age of 42 for
men and 61 for females, the latter figure being raised by
the higher average age of deaths due to accidental falls
amongst older women. 

2.8.2. Figure 2.16 shows the trends in age standardised
mortality rates for external causes in Northern Ireland
over the last 35 years for men and women separately.
There was a marked increase in mortality rates for men
for most of the 1970s, peaking at approximately 120
deaths per 100,000 population in 1971, a level almost
double that of the 1960s, and falling quite quickly to 1960s
levels by the early 1980s. Deaths due to external causes
in women show a similar though less dramatic pattern,
with mortality rates increasing throughout the 1960s and
1970s but falling steadily from about 1980 onwards. A
comparison of deaths in the five years immediately
preceding the Troubles with the first five years during the
Troubles shows that while most of the increase in deaths
from external causes at the start of the 1970s related to
the onset of the Troubles, there was also a 20 per cent
increase in deaths due to falls and a 40 per cent increase
in deaths due to road traffic accidents over this period.
Between 1969 and 1998 it is estimated that there have
been 3,601 Troubles-related deaths in Northern Ireland 24,

25 over half of these deaths occurred between 1971 and
1976. Over 90 per cent of the deaths were to men and 70
per cent to people aged between 16 and 39. For a more
detailed breakdown of deaths related to the Troubles the
reader is referred to references 24 and 25. 
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Figure 2.16: Age-standardised mortality rates from
external causes in Northern Ireland from 1960-2003

Suicide

2.8.3. Suicide, by definition implies intent, but sometimes
there is insufficient evidence to determine that the deceased
deliberately intended to kill themselves, in which case the
coroner may return an 'open verdict'. It is therefore useful
to examine trends in suicide using data that both includes
and excludes these 'events of undetermined intent'. 

2.8.4. In the period 1999-2003, suicide has claimed an
average of 167 lives per year, 79 per cent to men and 76
per cent to people aged between 15 and 49. Figure 2.17
shows the trends in age-standardised rates of suicide in
Northern Ireland from 1968. Mortality rates from suicide in
women have fallen steadily in Northern Ireland from the
1980s, with current rates now about half the levels of
1982 rates. Suicide rates for men were fairly steady up to
the end of the 1970s but over the last twenty years the
rate doubled. Figure 2.18 shows how the rates and the
age-groups affected have changed over the last thirty
years. During the five years 1968-72 the highest rates of
suicide were in men and women aged 45-60. Thirty years
later the demographic profile is very different, with a shift
in the burden to younger ages, especially in males with
marked increases between the ages of 15 and 35. 

Figure 2.17: Age-standardised mortality rates in
Northern Ireland from suicide (dotted line) and
including deaths of undetermined intent (unbroken
line) 1968-2003 for persons aged less than 75.

Figure 2.18: Age-specific mortality rates for suicide in
Northern Ireland 1968-72 and 1998-02
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Road traffic accidents

2.8.5. Figure 2.19 shows the trends in the number of
deaths from road traffic accidents (RTA) in Northern Ireland
between 1923 and 2003. Levels of car ownership increased
consistently throughout the 20th century, as did the
number of miles travelled and, for most of this period,
there was a concomitant increase in fatalities from RTA. In
Northern Ireland these reached a peak in the mid-1970s,
with an average death toll of 321 per year between 1971
and 1980. Since this time the number of fatalities has more
than halved despite a continued increase in the number of
accidents. Many factors have contributed to this reduction
in mortality including campaigns to wear seat belts, followed
by the introduction of compulsory wearing of seatbelts for
drivers and front seat passengers (in 1983 in Northern
Ireland), the introduction and enforcement of alcohol limits
for drivers, improved road design and safer car design
including air bags and child restraints 99.

Figure 2.19: Deaths from road traffic accidents and
number of collisions per year, 1923-2003

2.8.6. Most accidents present characteristic patterns
and are therefore predictable and potentially preventable.
It has been suggested that many injuries, such as from
RTAs and falls in the elderly, should be considered
alongside heart disease, cancer and stroke as public
health problems that respond well to intervention and
therefore can be prevented 100. Indeed the reduction in
deaths rates attributable to motor vehicle crashes in the
US has been hailed as one of the top public health
interventions of the 20th century 101. More recently
systematic reviews have suggested that it is possible to
reduce by one-third the number of falls amongst older
people 102. 
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2.9. Trends in excess winter mortality
2.9.1. In Northern Ireland, as in many European countries,
death rates are higher in the winter than in the summer
months. This is known as excess winter mortality. Successive
studies have demonstrated that the magnitude of this winter
excess is greater in Ireland and the UK than in most other
European countries 103, 104 and, perhaps rather surprisingly, is
lower in countries such as Russia or in Scandinavia which
experience much colder winters 105-107.

2.9.2. Figure 2.20 shows the magnitude of this
seasonal mortality along with the annual temperature
variation in Northern Ireland. The number of deaths per
month has been adjusted to allow for differences in the
length of month. The highest mean temperatures and
lowest numbers of deaths usually occur in July and
August; the lowest temperatures and highest death rates
occur in December and January. If the winter months
(December, January and February) experienced the death
rates of the summer months (June, July and August),
there would currently be approximately 900 fewer deaths
per year in Northern Ireland. This would reduce winter
deaths by approximately 21 per cent and annual death
rates by 6 per cent. These numbers of deaths show the
true magnitude of cold related deaths in Northern Ireland
and are a better indication than the number officially
recorded as 'hypothermia', which usually number less
than 10 deaths per year. 

Figure 2.20: Relationship between mortality and
temperature in Northern Ireland (1974-1998 average)

2.9.3. Figure 2.21 shows how the ratio of winter to summer
deaths varies with age. If the number of deaths in winter
exceeds the number occurring during the summer months
the excess will be greater than zero: a figure of less than
zero indicates more deaths in the summer months. The
figure shows that the very youngest and oldest are most
vulnerable to cold related factors. Males and females in
Northern Ireland are equally affected, though others have
suggested that older females may be more susceptible 108.
The numbers of deaths between the ages of 5 and 25 are
usually small (especially for females) so the estimates of
seasonal variation here should be treated with caution,
although it is probable that the higher death rates amongst
males during summer months may be due to their higher
rates of accidents.

Figure 2.21: Percentage excess winter deaths by age
and sex (1968-2002 incl.)

2.9.4. There are a range of possible explanations for
the higher death rates during winter months including, (i)
factors related to the lower temperatures (ii) increased
infections such as influenza and (iii) atmospheric pollution,
especially in urban centres. Though pollution and infections
are undoubtedly important (see Figure 2.22 for an example
of the increased deaths during the 1989-90 influenza
epidemic), the consensus is that the majority of these
excess deaths are directly related to the colder winter
temperatures 109. 
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Figure 2.22: Numbers of deaths per week for six
consecutive years in Northern Ireland (1986-1991)
showing trends and effect of 1989 influenza epidemic

2.9.5. In most westernised countries there is little
relationship between the temperature and mortality when
temperature is above 18° Celsius (with the exception of
the occasional prolonged heat wave 110) but below 18°
Celsius mortality increases as the temperature falls 111.
The majority of these winter deaths are due to
cardiovascular and respiratory disease (Figure 2.23) with
an increase in ischaemic heart disease evident about two
days after the start of a cold snap, deaths from stroke are
increased about five days later and deaths from
respiratory disease after about twelve days 112. Increased
cardiovascular mortality is due to a combination of direct
effects, such as increased blood pressure and blood
thickness and the potential to form blood clots and indirect
effects such as reduced exercise and altered diet. 

Figure 2.23: Season mortality according to cause of
death: (deaths 1968-2002 incl. all ages and both
sexes, adjusted for length of month)

2.9.6. Excess winter mortality is greatest for the more
temperate countries such as Ireland and the UK and least
for countries with the most severe winters such as those
in Scandinavia. This suggests two things 113 (i) that the
size of the seasonal swing probably reflects inadequate
adaptation of the populations in the more temperate
climates to the seasonal swing in temperatures and (ii)
that seasonal mortality can be almost entirely eliminated
with the correct public health interventions. An analysis of
the trends in Northern Ireland114 has shown that while the
situation in Northern Ireland has improved over the last 30
years (Table 2.3), it is still amongst the worst in Europe
and further improvement is possible. The reductions of
atmospheric pollution from the burning of coal, the
gradual improvement in housing stock and increased
availability of central heating, and the increased uptake of
influenza vaccination have all contributed to the reduction in
winter mortality rates. Further advances can be achieved
with the provision of more energy efficiency housing,
improved efforts to reduce fuel poverty and general advice
to older and more vulnerable people to reduce exposure
to outdoor cold stress 115. 
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Table 2.3: Trends in excess winter mortality
in Northern Ireland, 1974 and 1998

1974 1998

Excess Excess
Age Group Mortality Mortality

Under 65 18.4% 10.4%

65-74 37.4% 17.7%

75-84 48.9% 24.6%

Over 85 58.0% 36.7%

2.10. Conclusion
2.10.1. As in the rest of the developed world, the 20th
century has seen some remarkable changes and
reductions in the mortality rates of the Northern Ireland
population. One hundred years ago deaths from infectious
diseases were responsible for nearly twenty per cent of all
deaths: now they account for only one per cent of a much
smaller annual number of deaths. This is due to a
combination of improved living standards and the
introduction and widespread uptake of effective
vaccination. There have also been similar dramatic
improvements in both maternal and infant mortality over
the same period. However, the 20th century has also
seen the slow onset of the 'epidemic' of cardiovascular
disease (including ischaemic heart disease and stroke).
Death rates from cardiovascular disease peaked in the
1970s and have subsequently been declining, with current
rates about one third of the peak levels. The effects of
both World Wars and, to a lesser extent, the recent civil
unrest (the 'Troubles') are also evident in the mortality
data, especially in the death rates associated with young
men. A rise, over the last two decades, in deaths due to
suicide is also apparent, again predominantly affecting
younger men. The mortality data, especially the trends in
lung cancer deaths, reflects the legacy of different levels
of cigarette consumption. Its difficult to put a figure on
how many have succumbed to tobacco-related diseases
over the course of the last century but even today it is
estimated that it is responsible for 2,300 deaths each year
in Northern Ireland 116; this accounts for 21 per cent of all
male deaths, 10 per cent of all female deaths and 15 per
cent of all deaths combined. The prevalence of smoking
has declined steadily over recent decades 117 and
hopefully will continue to do so, though smoking rates
amongst younger women are a cause for concern. 

2.10.2. It is generally acknowledged that much of the
variation in the major causes of death, such as
cardiovascular disease and cancer, are due both to
environmental factors and to modifiable behavioural and
lifestyle factors. Therefore, much of the future improvement
in health and life expectancy can be expected to come
from changes in the social and physical environment,
including personal lifestyle change, though it is also likely
that medical intervention will play an increasing role in altering
the course and burden of disease over the next decades.



2.10.3. While these changes are welcome, comparison
with other Western countries shows that improvement in
Northern Ireland mortality levels are still possible. At our
present rate of increase in life expectancy it will be at
least ten years before we achieve levels similar to where
the best in the world currently stand. Even if our rate of
improvement in cardiovascular disease is maintained, it is
likely to be some decades before we attain the current
levels of countries such as France or Japan. We can
reasonably assume that life expectancy in Northern
Ireland will continue to improve, though it is possible that
further gains could be offset by adverse lifestyle factors
such as excess calorific intake and sedentary living which
have lead to increasing obesity and related increased
levels of diabetes. However, we cannot be complacent
and assume that most of the major diseases have been,
or will be defeated. Towards the end of the last century,
when we might have begun to consider the impact of
infectious disease as an historical phenomenon, we
gradually became aware of other actual or potential
threats: the appearance of Legionnaire's disease in 1977;
HIV/AIDS in 1983; multi-drug resistant Tuberculosis in
1991; SARS in 2003; and at the time of writing (October
2005) the World Health Organisation and other national
authorities are anxiously charting the progress of avian flu
and assessing the possibility of a global pandemic. 

2.10.4. In spite of the difficulties associated with
interpretation of mortality data outlined at the beginning of
the report, it is apparent that these have formed the basis
of public health information systems over the last century.
This pivotal role is likely to be maintained in the 21st
century, though there may be an increased need for these
to be supplemented with appropriate indicators of
morbidity, which are probably better suited to monitoring
the health of an ageing society.
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Estimated population Resident live births Multiple births
Year All Males per Outside

Persons Males Females resident Rate Males Females 1,000 marriage Twins Triplets % of
births females Number % etc maternities

1926-30 1,249,000 604,000 645,000 26,418 21.2 13,587 12,831 1,059 1,249 4.7 308 4 1.2
1931-35 1,270,000 617,000 653,000 25,098 19.8 12,926 12,172 1,062 1,259 5.0 286 2 1.2
1936-40 1,286,800 626,100 660,700 25,533 19.8 13,110 12,423 1,055 1,178 4.6 300 4 1.2
1941-45 1,304,400 674,000 630,400 29,592 22.7 15,287 14,305 1,069 1,560 5.3 332 4 1.2
1946-50 1,350,400 695,800 654,600 29,764 22.0 15,336 14,428 1,063 1,124 3.8 367 5 1.3
1951-55 1,382,500 673,700 708,800 28,798 20.8 14,885 13,913 1,070 838 2.9 391 4 1.4
1956-60 1,405,000 684,700 720,300 30,539 21.7 15,755 14,784 1,066 758 2.5 414 3 1.4
1961-65 1,447,200 705,500 741,700 33,226 23.0 17,171 16,055 1,069 890 2.7 407 3 1.3
1966-70 1,501,500 732,500 769,000 32,866 21.9 16,958 15,908 1,066 1,180 3.6 355 3 1.1
1971-75 1,532,000 755,200 776,700 28,850 18.8 14,935 13,914 1,073 1,260 4.4 308 2 1.1
1976-80 1,526,200 754,300 771,900 26,959 17.7 13,807 13,152 1,050 1,531 5.7 271 4 1.0
1981-85 1,552,100 759,700 792,400 27,194 17.5 13,965 13,229 1,056 2,469 9.1 289 3 1.1
1986-90 1,585,400 773,800 811,600 27,045 17.1 13,914 13,130 1,060 4,266 15.8 286 4 1.1
1991-95 1,631,800 795,900 835,900 24,779 15.2 12,704 12,075 1,052 5,427 21.9 292 8 1.2

1996-2000 1,674,500 816,700 857,800 23,321 13.9 11,966 11,356 1,054 6,661 28.6 319 8 1.4

1971 1,540,400 754,600 785,800 31,765 20.6 16,504 15,261 1,081 1,207 3.8 342 4 1.1
1972 1,539,000 757,500 781,500 29,994 19.5 15,559 14,435 1,078 1,263 4.2 325 3 1.1
1973 1,530,000 755,700 774,200 29,200 19.1 15,152 14,048 1,079 1,195 4.1 290 1 1.0
1974 1,526,900 755,000 771,900 27,160 17.8 13,987 13,173 1,062 1,296 4.8 291 3 1.1
1975 1,523,500 753,300 770,200 26,130 17.2 13,475 12,655 1,065 1,338 5.1 294 - 1.1

1976 1,523,500 754,000 769,500 26,361 17.3 13,542 12,819 1,056 1,330 5.0 264 5 1.0
1977 1,523,300 753,900 769,400 25,437 16.7 13,154 12,283 1,071 1,383 5.4 266 3 1.1
1978 1,523,200 753,600 769,700 26,239 17.2 13,168 13,071 1,007 1,523 5.8 249 2 1.0
1979 1,528,300 755,200 773,100 28,178 18.4 14,485 13,693 1,058 1,668 5.9 276 5 1.0
1980 1,532,800 754,800 778,000 28,582 18.6 14,686 13,896 1,057 1,751 6.1 298 4 1.1

1981 1,543,000 756,600 786,300 27,166 17.6 13,847 13,319 1,040 1,894 7.0 304 4 1.1
1982 1,544,500 756,700 787,800 26,872 17.4 13,732 13,140 1,045 2,106 7.8 305 2 1.2
1983 1,550,600 759,000 791,500 27,026 17.4 13,972 13,054 1,070 2,370 8.8 263 4 1.0
1984 1,557,300 761,300 796,000 27,477 17.6 14,196 13,281 1,069 2,790 10.2 303 3 1.1
1985 1,565,400 764,900 800,400 27,427 17.5 14,076 13,351 1,054 3,185 11.6 269 3 1.0

1986 1,573,500 768,400 805,100 27,975 17.8 14,501 13,474 1,076 3,575 12.8 280 3 1.0
1987 1,582,000 772,900 809,100 27,653 17.5 14,196 13,457 1,055 3,967 14.3 320 7 1.2
1988 1,585,400 773,800 811,700 27,514 17.4 14,131 13,383 1,056 4,446 16.2 283 2 1.0
1989 1,590,400 775,900 814,500 25,831 16.2 13,307 12,524 1,063 4,394 17.0 281 2 1.1
1990 1,595,600 777,900 817,700 26,251 16.5 13,437 12,814 1,049 4,946 18.8 267 5 1.0

1991 1,607,300 783,200 824,100 26,028 16.2 13,427 12,601 1,066 5,288 20.3 311 7 1.2
1992 1,623,300 792,100 831,100 25,354 15.6 12,924 12,430 1,040 5,579 22.0 256 8 1.1
1993 1,635,600 798,200 837,300 24,722 15.1 12,515 12,207 1,025 5,445 22.0 283 9 1.2
1994 1,643,700 801,900 841,800 24,098 14.7 12,361 11,737 1,053 5,337 22.1 288 6 1.2
1995 1,649,100 804,000 845,100 23,693 14.4 12,293 11,400 1,078 5,487 23.2 324 9 1.4

1996 1,661,800 810,300 851,400 24,382 14.7 12,382 12,000 1,032 6,346 26.0 310 13 1.3
1997 1,671,300 815,500 855,700 24,087 14.4 12,325 11,762 1,048 6,427 26.7 330 7 1.4
1998 1,677,800 818,700 859,100 23,668 14.1 12,058 11,610 1,039 6,743 28.5 305 7 1.3
1999 1,679,000 818,500 860,500 22,957 13.7 11,943 11,014 1,084 6,957 30.3 334 6 1.5
2000 1,682,900 820,500 862,500 21,512 12.8 11,120 10,392 1,070 6,833 31.8 314 5 1.5

2001 1,689,300 824,400 864,900 21,962 13.0 11,288 10,674 1,058 7,144 32.5 330 10 1.6
2002 1,696,600 828,900 867,800 21,385 12.6 10,874 10,511 1,035 7,161 33.5 313 13 1.5
2003 1,702,600 832,800 869,800 21,648 12.7 11,244 10,404 1,081 7,439 34.4 304 5 1.4
2004 1,710,300 836,500 873,800 22,318 13.0 11,477 10,841 1,059 7,703 34.5 330 7 1.5

1

2

3

Appendix 1: Population and vital events, 1926-2004

See Appendix 3 - for notes on change in definition of stillbirths that took place in 1992
1 All births prior to 1981
2 Rate per 1,000 population
3 Rate per 1,000 live and still births
4 Rate per 1,000 live births
5 Percentage of all live births
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Deaths Marriages Divorces
Persons Males Females Year

Number Rate Number Rate Number Rate Number Rate Number

18,403 14.7 8,888 14.7 9,515 14.8 7,328 5.9 .. 1926-30
18,026 14.2 8,869 14.4 9,157 14.0 7,806 6.1 .. 1931-35
18,369 14.3 9,097 14.5 9,271 14.0 9,073 7.1 .. 1936-40
17,478 13.4 8,778 13.0 8,700 13.8 10,751 8.2 .. 1941-45
16,039 11.9 8,134 11.7 7,905 12.1 9,396 7.0 .. 1946-50
15,557 11.3 7,966 11.8 7,590 10.7 9,359 6.8 .. 1951-55
15,175 10.8 7,872 11.5 7,303 10.1 9,500 6.8 .. 1956-60
15,628 10.8 8,185 11.6 7,443 10.0 10,185 7.0 124 1961-65
15,987 10.6 8,399 11.5 7,588 9.9 11,357 7.6 225 1966-70
16,948 11.1 8,954 11.9 7,994 10.3 11,384 7.4 381 1971-75
16,750 11.0 8,770 11.6 7,980 10.3 10,010 6.6 648 1976-80
15,972 10.3 8,146 10.7 7,826 9.9 10,049 6.5 1,523 1981-85
15,696 9.9 7,879 10.2 7,818 9.6 10,031 6.3 1,664 1986-90
15,228 9.3 7,515 9.4 7,713 9.2 8,983 5.5 2,282 1991-95
15,150 9.0 7,315 9.0 7,835 9.1 7,881 4.7 2,325 1996-2000

16,202 10.5 8,593 11.4 7,609 9.7 12,152 7.9 339 1,971
17,032 11.1 9,001 11.9 8,031 10.3 11,905 7.7 355 1,972
17,669 11.5 9,288 12.3 8,381 10.8 11,212 7.3 393 1,973
17,327 11.3 9,226 12.2 8,101 10.5 10,783 7.1 382 1,974
16,511 10.8 8,664 11.5 7,847 10.2 10,867 7.1 437 1,975

17,030 11.2 8,869 11.8 8,161 10.6 9,914 6.5 574 1976
16,921 11.1 8,871 11.8 8,050 10.5 9,696 6.4 569 1977
16,153 10.6 8,458 11.2 7,695 10.0 10,304 6.8 599 1978
16,811 11.0 8,822 11.7 7,989 10.3 10,214 6.7 601 1979
16,835 11.0 8,832 11.7 8,003 10.3 9,923 6.5 896 1980

16,256 10.5 8,423 11.1 7,833 10.0 9,636 6.2 1,355 1981
15,918 10.3 8,004 10.6 7,914 10.0 9,913 6.4 1,383 1982
16,039 10.3 8,209 10.8 7,830 9.9 9,990 6.4 1,657 1983
15,692 10.1 8,007 10.5 7,685 9.7 10,361 6.7 1,552 1984
15,955 10.2 8,088 10.6 7,867 9.8 10,343 6.6 1,669 1985

16,065 10.2 8,154 10.6 7,911 9.8 10,225 6.5 1,539 1986
15,334 9.7 7,721 10.0 7,613 9.4 10,363 6.6 1,514 1987
15,813 10.0 7,993 10.3 7,820 9.6 9,960 6.3 1,550 1988
15,844 10.0 7,878 10.2 7,966 9.8 10,019 6.3 1,818 1989
15,426 9.7 7,648 9.8 7,778 9.5 9,588 6.0 1,897 1990

15,096 9.4 7,533 9.6 7,563 9.2 9,221 5.7 2,310 1991
14,988 9.2 7,469 9.4 7,519 9.0 9,392 5.8 2,280 1992
15,633 9.6 7,731 9.7 7,902 9.4 9,045 5.5 2,213 1993
15,114 9.2 7,362 9.2 7,752 9.2 8,683 5.3 2,303 1994
15,310 9.3 7,482 9.3 7,828 9.3 8,576 5.2 2,302 1995

15,218 9.2 7,418 9.2 7,800 9.2 8,297 5.0 2,314 1996
14,971 9.0 7,244 8.9 7,727 9.0 8,071 4.8 2,176 1997
14,993 8.9 7,321 8.9 7,672 8.9 7,826 4.7 2,459 1998
15,663 9.3 7,464 9.1 8,199 9.5 7,628 4.5 2,326 1999
14,903 8.9 7,128 8.7 7,775 9.0 7,584 4.5 2,350 2000

14,513 8.6 7,007 8.5 7,506 8.7 7,281 4.3 2,365 2001
14,586 8.6 6,948 8.4 7,638 8.8 7,599 4.5 2,165 2002
14,462 8.5 6,920 8.3 7,542 8.7 7,757 4.6 2,319 2003
14,354 8.4 6,935 8.3 7,419 8.5 8,328 4.9 2,512 2004

Stillbirths Infant deaths

Number Rate Number Rate

.. .. 2,083 78.8

.. .. 1,966 78.4

.. .. 1,970 77.2

.. .. 2,169 73.3

.. .. 1,423 47.8

.. .. 1,054 36.6

.. .. 863 28.3
695 20.5 879 26.5
530 15.9 791 24.1
407 13.9 610 21.1
269 9.9 427 15.9
194 7.1 323 11.8
136 5.0 231 8.5
135 5.4 168 6.7
126 5.4 134 5.7

462 14.3 722 22.7
434 14.3 616 20.5
389 13.1 610 20.9
374 13.6 567 20.9
375 14.1 534 20.4

278 10.4 483 18.3
310 12.0 438 17.2
243 9.2 417 15.9
246 8.7 417 14.8
266 9.2 382 13.4

240 8.8 360 13.2
187 6.9 369 13.7
204 7.5 329 12.1
161 5.8 291 10.5
178 6.4 265 9.6

125 4.4 286 10.2
170 6.1 242 8.7
137 5.0 248 8.9
133 5.1 180 6.9
115 4.4 198 7.5

123 4.7 194 7.4
124 4.9 153 6.0
128 5.2 176 7.1
153 6.3 147 6.1
145 6.1 169 7.1

153 6.2 142 5.8
131 5.4 137 5.6
122 5.1 134 5.6
132 5.7 148 6.4
93 4.3 109 5.0

112 5.1 134 6.0
122 5.7 100 4.6
108 5.0 115 5.2
113 5.0 122 5.3

4 5 2 22 2
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Estimated population Resident live births Stillbirths

AREA at 30 June 2004 All resident births

Persons Number Rate Number Rate

1,710,300 22,318 13.0 113 5.0

Eastern Board 664,100 8,205 12.4 46 5.6

Ards 74,600 864 11.6 3 3.5

Belfast 269,000 3,423 12.7 17 4.9

Castlereagh 65,800 713 10.8 5 7.0

Down 66,800 895 13.4 9 10.0

Lisburn 110,200 1,464 13.3 11 7.5

North Down 77,600 846 10.9 1 1.2

Northern Board 435,900 5,697 13.1 26 4.5

Antrim 49,800 755 15.2 3 4.0

Ballymena 60,000 784 13.1 1 1.3

Ballymoney 28,300 397 14.0 1 2.5

Carrickfergus 38,700 439 11.3 3 6.8

Coleraine 56,500 672 11.9 4 5.9

Cookstown 33,700 502 14.9 2 4.0

Larne 30,900 316 10.2 1 3.2

Magherafelt 41,300 589 14.3 3 5.1

Moyle 16,400 198 12.1 2 10.0

Newtownabbey 80,300 1,045 13.0 6 5.7

Southern Board 321,400 4,682 14.6 18 3.8

Armagh 54,900 728 13.3 1 1.4

Banbridge 43,800 584 13.3 5 8.5

Craigavon 83,200 1,176 14.1 4 3.4

Dungannon 49,300 785 15.9 2 2.5

Newry & Mourne 90,300 1,409 15.6 6 4.2

Western Board 288,900 3,734 12.9 23 6.1

Fermanagh 59,300 692 11.7 1 1.4

Limavady 34,000 426 12.5 3 7.0

Derry 106,900 1,485 13.9 10 6.7

Omagh 50,100 646 12.9 4 6.2

Strabane 38,700 485 12.5 5 10.2

Infant deaths Deaths Marriages

Persons

Number Rate Number Rate Number Rate

122 5.3 14,354 8.4 8,328 4.9

54 6.5 6,148 9.3 3,216 4.8

3 3.5 699 9.4 244 3.3

21 5.9 2,794 10.4 1,517 5.6

7 9.8 598 9.1 181 2.8

5 5.6 495 7.4 313 4.7

13 8.9 813 7.4 456 4.1

5 5.9 749 9.6 505 6.5

15 2.6 3,540 8.1 2,060 4.7

3 3.9 376 7.5 203 4.1

1 1.3 487 8.1 311 5.2

- - 226 8.0 118 4.2

2 4.6 308 8.0 187 4.8

3 4.4 519 9.2 305 5.4

- 240 7.1 193 5.7

2 6.3 300 9.7 163 5.3

2 3.4 259 6.3 211 5.1

- - 146 8.9 112 6.8

2 1.9 679 8.5 257 3.2

30 6.1 2,518 7.8 1,612 5.0

3 4.1 436 7.9 298 5.4

2 3.4 324 7.4 156 3.6

6 5.0 650 7.8 348 4.2

6 7.6 394 8.0 267 5.4

13 7.8 714 7.9 543 6.0

23 5.9 2,148 7.4 1,440 5.0

4 5.6 586 9.9 368 6.2

3 7.0 221 6.5 154 4.5

9 5.6 747 7.0 506 4.7

4 6.2 324 6.5 261 5.2

3 6.2 270 7.0 151 3.9

NORTHERN IRELAND

-

1 2 3 1 1

Appendix 2: Population and vital events by Administrative area, 2004

1 Rate per 1,000 population
2 Rate per 1,000 live and still births
3 Rate per 1,000 live births
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Appendix 3: Notes and Definitions

Population Data

All population figures refer to estimates as at the 30th of
June of the year in question. Ages relate to age last birthday
at the date shown.

Natural increase

Natural increase is equal to total births minus total deaths.

Marriages

Marriage rates relate to the number of marriages
solemnised and not to the number of persons married.
The number of marriages relates to those registered in
Northern Ireland it thus does not include Northern Ireland
residents who get married outside Northern Ireland, but
does include non Northern Ireland residents getting
married in Northern Ireland.

Divorces

Divorce statistics have been compiled from returns of
'Decrees made Absolute' supplied by the Northern Ireland
Court Service and include nullities of marriage. Information
on the number of 'Decree Nisis is published by the
Northern Ireland Court Service. A decree nisi does not
terminate the marriage; a couple are still married until the
decree absolute has been granted.

Date of registration and place of occurrence

All the data presented on births, stillbirths, marriages and
deaths relate to the date of registration of the event and not
to the date of occurrence. 

Births, stillbirths and deaths have been allocated to the area
of usual residence if it is in Northern Ireland, otherwise they
have been allocated to the area of occurrence. Marriage
figures relate to the area of occurrence.

Marital status of parents 

The following terms are used throughout the report:

Married parents: refers to parents who are married to each
other at time of registration of birth.

Unmarried parents: refers to parents who are unmarried or
married but not to each other at time of registration of birth.

Stillbirths

The Stillbirth (Definition) Act 1992 redefined a stillbirth,
from 1 October 1992, as a child which had issued forth
from its mother after the 24th week of pregnancy and which
did not breath or show any other sign of life. Prior to 1
October 1992 the statistics related to events occurring after
the 28th week of pregnancy.

A stillbirth rate refers to the number of stillbirths per
1,000 live and still births.

The stillbirths presented in this report (since 1981) do not
include stillbirths to non Northern Ireland resident mothers.

Perinatal deaths

Perinatal deaths refer to stillbirths and deaths in the first
week of life.

A perinatal death rate refers to the number of perinatal
deaths per 1,000 live and still births.
Perinatal deaths presented in this report include stillbirths
and infant deaths to non Northern Ireland residents.

Neonatal deaths

Neonatal deaths refer to deaths in the first four weeks of
life.
A neonatal death rate refers to the number of neonatal
deaths per 1,000 live births (including non Northern
Ireland residents). 

Postneonatal deaths

Postneonatal deaths refer to deaths after the first four
weeks but before the end of the first year.

A postneonatal death rate refers to the number of
postneonatal deaths per 1,000 live births (including non
Northern Ireland residents). 

Infant deaths

Infant deaths refer to all deaths in the first year of life.

An infant death rate refers to the number of infant deaths
per 1,000 live births (including non Northern Ireland
residents). 

Crude birth and death rates

A crude rate refers to the number of occurrences of the
event per 1,000 population.



Age standardisation

A straight comparison of crude death rates between areas
may present a misleading picture because of differences
in the sex and age structure of the respective populations.
The technique of standardisation is used to remedy this.
In general, standardisation involves a comparison of the
actual number of events occurring in an area with the
aggregate number expected if the age/sex specific rates
in the standard population were applied to the age/sex
groups of the observed population. The results are expressed
either as standardised rates or as standardised mortality
ratios (SMRs) where the standard ratio (for Northern Ireland)
equals 100.

In some areas the presentation of standardised rates for
only one year's deaths may not provide a full picture of
the underlying standarised death rates. It is therefore
advisable to use the 3 years rates provided (Figure 1.18).

Significance of SMRs

The estimation of SMRs by LGD and Health Board invites
the question of whether such SMRs are different from the
Northern Ireland average (100). The statistical significance
of the SMRs has been examined by estimating the probability
that the difference between an observed SMR and 100
might have resulted from chance variation; where this
probability is less than 0.05 (one in twenty) the particular
SMR has been classified as statistically significantly (p<0.05)
different from 100. More details on the method can be
obtained from Demography and Methodology Branch.

Total period fertility rate (TPFR)

The TPFR is the average number of children that would
be born to a cohort of women who experienced,
throughout their childbearing years, the fertility rates of
the calendar year in question.

TPFR replacement level

In western countries a TPFR of about 2.1 is required to
maintain long-term population levels, assuming no migration.

General fertility rate

The general fertility rate is the number of live births per
1,000 women aged 15-44.

The gross reproduction rate

The gross reproduction rate is the average number of live
daughters that would be born to a cohort of women who
experienced, throughout their childbearing years, the
fertility rates of the calendar year in question.

The net reproduction rate

With reference to the gross reproduction rate, the net
reproduction rate is the average number of these live
daughters that, subject to the mortality rates of the
calendar year in question, would survive to their mother's
age at the time of birth. 

Maternities

Maternities refer to the number of pregnancies ending in
stillbirths or live births with multiple births counting only
once. The number of maternities presented in this report
(since 1981) does not include births or stillbirths to non
Northern Ireland residents. 

National Statistics Socio-economic
Classification (NS-SeC) 

This new social classification has replaced the previously
published Registrar General's Social Class. It is principally
based on the individual's occupation and employment status
and has been introduced in order to reflect a modern view
of social classification. It was introduced from 2001 onwards.
Further information can be obtained from the Office for
National Statistics at:
http://www.statistics.gov.uk/methods_quality/ns_sec/
default.asp. 

NS-SeC is determined according to a person's occupation;
for children of parents who are married to each other,
according to the occupation of the father as stated at birth
registration; for children of parents who are not married to
each other, according to the occupation of the mother.
The occupations are grouped into the following classes:

NS-SeC I Higher managerial & professional occupations
NS-SeC II Lower managerial & professional occupations
NS-SeC III Intermediate occupations
NS-SeC IV Small employers & own account workers
NS-SeC V Lower supervisory & technical occupations
NS-SeC VI Semi-routine occupations
NS-SeC VII Routine occupations
NS-SeC VIII Never worked & long-term unemployed
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Cause of death coding - ICD10 

All deaths and stillbirths registered from the 1st of January
2001 have been coded in accordance with the International
Statistical Classification of Diseases, Injuries and Causes
of Death, (ICD) (Tenth Revision), which has been in operation
by international agreement from 1 January 1999.

Classification of the underlying cause of death is done by
reference to the death certificate and additional information
from the certifying doctor. 

Expectation of Life

The Government Actuary's Department (London) produce
Expectation of Life statistics. Expectations of life can be
calculated in two ways: period life expectancy or cohort
life expectancy. 

Period life expectancies are worked out using the age-
specific mortality rates for a given period (either a single
year, or a run of years), with no allowance for any later
actual or projected changes in mortality. 

Cohort life expectancies are worked out using age-
specific mortality rates which allow for known or projected
changes in mortality in later years.

All statistics for expectation of life in Chapter 1 are based
on the period methodology and are produced for single
year of age based on three year's deaths and population data
(Figures 1.1, 1.7 and 1.8).

Northern Ireland Population Projections

Figure 1.7 and 1.8 summarise the results of the latest
Government Actuary's Department population projections
for Northern Ireland. The assumptions used in this
projection are summarised below.

Base population: The projection was based on the
Northern Ireland mid-2004 population estimate. 

Fertility: The numbers of births for the projections are
obtained by applying the appropriate fertility rate to the
average number of women at each age during each year
of the projection period. For Northern Ireland, long-term
average completed family size is assumed to be 1.80
children per woman. 

Mortality: The mortality rates for the first year of the
projection, 2004/05, are based on the best estimates that
could be made in September 2005 of the numbers of
deaths at each age in 2003/04. Future improvements in
mortality rates are based on the trend in mortality rates in
the years up to 2004. The mortality rates used in the
projections represent the probabilities of death between
one mid-year and the next, according to a person's age
last birthday at the beginning of the period. 

Migration: It has been assumed that for each year of the
projection period in the long-term there was a net outward
migration of 500 from Northern Ireland. 

A new set of population projections based on the 2006
mid-year population estimates are likely to be published in
Autumn/Winter 2007. Further information on population
projections can be obtained from:

The Government Actuary's Department
Finlaison House
15-17 Furnival Street
London EC4A 1AB

Telephone: 020 7211 2622
Facsimile: 020 7211 2640
Web-site: www.gad.gov.uk
Email: projections@gad.gov.uk

Population Projections for areas within Northern
Ireland

NISRA have produced 2002 based population projections
for areas within Northern Ireland - Local Government
Districts, Health and Social Services Boards, Education
and Library Boards and NUTS III areas. These figures are
constrained to the GAD Northern Ireland totals. New 2004
based sub-national population projections will be published
in 2006. Further information on the population projections
for areas within Northern Ireland can be obtained from:

Customer Services
Northern Ireland Statistics and Research Agency
McAuley House
2-14 Castle Street
Belfast
BT1 1SA

Telephone: 028 9034 8160
Facsimile: 028 9034 8161
Web-site: www.nisra.gov.uk
Email: census.nisra@dfpni.gov.uk



Appendix 4: Further Information

Vital Statistics

A wide range of additional information at differing levels of
geography (including postcode sector) and for years not
included in this edition of the Registrar General's Annual
Report is available on request from Customer Services.

Population Statistics 

Estimates of the resident population are available by sex and
single year of age for each of the Local Government Districts,
Health and Social Services Boards, Education and Library
Boards, Parliamentary Constituencies and NUTS III areas
of Northern Ireland. Population projections are available
for the Local Government Districts, Health and Social Services
Boards, Education and Library Boards and NUTS III areas
by age and sex for a 15 year period after the base year.
This information can be obtained from:

Customer Services
Northern Ireland Statistics and Research Agency
McAuley House
2-14 Castle Street
BELFAST
BT1 1SA

Telephone: 028 9034 8160
Facsimile: 028 9034 8161
Email: census.nisra@dfpni.gov.uk
Website: http://www.nisra.gov.uk/statistics/financeand 

personnel/DMB/datavault.html

2001 Census Data

Detailed results from the 2001 Census include a wide
range of demographic information available for different
levels of geography. The headline outputs include:

• Northern Ireland Census 2001 Population Report and
Mid-Year Estimates

• Northern Ireland Census 2001 Key Statistics 

• Northern Ireland Census 2001 Standard Tables 

• Northern Ireland Census 2001 Census Area Statistics 

More information on the 2001 Census and statistics
available from it can be obtained from:

Customer Services
Northern Ireland Statistics and Research Agency
McAuley House
2-14 Castle Street
BELFAST
BT1 1SA

Tel: 028 9034 8160
Fax: 028 9034 8161
Email: census.nisra@dfpni.gov.uk
Website: http://www.nisra.gov.uk/census/start.html

Neighbourhood Statistics

NISRA is developing a statistical resource for Northern
Ireland which includes detailed small area aggregate
statistical information. The resource is titled Neighbourhood
Statistics and includes a web-based dissemination system
available at www.ninis.nisra.gov.uk. The web system
includes 2001 Census data along with detailed aggregate
statistical information from various administrative data
systems. Further information can be obtained from:

NISRA Neighbourhood Statistics
Northern Ireland Statistics and Research Agency
McAuley House
2-14 Castle Street
BELFAST
BT1 1SA

Tel: 028 9034 8138
Fax: 028 9034 8161
Email: ninis.nisra@dfpni.gov.uk
Website: http://www.ninis.nisra.gov.uk

Divorces - Decree Nisi information

The information on divorces in this report refer to Decree
Absolutes. Information on Decree Nisi's can be obtained
from:

The Northern Ireland Court Service
Resource Management Branch
18th Floor
Windsor House
Bedford Street
BELFAST
BT2 7LT

Tel: 028 9032 8594
Fax: 028 9023 8506
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Appendix 5: Report on the work of
the General Register Office for
Northern Ireland

Introduction

The General Register Office (GRO) for Northern Ireland is
part of the Northern Ireland Statistics and Research
Agency (NISRA) within the Department of Finance and
Personnel. The Office is headed by the Registrar General
for Northern Ireland who is statutorily appointed by the
Permanent Secretary of the Department.

Functions

The General Register Office functions stem mainly from
the statutory responsibilities placed on the Registrar
General and include:

• administration of the registration of births (live and
still), deaths and marriages through 26 District
Registration Offices;

• formalities relating to marriage and conduct of civil
marriages;

• maintenance of historic records of births, deaths,
marriages and adoptions and production of certified
copies to applicants on request; and

• preparation and publication of annual birth, death,
marriage, divorce and population statistics; and
registration of adoptions.

Aims

The fundamental aims of the General Register office are:

• to register all births (live and still), deaths, marriages
and adoptions;

• to ensure that all information collected is relevant,
accurate, complete and updated as required in such a
way as to maintain public confidence in the records;

• to produce and publish timely, accurate statistics
relevant to the needs of customers in government, and
the wider community;

• to preserve birth, death, marriage and adoptive
records permanently and to store them securely; and

• to produce certified copies of records efficiently and
promptly on demand.

The work of GRO (NI) is wide ranging including policy
development, oversight and regulation of registration work
undertaken by the District Registration Authorities, advice

on marriage procedures, casework relating to change of
name, procedures relating to legal adoptions, collection
and collation of vital statistics, production of certified
copies of vital events and maintenance and storage of
archive records.

Activities during 2004

Almost 47,000 vital events (births [live and still], deaths,
marriages and adoptions) were registered in District
Offices and a corresponding number of certificates were
issued. In addition:

• 82,955 certificates were produced by GRO;

• 9,339 priority certificates produced;

• 2,246 births, deaths and marriages were verified to
Government Departments;

• approximately 3,000 requests for statistical information
were dealt with;

• 57,848 death notifications were provided by registrars
to Health & Social Services Boards, Central Service
Agency, Electoral Offices and Department of Work and
Pensions;

• 8,309 marriages were processed with 36 Special
Licenses; and

• 3,127 items of registration related casework were
dealt with.

Approach

In carrying out its functions GRO seeks to act in a manner
consistent with the National Statistics Code of Practice
and NISRA's obligations under the Citizen's Charter.

The aims of the staff are to carry out the Registrar
General's statutory obligations, to give accurate and
unbiased advice to the public, to act with integrity at all
times and to respect the confidentiality of all information
contained in records or given by the public in confidence.

Efficiency

As part of the NISRA Efficiency Strategy a number of
measures have been taken to improve customer services
and ensure best value for money. These include:

• development of performance targets in key areas;

• reduction of running costs without lowering efficiency.

• introduction of accrual accounting to give more
detailed information on business performance;

• modernisation of the Registration Service through the
greater use of new technology.



62

Performance Against Key Targets During 2004/5

1. Process 98 per cent of postal and personal certificate
applications within 8 and 3 working days respectively.

Achieved 99.91 per cent of postal applications 
processed within 8 working days and 99.60 per cent of
personal applications processed within 3 working days.

2. Reduce by 2 per cent the unit cost of producing birth,
death and marriage certificates in GRO.

Achieved.

3. A response time of 15 working days when replying to
miscellaneous queries and re-registration casework.

Achieved 99.8 per cent.

Review of Registration Service 

Following a public consultation document process in the
autumn of 2003, work has been progressing on the
formulation of future policy for the registration of births
and deaths. Draft proposals will be put forward for
ministerial approval in the near future. These proposals
address a wide range of issues aimed at modernisation
and covers three main areas i.e. the process of
registering events, access to information and new
services. Significant legislative changes will be required to
implement future improvements. 

Marriage Legislation

The Marriage (Northern Ireland) Order 2003 came into
operation from 1 January 2004 and replaced the Marriage
(Ireland) Act 1844 and the various subsequent amending
statutes that had become outdated and viewed as
complex and discriminatory. The new procedures have
simplified marriage preliminaries and afforded equal
treatment to all regardless of whether they are having a
religious or civil wedding and there are no differences
between religions. 

The main changes contained in the new legislation are: 

• Notice for all marriages (including religious marriages)
will be given to the Registrar in the Council District
where the marriage is to take place

• Both parties will give notice to the Registrar of the
District in which they wish to marry at least 14 days
before the proposed date of marriage

• There will be no residency requirements either in the
district or in Northern Ireland

• Notice can be given by post 

• There will be no registered buildings and all authorised
'Officiants' (ministers, priests, pastors etc in properly
constituted religious bodies) will conduct religious marriages

• The Registrar will issue a 'Schedule' (licence) that will
allow a marriage to take place, to the parties who will
take this along to the person who is going to marry them

• Once registered the Registrar can issue marriage
certificates

• Civil marriages will be able to be conducted by a Registrar
in Approved Places' eg hotels, stately homes, etc

• 'Approved Places' for civil weddings will be able to be
authorised by District Councils

• Civil marriages will be able to take place at any time
including Sunday

The straightforward procedures have been universally
welcomed by Registration Staff and couples alike. While
the greater freedom of choice afforded with the availability
of 'Approved Places' has proved very popular. 

More detailed information on the new marriage
procedures are available at: www.groni.gov.uk 
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