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1. Introduction & Executive Summary
1.1 Introduction

This report examines the demography and vital statistics of the Traveller population in Ireland. The
demography section concentrates on the determination of the total count of Travellers and on their
age/sex distribution. The results are based on data collected in the census survey of Travellers carried
out on the nominal census dates of 14th October, 2008 in the Republic of Ireland (ROI) and 16th
February, 2009 in Northern Ireland (NI). The vital statistics section examines mortality in the Traveller
population based on an enumeration of deaths in ROI and NI that occurred in the 12-month period
prior to ROI census survey.
The number of deaths in NI was too small for separate analysis and most mortality estimations therefore
use ROI mortality data only. This allowed comparison with national statistics in ROI and with the
previous Traveller census, which took place in 1987. If all-island calculations had been made, the small
number of deaths in NI would not affect the overall thrust of the analysis but would limit comparability.
The methods used and results relating to the count of the Traveller population are presented in Section
2 of the report. The methodologies underlying the mortality analyses are described in Section 3 of this
report and the basic results presented in Section 4. Section 3 includes a fair deal of technical content
and can be omitted at first reading. Section 4 has been drafted so that it can be read as a stand-alone
section and therefore repeats some of the explanatory material in Section 3.
Comparisons are made with the general Irish population and with results from the previous Traveller
census in 1987. Note that all comparisons are made with the entire population. This is legitimate
because Travellers form only a small proportion of that population. For convenience we refer to the
mortality data as relating to the year 2008 though technically Traveller mortality statistics relate to the
12-month period from 14th October, 2007.

1.2 Executive Summary

A census of the Traveller community in Ireland was undertaken in 2008 (early 2009 in NI). In total there
were 40,129 Travellers living on the island of Ireland (IOI): 36,224 (90.3%) in ROI and 3,905 (9.7%) in NI.
The age distribution of Travellers in both jurisdictions shows an extremely young population, with very
few reaching old age. Since 1987, when the last census was carried out, there has been a slight increase
in those living to older ages among Travellers but the contrast with the general population is stark
(Barry and Daly, 1988).
In ROI there were 188 deaths among Travellers in 2008 and 11 in NI. Mortality analysis concentrated on
ROI data to allow for comparative analyses. There were 124 (66.0%) deaths in males and 64 (34.0%) in
females. No matter what way one examines the mortality data, the picture painted is a bleak one for
Travellers. Compared to the general population, Travellers experience considerably higher mortality
at all ages in both males and females. The problem stretches across the entire age spectrum and the
disadvantage is seen from the very start of life. Infant mortality (deaths under 1 year of age) in Travellers
is 3.6 times higher than in the general population and there are 10 more deaths in Traveller babies (per
1,000 live births) than would be expected in the general population.
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Allowing for the age differences between the Traveller and general population, overall Traveller
mortality is 3.5 times higher. Traveller males have 3.7 times the mortality of males in the general
population; for females the mortality is 3.1 times higher. Traveller males can expect on average to die 15
years before their counterparts in the general population, and females can expect to die 11 years earlier.
The life expectancies of the Traveller community in the first decade of the 21st century mirror those
observed in the general population of the late 1940s for males and of the early 1960s for females.
Compared to 1987, the mortality experience of male Travellers has not changed, while there has been
a mortality reduction for female Travellers. This however is in the context of major health improvements
in the general population in both sexes. For males, the gap in mortality has widened between Travellers
and the general population; while for the women the gap has remained nearly the same. For Travellers
as a whole the gap has widened.
The increase in Traveller mortality is seen across the broad spectrum of causes of death. For males,
external causes of death (which include accidents, poisonings and suicides) were 5.5 times higher than
in the general population and a higher percentage of external causes were attributable to suicides.
There were 90 extra deaths in Traveller males in 2008 compared to what would be expected if Travellers
had the same mortality as the general population. Over 30% of these excess deaths were due to
external causes. In both males and females, Traveller deaths due to respiratory conditions and heart
disease were considerably higher than expected. Cancer deaths were also increased but less markedly.
At all ages and for all causes of death, Travellers experience a higher mortality than the general
population. The problem is endemic and complex and will not be solved in the short term without
considering the wider contextual issues. The picture we have painted points to the need for a holistic,
integrated, long-term approach to improving the lives of Travellers and reducing their deaths, which
involves the community at each stage of this development. The fact that an identifiable disadvantaged
group in our society is living with the mortality experience of previous generations 50-70 years ago
cannot be ignored. The fact that the mortality gap between Travellers and the general population
has widened in the past 20 years shows that comprehensive approaches to address this situation are
required and are indeed vital.

13

All Ireland Traveller Health Study

14

Demography & Vital Statistics
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2. Traveller Demographics
2.1 How We Did the Count

The carrying out of the census survey in the Traveller population has been described in Technical
Report 1. We describe in this section how we used the information collected to determine the size of
the Traveller population on the island of Ireland. The total Traveller population count was based on the
number of Traveller families enumerated at the census, multiplied by the average family size estimated
by analysis of census interview data. Age- and sex-specific numbers were derived by applying the agesex distribution from census interview data to the total population count.

2.1.1 Family Count
During the census the project field coordinators in ROI and NI returned field reports of anonymised
family codes with a comment on each code, marking the status of the family to the best of their
knowledge. Information was gathered on whether a family was interviewed or not, and if not whether
that was because they moved, refused or were unavailable. In addition, each project completed a
telephone interview as soon as the census fieldwork was finished to clarify the numbers of families
enumerated, response rate, number of interview records returned from the field and how they
marked the families that were not interviewed. Information from the field report was correlated with
information from the interview to confirm (1) the total family count in each project, (2) the number
of families interviewed (3) the number of those who were not interviewed because they moved.
Since those who moved out of the island of Ireland were not to be enumerated as part of the study
population and because those who moved within the island would be enumerated in the area to
which they moved, the number who moved was subtracted from the count in each project, and
project counts were aggregated to reach the final Traveller count. Table 2.1 gives the distribution of the
Traveller families with Traveller Health Units in ROI.
Table 2.1 Breakdown of Number of Traveller Families enumerated
within Traveller Health Unit Regions.
Region

Traveller Families

%

South Eastern

1,043

11%

North Eastern

904

10%

1,431

16%

997

11%

1,049

12%

Western
Mid Western
Midlands

428

5%

Southern

1,439

16%

Eastern

1,763

19%

Total

9,056

100%

North Western
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9,056 families were enumerated in ROI. More than 9,300 electronic-initiated interview files were initially
received from the field in a single database. The database included files for a number of interview
outcomes: consented interviews, refusals, unavailable families or moved families, in addition to invalid
empty files and duplicates. All invalid files were removed. Duplicates and non-consented interviews
(refusals, moved and unavailable families) were also removed. This left a total of 7,042 consented family
interview records, giving a response rate of 78%. Table 2.2 shows the response rates for the family
interviews broken down by THU regions in ROI.
Table 2.2: Response rates of Traveller Families by THU Regions
Region

Traveller Families
enumerated

Traveller Families
consented

Percentage response

South Eastern

1,043

734

70%

North Eastern

904

720

80%

1,431

1187

83%

997

630

63%

1,049

832

79%

428

404

94%

Southern

1,439

1,049

73%

Eastern

1,763

1,485

84%

Total

9,056

7,042

78%

Western
Mid Western
Midlands
North Western

The same process was followed in NI, where 1,562 Traveller Families were enumerated. Over 2,000
files were initially received and following the removal of all invalid, duplicate, refused, moved and
unavailable files we were left with a total of 1,450 consented Traveller families, giving an exceptional
response rate of 93%.
Each of these family-level records included census data (age, gender, education, occupation, marital
status and institutionalisation) on more than 1 family member. Individual level records of census data
were created from the family-level records for further analysis of average family size and the age and sex
breakdown of the Traveller population on the island.
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2.1.2 Average Family Size
Information about average family size was derived from two sources in the census interview:
- The responses to the question: how many family members including yourself normally
live with you?
- The actual number of individuals for whom census data (age, gender, education,
occupation, marital status and institutionalisation) were inputted by the respondent.
In a considerable number of cases in ROI, the respondents counted more family members than they
gave information for. This might be attributable to the cessation of the census interview before all
family members had their census data inputted. Conversely, in other cases census data was given for
more family members than were counted initially by the respondent. In some cases, that was due to
non-response to the family count question. In many cases, there was one more individual for whom
census data were inputted, who was not counted by the respondent. This is most probably due to
failure of the respondent to include herself/himself in the count. Actual family size was considered to
be the highest one given in either scenario.
The average family size based on the family count given by the respondent (when response was more
than zero) was compared with the average family size computed from the highest family size given by
either source. Table 2.3 gives the averages calculated.
Table 2.3: Average family size by source of information
Source

Approximate percentage of
families with valid data

Average family size

ROI Respondent family count

97%

4.02

ROI Sources with the highest
family size

97%

4.07

NI Respondent family count

92%

2.48

NI Sources with the highest
family size

96%

2.49

Census data (age and sex only) were also reported in a non-formatted free text area on the data
collection computers for some of the non-respondent families by the peer researchers. However
these families were not included when computing the average family size because the reporting
space allowed no more than 6 family members to have their data inputted. Their inclusion would have
skewed the average family size downwards and given us a biased estimate.
Based on these findings we took the average family size to be 4.0 in ROI and 2.5 in NI.
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2.1.3 Age and Sex Distribution of the Traveller Population
The age and sex distribution was based on the census data reported by respondent families at the
census interviews. Some of the initial families surveyed in ROI did not give the age/sex information on
family members due to a computer error, though the family size was recorded. These families did not
contribute to the age/sex information recorded. Study coordinators were also allowed to input the
number of family members of non-respondent families and the age and sex composition of the families
by proxy. We first compared the age-sex distribution, based on responding family reports, to that
based on both responding and non-responding families who had age and sex data reported for them.
The difference between the two distributions, shown in Table 2.4, was minimal and we have based all
our age/sex distributions on the 21,974 individuals on whom we had age and sex data in consenting
families.
Table 2.4: Age-sex distribution in consenters and in all with information
Age

Males

Females

Consenters refused Consenters only % Consenters refused Consenters only %
unavailable %
unavailable %
0-4

8.3

8.0

7.9

7.8

5-9

6.9

7.0

6.5

6.6

10-14

6.9

6.9

6.1

6.1

15-19

5.4

5.4

5.4

5.5

20-24

4.6

4.5

4.9

5.0

25-29

4.0

4.0

4.4

4.5

30-34

3.2

3.3

3.4

3.5

35-39

2.8

2.8

3.2

3.2

40-44

2.3

2.2

2.4

2.4

45-49

1.7

1.7

1.8

1.9

50-54

1.4

1.3

1.4

1.4

55-59

1.0

1.0

0.9

1.0

60-64

0.7

0.6

0.7

0.7

65-69

0.4

0.4

0.4

0.4

70-74

0.3

0.3

0.3

0.4

75-79

0.1

0.1

0.1

0.1

80-84

0.1

0.1

0.1

0.1

85+

0.0

0.0

0.0

0.0

Total

50.2

49.6

49.8

50.4
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2.2 Traveller Demographics
2.2.1 Number of Traveller Families
For the purposes of this study, a family unit was defined as
- a husband and wife, or a couple, who live together.
- a husband and wife, or a couple, who live together with one or more never-married
(single) children (of any age).
- one parent who lives with one or more never-married (single) children (of any age).
- one person living alone.
However, on occasion the definition of family unit varied. For example, if siblings were living together or
if a family considered another individual to be part of their family unit (e.g. a niece, a fostered child), the
family decided who they considered to be part of the family unit. Only family members normally living
together were included in the same family unit. This definition of family unit was based on that used in
Volume 5 of the National Census, Ethnic or Cultural Background (Central Statistics Office, 2007c).
In the AITHS we enumerated 9,056 Traveller families in ROI and 1,562 in NI. We are confident that we
identified all Traveller families through the mapping process which was carried out by the Travellers and
Traveller organisations in ROI and NI. We received a very high family response rate of 80% (78% in ROI
and 93% in NI). This level of coverage is important, as a concern that stakeholders have had in the past
is the accuracy of the Traveller population count. An accurate count has implications for the provision of
services such as accommodation and education and gives the required denominator data to monitor
incidence and prevalence and other indicators.
Information on comparative numbers of Traveller families from other sources is available:
- The CSO has an ethnic and cultural background question in the census. This was first used in the
2006 census in which they identified 4,371 Traveller households (Central Statistics Office, 2007c).
Traveller organisations suggest that this was an undercount as not every Traveller family may have
been comfortable to identify themselves.
- The Department of the Environment, Heritage and Local Government (DEHLG) in ROI conducts an
annual count of Traveller families through the local authorities. As this is used to assess
accommodation needs the definition of a family includes unmarried Traveller men over 18 as a unit
(as it is understood that they will marry at this age and require an additional unit of
accommodation). In 2008 the DEHLG annual Traveller family count was 8,398 (National Traveller
Accommodation Consultative Committee, 2008).
- The Housing Executive in the North of Ireland conducted an assessment of Traveller
accommodation needs in 2008 and identified 531 Traveller families (Northern Ireland Housing
Executive, 2008)
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2.2.2 Traveller Count
Most national census population estimates are based on a direct actual count and non-response is not
an issue or not permitted by legislation. This direct counting was the method employed in the 1987
census of Travellers (Barry and Daly, 1988). The AITHS census survey was based on the ‘family’ as the unit
of observation and, following self-identification as a Traveller family, consent of the family was required
to be included in the survey. As described previously a count was taken of families and recorded nonresponse. Table 2.5 shows how the family count and the average family size were used to estimate
the Traveller population. The current study found the Traveller population on the island of Ireland was
40,129 with 36,224 (90.3%) in ROI and 3,905 (9.7%) in NI.
Table 2.5: Estimation of Traveller population (2008)
No. of Traveller families enumerated
Average family size
Estimated Traveller Population

ROI

NI

IOI

9,056

1,562

10,618

4.0

2.5

3.8

36,224

3,905

40,129

2.2.3 Age Pyramids
The population pyramids for ROI and NI Travellers together with those for the general population
in 2006 and the original Traveller census in 1987 are given in Figure 2.1. The 4 pyramids are to the
same scale.
Figure 2.1: Population pyramids for Travellers (a) in ROI 2008, (b) in NI 2009,
(c) in ROI 1987 and for (d) the ROI general population 2006
ROI
ROITraveller
Traveller Population
Population 2008
2008

AGE
85+ yrs
80-85 yrs
75-80 yrs
70-74 yrs
65-69 yrs
60-64 yrs
55-59 yrs
50-54 yrs
45-49 yrs
40-44 yrs
35-39 yrs
30-34 yrs
25-29 yrs
20-24 yrs
15-19 yrs
10-14 yrs
5-9 yrs
0-4 yrs

Males %
Females %

10

8

6

4

2

0

2

4

6

8

NI Traveller Population 2008

AGE
85+ yrs
80-85 yrs
75-80 yrs
70-74 yrs
65-69 yrs
60-64 yrs
55-59 yrs
50-54 yrs
45-49 yrs
40-44 yrs
35-39 yrs
30-34 yrs
25-29 yrs
20-24 yrs
15-19 yrs
10-14 yrs
5-9 yrs
0-4 yrs
10

Males %
Females %

10

8

6

4

Percent of Total Population

ROI Traveller Population 1987

AGE
85+ yrs
80-85 yrs
75-80 yrs
70-74 yrs
65-69 yrs
60-64 yrs
55-59 yrs
50-54 yrs
45-49 yrs
40-44 yrs
35-39 yrs
30-34 yrs
25-29 yrs
20-24 yrs
15-19 yrs
10-14 yrs
5-9 yrs
0-4 yrs

Females (%)

8

6

4

2

0

2

Percent of Total Population

0

2

4

6

8

10

4

6

ROI General Population 2006

AGE
85+ yrs
80-85 yrs
75-80 yrs
70-74 yrs
65-69 yrs
60-64 yrs
55-59 yrs
50-54 yrs
45-49 yrs
40-44 yrs
35-39 yrs
30-34 yrs
25-29 yrs
20-24 yrs
15-19 yrs
10-14 yrs
5-9 yrs
0-4 yrs

Males (%)

10

2

Percent of Total Population

8

10

Males (%)
Females (%)

10

8

6

4

2

0

2

Percent of Total Population

4

6

8

10
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Travellers have a very distinctive population profile. In ROI their population pyramid is very similar to
that in developing countries, with a wide base that narrows steeply. This is indicative of a high birth rate
and a young population. As Travellers get older, the population pyramid becomes narrower at the top.
This is the consequence of high mortality rates at a younger age. A similar age profile is also observed
among other ethnic minorities, such as the Aboriginal community in Australia (Australian Indigenous
Health InfoNet, 2009).
In NI the Traveller pyramid suggests an inward migration of Travellers to NI from the ROI. The peak in
numbers aged 15-24 is not otherwise consistent with the numbers observed in younger age groups.
When compared with 1987, Travellers in ROI now are living at slightly older ages and the proportion of
those in the youngest ages has decreased. More middle-aged Travellers are now apparent.
The contrast between the Traveller community and the general population by age groups is
summarised in Table 2.6. The following highlight the current differences between ROI Travellers and the
general population:
- 63% of Travellers under 25 compared with 35% nationally.
- 42% of Travellers under 15 compared with 21% nationally.
- 3% of Travellers 65 years or over compared to 13% nationally.
Table 2.6: Age distribution of Traveller and general populations
Age group

General population 2006*

Travellers 2008

Travellers 1987

0-4 Years

7%

16%

19%

5-14 years

14%

26%

33%

15-24 years

14%

21%

22%

25-39 years

22%

21%

14%

40-64 years

30%

13%

10%

65 years +

13%

3%

2%

* From the CSO 2006 national census figures. (Central Statistics Office, 2007b)
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3. Methods for Mortality Calculations
3.1 Introduction

This section describes the methods behind our mortality calculations. All our results are derived from
the count of Traveller deaths and the size of the Traveller population as determined from the census
and described in Section 2. In this section we describe how the number of deaths was determined and
discuss the accuracy of the data. The analysis concentrates on ROI to allow meaningful comparison
with the 1987 study results (which did not include NI) and to allow comparison with the published
figures for ROI. The number of deaths in NI was too small for separate analysis.
This entire section is technical and can easily be omitted at a first reading of the report. All the results
of the mortality study are presented in Section 4, which also describes how to interpret the various
measures used.

3.2 Data Collection

Because there is currently no ethnic identifier included on the Irish Death Certificate or Death
Registration forms, it is not possible to disaggregate official mortality data by Traveller status. The
mortality study therefore was based on a retrospective identification of all Irish Traveller deaths that
occurred on the island of Ireland during the 1-year period between 15th October, 2007 and 14th
October, 2008.
It was not possible to replicate the prospective methodology used in the 1987 Health Research Board
study, when deaths were identified by Public Health Nurses and Local Authority social workers, since
the infrastructure at the Local Health Office (LHO) has changed.
Retrospective enumeration of mortality is a recommended methodology where there are difficulties
with exact registration records and was used by the United States census office for all census data
collection from 1850 to 1930 (Kelleher et al., 2006). In our study, Traveller deaths were identified by
Traveller families and this approach addressed the problem of wrongly identifying deceased persons as
members of the Traveller community and at the same time minimised the number of Traveller deaths
that would be missed.

24

Demography & Vital Statistics

3.2.1 Traveller Deaths in ROI
3.2.1.1 Initial Data Collection
As described in Technical Report 1, 450 Traveller Peer Researchers and 90 study coordinators, who
were working in Primary Health Care for Traveller projects and Traveller organisations on the island
of Ireland, were trained as local data collectors using laptop computers. During the consultation and
training period we discussed the mortality study and piloted the question and form (the ‘Blue Form’
- Appendix A) that was used to document Traveller deaths. During the census, Traveller enumerators
(Peer Researchers) identified and visited 10,618 Traveller families and offered them the opportunity to
participate in the census.
One of the last survey questions in the census asked the key respondent: a) if any member of their
immediate family had died in the previous year (the 12-month period previous to the ROI census date
of the 14th October, 2008) and b) if any member of their extended family had died in the previous year.
If the respondent answered ‘yes’ to either of the questions, the Peer Researchers filled in the information
on the blue mortality form, which was colour-coded to distinguish it from the green consent form and
the yellow birth/pregnancy form. We issued each of the study coordinators with Freepost envelopes to
facilitate the return of the forms to the study team in UCD.
Public Health Nurses (PHNs) in ROI and Health Visitors (HVs) in NI were also asked to report (on a
predesigned form – Appendix B) all deaths among Irish Travellers that they were aware of and which
had occurred within the study time frame on the island of Ireland.
The issue of sensitivity of information arose during the data collection phase, as some Traveller Peer
Researchers were concerned about seeking information about a death from a family who had suffered
a bereavement. We acknowledged this concern and suggested that researchers should not ask such
families directly but rather could obtain the information from the extended family instead. We also
encountered some issues of ethical concern by PHNs in accessing what they considered confidential
information on Traveller deaths.
A preliminary list of deaths was compiled from the Traveller, PHN and HV reports.
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3.2.1.2 Checking Process
We checked and transferred the information on to a spreadsheet, and if necessary followed up with the
study coordinators or PHNs for clarification. The Bereavement Grant had been considered as a further
cross-referencing tool; however the feedback from the ground was that this grant was rarely accessed
by Travellers as it was considered an insult to a family, that there would be insufficient funds to bury a
family member.
There were 2 issues in dealing with this list of potential deaths - the elimination of duplicate reports
and ensuring that we had not missed any Traveller deaths. Some challenges emerged from this process
of eliminating duplicates. Travellers from the same area, or same extended family (which can be large
and cover different parts of the county) can have the same given name and surname. It would not
be unusual, for example, to have 6 people who are peers in age and gender with the same name.
(Subsequently it was suggested to us that we should have included the parents’ names on the death
report form as well as the ‘nickname’, as this could have assisted the identification process.) Another
challenge to emerge was the literacy issues of the peer researcher which sometimes resulted in
incomplete forms.
The death reports we had received required careful checking to ensure they were not duplicates or
that we were excluding any death through miss-assignment. We cross-checked all reports by name,
reported date of death, age at death and cause of death.
Once duplicates were identified they were noted and the relevant forms were grouped together. In
order to ensure accuracy of our list, we then looked for independent confirmations of each death.
Reports from different people or projects constituted independent sources. We also used confirmations
by PHNs, attendance at funerals, key Traveller informants, data from the Parish of the Travelling People
and the Voice of the Traveller magazine.
We attended regional and national Traveller network meetings so we could opportunistically
engage with a wide range of Traveller families in attendance to help us with this exercise and ensure
completeness of information. When we broke down information on the forms received by county, it
highlighted that some areas reported very low figures relative to their Traveller population estimates.
These areas were followed up both by phone and through project visits (to meet local Travellers) to
address these gaps. For example, in Cork, we made contact with the regional Traveller network, who
contacted the Traveller women in advance of a prior-arranged meeting and asked them to try to ensure
confirmation of any deaths they could identify using if necessary information from the undertakers or
graveyard visits. This proved a very useful exercise.
During this time we also followed up and made contact with some key funeral undertakers, who
Travellers reported were used by them locally, to see if we could access additional data. Some
undertakers have computerised systems while the majority only have paper records. We had flagged it
has a potential source if we required it, but given the timeframe it was not possible or necessary.
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We also checked for confirmation with the Irish Sudden Infant Death Association (1999) annual report
to see how many Traveller Sudden Infant Deaths were mentioned. (The ISIDA interview each family
with a sudden infant death and document, when told, their ethnic or cultural background.)
In total, 166 unique deaths in Travellers were reported to us through these processes outlined above.

3.2.2 Traveller Deaths in NI
Because of the relatively small Traveller population in NI, the NI deaths were too few for separate
analysis. 14 reports of Traveller deaths in NI were received which, after removal of duplicates, pertained
to 11 deaths. 5 of these have been confirmed by the NI Social Research Agency (NISRA).

3.3 General Register Office (GRO)

There has been a change in the Death Registration process in ROI, which is governed by the Civil
Registration Act (2004), enacted on 5th December, 2005. This change fundamentally shifts the burden
of responsibility for registration of deaths to family members. The new death notification form, which
details the cause of death, is completed by the GP or hospital doctor (depending on where death has
occurred) and is sent on to the family of the deceased. The family must then present this form, with
some additional information, to any Registrar of Births, Deaths & Marriages no later than 3 months from
the date of death. The informing relative must also sign the Register of Deaths in the presence of a
Registrar (www.groireland.ie/registering_a_death.htm ).
This change in legislation may have led to a reduction of the numbers of Travellers registering deaths,
as this is an onerous task, particularly for those with literacy difficulties, requiring a personal visit to the
local Registrar’s office. Though a legal requirement, the registration of a death is needed only when
dealing with wills and probate; this is usually not an issue for Travellers. It is unknown if the change in
legislation has resulted in a reduction in death registration in the general population.
Once a death has been officially registered the information is publically accessible through the General
Register Office (GRO) and if sufficient information is available the registration details for each death can
be retrieved. As the GRO does not include ethnic or cultural identifiers on the Death Certificate or the
Death Registration forms, it is not possible to disaggregate mortality data by Traveller status. Traveller
deaths had to be searched for in the GRO on the basis of the information reported to us (name,
nickname, date of death, gender, county or town of death, date of birth, age at death, cause of death,
and study coordinator’s/PHN’s/HV’s contact details). Access to death records at the GRO was granted
on the basis of Ministerial permission.
Death records were searched by the UCD team at the public search room in Dublin. The records could
only be searched by surname, forename, date of death and county of death. Where there were no
complete matches, the nearest matches were used. In total we identified 104 of the 166 Traveller deaths
reported to us as registered in the GRO. Additional Traveller deaths which had not been reported to
the team were uncovered opportunistically during the 5 days spent in the GRO. In some cases the
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researcher was aware that the address was a Traveller halting site or group housing, and in other
cases the individual was registered as a ‘Tinsmith’. In total 22 Traveller deaths were found through GRO
records that had not been reported to us. Thus we identified a total of 126 Traveller deaths in the GRO
– 104 had been previously known to us and there were 22 extra. On top of that there were 62 Traveller
deaths that had been reported to us but were not traceable in the GRO. The total number of Traveller
deaths in ROI is thus 188.
The information available in the GRO does not include the official ICD-10 coding of the cause of death,
which is assigned by the CSO in ROI. The CSO agreed to use data linkage to provide us with the official
coding for the 126 deaths recorded in the GRO (see Section 3.4.3).

3.4 Data Accuracy

As described in the last 2 sections the 188 separate deaths among Travellers in the ROI can be
categorised into 3 main groups according to the source of the information obtained: (1) 104 deaths
reported to us and confirmed in the GRO (2) 62 deaths reported to us but not confirmed in the GRO
(3) 22 deaths discovered opportunistically in the GRO which had not been reported to us. Table
3.1 summarises the source of death information. The question arises regarding the reliability of the
information on the 62 deaths that did not have GRO confirmation.
Table 3.1: Source of information on 188 Traveller deaths
Traveller-reported

Not Traveller Reported

Total

GRO-ascertained

104

22

126

Not GRO-ascertained

62

-

62

Total

166

22

188

3.4.1 Accuracy of Reported Death Count
Deaths were reported to us from a number of sources. Reports from the same Traveller Health Unit or
from the same Traveller Project were not considered to constitute independent reports. Apart from
such cases, multiple reports of a death, from independent sources, were taken as a definite indication
that a death had occurred. In total 166 separate deaths were reported to us (104 confirmed by the
GRO and 62 not confirmed). Just over half of these deaths (85/166; 51.3%) were reported by more than
one independent source. The table below (Table 3.2) shows how the number of sources related to the
confirmation rate (percentage of deaths discovered in the GRO).
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Table 3.2: Confirmation rate of reported Traveller deaths
Source of Information

Number of Deaths

Number confirmed
in GRO

Percentage confirmed
In GRO

Single source

81

53/81

65.4%

>1 independent source

85

51/85

60.0%

Total reported deaths*

166

104/166

62.7%

*Excludes 22 opportunistic GRO deaths

The confirmation rate for deaths with more than one independent source was 60.0% compared to a
higher figure of 65.4% when there was only a single source. Thus there is strong evidence that deaths
reported by only a single source are as reliable an indication that death occurred as deaths reported by
more than one source. This gives us a high degree of confidence in our accepting the veracity of singly
reported deaths in this study. Our standardised mortality ratio (SMR) analyses (see below in Section 4.3)
only required a count of the Traveller deaths and did not require age information.
The confirmation rate in the GRO for reported deaths is 62.7%, which is lower than the figure of 83.3%
in the 1987 Census (Barry et al., 1989). However, as discussed, the onus of registration is now on relatives
of the deceased whereas in 1987 registration was often (if not usually) performed by staff when death
occurred in a hospital. Currently burials can take place without registration and there is, particularly for
many in the Traveller community, no need to register a death.

3.4.2 Accuracy of Reported Age and Sex
We are accepting GRO-reported ages as a gold standard. For 62 deaths we had no GRO confirmation
and had to rely on a reported age at death and gender rather than the GRO figure. To determine the
accuracy of reported ages at death we compared the reported ages with the GRO-recorded age in
the 104 reported deaths which had GRO confirmation. We took the mean age, rounded down to the
nearest integer, of all reports for each death. There were 2 deaths where reported age was missing. In
terms of accuracy 72/102 (70.6%) of reported ages were within ± 1 year of the actual age given by the
GRO, and 93.1% of reported ages were within ± 5 years. We have used 10-year age groups for most of
our analyses requiring age and, in this context, the reported ages can be considered fairly accurate.
On average the mean reported age was 0.9 years below the actual GRO-recorded age. Table 3.3
examines age accuracy by actual age at death in the deaths confirmed by the GRO. The largest
discrepancies were in those aged 75 years and over (average reported age at death 3.19 years below
the actual age). However, unlike in the general population, most Traveller deaths are at younger ages,
and the upward bias in mortality estimates using reported ages in those without GRO confirmation is
very small.
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Table 3.3: Discrepancy between General Registry Office and
reported ages at death by age group
GRO age at death
(years)

No. deaths

Mean discrepancy in reported
n(%) of reported ages
age at death (years)*
within ± 5 years of GRO age

0-29

15

-0.47

15/15 (100.0%)

30-49

25

+0.24

25/25 (100.0%)

50-64

20

-0.65

19/20 (95.0%)

65-74

21

-0.52

20/21 (95.2%)

21

-3.19

16/21 (76.2%)

102**

-0.90

98/102 (93.1%)

75+
All ages

* A minus sign indicates reported age is less than GRO age.
** Reported ages missing in two deaths
Table 3.4 shows that accuracy in reported age was higher in deaths reported by more than one
independent source.

Table 3.4: Discrepancy between General Registry Office and
reported ages at death by source of information
Source of Information

No. deaths

Mean discrepancy in reported
age at death (years)*

n (%) of reported ages within ± 5
years of GRO age

Single source
>1 independent source

51

-1.49

45/51 (85.2%)

51

-0.31

50/51 (98.0%)

All deaths

102**

-0.90

98/102 (93.1%)

* A minus sign indicates reported age is less than GRO age.
** Reported ages missing in two deaths

In all 104 deaths with GRO confirmation, there was complete agreement on the sex of the decedent.
This of course is partially explained by our data checking procedures and how we matched reported
deaths to a particular registered death.
In terms of data used for analysis we had GRO ages at death for all 126 of the GRO deaths (104 reported
and GRO confirmed, and 22 GRO only). In the 62 deaths without a GRO confirmation, age was missing
in 6 cases. For the 56 cases with a reported age only, the majority (33; 58.9%) were from more than one
independent source. The means of the reported ages (rounded to the nearest integer) were used as the
age at death for the 56 cases.
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All analyses requiring age-specific data in this report are based on the exact ages for the 126 deaths
with GRO data or, as described, on reported age for the 56 others. The fact that reported ages seemed
to underestimate actual ages, when they could be compared, would tend to bias our mortality
estimates upwards. However the 6 deaths with missing ages were excluded from all age-specific
analyses, which would have a much larger downward biasing effect, giving an overall underestimate of
Traveller mortality for the analyses requiring age. For analyses not requiring age at death (standardised
mortality ratios for instance) all 188 deaths were included and there are no biases due to missing or
reported data.

3.4.3 Accuracy of Reported Causes of Death
In summary, 104 of the Traveller deaths reported to us were traceable in the GRO office, 22 further
opportunistic deaths were discovered in the GRO office, that we had no report of, and we had 62
deaths with only reported information. We decided, because of the small numbers involved to
concentrate on a few causes of death only and chose the groupings used in Table 9 of the Yearly
Summary statistics report (Central Statistics Office, 2009c). Additionally we classified suicides separately.
The causes we used, together with their ICD-10 (WHO 2010) and the Eurostat abbreviated Cause of
Death 65 codes (Eurostat, 2010) are given below in Table 3.5. ICD-10 is an international system used to
classify illness and deaths and is based on alphabetical/numerical coding. It was adopted in Ireland in
2007.
Table 3.5: Tabulated causes of death
Grouping

ICD-10 Code

Eurostat Shortlist (65) Code

All cancers

C00 – D48

6

Heart disease and stroke

I00 - I99

33

Respiratory conditions

J00 - J99

37

External causes of injury and
poisoning:

V01 – Y89

58

(Of which: Suicide)

(X60 – X84)

(63)

All other causes

remainder

remainder

31

All Ireland Traveller Health Study

3.4.3.1 CSO AND ICD-10
There are a number of relevant issues in relation to ICD-10 coding and how it is implemented by the
CSO. One change from ICD-9 coding, used prior to 2007, is that ICD-10’s ‘External causes of injury’ are
mutually exclusive of other tabulated causes, and thus there is no separate additional ‘External Ecode’ for such causes as there was in ICD-9. A death in ICD-10 classified in this group is not tabulated
elsewhere in the standard one-cause tabulation. Another factor to note is that under ICD-10 there is a
group of causes (‘Alcohol abuse and drug dependence, toxicomania’ (F10 – F16, F17 – F19) under the
general heading ‘Mental and behavioural disorders’ (F00 – F19)).
There is an internationally recognised difficulty with ICD-10 in relation to the alcohol/drug toxicity
F-codes (personal communication, CSO). The issue is that the categorisation is very similar to what
could be classified under accidental poisoning as an external cause (X40 – X49) or indeed a suicide
(X60 – X84). When Ireland started using ICD-10 coding in 2007, such deaths were classified, without
clear criteria, into either the F10 – F19 codes or the X40 – X 49 codes. Practice, however, changed in
mid-2009 and all deaths which might previously been included in the F category were instead classified
under X. (The CSO did however keep record of the alternative coding as it now keeps multiple causes
of death for an individual on its database.) Published death tabulations in 2008 (Central Statistics Office,
2009c) used the F-codes but, to be consistent with the current and later practice, we have merged
them into the external causes for our analyses here.
3.4.3.2 Accuracy of Causes of Death
As we have described, we had 126 deaths registered in the GRO with full information (104 of these
also had a cause of death reported to us and 22, opportunistically discovered in the GRO, had not
been reported to us). The CSO supplied the official cause of death codes assigned by them for these
126 deaths. For all the 166 reported deaths (including those traced in the GRO) the reported causes
of death on each report were coded into one of the above groups (Table 3.5) using standard coding
rules by one of us (BQ). When there were multiple reports of a death a single ‘reported’ cause was then
assigned based on the completeness of the reports and their sources. The reported cause was based on
the single report if there was only one report.
We then compared the reported cause to the official CSO-coded cause in the 104 deaths with a
reported cause of death and an official cause of death. Table 3.6 compares the distributions.
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Table 3.6: Comparison between GRO-assigned and
reported causes of death in 104 Traveller deaths
Cause of death

GRO-assigned cause n (%)

Reported cause of death n (%)

All cancers

18 (17.3%)

11

Heart disease and stroke

29 (27.9%)

27 (26.0%)

Respiratory conditions

15 (14.4%)

12 (11.5%)

External causes of injury and
poisoning

26 (25.0%)

23 (22.1%)

All other causes

16 (15.4%)

15 (14.4%)

Undetermined
All causes

0

(0.0%)

104 (100.0%)

(10.6%)

16 (15.4%)
104 (100.0%)

As can be seen the agreement between the distribution of reported cause and GRO cause is reasonable
but cancers are considerably lower as reported causes. There were no undetermined causes assigned
by the GRO while 15% of the reports did not give a cause. This reflects the understandable lack of
knowledge of the reporter of a cause of death in many situations.
The following table (Table 3.7) gives a picture of where disagreements arose by classifying the 104
deaths by each source together. When the reported cause was external then 22/23 (95.7%) were also
classified by the GRO as external. When the reported cause was respiratory, there was 91.7% (11/12)
agreement by the GRO. However only 21/27 (77.7%%) of the reported heart disease/stroke was
confirmed by the GRO.
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Table 3.7: Disagreement between GRO-assigned and
reported causes of death in 104 Traveller deaths
GRO-assigned cause of death
Reported cause of death

Cancers

Heart/Stroke

Respiratory

External

Other

Total

Cancer

9

1

0

1

0

11

Heart disease and stroke

2

21

2

0

2

27

Respiratory conditions

1

0

11

0

0

12

External causes

0

0

0

22

1

23

Other

0

2

1

0

12

15

Undetermined

6

5

1

3

1

16

Total

18

29

15

26

16

104

On the basis of these results, where we could actually compare reported causes against the GROassigned cause, there is some lack of agreement. Since a valid comparison with the general population
requires that the tabulated causes be accurate and be based on the same criteria used to categorise
the general population deaths, we decided to compare cause-specific mortality in the Travellers to
the general population using only the causes in the 126 GRO-confirmed deaths. We do not therefore
formally analyse the causes of death in the 62 deaths that do not have a GRO-assigned cause. Our
approach assumes that those deaths registered in the GRO are representative of the causes of all
Traveller deaths and, for analysis purposes, we scale-up the 126 deaths to the known total death count
of 188.

3.5 Death Rates

A mortality rate is calculated as the number of deaths in a particular sex/age group divided by
the population in that sex/age group. It is important in analysing mortality to utilise age-specific
rates rather than the count of deaths, especially, as in this situation, when the age distributions of
populations to be compared are so very different. As already described, all analyses requiring age of
death exclude the 6 deaths for which this information was missing.
Confidence limits for rates are based on a Poisson distribution for the number of deaths observed in a
particular age-group. Exact Poisson limits were calculated using WINPEPI (Abramson, 2004).
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3.5.1 Infant Mortality
For infant mortality calculations we needed deaths under the age of 1 year among live-born babies
during our ascertainment period, together with the number of live births over that period. For national
figures a separate count is taken of annual births, but we had no direct count of Traveller births for the
year in question. We estimated Traveller births in the year prior to the Traveller census by taking the live
population aged 0-1 years of age in the AITHS 2008 census (837 children) and adding on the number
of infant deaths in the year (12 infant deaths). This gave us an estimate of 849 live births in ROI. We then
calculated the infant mortality rate (IMR) as 12/849 = 14.1 per 1,000.

3.6 Standardised Mortality Ratios

Using crude mortality rates to compare the mortality experience of 2 or more populations with
different age and sex structures can be misleading because mortality rates are affected by the age/sex
distribution of a population as well as by its overall ‘health’. Comparing age-specific rates between
populations overcomes this problem, but involves a large number of comparisons. Ideally we would
like a single number to compare between populations that took account of age and sex. Such a
measure would reflect the real ‘health’ differences between populations that might be amenable to
interventions. Age and sex are non-modifiable, and differences between populations due solely to age/
sex distribution effects have no policy implications. Differences in health status between populations
that are adjusted for age and sex effects can guide policies that address health inequalities.
A measure that adjusts for age and sex is called a standardised measure and one method of
standardising mortality rates is to use what is called indirect standardisation. Indirect standardisation
applies a set of age-specific mortality rates from a standard population to the age- specific number
of persons in the study population. This gives an estimate of the number of deaths expected if the
study population had experienced the same age specific mortality rates of the standard population.
Standardised mortality ratios (SMRs) are calculated from the observed and expected number of deaths.
This is usually done separately for males and females:
SMR = Observed deaths X 100 / Expected deaths
If the SMR for a population is greater than 100, mortality is higher in that population than in the
standard (adjusted for age); if the SMR is less than 100, the mortality is lower than in the standard. The
standard population itself has an SMR of 100.
Another way to compare the observed and expected number of deaths is by subtracting one from
the other. This gives the Excess Deaths, which is a more direct measure of the impact of mortality
differences:
Excess deaths = Observed deaths – Expected deaths.
(This assumes that the population of interest has a greater mortality than the standard population; if
this is not the case the ‘Excess Deaths’ will be a negative number.)
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The method of indirect standardisation was used to adjust for age differences in order to compare the
mortality experience of the Traveller population to that of the general population. The method was also
used to compare male and female Traveller mortality. For the general population rates we used deaths
in 2008 from the CSO (Central Statistics Office, 2009c) and the 2006 enumerated population (Central
Statistics Office, 2007b). Though a number of different population projections are available for 2008, we
decided that opting for the well-defined census population was a more robust choice for the standard
population.
95% confidence intervals for the SMR were estimated assuming that the deaths count followed a
Poisson distribution (Daly and Bourke, 2000) and exact Poisson limits were calculated using WINPEPI
(Abramson, 2004). The SMR is statistically significant at the 5% level if the 95% confidence interval does
not include 100 (the SMR of the standard population).
To test if there is a statistically significant difference between two SMRs (as opposed to the comparison
with the reference SMR of 100) we can perform a specific significance test. We have used the method
described and implemented by Abramson (2004). A handy rule of thumb is to examine the two
component 95% confidence intervals. If the 2 confidence intervals do not overlap we can declare
a statistically significant finding. When 2 intervals do overlap however the difference may still be
statistically significant, and the formal significance test has to be performed.
A different set of SMRs was produced for each type of comparison using the appropriate standard set of
age-specific rates:
Comparison of male and female Traveller mortality in 2008:
Using total (male and female) 2008 ROI general population mortality rates as a standard, we calculated
SMRs for the male and for the female 2008 Traveller populations. This allowed a comparison between
male and female Traveller mortality without correcting for male/female differences in the general
population.
Comparison of Traveller mortality with the general population
In order to compare the mortality experience of male and female Travellers in 2008 to that of their
counterparts in the general population in the same year, we used the male ROI general population
mortality rates and female ROI general population mortality rates as separate standards for male
Traveller deaths and female Traveller deaths respectively.
Changes in the mortality gap over time
Using the results of the first Traveller Census and mortality studies in 1987 (Barry and Daly 1988; Barry et
al., 1989), and the population estimates and deaths for the general population in 1987, we calculated
sex-specific SMRs for the 1987 Traveller population and the 1987 general population using the
appropriate male or female 2008 ROI general population as a source of standard rates.
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SMRs for cause
As discussed earlier we confined our cause-specific analyses to those 126 deaths for which we had
GRO-assigned causes. However to allow for the fact that we actually had 188 deaths we scaled up
the observed sex-specific deaths by cause to a total of 124 male deaths or 64 female deaths. Thus for
instance where we actually had 15 male GRO-assigned causes of death due to cancer out of a total of
85 male GRO deaths (15/85 = 17.6%), we analysed cancer as 17.6% of the 124 total male deaths or as
21.9 ‘observed’ male cancer deaths. This explains the fractional ‘observed’ deaths in some of the tables.
Confidence intervals are based on the Poisson distribution for the actual number of deaths observed
and the limits were scaled up in the same way as the actual number of deaths.
SMRs for Social Class
The definitions of social class are discussed in the next section but it is relevant here that social class is
only defined in Irish tabulations for those aged 15 years or over. In comparing Traveller mortality with
social class groups from the general population, we confined ourselves to deaths at age 15 years or
over.

3.7 Social Class

As we described in the last sub-section we compared Traveller mortality with that of the entire general
population using SMRs. To put Traveller mortality in context we also compared the experience of
Travellers with that of lower socio-economic groups in ROI. Our calculations come with a proviso
however and we outline below some of the issues with this analysis.
In the Irish context of official statistics there are a number of different definitions of a variable related
to occupation or what is often broadly called social class. Two scales are currently in use for tabulating
census data: (1) The Socio-economic group (SEG) scale and the (2) the Social Class (SC) scale. Both
scales are based on occupation and the classifications aim to bring together ‘persons with similar
social and economic statuses’ and are described in Volume 8 of the Population Census Report (Central
Statistics Office, 2007d). The SEG scale is nominal and does not provide a direct ranking of groups in
order of socio-economic importance. The SC scale is ordinal. Table 3.8 gives the descriptions assigned
to the SEG scale categories.
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Table 3.8: Irish Socio-economic group scale definitions
Irish Socio-economic Group (SEG) Scale
(used in the Irish Census)

Irish Socio-economic Group Scale
(used for classifying deaths)

A Employers and managers

0. Farmers

B Higher professional

1. Farm Labourers

C Lower professional

2. Higher Professionals

D Non-manual

3. Lower Professionals

E Manual skilled

4. Employers and Managers

F Semi-skilled

5. Salaried employees

G Unskilled

6. Non-manual wage earners

H Own account workers

7. Other non-manual wage earners

I Farmers

8. Skilled manual workers

J Agricultural workers

9. Semi-skilled manual workers

Z All others gainfully occupied and unknown

10. Unskilled manual workers

The original UK Social Class categorisation (I to V) was developed as an ordinal scale and was employed
to analyse mortality gradients. The Irish SC scale is broadly similar to that in the UK. Unfortunately,
however, mortality data in ROI are not coded to the SC scale used in the census but to a SEG scale
similar but not identical to the census SEG scale. The two SEG scales are compared in Table 3.8.
Coding of mortality data to SEG is much more difficult than coding census data. The census coding
is based on occupation and employment status, which is clearly ascertained in the detailed census
questions. Coding of mortality data is based on the possibly imprecise reporting of the occupation
of the deceased by a relative or whoever officially registers the death. A large percentage is classified
as ‘unknown’ and the coding practices differ between the Census and mortality statisticians (Balanda
and Wilde, 2001). These difficulties are well-known and are discussed elsewhere in detail (O’Shea, 2002;
O’Shea and Kelleher, 2001; Balanda and Wilde, 2001).
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For these reasons analysis of mortality by SEG in the Irish situation is limited in scope. Notwithstanding
these difficulties we decided to compare Traveller mortality with two groups in the general population
of low and high socio-economic group individuals using a similar approach to that used by the
Institute of Public Health (Balanda and Wilde, 2001). We created a ‘Low SEG’ category by combining the
categories ‘Semi-skilled’, ‘Unskilled’ and ‘Agricultural workers’. These 3 categories are defined similarly
in both the census and the mortality datasets and thus general population rates can be estimated. All
others were classified into a ‘High SEG’. SMRs for these groups were calculated and compared with SMRs
for Travellers (in those aged 15 years and over).

3.8 Life Expectancy

Life expectancy is an age-standardised summary measure of mortality. It is based on applying the
observed age-specific mortality rates in a particular year to a hypothetical cohort as it ages. It results in
a measure of the average number of years expected to be lived by a person of any particular age.
Abridged period life tables were used to estimate life expectancy at birth for male and female Travellers
in the Republic of Ireland. Abridged means that 5-year age groups were used (except for the first age
group which was one year wide and the second group which was 4 years wide). The open ended group
was 85 years and over. The age specific mortality rate input into the life tables was calculated using the
estimated Traveller population by age and sex as denominator. The proportion of time contributed by
deaths occurring in the first year of life and deaths in the age group 1-4 was estimated using the Coale
and Demeney method (Preston et al., 2000).
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4. Mortality Results

This section considers the mortality of Travellers from a number of different points of view. The
methodology underlying our approach was described in Section 3 and we concentrate here on results.
We have tried where possible to present our findings in a comprehensible manner, and have given
broad descriptions of some of the measures we have used. These repeat in a more accessible form
some of the detailed material in the previous section and it should be possible to read this section of
the report without reading Section 3.
In Section 3 we also considered carefully the reliability of the data. The General Register Office (GRO) is
the repository of all registered deaths and is the source giving rise to the annual vital statistics report for
mortality in ROI. We have used the registered information that was available for 126 of the 188 Traveller
deaths. We were unable to trace information in the GRO for 62 Traveller deaths and had to rely on the
reported data only.
We consider that our count of Traveller deaths does not include any non-Travellers, and if it is biased, it
is because we may have missed some deaths in the community. We believe that our figures represent
a true reflection of the mortality experienced by Travellers, or at worst are an underestimate of the
true situation. We are confident that the reported ages of death that we had to use are sufficiently
accurate, and given that we exclude 6 deaths with missing ages analyses, using ages at death may also
underestimate the true situation.
As we described in Section 3 we have some reservations about the reliability of reported causes
of death that were not confirmed in the GRO and therefore we base our analysis of cause-specific
mortality on the causes determined in the 126 GRO-confirmed deaths (scaled up).

4.1 Distribution of Traveller Deaths in ROI

There were 188 Traveller deaths in ROI in the year preceding the Traveller census of November 2008. We
refer to these as Traveller deaths in 2008. They are compared with deaths in the general population for
the calendar year of 2008.
The sex distribution of the 188 Traveller deaths is laid out in Figure 4.1 – 66.0% were males (124 deaths).
This compares with the general population for 2008 which recorded only 51.1% male deaths (14,413
male deaths out of a total of 28,192). The percentage of male deaths in the 1987 Traveller census was
54.7% (46 out of 84), while in the ‘Parish’ Study (Brack and Monaghan, 2007) it was 70.0% (144/207 aged
2 years and over). In terms of numbers, male deaths are just under twice as common as female deaths
in the Traveller.
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Figure 4.1: Gender of ROI Traveller deaths (n = 188)
Female
34%

Male
66%

The next table (Table 4.1) shows the age distribution of the Traveller deaths compared to the general
population.
Table 4.1: Age Distribution of Traveller and General Population Deaths in 2008*
Age group(Years)

Traveller Deaths
(Number)

Traveller Deaths (%)

General Population Deaths
(%)

Less than 1

12

6.59

1.03

1-4

0

0.00

0.16

5-14

3

1.65

0.26

15-24

12

6.59

1.18

25-34

23

12.64

1.65

35-44

20

10.99

2.63

45-54

23

12.64

5.26

55-64

26

14.29

10.34

65-74

31

17.03

17.58

75-84

23

12.64

31.12

85+

9

4.95

28.79

Total

182*

100.00

100.00

* Excluding 6 Traveller deaths with unknown age
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Compared to the general population, Travellers are dying younger. In the general population 59.9%
of deaths occur in those aged 75 years or over. In the Traveller population only 17.6% of deaths occur
above that age. For deaths in those aged 85+ the figures are 28.8% in the general population and 5.0%
in Travellers.
Of course Travellers have a much younger age profile than the general population and the more
valid comparison is that of death rates (how many deaths per 1,000 persons) in different age groups.
Since gender has a large influence on mortality Table 4.2 shows the situation separately for males and
females. Apart from the fact that there were no deaths in Travellers in the 1-4 year age group, agespecific death rates are higher for Travellers in each and every age group in both males and females.
In every age group Travellers die at a greater rate than in the general population. The excess mortality
experienced by Travellers is not confined to a particular age group but is an endemic problem across all
ages. What is also apparent is the much higher mortality in males than females. This will be examined in
more detail later.
Table 4.2: Age-specific Mortality Rates per 1,000 in Traveller and General Populations 2008*
Age Group
(years)

Male Traveller
Population

Male General
Population

Female Traveller
Population

Female General
Population

Less than 1

16.33

5.24

9.78

4.23

1-4

0.00

0.21

0.00

0.15

5-14

0.40

0.19

0.22

0.07

15-24

2.23

0.83

1.06

0.22

25-34

6.07

0.92

2.41

0.36

35-44

9.36

1.46

1.48

0.92

45-54

16.75

3.28

4.26

2.41

55-64

23.59

8.75

20.51

5.54

65-74

69.43

24.40

42.57

13.67

75-84

184.62

69.20

124.08

46.35

85+

808.82

192.32

606.61

158.58

Total

6.62

6.79

3.40

6.50

* Excluding 6 Traveller deaths with unknown age
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4.2 Infant Mortality in ROI

Infant mortality has classically been considered a good indicator of a population’s level of health and
development. The infant mortality rate (IMR) is defined as the number of deaths under the age of 1 year
in babies who were born alive per 1,000 live births. There were 12 Traveller infant deaths reported to us
in ROI for 2008 (actually in the calendar year prior to the census) and we estimated that in that period
there were 849 births. This gives a Traveller infant mortality rate of 12/849 or 14.1 per 1,000 live births.
Table 4.3 gives the IMRs for the general population in 2008 (Central Statistics Office, 2009c) and the
corresponding figures from the 1987 Traveller study.
Table 4.3: Infant mortality rates (per 1000 live births)
1987

2008

18.1
(8.7-33.2)

14.1
(7.3-24.7)

General population infant mortality per 1,000
live births (ROI)

7.4

3.9

Ratio

2.4

3.6

Excess mortality per 1,000 live births

10.7

10.5

Traveller infant mortality(ROI) per 1,000 live
births (95% CI)

Infant mortality has fallen among Travellers since 1987, but greater improvements are seen in the
general population. In absolute terms the excess infant mortality in Travellers is almost identical now
to the figure in 1987. For every 1,000 births, 10 more Traveller babies die in the first year of life than
you would expect in the general population, and this has remained so for the past 20 years. Looking
at the gap between the Traveller and general population in terms of a relative difference, the situation
has deteriorated since 1987. Traveller infants today are 3.6 times more likely to die than infants in the
general population. In 1987 when rates were much higher in both groups, Traveller infants were 2.4
times more likely to die than infants in the general population.
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4.3 Comparisons with the General Population
4.3.1 What is an SMR?
In this section we compare Traveller mortality with that of the general population. Obviously we need
to account somehow for the fact that Travellers are much younger than the general population and for
that reason alone would be expected to have a lower mortality than their settled peers. The way we
tackle this is to give a ‘standardised’ result. Essentially we take the group of Travellers we are interested
in – perhaps the whole population, or perhaps just males or females. We ask ourselves: ‘How many
deaths would we expect in this group, if they remained the same age, but had the mortality experience
of the general population instead of their own?’ If we have enough information we can do this easily.
We get the number of deaths we would expect in the group and we compare that to the actual deaths
observed. So the comparison becomes that between what we actually see and what we might expect
to see if the Travellers were as ‘healthy’ as the general population.
There are two ways we can compare the observed and expected deaths. We can put one over the
other and see how much greater (in a multiplying sense) Traveller mortality is compared to the general
population. Suppose we had 150 observed deaths in Travellers and we calculated that we would only
expect 50. This would mean that Traveller mortality was three times (150 divided by 50) greater than in
the general population. We usually express this by multiplying by 100 to get in this case 3 x 100 = 300.
This is what we call the standardised mortality ratio (SMR).

SMR =

Observed Deaths
x 100
Expected Deaths

The SMR tells us how much worse or better any particular group is compared to the general
population. For all our calculations here the general (also called standard) population has been taken to
be the 2008 population in ROI. Of course the SMR for ROI itself in 2008 is 100 (the observed deaths are
the same as expected deaths) and if an SMR was less than 100 it would suggest that the group had a
lower mortality than the general population.
Allied to the concept of the SMR is to compare the observed and expected deaths by subtracting
one from the other. This gives us the excess deaths. In the example above the Travellers would have
experienced 100 excess deaths, got by subtracting the expected 50 deaths from the observed 150
deaths. The excess death gives a better idea of the impact of a particular comparison – especially when
we calculate excess deaths for particular causes of death.
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For instance observing 4 deaths where we expect 2 gives an SMR of 200, but only 2 excess deaths. We
might not worry too much about 2 extra deaths in the community. On the other hand 70 observed
deaths where we expected 50 gives an SMR of 140 (70/50 x 100) much less than the SMR of 200.
However this time there are 20 excess deaths which might be quite worrying. Both the SMR and the
excess deaths must be considered when comparing mortalities.

4.3.2 What is a Confidence Interval?
Because we have only studied Traveller deaths over a one-year period, the number of deaths we have
is quite small. If we had studied mortality over 10 years, say, the numbers would be larger and more
reliable in percentage or SMR terms. Essentially a confidence interval is a range in which we are fairly
sure that the true answer lies. By true answer we mean the actual amount Traveller mortality is greater
than that in the population. We use a 95% level of sureness or confidence.
For example the SMR for all Travellers is 348 with a 95% confidence interval of 300 to 402 (see Table
4.4 below). What this means is that in this study carried out in 2008 we found an SMR of 348. In 2008
Travellers had 3.5 times greater mortality than the general population. However if we had done the
study in 2007 or 2006 or even last year we would expect to have got a similar answer, but not one
exactly the same. All these estimates of the Traveller SMR would be close to the ‘true’ SMR which in
fact we don’t know. The confidence interval tells us that the true answer is most likely to be between
300 and 402 (we use 95% as our level of sureness). There is a degree of uncertainty about the SMR we
calculated but the confidence interval gives us a range of values where the true answer should be.
If the confidence interval does not include 100 then we can be (95%) sure that the Traveller mortality
is in reality greater than that in the general population (which has an SMR of 100), and that our result
is not just a chance finding. The finding of a non-chance difference between 2 or more groups is often
called a ‘statistically significant’ result and may be expressed by means of a p-value being less than 5%
(p <0.05).
When comparing two SMRs if the two 95% confidence intervals do not overlap we can also declare
a statistically significant finding. When two intervals do overlap the difference may still be statistically
significant, and a formal significance test has to be performed (see Section 3.6).

4.3.3 Traveller Mortality Compared to the General Population (2008)
Table 4.4 shows the SMRs for Travellers in 2008 with the expected mortality based on the total (male
and female combined) 2008 general population. Male Travellers have a mortality 4.7 times higher
than the average general population, and females have a mortality 2.3 times higher. Taking males and
female together Irish Travellers in ROI have 3.5 times the mortality of the general population.
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Table 4.4: SMRs for Travellers (2008) based on 188 deaths (age-standardized only)
SMR (2008)

95% CI for SMR

General population (M + F)

100

-

Male Travellers

469

(390-559)

Female Travellers

232

(179-297)

All Travellers

348

(300-402)

This comparison, though it allows a direct contrast of male and female Traveller mortality, does not
take account of the fact that in the general population male mortality is higher than female mortality.
To compare like with like we should compare Traveller male mortality with the general population
male mortality, and Traveller female mortality with the general population female mortality. Table 4.5
gives these results. Female travellers have just over 3 times the mortality of the general population
females (SMR=309) and male travellers are 3.7 times higher. In total there were 134 extra deaths (90.7 in
males and 43.3 in females) in Travellers in 2008 compared to what would have been the situation if the
Travellers had the same mortality experience as the general population.
Table 4.5: SMRs for Travellers (2008) (age- and sex-standardised)
Observed
deaths in
Travellers

Expected
deaths*

General
population SMR
(2008)

Traveller SMR
(2008)

95% CI for
SMR

Excess
deaths

Males

124

33.3

100

372

(310-444)

90.7

Females

64

20.7

100

309

(238-395)

43.3

Total

188

54.0

100

348

(300-401)

134.0

* Based on the male, female or total general population rates as appropriate

4.3.4 Traveller Mortality 1987 to 2008
We next compare Traveller mortality now with the situation in 1987. The following table (Table 4.6) and
figures (Figures 4.2, 4.3 and 4.4) give the basic results. Though it is possible that the 1987 Traveller study
underestimated mortality, the same could be said for our study. In both studies we are confident that
the enumerated deaths belonged to the Traveller community, but we cannot be absolutely certain that
all Traveller deaths were ascertained. Though the methodologies for the two studies were different the
best comparison is through the available data and that is what we have done here.
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Table 4.6: SMRs for Travellers 1987 to 2008
Gender
Male
Female
Total

1987

2008

SMR

95% CI

SMR

95% CI

General population

161

(159-163)

100

-

Travellers

351

(257-468)

372

(310-444)

General population

150

(147-152)

100

-

Travellers

472

(334-648)

309

(238-395)

General population

155

(153-157)

100

-

Travellers

397

(316-491)

348

(300-401)

Figure 4.2: Standardised Mortality Ratios for male Travellers 1987 to 2008
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Figure 4.3: Standardised Mortality Ratios for female Travellers 1987 to 2008
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Figure 4.4: Standardised Mortality Ratios for all Travellers 1987 to 2008
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These paint a stark picture of Traveller mortality and what has happened over the past 20 years.
The main findings are given below:
•
Compared to 1987, male Travellers in 2008 have shown no improvement and indeed have a
slightly higher mortality (SMR of 372 versus 351).
•
This is in the context of there being a major improvement in mortality in the general male
population (SMR of 100 in 2008 versus 161 in 1987).
•
As a consequence the gap between the Traveller and general populations has widened for
males in the past 20 years. Traveller males had a 2.2 times (SMR of 351 divided by 161) higher
mortality in 1987 while the figure in 2008 is 3.7 times higher.
•
For female Travellers there has been a 35% reduction in mortality since 1987
(SMR of 309 compared to 472).
•
This improvement is very slightly larger than the 33% reduction seen in the general female
population (SMR of 150 compared to 100), though of course Traveller female mortality remains
much higher than in the general population.
•
The mortality gap between Travellers and the general population has essentially not changed
in females. Female mortality was and is about 3 times higher than in the general population.
•
Taking Travellers as a whole, combining males and females, Traveller mortality has fallen over
the past 20 years but at a slower rate than in the general population. The mortality gap
between Travellers and the general population has widened.

4.3.5 Comparison with High and Low Socio-economic Groups
To put Traveller mortality in 2008 in context, we compared the experience of Travellers with a High
and Low socio-economic grouping (SEG) defined on the basis of Irish census data. Details are given in
Section 3. Because of the way census data is tabulated, this analysis is confined to deaths aged 15 years
or over. Data are based on deaths for which we had a valid age. Table 4.7 gives the basic results.
Table 4.7: Traveller mortality compared to general population SEGs (2008; age 15+ only)
SMR

95% CI

Total General population (2008)

100

High SEG

80

(79-81)

Low SEG

232

(227-237)

Travellers

277

(236-322)

In those aged 15 and over the Traveller SMR is 277 compared to 232 in the Irish Low SEG category and
80 in the high SEG category. Note that though the confidence intervals for the 2 SMRs for the Travellers
and the Low SEG just overlap, the comparison here is statistically significant at p = 0.03 (see Section
4.3.2). There is a significant trend in mortality from High SEG, through Low SEG to the Travellers. This
means that the differences are unlikely to be due to chance and Traveller mortality experience is indeed
worse than a low socio-economic group in Irish society. Many Travellers of course would be likely to
be included in the Low SEG category; this would suggest an even greater difference if we were able to
compare Travellers with the Low SEG excluding Traveller.
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4.4 Life Expectancy

Life expectancy is a measure of how long a person is likely to live. The figure is given for persons alive
at different ages, and for someone of a particular age measures how many more years he or she has
to live on average. The following table gives life expectancies for Travellers in 2008 and 1987, and for
comparative purposes the corresponding figures for the Irish population. The population figures are
taken from the official life tables for 2005-2007 and for 1985-1987 (Central Statistics Office, 2009a).
Table 4.8: Life expectancies 1987 and 2008
Year

2008

Gender

Males

Females

1987

Males

Females

50

Age

Life expectancy (years)

Traveller deficit
(years)

Travellers

General
population

0

61.7

76.8

15.1

15

48.1

62.3

14.2

45

23.7

33.8

10.1

65

10.6

16.6

6.0

0

70.1

81.6

11.5

15

55.9

67.0

11.1

45

28.0

37.7

9.7

65

12.3

19.8

7.5

0

61.7

71.6

9.9

15

48.9

57.4

8.5

45

21.3

28.8

7.5

65

10.1

13.1

3.0

0

65.3

77.2

11.9

15

52.1

62.9

10.8

45

25.1

33.6

8.5

65

10.4

16.4

6.0
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Unlike the SMR, which does not utilise information on ages at death, life expectancy does and provides
a very complete picture. The results mirror those of the SMR analysis in the last section:
•
•
•

•
•
•

Traveller male life expectancy now at 61.7 years is identical to what it was in 1987.
There are marginal increases in life expectancies at later ages.
This life expectancy in Traveller males is at a similar level to that of the general population in
1945-1947 when it was 60.5 years (Central Statistics Office, 2009a).
Because life expectancy in the general population has increased, male Traveller deficit at birth
has increased since 1987 by 5.2 years. A male Traveller now can expect to die 15.1 years before
his general population counterpart.
Traveller female life expectancy at birth has increased by 4.8 years from 65.3 years to 70.1 years.
This is slightly greater than the increase in the general female population of 4.4 years.
Traveller females now have a level of life expectancy experienced by the general population in
1960-1962 when it was 71.9 years (Central Statistics Office, 2009a).
The mortality gap between Traveller and non-Traveller females has narrowed only slightly
(by 0.4 years).

4.5 Causes of Death
4.5.1 Description of Causes of Death in Travellers
There were 188 deaths among Travellers in 2008 and 126 of these were confirmed in the GRO and
assigned an official cause of death according to the ICD-10 classification. The official cause of death
classification for these deaths was obtained directly from the CSO. The remaining 62 deaths have only
a reported cause without GRO confirmation of cause of death. Because there were disagreements
between the reported causes and the GRO-assigned causes in those deaths for which we had both
sources, we decided to analyse cause-specific mortality based on the 126 GRO-confirmed deaths only.
This also allowed full comparability with national statistics. We scaled up the 126 deaths to the full
complement of 188 deaths. We discuss some issues related to the reported causes also.
We base much of our analyses on the 5 cause of death groupings used in the CSO Annual Vital Statistics
reports (see Section 3.4.3). The causes of death in terms of these 5 groups are presented in Table 4.9. A
listing of causes is given separately for the 126 deaths with GRO data, and for the 62 deaths for which
we have reported causes only. The GRO-assigned cause rather than the reported cause is used for the
126 cases. The distribution of cause of death differs between these two main sources and the full data
are given here for completeness. A more detailed breakdown of the GRO deaths is given in Table 4.10.
Table 4.11 and Figures 4.5-4.7 give the sex breakdown by the 5 CSO groupings.
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Table 4.9: Cause of death in 188 Travellers (2008)
Cause of death

52

GRO-assigned
cause n (%)

Reported cause of
death n (%)

All deaths

Cancer

24 (19.1%)

8

(12.9%)

32

(17.0%)

Heart disease and Stroke

32 (25.4%)

16

(25.8%)

48

(25.5%)

Respiratory conditions

16 (12.7%)

3

(4.8%)

19

(10.1%)

External causes of injury and poisoning

34 (27.0%)

17

(27.4%)

51

(27.1%)

All other causes

20 (15.9%)

12

(19.4%)

32

(17.0%)

Unknown

-

6

(9,7%)

6

(3.2%)

All causes

126 (100.0%)

62 (100.0%)

188 (100.0%)
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Table 4.10: Causes of death, gender specific, in 126 Travellers with
GRO-confirmed deaths (2008)
ICD-10 Code

Cause of death

Male GRO
deaths

Female
GRO
deaths

Total GRO
deaths

A00-B99

Certain infectious and parasitic diseases

2

0

2

C00-D48

Neoplasms

15

9

24

D50-D89

Diseases of the blood and blood-forming organs and
certain disorders involving the immune mechanism

0

0

0

E00-E90

Endocrine, nutritional and metabolic diseases

1

1

2

F00-F99

Mental and behavioural disorders

0

0

0

G00-H95

Diseases of the nervous system and sense organs

0

1

1

I00-I99

Diseases of the circulatory system

19

13

32

J00-J99

Diseases of the respiratory system

11

5

16

K00-K93

Diseases of the digestive system

5

1

6

L00-L99

Diseases of the skin and subcutaneous tissue

0

0

0

M00-M99

Diseases of the musculoskeletal system and
connective tissue

0

1

1

N00-N99

Diseases of the genitourinary system

1

2

3

O00-O99

Pregnancy, childbirth and the puerperium

0

0

0

P00-P96

Certain conditions originating in the perinatal period

1

1

2

Q00-Q99

Congenital malformations, deformations and
chromosomal abnormalities

0

0

0

R00-R99

Symptoms, signs and abnormal clinical and
laboratory findings, not elsewhere classified

2

1

3

V01-Y89

External causes of morbidity and mortality

28

6

34

Total

All Causes

85

41

126

Table 4.11: Causes of death, gender specific, in 126 Travellers with
GRO-confirmed deaths (2008)
Cause of death

Male GRO
deaths n (%)

Female GRO
deaths n (%)

All GRO
deaths n (%)

Cancer

15 (17.6 %)

9

(22.0%)

24 (19.0%)

Heart disease and Stroke

19

(22.4%)

13 (31.7%)

32 (25.4%)

Respiratory conditions

11

(12.9%)

5

(12.2%)

16 (12.7%)

External causes of injury
and poisoning

28

(32.9%)

6

(14.6%)

34 (27.0%)

All other causes

12

(14.1%)

8

(19.5%)

20 (15.9%)

All causes

85 (100.0%)

41 (100.0%)

126 (100.0%)
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Figure 4.5: Causes of GRO-confirmed Traveller deaths: males and females; ROI (n = 126)
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Figure 4.6: Causes of GRO-confirmed Traveller deaths: males; ROI (n = 85)
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Figure 4.7: Causes of GRO-confirmed Traveller deaths: females; ROI (n = 41)
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4.5.2 Cause-specific Mortality Compared to the General Population
As described earlier we compared causes of mortality between the Traveller and general populations
based on the 126 deaths for which we had GRO confirmation. To allow for the overall level of mortality,
we scaled up these 126 deaths to the total of 188 deaths (separately in males and females), which
explains the fractional observed deaths in the tables. The following 2 tables (Tables 4.12 and 4.13) give
the cause-specific SMRs for male and female travellers separately.
Table 4.12: Cause-specific mortality in male Travellers (2008)
– (GRO-assigned causes, scaled up)
Males

Observed
deaths

Expected
deaths

SMR

95% C

Excess deaths in
male Travellers

Cancer

21.9

9.0

242

(135-399)

12.9

Heart disease and Stroke

27.7

8.2

337

(203-536)

19.5

Respiratory

16.0

2.2

746

(373-1335)

13.8

External causes

40.8

7.5

548

(364-792)

33.3

All other causes

17.5

6.4

271

(140-474)

11.1

All male deaths

124.0

33.3

372

(297-460)

90.7
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Table 4.13: Cause-specific mortality in female Travellers (2008)
– (GRO-assigned causes, scaled up)
Females

Observed
deaths

Expected
deaths

SMR

95% CI

Excess deaths in
female Travellers

Cancer

14.0

8.0

176

(80-334)

6.0

Heart disease and Stroke

20.3

4.1

489

(261-837)

16.2

Respiratory

7.8

1.5

536

(174-1252)

6.3

External causes

9.4

2.4

393

(144-855)

7.0

All other causes

12.5

4.7

263

(113-517)

7.8

All female deaths

64.0

20.7

309

(221-419)

43.3

It can be seen that Traveller mortality in both males and females increased for all causes. In terms of
SMRs, respiratory conditions show the greatest increase in Travellers in both males and females. The
next highest category is deaths from external causes (e.g. accidents, poisonings, suicides etc.) in males,
which is 5.5 times higher than in the general population. In males heart disease is next in ranking, while
in females heart disease has the second-highest SMR.
Looking at excess deaths however we observe a slightly different picture. There were 33.3 excess deaths
in males due to external causes in 2008; this is 36.7% of the total male excess deaths (90.7). There were
41 male deaths (scaled up) from external causes in 2008 where only 7.5 would have been expected. In
terms of impact on male, and indeed total, mortality, external causes have a major influence. We discuss
this further in the next section in the context of suicides.
Apart from external causes in males the greatest areas of excess mortality in both males and females
are in heart disease and respiratory conditions. Though the SMRs for cancers in both males and females
is below the all-cause SMR, excess deaths from cancer are around the same level as those for respiratory
disease.

4.5.3 Suicide and External Causes of Death
Though, as in the previous section, our final comparison with national vital statistics is based on the 126
GRO-confirmed deaths and the deaths in this group officially coded to suicide, we explore the question
of reported suicides among all 188 deaths. Table 4.14 shows the number of GRO-assigned suicides
and the number of extra suicides reported to us that were not recorded as such in the GRO office. As
previously described in Table 3.1 in Section 3, 22 of the GRO-ascertained deaths had not been reported
to us and therefore we only have the GRO-assigned cause of death for them. Table 4.14 breaks down
the suicides by the source of the death information.
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Table 4.14: Suicides among Travellers in 2008, by source of information
Source of information
about the death

Total number
of deaths

Number
of suicides
according to GRO
classification

Number of EXTRA
suicides reported
to us

Suicides as % of all
deaths

GRO only (not reported)

22

2

0

2/22 (9.1%)

GRO confirmation of a
reported death

104

10*

1

11/104 (10.6%)

Reported deaths without
GRO confirmation

62

0

8

8/62 (12.9%)

Total

188

12

9

21/188 (11.2%)

* 9 of these 10 GRO-classified suicides were reported to us as suicides

There was a total of 21 suicides (11.2%) among the 188 traveller deaths. 16 (76.2%) were in males. The
proportion of deaths that were suicides differs by the source of the information on the death, ranging
from 9% in the deaths opportunistically determined in the GRO without being reported to us, to 13%
among those deaths not traceable in the GRO. This slightly higher percentage is likely to be due to
coroner’s cases which have not yet been released to the GRO.
It is interesting to note that among the deaths reported to us that were also traced in the GRO, 90%
(9/10) of the GRO-assigned suicides had been reported to us as suicides. In this group also there
was only one suicide reported to us that was not confirmed as such by the GRO. Thus the number
of suicides was the same from both sources and it is apparent that the GRO’s figures on suicides in
Travellers are quite congruent with the numbers reported by the Travellers themselves. However it
is possible that some of the suicides reported to us among the non-GRO-confirmed deaths may be
coroner’s cases and will eventually be registered with the GRO. This means that our decision, to base
results on the GRO-confirmed deaths only, may have resulted in an underestimate of the proportion of
suicides in the Traveller population. Thus the true rate of suicide among Travellers could be higher than
the figure given here. An underestimate, such as this, is always preferable to an overestimate; the latter,
presenting what may be a falsely bleak view of the situation, can always be dismissed because it may
be an exaggeration. In the current instance the actual situation may be worse than we have described
and cannot be played down.
Confining analysis to the GRO-classified causes of death, Table 4.15 shows the distribution of the mode
of death in external causes. There is always a worry that alcohol or drug overdoses (comprising nearly
half the male external-cause deaths) could be actually suicides though of course it is impossible to
know. In the 12 GRO-confirmed suicides, 10 were by hanging and there was one drowning and one
overdose.
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Table 4.15: Mode of death among external causes of death in 126 GRO-confirmed deaths
Male

Female

n

% of all

% of 28
external

n

% of all

% of 6 external

Non-external cause

57

(67.1%)

-

35

(85.4%)

-

Hanging

9

(10.6%)

(32.1%)

1

(2.4%)

(16.7%)

Drowning

2

(2.4%)

(7.1%)

0

(0.0%)

(0.0%)

Overdose (alcohol/
drugs)

13

(15.3%)

(46.4%)

2

(4.9%)

(33.3%)

Other external causes

4

(4.7%)

(14.3%)

3

(7.3%)

(50.0%)

Total Deaths

85

(100.0%)

-

41

(100.0%)

-

Mode of death

Scaling up the 12 GRO-classified suicides to the total of 188 deaths, Table 4.16 shows how the suicide
rates in Travellers compare with the general population.
Table 4.16: SMRs and excess deaths from suicide in Travellers – scaled up (2008)
Observed
suicides

Expected
suicides

SMR

95% CI

Excess suicides in
Travellers

Males

14.6

2.2

660

(316-1214)

12.4

Females

3.1

0.6

489

(59-1764)

2.5

The suicide rate in male Travellers is a statistically significant 6.6 times higher than in the general
population. The female suicide rate is also higher but not at a statistically significant level.
We are taking for this report the number of suicides as the scaled-up GRO-confirmed suicides, which
is 17.7. If all reported suicides were used the figure would instead be 21 (see Table 4.14). These
correspond to crude suicide rates per 10,000 persons in ROI of 4.8 (GRO-confirmed data) or 5.8
(reported suicides). The study of suicides in Travellers 2000-2006 (Walker, 2008) gave a crude annual rate
averaged over the period of 3.7 per 10,000, ranging from a low of 1.75 per 10,000 in 2002 to a high of
5.44 per 10,000 in 2005. This study used reported suicides and our estimate of 5.8 per 10,000 reported
suicides for 2008 suggests an increasing trend.
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5. Conclusions

The following table summarises and illustrates just how disadvantaged the Traveller community is in
2008 in regard to mortality. The figures speak for themselves.
Table 5.1: Comparison of Traveller mortality in ROI with that of the general population
Traveller population
2008

General population
value or expected value

Proportion of population aged < 25 years

63%

35%

Proportion of population aged 65+ years

3%

13%

Infant mortality rate (per 1,000 live births)

14.1

3.9

Number of Traveller deaths

188
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Excess deaths
All-cause SMR
Life expectancy at birth
Change in life expectancy since 1987
External cause SMR
Respiratory disease SMR
Heart disease and Stroke SMR
Suicide SMR

134

0

(Males)

372

100

(Females)

309

100

(Males)

61.7 yrs

76.8 yrs

(Females)

70.1 yrs

81.6 yrs

(Males)

0 yrs

+5.2 yrs

(Females)

+4.8 yrs

+4.4 yrs

(Males)

548

100

(Females)

393

100

(Males)

746

100

(Females)

536

100

(Males)

337

100

(Females)

489

100

(Males)

660

100

(Females)

489

100
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6. Appendix A
The Blue Mortality Form
(Filled in as Part of the Census)
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7. Appendix B
Mortality Form Used by Health Professionals
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