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Executive Summary
Introduction

This is the first ever national health system performance review undertaken in Malta. Health
system performance assessment (HSPA) is an important tool in measuring, in as an objective
manner as possible, how a health system is faring, when compared to the past and in
comparison with international benchmarks.

HSPA is fast becoming a key standard in performance measurement and is increasingly being
used by many countries as a means to monitor a country’s health status in terms of quality of
care, access to adequate health care, efficiency in the provision of health services, costeffectiveness and other important areas of performance. The World Health Organisation
promotes and encourages the formulation and use of HSPAs whilst the European Union is
now focusing upon assisting all EU member states in developing their own HSPA and in
sharing the results and experiences from such an exercise. The development and
implementation of a Maltese HSPA will bring Malta in line with many other European states
in creating systems and frameworks that measure and assess the performance of their health
system.

Malta’s first HSPA was developed subsequent to the creation of Malta’s National Health
System Strategy (NHSS) as a means to monitor the implementation of this strategy. Hence
the HSPA Framework serves as a monitoring system to regularly monitor and review the
indicators linked to the implementation of the NHSS and the performance of the Maltese
health system as a whole. As with the rest of Europe, Malta’s health care system is facing
various challenges. Hence the introduction of a solid framework to assess our health system
performance needs to be considered as an integral monitoring tool for all those actively
contributing in the delivery of health care and for effectively determining future policy
direction.

The main aim for Malta’s first HSPA is to serve as an adjuvant to Malta’s National Health
System Strategy in terms of monitoring the implementation of this strategy and the attainment
of the targets outlined in the NHSS. The HSPA should serve as a tool to enhance and
consolidate transparency and accountability in the decision making process and to ensure
timely and effective delivery of care to Malta’s population.
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Method

The Ministry for Energy and Health tasked a Working Group with the development of
Malta’s first HSPA. The procedure adopted for this task was derived from international
experience and consisted of three main stages. The first stage saw the Working Group
develop the appropriate model or framework for Malta’s HSPA. The second stage consisted
of the extraction, identification and population of the model with key system performance
indicators. The final stage comprised the measurement of the performance indicators and
presentation of the final results. This task commenced in December 2013 and took the best
part of 2014 to complete. The early months of 2015 were taken up with the write up, review
and finalisation of this report.

Results

Several HSPA frameworks and models were analysed in order to develop a model for Malta.
These included frameworks pertaining to the Organisation of Economic Cooperation and
Development, the World Health Organisation, the Commonwealth Fund in the United States,
the Ontario model of Canada and the framework used in some states in Australia, and a
number of EU member states including Estonia, Portugal and the Netherlands. Each
framework was scrutinised for congruence to the local context, for its conceptual outline and
for its content, in particular its domains or dimensions. These dimensions provide the
building blocks of each framework, upon which the indicators would be mapped. Those
dimensions most relevant to the Maltese health system were discussed in detail and chosen for
inclusion into the draft framework for Malta.

Following several iterations, the final HSPA framework for Malta can be seen below. It
follows the Donabedian model of structure (Drivers), process (Intermediate Goals) and
outcomes (Goals) and incorporates a combination of the HSPA dimensions as well as the
strategic objectives of Malta National Health System Strategy.
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Final HSPA Framework
350 performance indicators were extracted from the 17 national strategies and an iterative
deductive process was employed to reduce the number to the final set of 57 performance
indicators. These were mapped and distributed amongst the dimensions of the HSPA
framework as shown below.

Dimension

Total - Main
Indicators

Total - Main and
Sub-Indicators

Drivers

Stewardship
Resources
Financing

6
4
3

6
5
5

Intermediate Goals

Efficiency
Access
Responsiveness
Quality

4
6
5
10

4
7
5
12

Goals

Health Status
Determinants of
Health

11
5

17
5

3
57

3
69

Socio-demographic
Total

Mapping of final list of indicators with dimensions
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Data pertaining to the final set of 57 indicators was then collated and analysed and the results
presented using a classification system linked to each indicator and finally to each dimension.
The table below provides a pictorial representation of the performance of Malta’s health
system for each dimension, also showing the classification of individual indicators
represented by their number. Although most of the data was taken from 2012, some
indicators were also derived from data covering the years 2013-2014, where 2012 data was
not available.

None of the dimensions were classified at the extreme ends, namely either as Very Good or
Very Poor. Three dimensions (Efficiency, Resources and Determinants of Health) were
classified as Poor, whilst four dimensions (Financing, Quality, Access and Health Status)
have been classified as Fair. One dimension (Responsiveness) scored above average. It was
not possible to classify the dimension for Stewardship due to lack of data. Sociodemographic factors, which provide a context within which the Maltese Health System must
function and operate, has not been scored for the purposes of this exercise but the task to
improve certain aspects of the health system would be more challenging due to a detrimental
environment and the absence of enablers.
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Performance Indicators by Dimension and Scoring
Dimension

Overall
Assessment

Health Status

Fair

46

3

5

27

21

Determinants of
Health

Poor

22

33

51

52

53

Efficiency

Poor

15

40

60

62

Access

Fair

47

13

14

23a

23b

Responsiveness

Good

2

16

32

26

61

Quality

Fair

18

1

25

12

Stewardship

Undetermined

8

34

39

Resources

Poor

10

20

Financing

Fair

49

SocioDemographics

Not Scored

55

Performance Indicators
37

17

30

43

11

19

50

45

44

48

24

41a

41b

35a

35b

36a

36b

57

58

36c

31a

31b

7a

7b

9

38

28a

28b

28c

4

6a

6b

6c

6d

6e

This is the first time that Malta embarked upon the development of a HSPA. Whilst
performance measurement was always an inherent feature of Malta’s health system, its
performance was never measured in such a structured, defined and standardised manner. This
exercise allowed for the development of a formal framework with clear and unambiguous
dimensions that were linked to the values and priorities of the Maltese health system.

The collection and analysis of the performance indicators clearly presented the biggest
challenge since much data was not readily available and the concept of ‘ownership’ of
performance information was alien to some service managers. The report identified various
gaps in the availability of data that should be routinely collected. The reasons for such
discrepancies are mainly due to the absence of robust management, operational and clinical
information systems in the various areas of interest. Investment in these systems is sorely
required to ensure that Malta is in a position to measure the performance of its operational and
clinical services and of its health system as a whole. Although such an investment is costly,
its return over time would be overwhelmingly beneficial and Government should strive to
plan a long term investment programme in developing such information systems. Malta will
not be in a position to improve and reform its systems and compete with more mature health
systems abroad if this is not prompted by a substantial investment in health IT systems.

One of the main reasons for producing this HSPA report is to create the correct impetus to
strive to improve upon the performance of the Maltese health system. Performance
improvement and change are the hallmarks of any HSPA and at the core of its results. The
results of this report show that there is room for improvement and change in several areas,
whilst consolidation of those areas faring relatively well is also important to build upon past
accomplishments.

Many indicators fall within the ‘goal’ oriented dimensions. This was deemed important to
emphasis outcome driven results. Health status indicators are generally positive although
focus needs to be placed on a few indicators that require attention. People in Malta perceive
their health to be generally good, whilst our mortality indices compare very favourably
internationally. The infant mortality rate remains poor and does not seem to be improving.
This, coupled with the increased probability of dying before 5 years of age when compared to
the European Union, merits further scrutiny and research. Whilst cancer incidence rates for
the more common cancers are favourable, those for breast cancer remain high when compared
to EU 28 and OECD. This could be due to an increased detection rate as a result of the
introduction of Malta’s national breast cancer screening programme.

Predictably, indicators pertaining to the determinants of health show a generally poor outlook.
The main challenge, as expected, is the proportion of the population who are overweight and

obese. This is very high when compared to our international peers, and combined with the
relatively low physical exercise rates, accounts for much of the mortality and morbidity in
later life. Another new area that requires attention is binge drinking which seems to be
relatively high and is regressing. Public health and other initiatives are required to curb this
relatively new phenomenon.

Efficiency indicators show a mixed picture, where whilst average length of stay compares
well with international norms, day case surgery rates remain stubbornly low. These coupled
with high bed occupancy rates, places increasing demand upon acute in-patient services.

The Access dimension is classified as fair. However three indicators are not measured.
Whilst unmet need and waiting times for admission to a rehabilitation facility were positive,
self-referrals and waiting times for admission to a long term facility were both classified as
very poor. On the other hand, due to unavailable data in 2012, it was not possible to comment
on three other important indicators (waiting times for out-patient appointments and
investigations and GP contacts per capita). Data on these indicators needs to be collated for
the next review.

The quality of our health services remain one of the more important dimensions to measure.
This is reflected in the number of quality indicators in this report. Although Malta’s five year
cancer survival rates are still not at par with the EU, a steady improvement is being registered.
A similar picture is seen with MRSA infection rates which have improved significantly over
the last few years, although we still lag behind our European peers. In-hospital mortality rates
all show a positive trend whilst the all important indicator on potential years of life lost fares
very well. On the other hand, potentially avoidable hospital admission rates for the main
diagnosis are poor and need to be improved considerably.

The final ‘intermediate goal’ dimension, Responsiveness, presents an overall positive result,
showing that the Maltese health system responds adequately to the need of the population it
serves, in spite of problems of access and resources.

The lack of resources remains one of the main challenges for the health service in Malta. Bed
capacity and the lack of adequate human resources in certain areas remains a perennial
structural problem which needs to be tackled in the long run. These problems, coupled with
pockets of inefficiencies in the system and Malta’s growing elderly population, create the
capacity problems that have plagued the health service in Malta over the last few years.
Financial resources also need to be consolidated. This report shows that whilst Government
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expenditure on health care has increased steadily over the last decade, this increase is
outstripped by private out of pocket expenditure. Whilst some view this as a reflection of
Malta’s improving prosperity, this may create serious sustainability problems in the near
future, requiring important reforms in the financing model for Malta’s public and private
health system.

Way Forward

The production of Malta’s first HSPA report is an important milestone towards creating a
more accountable and transparent health system, whilst allowing us to focus on those areas
that require more attention and improvement. This is primarily a technical report, the purpose
of which is not to garner any political mileage but to set the agenda for continuous
improvement and change. In fact, based upon the experience of other countries, the main
benefit of these reports is to repeat this exercise in 2-3 years to monitor progress and set the
correct direction for reform. The setting of policy based on the evidence promulgated by the
HSPA is an important step towards a more robust and advanced health system in Malta.
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Chapter 1 - Concepts and principles of health system performance
assessment

Concept of health system performance assessment
Health Systems
There is no doubt that, throughout the centuries, health systems have contributed enormously
towards improving the health of populations. This is more so in the post-World War II years
where, after the impact of non-health systems on better health outcomes at the turn and earlier
twentieth century, health systems have been attributed to increasing life expectancy and
quality of life, mostly due to technological advances in medicine and better health care
practices(1).

However it was not until the seminal, if not controversial, work of the World Health
Organisation (WHO) at the turn of the millennium was a comprehensive definition provided
for in its far reaching World Health Report (WHR), 2000: Health Systems, Improving
Performance(2). In this report, WHO defines a health system “to include all the activities
whose primary purpose is to promote, restore or maintain health”.

Operationally this

definition is further scrutinised into comprising ‘the resources, actors and institutions related
to the financing, regulation and provision of health actions’, where health actionsare ‘all
activities whose primary purpose is to promote, restore or maintain health’. Hence, this
inclusive-type definition is meant to encompass many facets of health improving activities
and organisations, both directly involved in health care and outside of the traditional
framework of health care provision.

However one may ask - what are health systems for? This primary yet basic question is
presented by Murray & Frenk (2000)(3) as a pre-requisite to understand and value the utility
of assessing the performance of such health systems, since performance is intricately linked to
the goals and targets of the health system being scrutinised. Most health systems share a
common genesis in that they serve to generate health within and improve the health of a
population by ensuring equitable access, guaranteeing an adequate standard of care and
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supporting an efficient delivery of health care. Other goals health systems subscribe to
invariably include ensuring a sustainable health service through adequate and affordable
financing mechanisms, an appropriate governance framework and proper stewardship,
transparent policies and processes, a responsive and effective system and reducing health
inequalities(4). WHO summarises these attributes in a succinct manner by stating that health
systems should always strive towards three fundamental goals - “improving health, enhancing
responsiveness to the expectations of the population, and assuring fairness of financial
contribution”(5). In summary, health systems are in the business of continually improving the
health outcomes of the population it serves and all health system performance measures
ultimately measure this final objective or goal. These attributes are all, more or less, present
in any health system performance framework where they are viewed as the building blocks of
the various domains or dimensions that make up a performance assessment framework.

Due to its inclusive nature, the boundaries of a health system are difficult to define. A health
system certainly incorporates all ‘health care’ activities but also includes ‘public health’
activities and ‘personal care’. Hence all formal health care structures such as diagnostic,
therapeutic, rehabilitative and palliative care services targeted to individuals or specific
population groups manifestly fall under this category, but so do public health initiatives such
as health surveillance, screening, primary and secondary disease prevention measures, health
education and promotion and a myriad of other public health related activities that focus on
the health determinants as applied to the whole population(6). Informal personal care and
care carried out in the voluntary sector are also considered as part of the health system.
However since health is determined by many interdependent factors, of which health care is
only one, a multi-dimensional approach to health is necessary to understand the complexity of
health systems(7). This concept was first introduced by Lalonde in his ‘White Paper’ in
Canada in 1974(8), which gave way to many other publications on the subject(9), leading
eventually to the ever expanding research on social determinants of health(10).

The concept behind health system performance assessment
The first examples of the assessment of health systems performance on a national and
international level can be traced back to centuries ago(11)(12). However, as mentioned
earlier, the first attempt to systematically measure and compare performance of health care
systems in a rigorous manner was based on the work of WHO, through their publication of the
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“World Health Report 2000 - Health systems: improving performance” (WHR2000)(2),
where for the first time, performance of different health systems was measured and compared
in a landmark health system performance assessment (HSPA)(13).
At a European level, the Tallinn Ministerial conference in 2008 and the resulting “Tallinn
Charter”(14)committed EU countries, for the first time, to produce measurable results and to
promote transparency and accountability for their health systems. This marked the start of
measuring health system performance in Europe, after which several countries took up the
challenge(15). More recently, there has been a growth in literature on the viability and
usefulness of health system performance assessment(12)(16).
Creating an overview of the whole health system fulfils an increasing need by policy-makers
to be accountable to the public, the desire of policy-makers for better strategic planning to
meet desired outcomes, and the mutual benefit of benchmarking for health system reengineering(17). Performance information is thus essential in assuring a health system’s
ability to improve the health status of its population(16).
Health system performance measurement has also been brought to the fore after the
implementation of the EU Cross Border Directive*, since patients receiving care should be in
a position to receive information on quality standards and safety of care so that they may take
an informed decision.

HSPA Frameworks
Up to the 1990s, although the use of performance indicators was widespread, little work was
done on mapping these indicators within a conceptual model or framework. One of the first
attempts to develop a performance framework at local level was that by van der Bij and
Vissers in the Netherlands in 1999(18). The seminal work of the Organisation of Economic
and Co-operation and Development (OECD) and WHO at the turn of the millennium then
gave way to the development of a myriad of diverse frameworks throughout the world(19).
The WHO, through its WHR2000, describes HSPA as “a country-owned process that allows
the health system to be assessed holistically; a ‘health check’ of the entire health
system”(2)(20).
*

Directive 2011/24/EU of the European Parliament and of the Council of 9 March 2011 on the application of
patients’ rights in cross-border healthcare

28

No explicit or direct definition of a performance assessment framework is evident from the
literature. There are several references on what a HSPA framework is, how it works and its
purpose but no clear single definition. The closest to a definition that the literature provides is
that promulgated by the Department of Health in England, that of a framework which
“provides a structure and benchmarks for organisations to use to assess its performance. It
covers fair access to services, effective delivery of healthcare, efficiency and the patient and
carer experience”(21).A health system framework is a generic conceptual tool used to
describe a health system and is defined as follows: “It defines, describes and explains the
health system, its objectives, structural and organizational elements, function and
processes”(22). An HSPA is an actionable performance assessment tool that can be used to
map performance information back to the health system’s objectives, functions and processes,
and thus be used to assess and evaluate the performance of the system. A good conceptual
framework could thus provide the basis for a functioning health system performance
assessment framework(16).

A performance assessment framework (PAF) could be seen as a conceptual model that
incorporates the most relevant dimensions that best describe the goals of the health system it
promulgates. It depicts the inter-relationships that exist between the different dimensions of a
health system and the goals of the health system(23) and therefore a PAF permeates from the
strategic objectives of the health system it is supposed to measure. Within each dimension,
performance indicators are extracted that are relevant to the health system and so a PAF gives
structure and formality to the measurement of the performance of the various components of a
health system.

A performance assessment framework typically groups these dimensions under health inputs,
health outputs, health outcomes and health impact, outlining the journey of a health system in
providing and improving health. A PAF also its delineates the method of indicator selection,
the data sources that are used for the indicators chosen, its analysis and how the results are
communicated to stakeholders(24).

The WHR 2000(2) holistic approach to health system performance assessment builds on a
number of essential concepts(3), including health system boundaries (i.e. definition of a health
system), health system goals and functions (defined by health system framework) and
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enhancing policy relevance of health system performance framework (i.e. role of HSPA in the
policy development).

Murray and Frenk in their paper in 2000(3) argued that the first step for assessing
performance of health systems is to define the boundaries of the health system. Creation of a
conceptual health system framework provides the groundwork on which to base the collection
of information and which can be used as a heuristic in the understanding of the health system.
A theoretical framework is necessary to assist organizations in defining a set of measures that
reflect key objectives and then, in turn, making an appropriate assessment of
performance(16). Thus, only within these boundaries is the concept of performance centred
on the fundamental goals of health systems(3).
In

the

last

decade,

numerous

conceptual

health

system

frameworks(2)(16)(22)(25)(26)(27)(28) have been created as well as country or region
HSPA frameworks(15)(16)(22)(29)(30)(31)(32). While these frameworks have varied
purposes, they all aim to provide a better understanding of what a health system is, its goals,
and the underlying structure and factors that drive its performance(16).
WHR2000 listed four functions(2) as the measurement of performance in relation to specific
goals as stated within a health system framework. These are stewardship (a broader concept
than regulation), financing (including revenue collection, fund pooling and purchasing),
service provision (for personal and non-personal health services) and resource generation
(including personnel, facilities and knowledge). By investigating these four functions and
their interaction, it is possible not only to understand the proximate determinants of health
system performance, but also to contemplate major policy challenges(3). Further, the health
system framework in WHR2000 listed two intermediate goals (fair financing and
responsiveness to people’s non-medical expectation) while the ultimate goal for a health
system was the attainment of health (both level and equity of distribution of health)(33).
A robust performance assessment framework should facilitate the selection, collection and
interpretation of performance data for health systems improvement. In order for a framework
to serve this purpose, it is important that it takes into account the perspectives of all relevant
stakeholders; clearly defines objectives of the health system; embraces all the salient
components of the health system; and is sustainable enough to encourage a dynamic
assessment process(16). The suitability of a health system performance framework is further
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determined by many issues related to the selection of performance metrics, available
information infrastructure and the alignment with political priorities(34).
Following from the above, in drawing up a framework, the overall objectives and boundaries
of the health system must first be agreed to. Narrow boundaries can be better aligned with
identifiable improvement actions to ensure greater accountability. However they can also
introduce severe problems of attribution, because many of the determinants of health lie
outside these narrow boundaries. Broader boundaries therefore present a more comprehensive
understanding of all the factors that determine health but may embrace factors that are beyond
the control of health ministers and other accountable individuals. The manner of which these
boundaries are shaped depend upon the policy imperative driving the health system and its
players(16).

Medical Care

Health System Boundary

Advantages:
Easier to hold relative stakeholders to
account.
Identifies areas in which relative
stakeholders have the capacity to make
changes.
Disadvantages:
Most factors influencing health are not
included in the framework.
It may be difficult to disentangle the effect
health care has on outcomes from other
determinants.

All Determinants

Advantages:
Provides a more realistic view of all factors
that influence health.
Identifies interactions between sectors,
institutions and people that can influence
health.
Disadvantages:
Many determinants identified are difficult,
if not impossible, to change in the short run.
Does not provide clarity on managerial roles.

More difficult to assign responsibility and
hold stakeholders to account.

Table 1.1: Performance measurement implications of setting health system
boundaries(16)

We can draw good practice examples from a few countries which have developed their own
health performance assessment frameworks. The Dutch Health Care Performance Report
(DHCPR) demonstrated the importance of cooperation between policy makers and
researchers for defining the framework and the main objectives of the DHCPR(15). The
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HSPA framework in Belgium was similarly based on a systematic review of the literature and
a broad consultation of Belgian experts and stakeholders(32). The framework was tailored to
the Belgian health system context, by defining the scope of the framework as broad as
possible (health system instead of healthcare system) and by adding sustainability of the
health system as a new dimension relevant for policy makers(32).
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Health system goals, targets and performance indicators
Health system goals
Assessing the performance of a health system begins by defining its objectives(31).
According to Murray and Frenk(3) there are three such fundamental goals: improving health,
enhancing responsiveness to the expectations of the population, and assuring fairness of
financial contribution. Improving health means both increasing the average health status and
reducing health inequalities. Responsiveness includes two major components: (a) respect for
persons (including dignity, confidentiality and autonomy of individuals and families to decide
about their own health); and (b) client orientation (including prompt attention to care, access
to health and social care, quality of care and choice of provider). Fairness of financial
contribution means that every household pays a fair share of the total health bill for a country.
This implies that everyone is protected from financial risks due to health care.
These goals are almost universally shared in existing health system frameworks while several
also include other goals such as productivity, efficiency or sustainability(12).

Setting targets
When health system goals are defined, measurable targets can be selected for performance
monitoring and assessment of the health system. The use of targets in health policy is inspired
by the ‘management by objectives’ approach used in the business world(35)(36). Through
this approach, health systems could be evaluated in terms of outputs such as population health
gain.

The direct contribution of health policy to the improvement of the health status of a

population is hard to measure and cannot be distinguished from the effects of other societal
processes. The same applies to the setting and application of health targets. However, there
are clear arguments that indicate that target setting helps to develop a more rational and
transparent health policy(35).

Targets in health policy
The targets chosen depend on the aim of monitoring and evaluation. All indicators must be
useful, clear, reliable, valid, objective, specific, sensitive to changes (in health status or
performance) and available in good time at reasonable cost. The information provided by the
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selected outcome and process indicators should be reviewed regularly and used to inform
further action. As current targets are achieved and new ones adopted, the health policy cycle
supports the initiation of new activities and selection of new indicators(35). Setting health
targets is also a way of rationalising health policy. As the choice of the selected health targets
is a more political one, health targets can be used as a tool to make the health policy
consistent and coherent(35). When the health targets are based on available knowledge, one
can also speak of evidence-based policy. The setting and monitoring of health targets is one
way in which a government may provide leadership, guidance and strategic direction for the
health sector(35)(16).

Performance indicators
Once health system targets are set, governments then require the appropriate tools to monitor
and evaluate the functioning of the system on a routine basis and to allow for more informed
decisions about health systems funding, organization and policies(31).

The drawing up of

health system performance indicators serves this purpose.

The Joint Commission on Accreditation on Healthcare Organisations (JCAHO) defined a
performance indicator as a “measurement tool used to monitor and evaluate the quality of
important governance, management, clinical and support functions”(37).

The Health

Information and Quality Authority of Ireland defines key performance indicators as
“measures of performance that are used by organisations to measure how well they are
performing against targets or expectations. KPIs measure performance by showing trends to
demonstrate that improvements are being made over time”(38).

Therefore performance indicators can be regarded as tools in the hands of policy makers,
scientists and health care providers to assess where they are, how they are performing at that
point in time or over a period of time (looking at trends) and the direction they are taking.
Most of the work around indicators initially revolved around safety and quality of health care
provision. Eventually this was expanded to include every facet and aspect of health care,
public health and the wider health outcomes.

Indicators serve as tools or measures of

performance for assessing the performance of health care practitioners, health care
organisations and the health system as a whole.

With time the measurement through
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indicators has become more sophisticated, refined and objective and has proved essential to
reveal changes (improvements or declines) in performance and in the quality of care provided.
However Perera et al (2012)(38) warn that indicators are not always “axiomatically good”
since their application in the field depends upon the contextual framework in which they are
developed. This premise dictates that indicators are developed within the correct context for
them to be both appropriate and useful. Developing indicators out of context is flawed if not
dangerous since they may provide for incorrect and misleading data and information.

Perera et al (2012) continue to explain that credibility of a performance system would suffer if
indicators are not developed and chosen appropriately for a defined purpose and if the data is
misinterpreted.

This is especially relevant when performance indicators are utilised to

measure performance by comparing results against standards or with other similar
organisations.

A set of possible indicators that many existing HSPA frameworks share and which target the
objectives of their health system frameworks is provided in the table below.
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Domains

Areas of interest for comparison

Population

Life expectancy

health

Mortality by age group and condition
Morbidity
Avoidable mortality
Population risk factors

Health service Performance of different areas of the health services (e.g. preventative care,
outcomes

primary care, secondary care, long-term care, mental health)
Health service outcomes
Health service processes

Equity

Distribution of health status by population/demographic/ social groups
Distribution

of

access/

utilization

of

health

services

by

population/demographic/ social groups
Progressivity of financing system
Distribution responsiveness of health services by population/demographic/
social groups
Fairness
financing

in Fairness of financing
Out-of-pocket spending
Catastrophic expenditures on health care
Impoverishing expenditures on health care

Responsiveness Patient satisfaction
Patient choice
Respect for patients' dignity
Prompt attention to medical needs
Table 1.2: Possible indicator areas for health system goals. (Adapted from Papanicolas
& Smith 2013) (16).
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HSPA in the policy development process
The policy cycle
Even though health improvement is the main target of health systems, their performance
varies widely with respect to how much impact they have on health improvement. Thus, areas
for development can be identified in all health systems(2)(28)(39)which then call for changes
to health systems that in theory should all be evidence-based(40)(41)(5) i.e. continuously
using the best available quantitative and qualitative evidence for developing consensus on the
health issues, goals and objectives to be addressed, the priorities among those objectives and
the main directions for achieving them(42)(43).
Ideally, there should be a policy development cycle of formulation, implementation and
assessment, even though the level of detail and thus the exact number of steps in the cycle
varies(26)(43)(44). One possible depiction of a policy cycle is presented in Figure 1.1(26).
According to this, a policy decision should include six main steps: problem definition,
diagnosis of underlying causes, policy development, political decision, implementation of
policy change and evaluation of the impact of the policy change. All the steps in the policy
cycle call for information on the health status of the population. Problem definition is
informed by population health outcome measures, while diagnosis of the problem calls for a
combination of population health outcome measures with information on health system
processes, risk factors and the social determinants of health. The health effects of all possible
policy actions are often assessed in connection to the resources needed to implement them.
Evaluation of policy changes after implementation requires additional appropriate
measurement mechanisms(45).
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ETHICS
Problem
Definition

Evaluation

LITIC
PO
S
Diagnosis

Policy
Development

Implementation

Political
Decision

Figure 1-1: The policy cycle (26)

Linking strategies, policies, action plans and evaluation
One example of how HSPA could be positioned in the overall health system governance
structure emanates from Ontario, Canada(46).
Ontario has an overall health system strategy according to Figure 1.2. This strategy is used
for vision generation and for setting future directions for health policy (step 1 on the Figure).
Based on this vision, strategic actions are planned through different area-specific strategies
(step 2). These detail the steps needed to take for achieving the vision from the highest level
of health policy. This strategic process is the base for budget planning (step 3). As budget
planning is directly linked to actions in the strategy process, the budget allocation can be
presented as part of the strategy or as a separate document. After the implementation of the
agreed action has started, the processes agreed during the strategic planning are monitored
and outcomes are evaluated against strategic targets set beforehand (step 4). The procedures
and outcomes are often monitored and evaluated in the context of resource allocation for
ascertainment of value for money. Finally, based on the results of evaluation, accountability
lines are evoked (step 5) so that institutions and persons responsible for different steps of
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policy development improve their understanding of their role in health systems and can make
changes in their behaviour for improved performance.
As one can see, Figure 1.2 is an alternative depiction of the previously presented policy cycle
and presents the steps of policy development through typology of strategic documents. In this
context, the role of HSPA is mostly in the steps 4/5 and is the base for the next iteration of
policy development.

Figure 1-2: A strategy-based performance management framework for the Ontario,
Canada and its links to different stages in the policy cycle (Adapted from Veillard J et
al.) (46)
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Like other HSPA-reports, the DHCPR is fulfilling several functions in the rational model of
policymaking such as agenda-setting (problem recognition), policy formulation (proposal of
solutions), decision-making (choice of solution), policy implementation (putting solution into
practice) and policy evaluation (monitoring the results). The DHCPR can ‘rationally’ be
placed between evaluation (accountability) and agenda-setting (for strategic decisionmaking)(15).
To ensure good uptake of the report messages in policy development, the DHCPR presents so
called key messages about what aspects of the health care system went well, the aspects that
went less well, and what requires attention. The report attempts to paint a broad picture of the
performance of the health care system. It provides policymakers the information they need to
make their own assessment of the performance of the Dutch health care system. There are
also several milestones when the DHCPR is especially useful in the Dutch health policy
development e.g. formulation of a coalition agreement (every 4 years), formulation of the
policy agenda (annually) and the national budget (annually)(15).

Development and Implementation of a HSPA
There are a number of considerations that need to be taken into account when developing and
implementing a HSPA for the first time, especially since there is no one correct form of
HSPA as it has to correspond to the local situation and needs. Developing a HSPA framework
is thus a balancing act to adapt to context, needs and capacity and not a mere transposition of
generic external HSPA frameworks to the local context. A number of choices and adaptations
need to be carried out, which choices are driven by the objectives, policy context and actors
involved.
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Figure 1-3: Different dimensions of health system performance assessment (Based on
WHO Regional Office) (47)

Figure 1-3: Different dimensions of health system performance assessment (Based on WHO
Regional Office) above depicts some of the dimensions that are balanced in planning and
conducting HSPA.

The choice of ‘spread’ of the HSPA depends on the local context and

needs, although it is assumed that a HSPA encompasses the full coverage of a health system,
that is, the ensemble of all public and private organizations, institutions and resources
mandated to improve, maintain or restore health as defined in Tallinn Charter. It is also worth
noting that depending on where the boundaries are set, the causal responsibility for improving
health is assigned to different factors, which affects the ability to hold key health system
players to account. With tight boundaries (narrow scope), performance can be more directly
attributed to interventions or institutions, and this approach contributes to increased
accountability and allows for the definition of targeted and directly actionable policy
recommendations. When the health system is reduced to health care alone, certain factors that
have a significant impact on health are excluded, such as education and employment. With
wider boundaries (broad scope), a more holistic approach encompasses a wider range of
determinants and requires a shared diagnosis. This promotes better understanding of the
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opportunities for improving health outcomes (average level as well as distribution) and fosters
intersectoral dialogue and horizontal governance.
Use of an internationally accepted health system framework as a starting point makes sense
where there is none in the country. However, in most countries there are usually numerous
health strategies and policies that use some kind of health system framework (which often are
contextualisations of international ones). In such a situation, basing a performance framework
on an explicit national strategy or reform programmes ensures that the framework will be
relevant to the national context and aligned with the monitoring and evaluation of the national
strategy. On the other hand, it is critical to check the comprehensiveness of the framework
against internationally recognized frameworks.
If the responsibility for conducting HSPA is set at the ministry of health or at an agency at
arm’s length from the ministry of health, the link to the policy-making process is tighter. This
close link increases the chance of HSPA results influencing policy decisions. It also multiplies
opportunities to develop a culture of evaluation and to build analytical capacity within the
ministry of health and contributes to generating a demand for analytical evidence.
On one hand, the set of indicators should be comprehensive and reflect all dimensions
identified in the health system framework. The number of indicators will naturally rise as the
complexity of the assessment increases with wider boundaries on the scope of assessment. A
larger number of indicators improves the content validity for each dimension – for instance,
taking into consideration the dynamics of health production (including indicators of past
performance and predictors of future performance); balancing types of indicators (inputs,
outputs, outcomes and impacts); or combining a generic assessment with the use of disease as
tracers. On the other hand, care should be taken to avoid collecting and presenting an
overwhelming number of indicators. It is critical that the number of indicators stays within
acceptable limits for a reasonable burden of data collection and analysis as well as a smooth
and timely process. Most importantly, a large number of indicators can shift attention away
from the main trends, which are meant to be the focus of HSPA, towards dealing with the
individual indicators. Solutions to this apparent dilemma lie in the careful organization of
indicators. One approach distinguishes between a core set of 30–60 indicators, which is
presented in a scorecard and regularly monitored, and a group of additional background
indicators that complement the core indicators and appear in the accompanying text or
figures.
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Data can be used and analysed in many different ways. The simplest approach to data use is
monitoring – in this case data is collected, results of indicators are compiled and occasionally
also compared to set targets or benchmarks to detect progress and/or deviations of areas
measured by these indicators. This type of data use does not give insight into the causes and
factors influencing the results. As such, monitoring is an early warning system that flags areas
for further investigation and is not thus suitable for making evidence-based and informed
policy decisions. This type of data use is especially common in most post-soviet countries
where huge amounts of indicators are followed in minute detail but there is often no new
insight generated by use of analytical methods.
Given Malta’s size and insularity, external benchmarking is an important step in producing a
relevant and meaningful HSPA for Malta. HSPA seeks to answer the following key question:
are we where we could be? Or, alternatively, are we where we want to be? The answer to
those questions clearly depends on how high we set the bar or standard. Should we compare
our health system to other countries and if yes, then to which countries? Or maybe we should
benchmark ourselves compared to some ideal outcome? Or should we benchmark progress
over time and forget about fixed targets? In reality, having all these views and combining
elements from different approaches depending on contextual factors usually produces the best
results. It is critical to recognize that scoring performance is value-based and relative to a
standard which has been set. It is equally vital to be explicit about the choice of reference
points and to systematically use the same reference points between indicators and between
years.
Another key question is how often to undertake an HSPA. Here, also, there is no
straightforward, one-size-fits-all answer. The context and the objectives should drive the
choice made by government in terms of institutionalization and regularity. Some options are
the one-off approach for HSPA development (strategy development model), regular release of
public reports for accountability and transparency (accountability model) or periodic release
of private government reports for exclusive performance management purposes (stewardship
model). Hybrid solutions – like the annual publication of a scorecard, complemented by a full
report every three years, or the publication of an HSPA report and thematic reports every
second year – are also possible. This also strongly depends on how the HSPA reporting has
been tied to overall policy and strategic development initiatives in the country and what
institution is responsible for HSPA (i.e. how it is institutionalised).
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Chapter 2 - Development of the Maltese Health System Performance
Assessment Framework

The reason for developing a National Health Systems Performance Assessment
Framework for Malta

Background
To meet the many challenges facing the health system in Malta, including an ageing
population, the growing burden of non-communicable and chronic diseases and
environmental changes, the Ministry for Energy and Health in Malta has launched the
National Health System Strategy for 2013-2020 (NHSS). The strategy is based on a lifecourse approach and built on existing thematic policies and plans developed in recent years.
The strategy is intended to bring together existing disease-specific plans under an overarching
strategy that recognizes that people are at the core of health interventions. It contains the
more salient health policy objectives for Malta up to 2020 and features the high level strategy
to reach these objectives. Whilst this strategy was also a pre-requisite for EU funding for the
next programming period, Malta recruited the assistance of WHO European Region to draw
up this strategy.

The next stage of the process was to develop a Health System Performance Assessment
(HSPA) Framework, in order for the national health strategy to have an effective and
sustainable monitoring and review system during the implementation of the strategy. This
Framework will also incorporate a monitoring system that will regularly monitor and review
the indictors linked to the implementation of the NHSS and the performance of the Maltese
health system as a whole.

The development and implementation of a Maltese HSPA will bring Malta in line with many
other European states in creating systems and frameworks that measure and assess the
performance of their health system. As elucidated previously, this was mandated in the
Tallinn Charter in 2008 and both the WHO and the EU, as of late, are advocating that member
states set up such systems to ensure accountability and transparency in the provision of health
care. The EU directive on cross border care continues to also highlight the importance of
such initiatives. The new EU Commission has also placed performance assessment on the top
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of its health agenda, where in the Mission Letter to the Commissioner for Health and Food
Safety, he is clearly given the mandate to ‘develop expertise on performance assessments of
health systems’(49). Hence Malta’s adoption of its first HSPA is both timely and appropriate.

Aim and Objectives for Malta’s HSPA
As with the rest of Europe, Malta’s health care system is facing various challenges. Hence
the introduction of a solid framework to assess our health system performance needs to be
considered as an integral monitoring tool for all those actively contributing in the delivery of
health care and for effectively gauging future policy directions.
The main aim for Malta’s first HSPA is to serve as an adjuvant to Malta’s National Health
System Strategy in terms of monitoring the implementation of this strategy and the attainment
of the targets outlined in the NHSS.

The HSPA should serve as a tool to enhance and consolidate transparency and accountability
in the decision making process and to ensure timely and effective delivery of care to Malta’s
population.

Furthermore the development of a HSPA would form part of the monitoring framework for
Malta’s bilateral meetings with the Commission on the Partnership Agreement 2014-2020 that
will enable us to access structural funds. This is also a deliverable that is included in the
National Reform Programme for Malta.

Methodological and development process of the Health System Performance
Assessment Framework

Working Group
A Working Group (WG) was commissioned to oversee the development of the HSPA and its
accompanying monitoring system. The group was led by the then a/Chief Medical Officer
and comprised public health specialists and consultants and experts in health policy and
European affairs.
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Overview of Methodology
The methodology selected for this process consisted of a number of iterative and successive
steps over a span of 12 months, starting in December 2013. The methodology was approved
by the Ministry Management Board of the Ministry for Health in early December 2013 and
consisted of the following steps:

1. Setting up the Working Group
a. Establishing the work processes, areas of responsibility and wider
collaboration networks
b. Clarification of objectives, procedures and deliverables
c. Capacity building of the team and other interested experts
d. Establishing contact with external expert and agreeing on terms of reference
2. Analysing current international health system performance frameworks and testing
them for their appropriateness in the Maltese health care setting.
a. Examination of performance frameworks from OECD, WHO, ECHI,
Commonwealth Fund (USA), Canada, Australia, EU member states
b. Comparative analysis of domains/dimensions and indicators contained in each
framework
3. Developing a draft framework for Malta linked to a theoretical health system
framework(2)(26) that would clearly distinguish drivers (e.g. funding mechanisms),
intermediate goals (e.g. quality of services) and goals of the health system (e.g. health
outcome).
a. Determination and selection of appropriate domains as applicable to Malta’s
health care system
b. Attach definitions to the draft domains
c. Establishment of draft framework incorporating selected domains
d. Testing the draft Framework for validity and reliability
4. Mapping and filtering of indicators to draft framework
a. Identification of ‘vertical’ national strategies in Malta
b. Identifying inventory of existing data sources
c. Extracting appropriate indicators from each strategy
d. Cleaning and filtering of list of indicators
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e. Mapping of these indicators onto the draft framework, linking indicators to the
different domains
5. Short-listing of indicators
a. Development of algorithm and agreement on criteria and scores/weights to be
used to short-list indicators
b. Internal scoring of indicators using two internal reviewers for each set working
independently
c. External scoring and validation of short-listed indicators using survey method
d. Review and general discussion on final list of indicators according to the
scores obtained
6. Identification of gaps in the list of indicators and mapping of areas were no data is
available
7. Review of framework model after identification and mapping of final list of indicators
8. Data collection and analysis - production of first iteration of results
9. Production and dissemination of first HSPA report including stakeholder consultations
and feedback and capacity building to sustain data collection and monitoring of
indicators
10. Recommendations for performance improvement and policy development based on
the assessment results
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Step 1. Setting up of the Working Group
Following the drafting of the National Health System Strategy (NHSS), the next stage of the
process was to develop a Health System Performance Assessment Framework (HSPA). This
framework is required to ensure an effective and sustainable monitoring and review system in
the course of implementing the NHSS. This framework will also incorporate a monitoring
system that will regularly monitor and review the indicators linked to the implementation of
the NHSS and the performance of the Maltese health system as a whole.

A Working Group (WG) was set up to oversee the development of the HSPA. This group
was chaired by the a/Chief Medical Officer and consisted of national health policy experts
and public health consultants, numbering eight in all, including the Chair and a member who
also provided administrative support. A list of the members is provided at Appendix 1.

The first task was to establish the sequence and content of the work processes required
throughout this task. A timeline with key intervention points was established, spanning
around 6-8 months, from December 2013 to September 2014. Areas of responsibility were
assigned to members of the group and the wider network of collaborators was also agreed
upon. The next step was agreeing to the terms of reference of the WG, including the
objectives, procedures to be followed and deliverables at the end of this task. The objectives
and deliverables are outlined hereunder.

The main objectives of the WG were:

1. To develop a set of national indicators for the Maltese Health Systems Strategy

2. To develop a National Health Performance Assessment Framework

3. To draft Malta’s first HSPA report

The deliverables were also discussed and agreed upon. After conducting a thorough and
detailed option appraisal, members of the WG were in a position to examine and determine
the most appropriate approach in developing the performance assessment framework, the best
methods for data collection at local and national level, the tools required for proper analysis
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of the data collated and the best line to take for presentation and communication of the results
to stakeholders. Furthermore this process is expected to instigate and sustain a process of
policy dialogue regarding performance assessment of the health system as a whole and in
specific areas of the health system. This will form part of the policy cycle that is to be
developed as part of the implementation of the NHSS.

Next the WG identified the resources required to fulfil this task as well identify any gaps in
competence amongst the members of the group. As a result of this process, additional
members were co-opted to the group, bringing the group membership up to a total of 8
members, incorporating senior management, public and health policy expertise, public health
experience, European policy expertise, expertise in epidemiology and statistics as well as
administrative and IT support.

In order to ensure external scrutiny by an experienced third party, the Ministry for Health
commissioned a WHO expert to assist the WG in the development of the framework and to
act as an external assessor of the process and deliverables. The terms of reference, timelines
and responsibilities of this expert were agreed and he was invited to attend the first meetings
of the WG in mid-December 2013. The expert provided the group with a suggested method
outline on which the details of the methodology were ironed out. This is depicted below:

Figure 2-1: Key steps in developing HSPA framework (50)
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Step2. Analysing current international health system performance frameworks
and testing them for their appropriateness to the Maltese health care setting.

Examination of international performance assessment frameworks
The first task that was carried out was to identify and examine the various performance
assessment frameworks in place internationally, especially the more established ones and
those replicated by a number of different countries. The purpose of this task was to review
the frameworks that are already in place and in use with a view of determining which
framework or aspects of particular frameworks could be applied to the Maltese context. This
would then inform the next stage, where a draft framework would be developed as a basis for
all the work that is to be carried out in extracting the appropriate performance indicators for
Malta.

After an extensive review of the literature, the WG considered a number of frameworks that
may be pertinent for Malta. These included frameworks pertaining to the Organisation of
Economic Cooperation and Development (OECD), the World Health Organisation (WHO),
the Commonwealth Fund in the United States, the Ontario model of Canada and the
framework used in some states in Australia, and a number of EU member states including
Estonia, Portugal and the Netherlands. The WG also reviewed the European Core Health
Indicators project, which although not a framework in itself, was deemed relevant due to its
collection of the most commonly used indicators in the European Union. An illustrative
depiction of a few of the frameworks examined is provided in Appendix 2.

Comparative analysis of dimensions and indicators contained in each framework
Each framework was scrutinised for congruence to the local context, for its conceptual outline
and for its content, in particular its domains or dimensions. As explained in the literature
review, these domains provide the building blocks of each framework, upon which the
indicators would be mapped. Those domains most relevant to the Maltese health system were
discussed in detail and chosen for inclusion into the draft framework for Malta.
indicators contained within each domain were also noted.

The

The table below shows the

domains/dimensions for some of the frameworks the WG examined.
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Table 2.1: Domains/dimensions of international HSPA Frameworks
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Step 3. - Developing and testing a draft framework for Malta linked to a
theoretical health system framework(2)(26) that would clearly distinguish
drivers, intermediate goals, and goals of the health system

The first stage involved a general discussion on the conceptual framework to be adopted for
Malta’s HSPA. Frameworks were classified into various conceptual themes, including goal
driven frameworks (based on the WHO model), the UK based balance scorecard system,
quality based frameworks as adopted by OECD and the Netherlands, results-based logic
model taken up by Canada and China and the Donabedian Model, adopted by many EU
countries such as Portugal and Estonia.

After reviewing these frameworks, the WG agreed

that the Donabedian framework would be most suited for Malta since we already classify
many of our activities according to the input-process-output model as depicted by
Donabedian. However the WG felt that rather use the traditional nomenclature, we would use
terms which may be understood better by the general public. Hence the draft model that was
drawn up contained three phases – the drivers, intermediate goals and ‘final’ goals.

The next phase involved an in-depth discussion on the appropriate dimensions in terms of
applicability to Malta’s health care system and local cultural context. All domains within
existing

international

frameworks

were

listed

and

individually

discussed

and

included/excluded for Malta. A first draft list of domains was compiled and these were then
sorted into the three main areas described above, i.e. drivers, intermediate goals and ‘final’
goals. Furthermore, to ensure full clarity and understanding of the meanings attributed to
each domain, the WG compiled a detailed compendium of definitions for each domain. These
definitions are important for comparability and consistency. The full list of domains, as
drawn up at this stage of the process, together with their detailed definitions, is contained in
Appendix 3.

The final part of this stage involved the establishment of a draft Malta HSPA framework
incorporating the selected domains as described above. This framework is depicted in the
figure below.
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Malta’s Draft HSPA (1st Iteration)
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Figure 2-2: Draft Malta HSPA Framework showing domains

The next stage required the WG to test the draft HSPA Framework. This was achieved during
a national conference for the launch of Malta’s National Health System Strategy held on the
21st February 2014. A separate workshop was organised within this conference with the
participation of 20 persons, composed in the main of senior civil servants, managers and
clinicians. The framework was presented and discussed in detail and suggestions taken note
of. In general the framework was understood and accepted as appropriate to Malta’s current
health system needs and circumstances. There were a few queries and suggestions on the
indicators contained within some domains but this did not affect or alter the framework itself.
The feedback received from this workshop, as well as the list of participants, can be viewed in
Appendix 4.
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Step 4.

Extracting, filtering and mapping of indicators to the draft
framework

The next step required the identification of the performance indicators for the Malta HSPA.
The WG had two main options to consider, both of which were feasible and methodologically
sound. The first option involved drawing from internationally based indicators and applying
these indicators to the local context. The main advantage of this option was the identification
of indicators which are tried and tested and which are externally comparable. The main
disadvantage is that a few of the chosen indicators may not be collated in Malta and may not
necessarily be applicable to our local needs. The second option was to ‘home grow’ our own
indicators, driven mostly by our local policies and needs. This was also deemed possible due
to the readily availability of local indicators, collected routinely through the implementation
of the various ‘vertical health strategies’ that Malta launched over the last few years. The
main advantage of choosing this option was that we would identify indicators that are relevant
to the Maltese health system and that these indicators should already be routinely collected.
The main disadvantage is one of comparability and benchmarking with external health
systems.

The WG opted to go for the latter option and so the first task was to delineate all the vertical
health strategies that have been produced to date or those that are currently being developed.
Seventeen (17) national health strategies or policies were identified (Appendix 5).

An

extensive exercise was then carried out where each strategy or policy was scrutinised in detail
by at least two members of the WG in order to ‘extract’ the appropriate indicators related to
each strategy. In all 335 indicators were initially extracted from 16 strategies. Since the
strategy on Communicable Diseases was still being developed, the indicators (n=15) linked to
this strategy were added later in the day. Given that a number of national strategies are
interrelated (for example, the Cancer Plan with the Non-Communicable Disease Strategy), the
WG noted that a good number of indicators were duplicated or had similar meanings. Hence
the list was ‘cleaned and filtered’ several times for duplication, clarification of definitions and
relevance. From an initial total number of 350 indicators, these were filtered down first to
269 (less 81) and then to 250 after several iterations of internal discussion, comparisons and
consensus agreement. These are known as the ‘candidate’ indicators and can be seen in
Appendix 6.
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The initial list of indicators (n=350) were also mapped onto the first draft Malta HSPA
framework, by linking each indicator with a primary domain. The resultant map gave a clear
indication of those domains which were heavily populated as against those domains with few
indicators attached to them. This can be seen in Figure 2-3below.

Figure 2-3: Initial mapping of indicators to domains

As can be seen from the model above, those domains which were matched with most
indicators (>30) were Stewardship (n=30), Public Health Services (n=44), Equity and Access
(n=50), Quality and Effectiveness (n=76), Health Status (n=33) and Determinants of Health
and Risk Factors (n=41). Fiscal related domains pertaining to Financing (n=3), Sustainability
(n=2), Efficiency (n=9) and Social Protection (n=8) scored low, as did Inequalities (n=1) and
Consumer Satisfaction (n=1). This mapping process was important in reconfiguring the
model at a later stage as well as for inclusion of certain financial and social protection
indicators towards the end of the process.
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Step 5.

Short-listing of indicators

Based upon the experience of other countries in developing their HSPA framework and as
highlighted in the literature review, the number of performance indicators needed to be
reduced to a more manageable number, down from the ‘filtered’ list of 250 indicators to
around 60-70 indicators. This number was deemed reasonable to cover all the main areas of
activity within the health system whilst retaining a practical and feasible set of indicators to
measure on a regular basis. A methodology first used by OECD and replicated in many other
instances was selected to achieve this aim. The method consisted of scoring each indicator
according to a set of criteria established by OECD, assigning a different weighting to each
criterion, depending on its importance, relevance and feasibility for Malta’s specific needs.
The criteria and sub-criteria and their definitions are provided in Appendix 7. Based upon
these criteria, the WG created and adapted an algorithm to be followed for this purpose, as
illustrated below.
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Figure 2-4: Scoring Algorithm to shortlist indicators
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The first set of criteria was based on ‘importance’, and was given 40% of the total marks, subdivided into three sub-criteria as indicated in the diagram above. If an indicator did not
achieve 20% or more on this first set of criteria, it failed to pass onto the next round of
scoring, which consisted of another two sets of criteria, namely feasibility (30%) and
scientific soundness (30%).

The pass mark was an overall 50%.

Each indicator was initially scored by two internal reviewers (WG members) working
independently. Each score was then compared and either averaged out if scores were less
than 20% apart or a consensus score was assigned if individual scores were more than 20%
apart.

The table below (Table 2.2) shows the number of indicators resulting from each stage of the
process up to this point. The first ‘extraction’ of indicators from the 17 national strategies
resulted in 350 indicators. These were then filtered, cleaned and reviewed for relevance and
duplication as explained before, reducing the number first to 269 and then to 250. The 250
indicators were then subjected to the scoring process as described above and the results are
shown the table. Of the 250 indicators, 82 failed to pass the initial 20% mark linked to the
first set of criteria. Another 36 failed to obtain the overall pass mark of 50%. 52 indicators
obtained between 50-59%, 42 between 60-69% and 39 indicators obtained more than 70.
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8

6
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1

1

1
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1
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Table 2.2: Extraction, filtering and internal scoring of indicators
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The next stage required external validation of those indicators which passed. After carrying
out the sensitivity analysis indicated above, the WG decided to take the 60% mark as a cut off
point for external scoring and validation. Hence 80 indicators were subjected to further
external scoring. The shortlisted list of 80 indicators can be seen in Appendix 8. Three
separate and independent groups of professionals external to the WG were asked to score the
shortlisted indicators. These comprised a smaller group of 10 professionals deemed experts in
performance and quality management in Malta, who were asked to score the 80 indicators
according to the same detailed set of criteria and algorithm that the WG used (Response rate –
100%). The second and third group of external reviewers hailed from academia (health
related academics and researchers from the Faculties of Medicine and Health Sciences at the
University of Malta; n=539; response rate –3.9%†) and from amongst senior clinical leaders
and managers within the Maltese public health service (n=130; response rate – 68 (52%)).
Both groups were asked, through a covering letter/e-mail, to respond to an on-line survey by
scoring the 80 indicators according to the same three main criteria set out previously. The
survey is shown in Appendix 9.

The scores obtained from the external groups of reviewers were then compiled and analysed.
The mean score that each group obtained for all 80 indicators was calculated and taken as the
pass mark for each group separately. Following this, the WG carried out its last review and
consensus discussion on the final list of indicators based primarily upon the scores obtained.
Those indicators that scored above the mean for all three groups totalled 39. These were
analysed in detail again and reviewed for associations and similarities, after which 28
indicators were chosen. A similar process was followed for those indicators which obtained
marks greater than the mean for two of the groups. These initially numbered 13 and were
reduced to 5 after further review. An exception to this was the indicator pertaining to
‘Prevalence of Cerebral Policy’, which although did not exceed the pass mark, the WG felt
that it was important to include this as a measure of quality of perinatal services. At this
point, 34 indicators were shortlisted.

†

WG could not verify that all the academics received the on-line survey since this was transmitted through
third parties. Hence the response rate may not be accurate
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Step 6 - Identification of gaps in the list of indicators and mapping of areas were
no data is available
In the final stage, the WG reviewed other relevant documents and policies that are currently in
place within the European Union, given that Malta’s HSPA also needs to meet EU
requirements. Gaps in the above list of 34 indicators were identified and dimensions which
were not represented were also noted. The indicators advanced by DG ECFIN and the Social
Protection Committee (Joint Assessment Framework - JAF) of the European Commission
were considered and another 10 financial indicators were added to meet DG ECFIN
requirements, whilst another 10 JAF indicators were also incorporated to provide a socioeconomic context to the Maltese HSPA. The WG also noted that two indicators related to
health information and/or e-health needed to be included as well. Furthermore the WG noted
that an additional indicator for the dimension of efficiency was required and this was added at
this stage (Hip Surgery within 2 days). These latest additions were not on the original list of
indicators that were extracted from the vertical strategies at the start of this process. Hence
the total number of indicators reached was 34+10+10+3 = 57. An algorithm showing the
extraction, filtering, scoring and selection of these 57 indicators is shown in Appendix 10.
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Step 7 - Review of framework model after identification and mapping of final list
of indicators
The HSPA framework that was initially drawn up at the start of this process was populated
with the final list of 57 indicators. This is shown below in Figure 2-5.

Figure 2-5: Mapping of Final List of 57 Indicators onto Framework
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Gaps in the mapping process were identified and discussed. A further exercise was carried
out where the HSPA domains were mapped alongside the four strategic objectives of the
National Health System Strategy (NHSS). This was important to ensure congruence and
consistency between the NHSS and the HSPA, since they are intricately linked to each other.
The results of this exercise are shown below.

HSPA DRIVERS

NHSS

STEWARDSHIP

RESOURCES

NHSS OBJECTIVE 4 generally refers to
Sustainable policies, governance,
whole-of government/society
approaches

FINANCING

GOVERNANCE

HSPA INTERMEDIATE
GOALS
ACCESS
RESPONSIVENESS
EFFICIENCY

NHSS
NHSS OBJECTIVE 2 generally refers
toAccess, availability, timeliness and
efficiency
NHSS OBJECTIVE 3 generally refers to
Quality
SERVICES

QUALITY

HSPA GOALS

HSPA CONTEXT

NHSS

HEALTH STATUS

SOCIODEMOGRAPHICS

NHSS OBJECTIVE 1 generally
refers to Responding to
demographic changes/
health promotion and
prevention

DETERMINANTS OF
HEALTH

EMPOWERMENT
Figure 2-6: Linking the HSPA Domains with the Strategic Objectives of the NHSS
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The 57 indicators were then mapped again using the above templates, resulting in the
following configuration.

NHS STRATEGIC DIRECTIONS
SD1A

SD1B

SD2A

SD3A

SD3B

SD4A

SD4B

ENPOWERNMENT

SERVICES

GOVERNANCE

19

20

18

MALTA HSPA FRAMEWORK
HSPA GOALS AND HSPA INTERMEDIATE GOALS

HSPA DRIVERS

CONTEXT
PI 16+3

PI 25

PI 13

19

25

13

Table 2.3: Mapping of final list of indicators to NHSS and HSPA

As a result of this analysis and mapping, the HSPA framework was amended to incorporate
the three main strategic objectives of the NHSS, linked to the domains of the HSPA as shown
below.

Figure 2-7: Final HSPA Framework
65

A summary showing the mapping of the final list of indicators to the domains is shown
below.

Dimension

Total - Main
Indicators

Total - Main and
Sub-Indicators

Drivers

Stewardship
Resources
Financing

6
4
3

6
5
5

Intermediate Goals

Efficiency
Access
Responsiveness
Quality

4
6
5
10

4
7
5
12

Goals

Health Status
Determinants of
Health

11

17

5

5

3
57

3
69

Socio-demographic
Total

Table 2.4: Mapping of final list of 57 indicators with dimensions

Step 8 - Data collection and analysis - production of first iteration of results
The final step was the collection and analysis of data pertaining to the final set of 57
indicators. An ‘owner’ or responsible person was identified for each indicator. This person
was invariably the senior service manager responsible for the area under which the indicator
fell. E-mail requests were sent out to various departments, requesting data for the base year
of 2012 and time trend data wherever possible and available. Whilst it was decided to
benchmark this data with the EU 28 average, the EU 15 average, WHO Euro Region average
and OECD data, the EU 28 average was chosen to be the definitive and standard benchmark
to use.

These ‘owners’ were also asked to extract and provide information on these

international benchmarks. Furthermore they were each asked to provide a definition for each
indicator, including stating clearly the numerator and denominator of each indicator. They
were also given the opportunity to provide qualitative comments where appropriate or
necessary. A full list of ‘owners’, together with the final list of indicators can be seen at
Appendix 11. The definitions for each indicator are given at Appendix 12.
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The results of this exercise will be shown and discussed in the results section of this report.
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Chapter 3 – Results

Introduction
The data for each indicator listed in Appendix 11 was collected and analysed. An ‘owner’
was assigned to each indicator, the owner usually being the department or unit responsible for
the routine collection and analysis of the indicator in question. An e-mail was sent to each
owner, requesting both quantitative and qualitative information.

The first part of the question requested the owner to provide three parameters:

1. Data on the indicator for the base year 2012 obtained from official sources
2. A time trend analysis where available and if relevant
3. International benchmarks with the EU 15, EU 28, WHO Euro Region and OECD

In the second part, the owner was also asked to provide qualitative comments to enrich the
information and provide explanations as an adjunct to the data provided.

For each indicator, the data was collected, collated, scrutinised and converted into graphs,
figures and tables as appropriate. Indicators were grouped into their dimensions and the
results for each dimension were reviewed and commented upon. Missing or incomplete data
was also noted.
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A classification system was devised for each indicator. This is shown below.
Number Indicator

Trend Over
Time

International
Comparison

Assessment

Very Good (4)
Improving
(2)
Stable (1)
Deteriorating
(0)

Malta fares
better (2)
Malta fares
the same (1)
Malta fares
worse (0)

Good (3)
Satisfactory
(2)
Poor (1)
Very Poor (0)

More
data/research
is needed

More
data/research
is needed

Score

Weight

4
3
2
1
0

More
data/research
is needed

Table 3.1: Classification system for each indicator

Four independent assessors scored each indicator in the following manner. The performance
of each indicator, in terms of trend over time and international comparison, was deduced from
the available data.

Points were allotted for ‘Trend Over Time’ and ‘International

Comparison’ as shown in the table above (points in brackets, ranging from 0 to 2). For each
indicator, the sum of each category was then added to derive the overall ‘Assessment’ score,
ranging from Very Poor (0) to Very Good (4). The median score for ‘Trend Over Time’,
‘International Comparison’ and ‘Assessment’ of the four independent assessors was then
calculated for each indicator. The results from all the indicators of each dimension were then
examined together. It is to be noted that international comparison was primarily carried out
with the EU 28 wherever possible, even though many of the graphs and figures also included
the EU 15, WHO Euro Region and in some cases OECD countries. The assessment was
hence carried out in comparison with EU 28 unless this information was not available.

The Expert Group considered the fact that not all indicators carried the same weight in terms
of policy importance and relevance to the local context. Hence in order to have a more
realistic representation of these indicators in relation to the dimensions they represent,
weights were assigned to each indicator independently by 6 local assessors and 2 foreign
advisors. These weighted each indicator from one (1) to three (3), 1 being the least important
and 3 being the most important. The median score of these 8 assessors was then calculated
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for each indicator. The weighted score is indicated for each indicator in the sections that
follow.
Once the ‘Assessment’ scores and ‘weighted’ scores for each indicator were computed and
agreed, the overall score for each dimension was extracted using the sum of the scores and
weights of each indicator within each dimension. A classification was produced for each
dimension. The classification was similar to that for each indicator, ranging from Very poor
to Very Good as shown in the table below. The range of points allocated to each tier was
equally distributed from 0 to 4. The range of points allotted across the classification can also
be seen in Table 3.2 below.

Dimension

Undetermined

Very Poor

Poor

Fair

Good

Very Good

Range

Nil

0 to 0.8

0.81 to 1.6

1.61 to 2.4

2.41 to 3.2

3.21 to 4

Table 3.2: Overall scoring schedule and classification for each dimension
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Overall Assessment of the Maltese Health System for the base year 2012
The results of the overall assessment are shown in the table below. The table shows the
overall assessment for each dimension as well as the assessment for each indicator. None of
the dimensions were classified at the extreme ends, namely either as Very Good or Very Poor.
Three dimensions (Efficiency, Resources and Determinants of Health) were classified as
Poor, whilst four dimensions (Financing, Quality, Access and Health Status) have been
classified as Fair.

One dimension (Responsiveness) scored above average.

It was not

possible to classify the dimension for Stewardship due to lack of data. Socio-demographic
factors, which provide a context within which the Maltese Health System must function and
operate, has not been scored for the purposes of this exercise but the task to improve certain
aspects of the health system would be more challenging due to a detrimental environment and
the absence of enablers.
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Dimension

Overall
Assessment

Health Status

Fair

46

3

5

27

21

Determinants of
Health

Poor

22

33

51

52

53

Efficiency

Poor

15

40

60

62

Access

Fair

47

13

14

23a

23b

Responsiveness

Good

2

16

32

26

61

Quality

Fair

18

1

25

12

Stewardship

Undetermined

8

34

39

Resources

Poor

10

20

Financing

Fair

49

SocioDemographics

Not Scored

55

Performance Indicators
37

17

30

43

11

19

50

45

44

48

24

41a

41b

35a

35b

36a

36b

57

58

31a

31b

7a

7b

9

38

28a

28b

28c

4

6a

6b

6c

36c

Table 3.3: Overall Assessment of the Maltese Health System for the base year 2012 (numbers refer to individual indicators)

6d

6e

The above results portray a representation of the Maltese Health System as it currently stands,
in that it does not excel overall but on the other hand is not faring too badly. All dimensions
converged to the mean in that no dimensions scored at the extreme ends of Very Poor or Very
Good. However these results show that there is definitely room for substantial improvement
before Malta can boast of an excellent health care system, to claim to be in the same league as
some of its European peers.

The sections that follow depict the detailed results for each dimension separately, in
conjunction with the indicators that populate each dimension.

SOCIO-DEMOGRAPHIC CHARACTERISTICS
Every health system performance framework needs to be considered within the context it
represents and therefore the first performance indicators of this report present a few selected
socio-economic characteristics pertaining to Malta at the time of the writing of this report.
Whilst these indicators are not directly linked to the HSPA, they nonetheless provide a
perspective on Maltese socio-economic milieu, in order to aide interpretation of the
performance indicators that are to be discussed later in this report. This is also important in
order to disengage attribution of health system performance with other influential factors such
as the growing elderly population and poverty levels in the country.

Main Results
Number Indicator

Trend Over International
Time
Comparison

55

Share of population 65+/80+; old age Stable
dependency (65+/15-64)

Malta fares better

58

Percentage of population 25-64 with Improving
low educational attainment

Malta fares worse

57

Proportion of population at risk of Deteriorating
poverty or social exclusion

Malta fares better

Whilst these indices are not directly linked to the performance of the health system, they do
provide an indication of the socio-demographic environment within which the health system
functions.
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Indicator 55: Share of population 65+/80+; old age dependency (65+/15-64)
Owner of Data: National Statistics Office

Share of Population 65+
19
18
17
Percentage

16
15

MALTA
EU (28)

14
13
12
11

EU (15)
European
Region

10

Source Health For All Database

Figure 3-1: Share of Population 65+

Narrative: The number of elderly persons (over 65 years) in Malta is on the increase and has
surpassed the EU 28 mean and is rapidly nearing the EU 15 average. The increase is even
more pronounced after 2009. This could be due to the ‘coming of age’ of the baby boomers.
Of greater note is the rate of increase of elderly persons in Malta as is predicted to increase up
to 2050. On the other hand, the share of population of 80+ year olds in Malta still stands at
3.71%, although this is also on the rise.
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Old Age Dependency Ratio
35

30
MALTA

Ratio

25

EU28
Italy

20

United Kingdom
Cyprus
15

10

Source Health for All Database

Figure 3-2: Old Age Dependency Ratio

Narrative:

The steep increase in the overall number of elderly persons in Malta is

understandably reflected in a parallel sharp increase in the Old Age Dependency ratio,
especially over the last 5 years. Malta’s ratio is nearing that of Italy and the UK, as well as
that of the EU 28 average.
Whilst both indices reflect the strength and quality of Malta’s health and social care services,
as well as Malta’s improving social standards, the increasing dependency ratio will certainly
have an impact upon the sustainability of social services, health and especially pension
systems in Malta in the coming years. This topic has been high on the national and EU
agenda for some time.
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Indicator 58: Percentage of population 25-64 with low educational attainment (ISCED
0-2)
Owner of Data: National Statistics Office

Percentage of Maltese Population with low
education attainment (ISCED 0-2),
by age group (2012)

Age group

45-64

35-44

25-34

MALES 60.0%
FEMALES 63.7%

TOTAL (25-64)

0

20

40

60

80

%
Source: NSO

Figure 3-3: Percentage of Maltese Population with low education attainment by age
group
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Proportion of population aged 25-64 years
whose highest completed level of
education is ISCED 0, 1 or 2 (2010)
United Kingdom
23.59%
Cyprus; 25.76%
Italy; 44.70%
EU (27); 26.98%
Malta; 71.40%

0%

10%

20%

30%

40%

50%

60%

70%

80%

Percentage of population

Source: HEIDI data-tool

Figure 3-4: Proportion of population aged 25-64 years whose highest completed level of
education is ISCED 0, 1 or 2

Narrative: The first graph shows the relatively high percentage of persons who only attained
secondary level of education, standing at 61.8%. There is a gradient showing the younger
generation acquiring higher levels of education, as the number of students in post-secondary
and tertiary education continues to rise in Malta. However the second graph shows that Malta
still has a long way to catch up to its European peers, where its ratio of persons who only
reached a secondary level of education is over 2.5 times higher than the EU 27 average. It is
to be noted that whilst the first graph is taken from the base year of 2012, the second graph
was extracted from data in 2010. During the interim period, there has been a revision of the
definition used in Malta for the different ISCED levels. Nevertheless, Maltese rates are still
higher than the European average, even if there is substantial progress by age cohort, as
evidenced in the first graph.
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Indicator 57: Proportion of population at risk of poverty or social exclusion
Owner of Data: National Statistics Office

Proportion of population at risk of
poverty or social exclusion
(cut-off 60% of mean equivalised income)
26
25

Percentage

24
23

MALTA

22

EU (28)

21

EU (15)

20
19
18
2010

2011

2012

Sources: 2012: NSO; 2010,2011:HEIDI data tool

Figure 3-5: Proportion of population at risk of poverty or social exclusion

Narrative: The number of persons at risk of poverty or social exclusion is, without doubt, on
the rise as the data shows consistent increases since 2010, matching that of the EU 15 in 2012.
However it is still substantially lower than the levels seen in the EU 28. Further analysis is
required to determine whether this trend will continue in the future.

In summation, whilst the socio-demographic landscape remains robust and positive,
challenges in the future will increase due to increasing longevity and growing poverty levels.
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HEALTH STATUS
Health Status Indicators – Definitions

Health status of individuals and the population covers three components: health conditions,
health function and well-being.
Health conditions reflect the health problems and alterations of an individual that may lead to
distress, interference with daily activities or contact with health services. They may be a
disease (acute or chronic), disorder, injury or trauma, or they may reflect other health-related
states such as pregnancy, aging, stress, a congenital anomaly or a genetic predisposition that
can lead to death.
Health function corresponds to the general health status and functions of the population and is
associated with the consequences of diseases, disorders, injuries and other health conditions.
Health functions include body functions/structures (impairments), activities (activity
limitations), participation (restrictions in participation) and life expectancy.
Well-being reflects the level of physical, mental and social well-being of individuals and of
populations as it relates to material conditions, quality of life and sustainability of well-being
over time.”(30)(51)
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Main Results

Indicator
Number

46

3

5

27

21

37

17

31 (a)

31 (b)

7 (a)

7 (b)

Indicator
Trend Over
Time

International

Score

Weight

Comparison

Assessment

Stable

Malta fares
better

Good

3

2

Improving

Malta fares
the same

Good

3

2

Improving

Malta fares
better

Very good

4

3

More
data/research
is needed

More
data/research
is needed

More
data/research
is needed

Deteriorating

Malta fares
the same

Poor

1

1

Stable

Malta fares
better

Good

3

3

Deteriorating

Malta fares
the same

Poor

1

2

Deteriorating

Malta fares
worse

Very Poor

0.1

1.5

More
data/research
is needed

More
data/research
is needed

More
data/research
is needed

Perinatal
mortality rate

Stable

Malta fares
better

Satisfactory

2

2.5

Infant mortality
rate

Stable

Malta fares
worse

Very Poor

0.1

3

Self-perceived
general health
(SILC) according
to income
Standardised
mortality rates
Standardised
premature
mortality rates
Prevalence of
adults with
diabetes,
hypertension,
hypercholesterola
e-mia
Annual Incidence
of Type 1
Diabetes in
children
Life Expectancy
at birth and at age
65
Incidence rate of
TB, and multi
drug resistant
notification rate
Notification rate
of HIV per
100,000
population
Notification rate
of Hepatitis B per
100,000
population

3

1

81

9

Child mortality
rate (1-14 years).

6 (a)

6 (b)

6 (c)

6 (d)

6 (e)

Standardised
Cancer Incidence
Rates - Colorectal
Standardised
Cancer Incidence
Rates - Lung
Standardised
Cancer Incidence
Rates - Prostate
Standardised
Cancer Incidence
Rates - Cervical
Standardised
Cancer Incidence
Rates - Breast

Improving

Malta fares
worse

Satisfactory

2

3

Deteriorating

Malta fares
better

Satisfactory

2

2.5

Deteriorating

Malta fares
better

Satisfactory

2

2.5

Deteriorating

Malta fares
better

Satisfactory

2

2

Deteriorating

Malta fares
better

Satisfactory

2

2.5

Deteriorating

Malta fares
worse

Very Poor

0.1

3

Table 3.4: Health Status Main Results

Overall Assessment and Main Conclusions
HEALTH STATUS

Fair

1.88

Reflecting the importance of this domain, 11 indicators have been selected to measure health
status outcomes. A mixed picture is presented. Indices linked to population health such as
mortality rates and life expectancy compare well and are generally improving. Infant and
child health are satisfactory on the whole except for Infant Mortality which has been
classified as Very Poor. Also although the indicators for TB and HIV incidence (Notification
rate) are still acceptable, there are signs of deterioration which need to be monitored closely.
Cancer incidence rates are all deteriorating although these rates are still better than the EU
average. Closer scrutiny of these indicators is merited over the next few years. The mixed
picture inevitably produces a middle of the road ‘fair’ overall assessment, showing some
positive areas but also areas that require improvement.
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Indicator 46: Self-perceived general health (SILC), according to income

Owner of Data: National Statistics Office

Income Inequalities: Self-perceived general
health according to income quintile (2012)
Total

EU28

First Second Third Fourth
Fifth
quintile quintil quintile quintile quintile

Malta

Malta

Very good
Good

Malta

Fair
Bad

Malta

Very bad

Malta

Malta

0%

20%

40%

60%

80%

100%

Figure 3-6: Self-perceived general health (SILC) according to income

Year
Very good
Good
Fair
Bad
Very bad

2005
21.6
49.2
24.1
4.5
0.6

2006
31.2
43.3
21
3.8
0.6

2007
29.5
44.9
21.1
4.1
0.4

2008
32
42.2
21.6
3.9
0.4

2009
24
45.2
26.2
4
0.6

2010
19.3
48.9
27.8
3.3
0.7

2011
23.8
47.1
25
3.5
0.7

2012
18.8
54.9
22.9
3
0.4

Table 3.5: Self-perceived general health (SILC) according to income

83

Narrative: In general the Maltese feel that they are healthier than their European counterparts.
As expected, those earning more income (fifth quintile) feel healthier than those earning less
income, showing a gradient of 15%. A steady downward trend can be depicted for those who
perceive ‘very good health’ and ‘bad health’. On the other hand a slight upward trend could
be depicted for those perceiving ‘good’ and ‘fair’ health.
A drawback on the original method of computation for this variable is that self-perceived
health is in itself is a subjective variable for the same person over time as well as subjective at
country level (i.e. different standards of good health between one country and the other).
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Indicator 3: Standardised mortality rates (all-cause, Cancers, cardiovascular disease,
diabetes (as primary or secondary diagnosis), smoking related)
Owner of Data: Directorate of Health Information and Research

SDR per 100,000 population

Standardised Mortality Rates:
all-causes, malignancies and circulatory
diseases
900
800
700
600
500
400
300
200
100
0

MALTA
EU (28)
EU (15)

all-cause

cancers (malignant) cardiovascular disease
(circulatory diseases)

European
Region

Cause of death

Figure 3-7: Standardised mortality rates

SDR / 100,000 population
All-cause
Cancers (malignant)
Cardiovascular (Circulatory) Diseases
Diabetes (as primary or secondary)
Smoking related

Males
676.56
183.3
304.42
7.27
315.78

Females
444.89
130.17
194.12
4.83
164.79

Table 3.6: Standardised mortality rates

Narrative: All-cause mortality and mortality from cancers match the EU 15 and 28 averages.
Despite local advances in cardiac interventional and diagnostic services, mortality from
cardiovascular disease is still elevated when compared to both EU 28 and 15. The reasons for
this may be varied, including restricted preventive services. Males continue to exhibit higher
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rates of mortality to females in all causes and in the main causes of death. Cardiovascular
diseases account for almost double the burden compared to cancer, whilst that of diabetes is
still relatively low, although admittedly diabetes tends to be underreported by certifying
medical doctors as the primary cause of death on death certificates.
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Indicator 5: Standardised premature mortality rates (All-cause, cancers, cardiovascular
disease, diabetes [as primary or secondary], smoking related)
Owner of Data: Directorate of Health Information and Research

Axis Title

Standardised All-Cause
Premature Mortality Rates (2012)
500
450
400
350
300
250
200
150
100
50
0

all-cause

Males

Females

MALTA

135.43

165.26

105.25

EU (28)

198.01

268.5

130.52

EU (15)

166.5

217.82

116.36

European
Region

315.9

450.94

194.06

Figure 3-8: Standardised all cause premature mortality rates

Standardised Premature Mortality Rates
MALTA

EU (28)

EU (15)
95.87

European
Region

75.03
70.09
64.17
52.62
42.28

40.81

34.98
29.23

Cancers (malignant)

Cardiovascular (circulatory) diseases

Smoking Related

Figure 3-9: Standardised premature mortality rates for cancer, CVD, smoking
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Standardised Premature Mortality Rate due
to Diabetes (as Primary or Secondary Cause)
4
3.5
3
2.5
2

1.5
1
0.5
0
Diabetes (as 1° or 2°)
MALTA

EU (28)

EU (15)

European
Region

Figure 3-10: Standardised premature mortality rates for diabetes

SDR (premature) / 100,000
population
All-cause
Cancers (malignant)
Cardiovascular (Circulatory) Diseases
Diabetes (as primary or secondary)
Smoking related

Males

Females

165.26
55.05
49.39
2.39
58.77

105.25
50.26
20.6
1.72
22.85

Table 3.7: Standardised premature mortality rates

Narrative: Premature mortality rate measures deaths occurring before the age of 75 and is
considered a better measure than mortality rate as a reflection of the health status of a
population. As a method, it is an alternative to death rates in that it gives more weight to
deaths that occur amongst younger people. Since most deaths occur among persons in older
age groups, crude and age-adjusted mortality data are dominated by the underlying disease
processes of the elderly which may under value deaths in the under 75s.

It therefore

indirectly serves as an indication of the average years a person would have lived if he or she
had not died prematurely. Malta fares well in this index when compared to the EU (28 and
15) and may be an indication that Maltese people under the age of 75 live healthier lives that
their European counterparts.

In fact, contrary to standardised mortality rate, Malta
88

experiences better rates than the EU 28 in cancer and cardiovascular premature mortality,
inferring also that our aged population and its manifest health complications increase
mortality rates for the general Maltese population as seen in indicator 3. No comparative
rates for smoking could be found. The influence of diabetes on premature mortality in Malta
is surprisingly relatively low, given its high prevalence. This may be due to unreported cases
of death citing diabetes as a primary or secondary cause. Finally, contrary to standardised
mortality rates, cancer as a cause of premature death is more prevalent than cardiovascular
diseases, whilst smoking, as expected, contributes a significant burden on premature death.
Again males dominate this trend due to smoking habits amongst males, although women
smokers are on the rise in Malta and may eventually compete with males.
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Indicator 27: Prevalence of adults with diabetes, hypertension, hypercholesterolaemia
by age and gender
Owner of Data: Directorate of Health Information and Research

Age group
Prevalence of adults with:

15 - 24 25 - 34 35 - 44 45 - 54 55 - 64 65 - 74

75+

Diabetes

0.7%

1.3%

1.6%

6.3%

13.4%

22.1%

21.8%

Hypertension

1.8%

4.7%

9.1%

22.9%

39.8%

47.5%

48.4%

Hypercholesteraemia*

0.6%

1.8%

4.9%

11.6%

19.9%

17.9%

10.5%

*2002 data

Table 3.8: Prevalence of adults with diabetes, hypertension, hypercholesterolaemia by
age and gender

Prevalence of Diabetes, Hypertension and
Hypercholesterolaemia in the Maltese
population aged 15 years and over (2008)
25%
20%
15%
MALES
10%

FEMALES

5%
0%
Diabetes

Hypertension

Hypercholesteraemia*

Source: EHIS (2008)

Figure 3-11: Prevalence of adults with diabetes, hypertension, hypercholesterolaemia by
age and gender
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Prevalence of (self-reported)
Diabetes Mellitus (2008)
9.0
Prevalence (%)

8.0
7.0
6.0
5.0
4.0
3.0
2.0
1.0
0.0

Source: European Health Interview Survey

Figure 3-12: Prevalence of self-reported Diabetes among European Countries, 2008

Prevalence (%)

Prevalence of (self-reported)
Hypertension (2008)
40.0
35.0
30.0
25.0
20.0
15.0
10.0
5.0
0.0

Source: European Health Interview Survey

Figure 3-13: Prevalence of self-reported Hypertension among European Countries, 2008
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Narrative: Diabetes, hypertension and hypercholesterolaemia are important lifestyle
indicators, which serve as proxies for serious disease in the population. Also given the high
prevalence of these conditions, it is appropriate that this report highlights the situation with
regards to the prevention and control of these important conditions. All three are essentially
conditions of the elderly, although the prevalence rates in the younger ages are also
worryingly high and need to be monitored closely.

Males show a significantly higher

prevalence for diabetes than females.
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Indicator 21: Annual Incidence of Type 1 Diabetes in children between 0-14 years of age
at diagnosis (clinical) per 100,000 children
Owner of Data: Department of Paediatrics, Mater Dei Hospital

Value: 21.86 / 100,000 children (2010)

Narrative: This figure represents the number of children contracting diabetes at a young age
and shows that Malta experiences around 80 new cases of childhood diabetes per year. The
incidence of childhood T1DM (< 14 years) in Malta is definitely increasing. Antoine
Schranz(48) reported incidences of 13.8 per 100,000/year for the period 1980-1989, and 15.6
per 100,000/year for the period 1990-1996. The most recent study conducted by Nancy
Formosa, Neville Calleja and John Torpiano(49) reported an incidence of 21.86 per
100,000/year. This increase in incidence has been reported across the world, and the
underlying reason has not yet been identified. Malta’s reported incidence rate was close to
the median of the rates reported from European countries, even if European rates are, on the
whole, higher than those of other geographic regions(54).
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Indicator 37: Life Expectancy at birth and at age 65
Owner of Data: National Statistics Office
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Figure 3-14: Life Expectancy at birth (males)
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Figure 3-15: Life Expectancy at birth (females)
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Figure 3-16: Life Expectancy at 65 years (males)
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Figure 3-17: Life Expectancy at 65 years (females)

Narrative: All four graphs show a consistent and steady rise in life expectancy since 2000.
This matches and mirrors the increases in life expectancy experienced in the European Union.
Life expectancy at birth for both males and females and life expectancy at 65 years for males
reached the EU 15 levels for the first time in 2010. This is a reflection of Malta’s improving
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overall health status. However the trend for all four indices slightly changes direction after
2010 where a dip in life expectancy is visible for two consecutive years. It is too early to
determine whether this trend will continue or whether this was an anomaly which will correct
itself in subsequent years. The reasons for this are not yet known. It is to be monitored
closely.
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Indicator 17: Incidence rate of TB, and multi drug resistant notification rate

Owner of Data: Directorate of Health Promotion and Disease Prevention
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Figure 3-18: Incidence rate of TB

Overall TB notification rate (not incidence rate) in 2012: - 9.8/100,000 population;
Multi Drug Resistant notification rate for 2012: - 0/100,000 population

Narrative: TB incidence is not measured explicitly. Instead the TB notification rate is used as
a proxy for TB incidence, assuming of course that all or most new cases of TB are notified.
Besides the usual fluctuations over the years, the time trend for Malta shows a slow but steady
increase in number of cases notified. This peaked in 2008 but in 2012 it seems to be on the
rise again and requires monitoring. This contrasts with the trend in the European Union
where TB is on steady decline. The WHO Euro region has also experienced a significant
decline since 2005. The fluctuations and steady increase may be due to the influx of new
migrants each year. However our data is not sensitive enough to pick up ethnic group, age or
sex differences. The data collection methods hence need to improve to enable capture of
more details. The multidrug notification rate in 2012 was zero.
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Indicator 31 (a): Notification rate of HIV per 100,000 population
Owner of Data: Directorate of Health Promotion and Disease Prevention
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Figure 3-19: Notification rate of HIV
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Figure 3-20: Time Trend of HIV Notification Rate
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Narrative: The Notification Rate is used rather than Incidence Rate for HIV since the migrant
population in Malta is not captured within the total population of Malta and so would be
missed as the majority of new HIV cases emanate from the migrant population (including
both regular and irregular migrants). Also Incidence of Hepatitis B is not reported since
physicians tend to not notify new cases and indeed it would be very difficult for the concerned
Department to actively seek out new cases and their contacts or to enforce notification among
doctors.
Malta’s HIV notification rate matches that of the EU 15 but is more than that of the EU28.
This may be due to underreporting of cases in the ‘new’ EU member states. The time trend
shows the typical fluctuations for a small population but is also linked with the arrival of new
migrants into Malta. As with TB, which is also migrant driven, increased notifications were
experienced in 2008 and 2012. More worrying, is the upward trend of the number of
notifications, from 4 per 100,000 in 2004 to 6.5/100,000 population in 2012.
Data capture needs to be improved in this area, in order to be to analyse ethnic groupings, sex
and age of new cases.

Indicator 31 (b): Notification rate of Hepatitis B per 100,000 population
Owner of Data: Directorate of Health Promotion and Disease Prevention

More data/research is needed - efforts need to be made to capture robust data on Hepatitis B.
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Indicator 7: Perinatal and infant mortality rates by gestational age, birth weight, and
plurality
Owner of Data: Directorate of Health Information and Research

PERINATAL and INFANT MORTALITY RATES for MALTA
(2012)
Gestational age
Perinatal Mortality rate by Birth weight
Plurality
All
Gestational age
Infant Mortality Rate by

Birth weight
Plurality

Mortality rate
per 1000 births

≥22 weeks
≥28 weeks
≥500g
≥1000g
Singleton
Multiple

8.7
4.7
6.1
3.8
7.6
37.7
5.4
5.4
3.08
4.26
3.08
4.7
25.6

≥22 weeks
≥28 weeks
≥500g
≥1000g
Singleton
Multiple

Table 3.9: Perinatal and infant mortality rates by gestational age, birth weight, and
plurality

Perinatal and Infant mortality rates
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Figure 3-21: Perinatal and infant mortality rates
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Figure 3-22: Trend view of Perinatal Mortality rate since 2012
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Figure 3-23: Trend view of Infant mortality rate since 2002
Narrative: Perinatal and infant mortality rates are good proxy indicators of the standard and
quality of our health system and services. Perinatal mortality compares very favourably with
the EU and Euro Region, where Malta’s rates are almost half that of the EU average. This is
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certainly a reflection on our perinatal health care services and also on the general wellbeing of
mothers once they become pregnant. On the other hand, infant mortality is seen to be high
when compared to the EU although not as high as the Euro Region or even the OECD
average. This fact is well known in Malta and several reasons have been postulated to explain
this difference, the main one being that Malta does not propound termination of pregnancies
in cases of malformation or genetic disorders. However this merits further research and
verification.
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Indicator 9: Child mortality rate (1-14 years).
Owner of data: Directorate of Health Information and Research
Value: 12.2 per 100,000 population

Probability of dying before 5 years of
age, per 1000 live births (2012)
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Source: DHIR

Figure 3-24: Probability of dying before 5 years of age
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Source: DHIR

Figure 3-25: Trend in childhood Mortality rate 1980-2012
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Narrative: The report first analysed the child mortality rate for 1-14 years. This is cited at
12.2/100,000 population for 2012. However no international comparators could be found for
this indicator. Hence another related indicator was looked into, that of the ‘possibility of
dying before 5 years of age’. This indicator is mainly used by WHO since it relates to
situations where there is a heavy burden of morbidity and mortality in children from
infectious diseases. This indeed is not the case in Malta or in the EU, although the Malta rate
is slightly higher than that of the EU. This indicator has been showing a downward trend over
time, both in Malta and in the EU. A long time trend analysis would be appropriate here
since, given our small numbers (and hence denominator), a small change in number of deaths
would have a large effect upon this rate.
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Indicator 6: Standardised Cancer Incidence Rates
Owner of Data: Directorate of Health Information and Research

80

Standardised Incidence rates of Cancer Males (2012)

Age Standardised Incidence Rate
per 100,000

70
60
48.02

50

MALTA

40
30

35.69
EU (28)

29.4

Southern
European Region
European region

20

OECD

10
0
Colorectal

Prostate

Lung

Source: DHIR & Globocan 2012: Estimated Cancer Incidence, Mortality and Prevalence in 2012

Figure 3-26: Standardised Cancer Incidence Rates (males)
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Figure 3-27: Trend of cancer incidence in Males, Malta 2003-2012
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Figure 3-28: Standardised Cancer Incidence Rates (females)
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Figure 3-29: Standardised Incidence Rates for Breast Cancer (females)
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Figure 3-30: Trend of cancer incidence in Females, Malta 2003-2012
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Narrative: For all cancers, except breast cancer, Malta experiences lower incidence rates than
the EU, WHO Euro Region and OECD. This is positive and encouraging although one needs
to view these rates together with cancer mortality rates to ensure that the lower incidence rates
also translate into lower mortality rates. Breast cancer has a higher incidence rate than all of
its comparators.

Amongst males, prostate cancer is the most prevalent, whilst lung cancer is a close second.
As the population ages, prostate cancer will concomitantly rise whilst male lung cancer
incidence would start to show a decline once less males continue or start to smoke. For
females, breast cancer is the most prevalent cancer, followed by colorectal and lung. Lung
cancer rates in females need to be monitored closely as more females take up the habit of
smoking.

Conversely, the rates for cervical cancer may start to drop following the

introduction of the HPV vaccine in younger females in Malta. This should be monitored
further.
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DETERMINANTS OF HEALTH
Definitions
Determinants of health are:
i.
ii.

“Those that shape individuals’ and families’ socio-economic position, such as
income and social status, education and literacy, and gender and ethnicity.”(30)
Biological factors include genetic endowment, aging processes and sex-related
biology; Material circumstances include the characteristics of neighbourhoods,
homes, workplaces and the physical environment; Psychosocial circumstances
include stress, an individual’s sense of control and a person’s social support
networks; Behavioural factors include smoking, physical exercise and diet and
nutrition.(30)
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Main Results
Number Indicator
Trend Over
Time
22

33

51

52

53

Prevalence of
smoking
in
Males
and
Stable
Females in over
15 year olds
Proportion of
the population
who
are Deteriorating
overweight and
obese
Rate of binge
drinking
Deteriorating
Percentage of
the
resident
population in
Malta aged over
15 years who Deteriorating
report
consuming fruit
and/or
vegetables daily
Proportion of
the population
who
report
conducting
more than 2.5
Stable
hours
of
physical
activity
per
week

International
Comparison Assessment

Score

Weight

Malta fares
better

Good

3

3

Malta fares
worse

Very Poor

0.1

3

Malta fares
worse

Very Poor

0.1

1.5

Malta fares
better

Satisfactory

2

1.5

More
data/research
is needed

Poor

1

2.5

Overall Assessment and Main Conclusions DETERMINANTS OF HEALTH

Poor

1.30

Five main indicators were chosen as indices for determinants of health. These are known to
impact upon morbidity and mortality in later life. Malta is doing well on the level of
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consumption of fruit and vegetables, although this does not provide an indication of what
other foods are consumed by the Maltese in general. Smoking seems well controlled and we
seem to be winning the battle against smoking when compared to our European peers. On the
other hand, Malta fares very poorly on the obesity and overweight index. This also links to
the relative lack of exercise practised by the Maltese population. Finally binge drinking is a
worrying new phenomenon which needs to be tackled before it becomes more prevalent.
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Indicator 22: Prevalence of smoking in Males and Females in over 15 year olds
Owner of Data: Directorate of Health Information and Research

Prevalence of smoking in the population
aged 15 and over
(2008)
MALTA

EU (28)

29.1%
25.6%
17.6%

15.9%

Males

Females

Source: Malta DHIR; EU28: HFA database

Figure 3-31: Prevalence of smoking in Males and Females in over 15 year olds

Narrative: This data is from taken from the last Health Information Survey in 2008, which
should be repeated in 2014. Whilst this survey shows that Malta is faring slightly better than
the EU 28 and a slight improvement has been noted since the 2002 edition of this survey, this
trend can only be confirmed after repeated surveys.
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Indicator 33: Proportion of the population who are overweight and obese
Owner of Data: Directorate of Health Information and Research

Age Groups
Percentage of
population with
a self-reported
BMI of:
Overweight
(BMI 25-29.99)
Obese
(BMI >30)
Total - Combined

15 - 24

25 - 34

35 - 44

45 - 54

55 - 64

65 - 74

75+

23.2%

29.6%

37.7%

43.7%

41.3%

41.4%

38.9%

8.2%

21.4%

19.7%

24.1%

30.0%

30.9%

25.6%

31.4%

51%

57.4%

67.8%

71.3%

72.3

64.5%

Table 3.10: Proportion of the population who are overweight and obese

Self-Reported BMI (2008)
Overweight

Obese

44.7%

28.4%
%

24.2%
20.7%
16.60%

Males

Females
MALTA

16.50%

Males

Females
EU (27)

Source: Health at a Glance (OECD)

Figure 3-32: Self-reported BMI
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Narrative: The burden of obesity and overweight persons in Malta is well documented. The
table above shows that both overweight and obese rates increase with increasing age up to 45
to 64 years. Although the rates for the younger generation seem positively less, Malta still
boasts of one of the highest childhood obesity and overweight rates in Europe. This is also
reflected in the rates for the whole population where Malta exceeds the EU 27 average by
7.6% for males and 4.2% for females. Males are predominantly more overweight than females
by 16.3% and more obese by 3.5%. Deterioration of obesity rates in males have also been
noted between the 2002 and 2008 interview surveys and also between the 1984 and 2010
examination surveys, with no improvement noted among females(55).
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Indicator 51: Percentage of resident male and female population in Malta aged over 15
years who report consuming 6 or more drinks on one occasion (binge drinking) on a
monthly basis over a 12 month period.
Owner of Data: Directorate of Health Information and Research

Proportion of the population (aged >15
years) reporting the consumption of 6
or more units of alcohol on one
occasion, by age group
12%
10%

MALES 7.5%
FEMALES 3.2%

8%

6%
4%
2%
0%
15 - 24

25 - 34

35 - 44

45 - 54

55 - 64

65 - 74

75+

Age Group

Figure 3-33: Proportion of the population (aged >15years) reporting the consumption of
6 or more units of alcohol on one occasion, by age group
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Figure 3-34: Percentage of students (aged 15-16 years) reporting having consumed 5 or
more drinks on one (1) occasion over the past 30 days (2011) in EU countries

Source: ESPAD report 2011

Boys

Girls

Total

2007

62%

52%

57%

2009

59%

52%

56%

Table 11: Percentage of Maltese students aged 15-16 years reporting having consumed
more than 5 drinks on 1 occasion in the past 30 days.

Narrative: Youths (15-24 years) and young adults (25-34 years) present with very high rates
of binge drinking in line with the prevalent entertainment culture. These rates decrease
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substantially once a person hits the age of 35. This picture is worrying given the increasing
evidence of significant harm that binge drinking has over routine alcohol intake.

A time

trend analysis is needed to gauge whether local anti-drinking campaigns are having an effect
on this lifestyle choice. Males exceed females by over double the rate.
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Indicator 52: Percentage of the resident population in Malta aged over 15 years who
report consuming fruit and/or vegetables daily.
Owner of Data: Directorate of Health Information and Research

MALTA

EU (15)

Daily Consumption of:

MALES

FEMALES

MALES

FEMALES

Fruit and Vegetables*

75.3%

83.4%

Fruits

57%

69%

Vegetables

59%

67%

Sources: Malta: DHIR, 2008; EU 15: Health at a Glance Europe 2012

Table 3.12: Daily consumption of fruits and vegetables

Percentage of population who report
consuming fruit and/or vegetables on a
daily basis, by age group (2008)
100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%
15 - 24

25 - 34

35 - 44

45 - 54

55 - 64

65 - 74

75+

Age groups

Figure 3-35: Percentage of population who report consuming fruit and/or vegetables on
a daily basis, by age group
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Narrative: Although Malta commands a disturbingly high ranking in terms of prevalence of
overweight and obese persons, this indicator shows a contrasting picture, where consumption
of vegetables and fruit is significantly higher than the EU average. The graph also shows an
encouraging inclination, especially in the older generations. However the amount of fruit and
vegetables (rather than frequency) is not known as well as what is consumed together with the
fruits and vegetables. However this trend may buckle if the younger generation do not
increase their daily consumption of fruit and vegetables, to match the rates of their older
peers. Indeed deterioration has been noted over time amongst young people over consecutive
editions of the Health Behaviour in School Children survey. Further monitoring is warranted.
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Indicator 53: Proportion of the population who report conducting more than 2.5 hours
of physical activity per week.
Owner of Data: Directorate of Health Information and Research

Age distribution of proportion of
population performing >2.5hours of
Physical Activity per week (2008)
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Figure 3-36: Age distribution of proportion of population performing >2.5 hours of
Physical Activity per week

Narrative: In conjunction with type of food consumption, physical activity is an important
lifestyle index which impacts upon the burden of disease in later years and is therefore
important to measure and monitor over time. Males partake in exercise one and a half times
more than females. This is probably due to the increased participation of males in sports in
the younger age groups as evidenced also from the graph. However the percentage of youths
(aged 15-24 years) participating in physical activity is low and needs to increase if we are to
benefit from a healthier generation of youths entering adult life. Some small but encouraging
improvements have been noted especially in moderate physical activity between the 2002 and
2008 adult surveys, and also in the adolescent surveys, but more needs to be done.
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EFFICIENCY
Definition
The system’s ability of maximising the use of available resources.

Main Results

Number Indicator

15

40

60

62

Hospital
inpatient
average
length of stay
Day
case
discharges as
a
%
of
curative care
discharges
Hip fracture
surgery
initiated
within
2
calendar days
after
admission to
Mater
Dei
Hospital
Rate
per
capita
of
prescriptions
transacted on
line

Trend
Time

Over International Assessment
Comparison

Score

Weight

Deteriorating

Malta fares
better

Satisfactory

2

3

Stable

Malta fares
worse

Poor

1

3

Deteriorating

Malta fares
the same

Poor

1

2

More
data/research
is needed

More
data/research
is needed

More
data/research
is needed

2

Overall Assessment and Main Conclusions
EFFICIENCY

Poor

1.38
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The indicators measuring efficiency present a negative outlook. Whilst length of stay is still
lower than international averages, there seems to be an increase in length of stay over the last
few years.

The rate of day cases when compared to all discharges remains low when

compared to Malta’s own targets as well as with rates experienced abroad in mature health
systems. The majority of hip fractures, on the other hand, are dealt with within two days,
showing better rates than a few countries but not near enough as others. Of perhaps more
concern is the trend over the last two years where the rates have decreased slightly. A longer
time trend analysis is needed to gauge the direction that this would take.
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Indicator 15: Hospital inpatient average length of stay
Owner of Data: Directorate of Health Information and Research
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Figure 3-37: Hospital inpatient average length of stay
Note: Curative care comprises health care contacts during which the principal intent is to relieve symptoms of illness or
injury, to reduce the severity of an illness or injury, or to protect against exacerbation and/or complication of an illness or
injury that could threaten life or normal function

Narrative: Trends show curative care average length of stay has slightly increased over an 8
year period, with 4.6 days in 2004 to 5.3 days in 2012. The ALOS has increased slightly
probably as a result of a number of breaks in series where the number of hospitals included
increased over the years. The slight increase over the years may also be attributed to better
data capture within the main general acute hospital, as well as delayed discharges due to
patients in acute care waiting to be transferred to a long term care facility.
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Figure 3-38: Average length of stay, acute care hospitals only
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Figure 3-39: Average length of stay in all hospitals
Data Collection for Malta includes: Data from 2 public and 2 privately owned general hospitals, the public rehabilitation
hospital, the private rehabilitation hospital, the mental health hospital and the oncology hospital. Average length of stay
(ALOS) in all hospitals is calculated by dividing the sum of inpatient bed-days in all hospitals by the number of inpatient
discharges during the year: 488,939/62,970
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Narrative: The ALOS of all inpatient discharges has been increasing over time, from 5.3 days
in 2006 to 7.8 days in 2012. With the addition of a public rehabilitation hospital in 2009
(calculations included all state hospitals only up to 2009), the inclusion of data from the
oncology and mental hospital in 2009, the addition of 2 private acute hospitals in 2010 and a
private rehabilitation hospital in 2011, the ALOS of all inpatient discharges has been
increasing. In addition, from 2008 onwards, after the “migration” of the old state hospital to
the new state hospital, data capture has improved. The number of records with a valid
discharge diagnosis code represented around 60% of all state hospital admissions in 2008 and
this has improved to around 90% in 2012.
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Indicator 40: Day case discharges as a proportion (%) of curative care discharges
Owner of Data: Directorate of Health Information and Research

Day case discharges as a proportion
of all curative care discharges
(public and private)
2012
34.8%
Day case
discharges

2010 34.9%
2011 33.9%
2012 34.8%

Figure 3-40: Day case discharges as a proportion of all curative care discharges from
public and private hospitals.
Note: A day-care discharge is the release of a patient who was formally admitted in a hospital for receiving planned medical
and paramedical services, and who was discharged on the same day. The hospitals included in this analysis are: Mater Day
Hospital, Gozo General Hospital, Sir Paul Boffa Hospital and St James Hospitals – Sliema and Zabbar)

Narrative: Overall, the proportion of day care discharges to the total number of curative care
discharges has increased slightly from 2006 to 2012, with 30.7% day care discharges in 2006
and 34.8% day care discharges in 2012. However, between 2008 and 2009 there was a
decrease in the proportion of day care discharges which is probably a result of the inclusion of
data from the oncology hospital which has a small proportion of day cases in relation to inpatient stays. In 2009, healthy new born infants began to be recorded, thus adding to the total
number of curative care in-patient discharges but not the day care discharges since these
invariably stay overnight. The proportion of day care discharges increased in 2010 and
remained rather stable up to 2012 as a result of the addition of 2 privately owned hospitals.
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Moreover, the number of records with a valid discharge diagnosis code represented around
60% of state hospital admissions in 2008 and this has improved to around 90% in 2012.‡
At 34.8%, the rate of day cases is still low compared to other modern acute care facilities
where, in some instances, day cases reach up to 60 % of all elective procedures.

Hence

further efforts need to be made to improve upon this figure.
In the future, the calculation of the proportion of day care discharges as a proportion of
curative care discharges for specific operations, such as cataract surgeries, inguinal hernia
repair procedures, etc may be more meaningful to assess the performance of health care
systems.

Malta excludes discharges with mental/psychiatric illnesses in the number of curative care discharges
since they cannot be subdivided into long-term and curative (acute) care discharges.
‡
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Indicator 60: Hip Fracture Surgery initiated within 2 calendar days after admission to
Mater Dei Hospital
Owner of Data: Clinical Performance Unit, Mater Dei Hospital

Crude rate / 100 patients

Hip fracture surgery initiated within 2
calendar days after admission to Mater
Dei Hospital, by age group
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Figure 3-41: Hip Fracture Surgery initiated within 2 calendar days after admission to
Mater Dei Hospital, by age group

Hip fracture surgery initiated within 2 calendar
days after admission to hospital in European
countries (2003-2013)
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Figure 3-42: Hip Fracture Surgery initiated within 2 calendar days after admission to
hospital in European countries (2003-2013)
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Narrative: Data on this indicator started to be collected in 2012 and so we only have two
years of data. The figures above show that whilst we compare well to some countries such as
Italy and Spain, we are still lagging behind others including the UK, Denmark and the
Netherlands. Also there does not seem to be any improvement over the past two years. This
needs to be monitored closely in the future.
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Indicator 62: Rate per capita of prescriptions transacted on line

Owner of Data: Information Management Unit

No data is currently available for this indicator.
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ACCESS
Definition

The ease with which health services are reached. Access can by physical, financial or
psychological, and requires that health services are a priori available.” The notion of access
encompasses, “all types of delay during the contact between a patient and a provider, such as
delay for a medical appointment, the waiting time in an emergency room and delays for
surgery after admission.(23)
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Main Results

Number Indicator
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13
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care
facility
Waiting time
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2
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Very Poor

0.1

2

More
data/research
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More
data/research
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More
data/research
is needed
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More
data/research
is needed

Good

3

2

Deteriorating

More
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Very Poor

0.1

3

More
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More
data/research
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More
data/research
is needed

3

More
data/research
is needed

More
data/research
is needed

More
data/research
is needed

2

3

Overall Assessment and Main Conclusions
ACCESS

Fair

1.61

Although the overall rating of this dimension is fair, and although the Maltese claim to have
most of their health needs catered for, this needs to be confirmed after obtaining a more
complete picture of this dimension.

This dimension contains three important indicators
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without any base data for analysis.

Furthermore due to difficulties in definitions and

variability across countries, external comparators in this area are hard to come by and need to
be further developed. It is important to collate the missing data to provide a more complete
assessment of this dimension. Access to long term care has been extremely problematic whilst
access to rehabilitative care is better managed.
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Indicator 47: Unmet need – income inequalities
Owner of Data:National Statistics Office

Self reported unmet need for medical
treatment or examination, by income quintile
(2012)
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Figure 3-43: Self reported unmet need for medical treatment or examination, by income
quintile

Trend view of total self-reported unmet need
for medical examination or treatment
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Figure 3-44: Trend of self-reported unmet need for medical examination or treatment,
2008-2012
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Narrative: Malta has a lower reported unmet need than the EU 28 equivalent. This difference
is consistent throughout all income quintiles, however, as expected, the reported unmet need
increases with decreasing income. Whilst this data is derived through a survey, nonetheless it
is highly indicative that the Maltese feel that they have easy and readily available access to
health care. This is probably due to the close geographical proximity to health services and
the relatively ease of access to a family doctor, health centre or accident and emergency
department. On the other hand, the data above is not consistent with the purported waiting
lists and waiting times purported to exist within certain sectors of the Maltese health system.
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Indicator 13: Self referrals to Accident and Emergency Department
Owner of Data: Clinical Performance Unit, Mater Dei Hospital

The total number of attendances registered on the Accident and Emergency module of the
Patient Administration System (PAS) at the main public hospital, Mater Dei Hospital, for
2012 was 111,533. Of these 70% (77,571) were registered as self referrals.

Self-referrals as a percentage of total
attendances at the Accident and
Emergency Department 2011-2012
100%
29.91%

30.45%

80%
60%

Self-referrals

40%

69.55%

70.09%
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2011

20%
0%

self-referred attendances

Figure 3-45: Self-referrals to A&E as a percentage of total A&E attendances

Self-referrals to Accident and
Emergency according to priority/area
(2012)
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Figure 3-46: Self-referrals to A&E according to priority/area
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Narrative: At 70% of all referrals, the number of self-referrals to the accident and emergency
service in Malta is far too high, when compared to the norm, which invariably stands at
around 30%. This issue has long been identified for which there are a number of possible
reasons which have been studied and recorded. As expected, there are more High Priority
patients opting to access the emergency service directly than patients with Low Priority. The
assumption is that patients with relatively minor ailments seek treatment in the community
more than those with episodes of major illness. The relatively high number of self-referrals in
Paediatrics, ENT and Ophthalmology is also not surprising since hospital specialists in these
specialities also serve a primary care function whilst practising in the community and hence
this inculcates a mentality of visiting these specialists rather than the family doctor. Data on
other specialities/areas is needed to obtain a more holistic and comprehensive picture.
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Indicator: 14: Waiting times for appointment at Out-patient Clinics (from date of
request)
Owner of Data: Clinical Performance Unit, Mater Dei Hospital

Data for 2012 is not available.
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Indicator 23: Waiting times for admission to public rehabilitation facility and to public
long-term care facility
Owner of Data: Department for the Elderly

(Median) waiting times for admission to:

Time

Public rehabilitation facility

7 days

Public long-term care facility

314 days

Table 3.13: Waiting times for admission to public rehabilitation facility and to public
long-term care facility (at 2012)

Narrative: The figures presented above are overall median computations and do not give any
insight with regards to the priority level of applicants. Also the capture and analysis of this
data is extremely difficult and unreliable in the absence of adequate IT systems and the
provision of consistent definitions and parameters to work with.

Furthermore applicant

personal data is not yet cross linked between different data holders and managers within the
system and so this may give rise to duplication and spurious results. Further sub-analysis
according to gender and category of Long Term Care requirements (low dependency,
med/high dependency and 24hr medical care) is recommended.
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Indicator 30: Waiting time for out-patient based investigations
Owner of data: Clinical Performance Unit, Mater Dei Hospital

July
July 2012
October 2012
December 2012

MRI Scans done
704
745
572

Waiting List
2673
2687
3011

Table 3.14: Waiting time for MRI, 2012

Narrative: Data in this area is lacking prior to 2012. The table above only shows baseline
data for MRIs for the latter part of 2012. Data for other investigations such as ultrasound and
CT Scans is not available prior to 2012. Hence a trend analysis could not be carried out. This
type of data needs to be routinely collected and analysed. It is to be noted that the data for
this indicator pertains to routine requests for investigations and not urgent or immediate
requests. The latter are dealt with through separate fast track processes.
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Indicator 43: GP contacts per capita
Owner of Data: Department of Primary Health Care
12,431 – Public GP contacts which is equivalent to 0.030 contacts per capita.

Narrative: These figures only reflect contacts with the public primary health care system and
exclude private GPs. Data from the private sector is not available. In the absence of further
data (rates) and benchmarks, it is not possible to comment objectively on this indicator.
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RESPONSIVENESS
Definition

Responsiveness used synonymously with patient-centeredness. “Patient centeredness is the
degree to which a system actually functions by placing the patient/user at the centre of its
delivery of healthcare and is often assessed in terms of patient’s experience of their health
care. This experience of care refers to the caring (23)(56), communication(23)(57)(58); and
understanding that should characterize the clinician-patient relationship. The emphasis here is
on the patient’s report of her or his experience with specific aspects of care and goes beyond
her or his general satisfaction or opinion regarding the adequacy of care.”
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Main Results

Number Indicator

2

16

32

26

61

Trend Over International Assessment
Time
Comparison
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Dei
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to
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as
compared
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those
discharged to
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facility
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population that Improving
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health data on-

Score

Weight

Malta fares
the same

Good

3

3

Malta fares
better

Very Good

4

2.5

Malta fares
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Satisfactory

2

2

More
data/research
is needed

Poor

1

2.5

More
data/research
is needed

More
data/research
is needed

2
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line

Overall Assessment and Main Conclusions
RESPONSIVENESS

Good

2.55

This domain is measured by five indicators, two of which are related to the national childhood
vaccination programme. Whilst Malta exhibits high rates of childhood vaccination, it has still
not introduced the pneumococcal conjugate vaccine onto its national programme. The breast
cancer screening programme is progressing well and outcomes compare favourably with the
EU average. Discharge into the community as compared to long term care is still poor and is
showing signs of deterioration. This needs to be addressed through community intervention
programmes to improve the potential for elderly recovering from an acute illness in hospital
to be re-integrated into their community as much as possible. A relatively new indicator, that
of the proportion of the population that accesses its own health data on-line is included in this
dimension although international data is sparse at the moment.
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Indicator 2: Response rate to screening programmes
Owner of Data: National Cancer Screening Service

Response Rate to Screening
Programmes: Breast (2012)
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Figure 3-47: Response Rate to Screening Programmes: Breast
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Figure 3-48: Trend of Breast cancer screening response rate 2010-2012
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Narrative: Malta’s national breast cancer screening programme is still relatively young.
However in the short span of time it has achieved comparable results with the rest of Europe
in terms of response rate. This is due to the persistent awareness campaigns to encourage
clients to participate in the programme. Screening rates are not defined uniformly across
countries. The European average (for breast screening) is around 56.5%, hence Malta
compares well to other countries. Malta also has a parallel voluntary breast screening service
in the private sector, therefore the above response may be an underestimate of the proportion
of women who are undergoing regular mammography. The European Health Interview
Survey which is currently underway would be in a position to give a more comprehensive
figure. The future objective should be to reach the levels of the more established programmes
such as those in the UK and Luxembourg, where the EU aims to reach 75% as per European
guidelines. Malta’s recall rate is rather high as it reaches approximately 10%. The desirable
level, as recommended by EU guidelines, should be less than 5%.
The colorectal cancer screening programme started operating late in 2012 and has therefore
not been considered for this edition of the HSPA.
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Indicator 16: Percentage of infants fully vaccinated by 1st and 2nd birthdays

Owner of Data: Department of Primary Health Care

Percentage of infants fully vaccinated
by 1st birthday (2012)
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Figure 3-49: Percentage of infants fully vaccinated by 1st birthday

Narrative: Vaccination coverage has been steadily increasing and Malta’s performance is
above that of the EU and Euro region, except for MMR. This is due to better reporting and to
consistent reminders sent to parents who failed to bring children for due vaccinations.The
MMR vaccine has suffered low coverage rates worldwide following the highly publicised
association between the MMR vaccine and autistic disorders, which was later disproved.
Malta’s rates seemed to be still effected by this fear, possibly more than other countries.
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Indicator 32: Number of vaccine preventable diseases covered by the national
vaccination programme
Owner of Data: Department of Primary Health Care

2012

Malta

EU (28)

European
Region

OECD

Number of vaccines

10

11

11

11

Table 3.15: Number of vaccine preventable diseases covered by the national vaccination
programme

Narrative: The Pneumococcal Conjugate vaccine for infants is the only vaccine which
appears as a difference in the table above and which has not yet been introduced onto the
National Immunisation Schedule. This vaccine was recommended for introduction into the
National Immunisation Schedule by the Advisory Committee on Immunisation Policy in
2009. This recommendation was approved in 2011 but various factors, mainly financial, have
prevented this recommendation from being actuated. This is because the introduction of new
vaccines in the national schedule is part of the same process for the introduction of new
medicines recommended for inclusion in the Government Formulary List.
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Indicator 26: Ratio of the number of discharges of older persons aged over 75 years who
are discharged from public acute hospital (Mater Dei Hospital) to their home of
residence as compared to those discharged to long-term facility.
Owner of Data: Clinical Performance Unit, Mater Dei Hospital

Discharge to long term care
facility

Discharge to home of
residence

Ratio

918

12006

0.08

Table 3.16: Ratio of discharges of older persons (>75years) from public acute hospital to
their home of residence compared to a long-term care facility
1 in 13 older persons over 75 years old is discharged to long-term facilities.

Ratio of discharges among older
persons (>75years) from the public
acute hospital (2012)
1
Discharged to long-term
care facility
Discharged to the
community
12

Figure 3-50: Ratio of discharges among older persons (>75years) from the public acute
hospital

Narrative: The higher the ratio, the better since this reflects more elderly persons being reintegrated back into their community after an acute episode of care. The ratio in 2010 was
1:12 discharges; in 2011: 1:11 and in 2012: 1:13. This shows a fairly stable ratio over time.
No comparative figures are available at EU or OECD or WHO level. Therefore, one cannot
draw on comparative conclusions and can only measure this indicator over time for internal
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audit purposes. In Malta, there is however, a long waiting list for admission into a long-term
facility (LTC), which means that older persons may be discharged home prior to their
admission in LTC.
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Indicator 61: Proportion of population that accesses own health data on-line

Owner of Data: Information Management Unit

Figure 3-51 Total Number of Persons ever using myHealth
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Figure 3-52 Total Number of Doctors who accepted patients on myHealth

Figure 3-53 Total Number of Patients accepted by Doctors
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Narrative: This is an important indicator since it represents the ease by which the public and
doctors access the health records of patients through on-line methods. Data on this indicator
has started to be collected in 2012 and shows a small steady increase in uptake. However the
overall penetration rate of on-line access is still relatively low. International comparisons still
need to be ascertained.
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QUALITY

Definition

Quality of care is the degree to which health services for individuals and populations increase
the likelihood of desired health outcomes and are consistent with current professional
knowledge(59)(60).
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Main Results
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by age and sex)
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Overall Assessment and Main Conclusions
QUALITY

Fair

1.93

A mixed picture is presented for this dimension. On the one hand, certain indicators such as
cancer survival rates, amenable mortality, MRSA rates and maternal mortality show positive
outcomes. On the other hand the incidence of AIDS and potentially avoidable admissions
indicate poor outcomes. However there are three indicators that require better collection
methods and further analysis. Hence the full picture for this dimension is difficult to ascertain
at this stage, although the overall indication seems positive.
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Indicator 18: Hospital readmission rates within 30 days, by specialty
Owner of Data: Clinical Performance Unit, Mater Dei Hospital

Hospital readmissions rates by speciality

Psychiatric
Medical

13.80%
9.18%

Narrative: The related indicators used by OECD as healthcare quality indicators only relate to
30-day readmission rates for schizophrenia and bipolar disorder. In Malta’s case, it was not
possible to distinguish these two conditions in existing hospital activity records and an overall
psychiatric 30-day readmission rate was estimated. In effect, the mean OECD 2011 rate was
12.4% for schizophrenia and 11.0% for bipolar disorder. While not directly comparable, our
psychiatric 30-day readmission rate for 2012 looks very similar. Given that the medical
speciality is another area which risks readmission, a baseline value for this indicator has been
captured for future trend analysis.
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Indicator 1: Five year Cancer Survival Rates (breast, colorectal, prostate, lung, cervical)
Owner of Data: Directorate of Health Information and Research

5 year Cancer Survival rates (2012)
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Figure 3-54: 5 year Cancer Survival rates

5 year cancer survival rates

MALTA

OECD (22)

Colorectal Cancer - Males

54%

61.3%

Colorectal Cancer - Females

63%

63.3%

Table 3.17: 5 year Colorectal Cancer Survival Rates by gender
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Figure 3-55: 5 year Colorectal Cancer Survival Rates
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Figure 3-56: Trends in 5-year net relative survival - Breast
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Trends in 5-yr net relative survival Europe/Malta - Prostate
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Figure 3-57: Trends in 5-year net relative survival – Prostate
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Figure 3-58: Trends in 5-year net relative survival - Cervix
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Figure 3-59: Trends in 5-year net relative survival – Lung
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Figure 3-60: Trends in 5-year net relative survival - Colon
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Figure 3-61: Trends in 5-yr net relative survival - rectum

Narrative: The latest statistics refer to patients diagnosed between 2005 and 2009 as cancer
survival analysis requires the follow up of patients post-diagnosis. Except for colon and
rectal cancer, Malta 5 year cancer survival rates show a steady improvement over the past 15
years, although we have yet to match European and OECD rates. This augurs well for cancer
diagnostic and treatment services in these modalities, although, there is room for
improvement for cancer services overall in order to match the EU 28 average. This is
definitely an area for further follow up.
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Indicator 25: Complications of diabetes - annual incidence rates of stroke, myocardial
infarction, dialysis and/or renal transplantation in patients with diabetes

Owner of Data: Directorate of Health Information and Research

Incidence /100,000
diabetics

Complication
Stroke
Myocardial
infarction
Renal dialysis
Renal
transplantation

Complications of diabetes - annual
incidence rate of diabetic patients with
complications

463
1096
156
8

Table 3.18: Annual incidence rates of stroke, myocardial infarction, dialysis and/or
renal transplantation in patients with diabetes

Age
group
N
Stroke
Myocardial
infarction
Renal
dialysis
Renal
transplant

<30

30-39

493

539
n

40-49
1325

50-59
4324

n

rate

0

0

0

0

1

1

203

0

0

3

226

9

0

0

0

0

0

0

0

0

n

rate

60-69
8945
n

rate

70-79
6785
n

rat e

80-89

>90

3005

305

25721

rate

n

rate

rate

n

rate

0

3

226 11 254 34 380 39 575 31 1032

1

328 119 463

186 13 981 40 925 85 950 91 1341 49 1631

3

984 282 1096

208 14 157 11 162
0

2

22

0

0

n

TOTAL
n

rate

2

6 7

0

0

40 156

0

0

0

0

2

8

Table 3.19: Annual incidence rates of stroke, myocardial infarction, dialysis and/or
renal transplantation in patients with diabetes by age group

Narrative: Since this data was not collected routinely and accurately in the past and since
there are no external comparators, it is not possible to provide an objective assessment of
Malta’s performance in this area. However once a diabetic register is developed, it will be
possible to calculate these rates on an annual basis, allowing for comparisons to be made from
year to year.
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Indicator 12: Incidence of MRSA Hospital Acquired Infection
Owner of Data: Infection Control Unit, Mater Dei Hospital

Incidence of MRSA Hospital Acquired
bacteraemia per 100,000 bed-days (2012)
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Figure 3-62: Incidence of MRSA Hospital Acquired bacteraemia per 100,000 bed-days
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Figure 3-63: Resistance rates of Staphylococcus Aureus Isolates to Methicillin in a
variety of EU countries (2006-2012)
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Narrative: There has been a considerable reduction in the past 4 years with the current
incidence rate at less than half of what it was in 2009. This is a direct result of the infection
control initiatives undertaken at Mater Dei Hospital as promulgated by the hospital's 2010
strategy document. The cornerstones of this strategy have focused on improvement in hand
hygiene, antibiotic stewardship and management of intravascular devices.
In comparing with external sources, one must note that there exists major contextual
difference in the level of community carriage of MRSA for which Malta has been identified
to exceed 7%. In most EU countries it is less than 0.5%. The main driver is thought to be
excessive use of antibiotics in the community. Hence this increased community rate impacts
upon the hospital rates.

165

Indicator 11: Incidence rate of AIDS per 100,000 population
Owner of Data: Directorate of Health Promotion and Disease Prevention
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Figure 3-64: Notification rate of AIDS
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Figure 3-65: AIDS notification rate 2004-2012

Narrative: A number of AIDS cases are found in migrants that are not included in the total
population in Malta. This is why Notification Rates are quoted rather than Incidence rates.
Due to small numbers, it is difficult to identify a trend. Overall WHO states that there has
been a decrease in the number of AIDS related deaths due to a significant increase in the
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number of people receiving ART and this is true for Malta too. The apparent high rate in
Malta when compared to the EU is due to migrants reaching our shores with both HIV and
TB, which falls under the definition of AIDS.
Enhanced surveillance is required to estimate the burden caused by AIDS cases in Malta, as
well as prevalence assessment and monitoring to identify population subgroups at risk.
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Indicator 19: Thirty (30) day in-hospital mortality rate for specific clinical conditions
Owner of Data: Clinical Performance Unit, Mater Dei Hospital

30-day in-hospital mortality rate per
100 admissions at MDH (2012)
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Figure 3-66: 30-day in-hospital mortality rate per 100 admissions at public acute
hospital

Narrative: Although numbers are small, an upward trend for acute myocardial infarction
(AMI) is noted from data captured since 2011, whilst the converse is true for stroke. The
reasons for this and the trend to be expected are not yet known. Hip fracture reflects a stable
trend over 2011 and 2012. In terms of external comparison, Malta compares well with OECD
countries for AMI and stroke. It may be worth noting that, in recent correspondence with
OECD, we have been informed that the average age for a stroke patient in Malta appears to be
rather high compared to other countries, driving stroke mortality up. There is no comparative
OECD data for hip fractures.
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Indicator 50: Influenza vaccine coverage in over 65 years
Owner of Data: Directorate of Health Promotion and Disease Prevention

The coverage for persons over 55 years is 56.7% (2012).

Narrative: Malta does not capture data from 65 years of age but from 55 years of age. This
indicator therefore needs to be adjusted to reflect local data capture or systems put in place to
start to collect data specifically for over 65 years of age. The average coverage in Europe runs
between 26.1%, with a maximum of 66.7%. Hence Malta compares relatively well.
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Indicator 38: Potential years of life lost from all causes (Years lost, /100 000), aged 0-69
years
Owner of Data: Directorate of Health Information and Research

Potential Years of Life Lost from allcauses among those aged 0-69 years.
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Figure 3-67: Potential Years of Life Lost from all-causes among those aged 0-69 years
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Trend of Potential Life Years Lost (aged 069 years) per 100,000 population
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Figure 3-68: Trend of Potential Life Years Lost (aged 0-69 years) per 100,000 population

Narrative: Malta compares well with the OECD average, in both males and females. This
indicator is used to gauge the quality of health services and their influence to avoid
unnecessary premature deaths.
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Indicator 28: Potentially avoidable hospital admission rates (standardised by age and
sex) for specific diseases
Owner of Data: Directorate of Health Information and Research
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Figure 3-69: Potentially avoidable hospital admission rates per 100,000 population

Narrative: Data for Malta on age and gender standardised admissions for chronic illnesses
that may potentially be avoidable is only available for the years 2009, 2011 and 2012. The
age and gender standardised asthma admission rate has decreased slightly with a rate of 79
admissions per 100000 population in 2009 to 75.5 admissions per 100000 population in 2012.
Similarly the age and gender standardised diabetes admission rate has decreased from 168
admissions per 100000 population in 2009 to 133.35 admissions per 100000 in 2012. On the
other hand, age and gender standardised chronic obstructive pulmonary disease (COPD)
admission rate has increased from 135 admissions per 100000 in 2009 to 191 admissions per
100000 population in 2012. Similarly the age and gender standardised Congestive Heart
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Failure (CHF) admission rate has increased from 348 admissions per 100,000 in 2009 to 412
admissions per 100,000 in 2012, which is much higher than the OECD average of 230
admissions per 100,000.

Malta’s figures for asthma admission rates are well above the OECD 2011 average. This may
be due to several reasons namely the easy access of acute secondary care and the perceived
need for diagnostic facilities combined with a belief that the hospital specialists are best
placed to treat this condition. Cardiac Heart Failure readmission rates are also substantially
higher than the OECD 2011 average, and, in terms of burden, this is likely to be the main
contributor in the area of preventable admissions. In contrast, Malta figures for COPD and
diabetes admission rates are below the OECD 2011 average. However the data for diabetes
may not be entirely accurate since patients admitted with complications of diabetes do not
have Diabetes Mellitus listed as their primary diagnosis.
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Indicator 4: Maternal Mortality Ratio
Owner of Data: Directorate of Health Information and Research
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Figure 3-70: Maternal Mortality Ratio
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Figure 3-71: Maternal deaths per 100 000 live births

Narrative: Due to the very small numbers, there could be large annual variations for this rate.
Maternal deaths are thankfully a very rare event and so, due to the small dominator, one
maternal death increases the rate drastically from 0, which is the usual rate.
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STEWARDSHIP

Definition
Refers to, leadership, governance, legislation & regulation
Main Results
Number Indicator
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2
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health
insurance and
income
tax,
including
Social Security
contribution
schemes)

Overall Assessment and Main Conclusions
STEWARDSHIP

UNDETERMINED

Due to the dearth of data and information available for various indicators under this domain, it
is not yet possible to assign a ranking. It is important that this report will spearhead the
collection and analysis of the required data in the near future. Further alignment of health
expenditure statistics with international guidelines is highly commended.
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Indicator 8: Fatal accidents at the place of work/fatality rates - per economic sector
Owner of Data: Occupational Health and Safety Authority

The total number of fatal accidents at the work place in 2012 was 6. Of these one (1) was in
the agriculture sector, while the rest (5) were from the construction sector.
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Figure 3-72: Deaths due to work-related accidents per 100 000 population

Narrative: Due to the small number of deaths at the place of work each year, the time trend
shows large variations each year, although the trend is clearly on the decrease since 2004.
This fatality rate compares well with the European norms.
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Indicator 34: Percentage of health budget allocated to Public Health, including
preventive services
Owner of Data: Directorate General Finance, Ministry of Health

Percentage of health budget allocated to
Public Health (2012)

2.37%

Table 3.20: Percentage of health budget allocated to Public Health

Narrative: The percentage allocation of the budget to public health initiatives and services
seems low at 2.37% and may need to improve for the Maltese health system to be in a
position to implement and monitor the numerous national public health strategies and
policies. For this indicator, it is difficult to find the right benchmark. The System of Health
Accounts includes a category entitled ‘Provision and administration of public health
programmes’. This data is available for a number of EU countries members of OECD and the
average figure is around 1.2%. Since our figure has been reported as percentage of the
government health expenditure, which amounts to 65% of the total health expenditure for the
country, the above figure would equate to 1.8% of government health expenditure.
Nevertheless, the two figures are not directly comparable. More information is required to
investigate this area.
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Indicator 39: Public expenditure as % of GDP for hospitals, ambulatory services and
long term care
Owner of Data: Directorate General Finance, Ministry of Health

Expenditure
Recurrent
Capital
Total

€
€194,199,138
€3,272,369
€197,471,506

% GDP
2.84
0.05
2.89

Table 3.21: Public Expenditure for Hospitals

Expenditure
Recurrent
Capital
Total

€
€19,240,093
€93,899
€19,333,992

% GDP
0.28
0.001
0.28

Table 3.22: Public Expenditure for Ambulatory Care

Expenditure
Private homes
Elderly &
Community Care
Total

€
€12,702,168

% GDP
0.19

€50,867,167

0.74

€63,569,335

0.93

Table 3.23: Public Expenditure for Long-term care

Narrative: The purpose of this indicator is to determine how much public expenditure is
being allocated for hospital care, ambulatory care and long term care as a percentage of
Malta’s GDP. It is an indication of the importance attached to each sector separately and
collectively. The allocation of funding to ambulatory care (which include Primary Health
Care) is still low when compared to hospital care which receives the lion’s share of the
budget.

Long term care is mainly institutional although there is also an element of

community care. In the absence of external benchmarks and a time trend analysis it is
difficult to provide any inferences for this indicator. Better comparison would be possible
once the System of Health Accounts becomes fully functional.
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Indicator 45: Generic share of pharmaceuticals in value/volume (public expenditure)
Owner of Data: Central Procurement and Supplies Unit

Percentage of generic products compared to
total acquisition expenditure (value) (2012)

80.28%

Table 3.24: Percentage of generic products compared to total acquisition expenditure

Narrative: This indicator provides information on the procurement policies and practices for
pharmaceuticals by Government. The more generics are purchased, the lower the costs for
this sector. This is important to ensure the future sustainability of pharmaceutical spending.
At 80.28%, this is considered very high and shows that the government adopted and
maintained a clear policy and strategy in favour of generic drugs. The percentage in terms of
volume is not available. Also no directly comparable benchmarks have been identified since
our figure reflects public procurement but not private procurement. At a national level, the
above indicator varied from 10% to 62% in other European countries in 2011(63).
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Indicator 44: Public outpatient pharmaceuticals as a percentage (%) of GDP
Owner of Data: Directorate General Finance, Ministry of Health
The total public expenditure on outpatient pharmaceuticals for 2012 was €39,712,402 which
covered drugs, dressings, medical devices, equipment, chemicals, and disinfectants. This
works out to be 0.58% of GDP.

Narrative: The usefulness of this indicator is to monitor the expenditure of this sector and
compare it with in-patient expenditure as well as to benchmark it with other external health
systems. Unfortunately no internal, time based or external benchmarks have been provided
and so it is difficult to reach any meaningful conclusions at this point. Better data collecting
systems are necessary as well as international agreement on definitions. Whilst this category
technically exists in the System of Health Accounts, its definition varies greatly from one
Member State to another.
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Indicator 48: Percentage of population covered by public health insurance (tax-based,
public health insurance and income tax, including Social Security contribution schemes)
Owner of data: National Statistics Office

Value: Not available

Narrative: Information on this indicator is not available, although Malta boasts of universally
available free health care, where in practice, any Maltese residing in Malta and foreigners
who are officially working or studying in Malta are covered for free health care.
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RESOURCES
Definition

Corresponds to the “financial, human, physical, technical and informational (including
evidence and high-quality data) resources that are available to the health system.”(30)

Main Results
Number
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1

3

Deteriorating
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0.1

3
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Overall Assessment and Main Conclusions
RESOURCES

Poor

1.40
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Malta’s health care resources, both in terms of bed occupancy, number of acute beds and
availability of nurses score poorly compared to the European average. The indicator on
therapeutic infrastructure shows a satisfactory rating, although data on this indicator needs to
be expanded for future reports. Given the importance, of late, to meet the increasing demand
on health care resources through an increase in beds and in human resources, especially
nurses, significant improvements in this dimension are required to deliver satisfactory, let
alone good results.
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Indicator 10: Acute hospital bed occupancy rates
Owner of Data: Clinical Performance Unit, Mater Dei Hospital

Acute hospital bed occupancy rates,
by sector (2012)
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Figure 3-73: Acute hospital bed occupancy rates, by sector
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Figure 3-74: All-acute hospitals bed occupancy rate (trend)
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Narrative: Bed occupancy rates invariably show high percentages across all specialities, the
highest being in medicine. Such rates cannot be viewed in isolation and need to be seen in
conjunction with Length of Stay and number of available beds in the system. High mean
occupancy rates can have two different meanings. On the one hand, it may indicate an
efficient system where beds are utilised to their maximum. On the other hand, in the absence
of extra beds in the system, it could place a huge strain on the system resulting in increased
waiting times and patients accommodated in inappropriate settings. The latter seems to be the
case in Malta, especially when one compares with the EU average where occupancy rates
hover around the more manageable 75%. On the other hand, the UK seems to manage its bed
state at a constant higher occupancy rates. The 2006 decline was due to a concerted and
aggressive effort to decrease ‘beds in the corridors’ through a number of measures whilst the
rise post 2007 coincides with the opening of Malta’s new acute general hospital, Mater Dei
Hospital,
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Indicator 20: Number of hospital beds per 100,000 population
Owner of Data: Directorate of Health Information and Research

Curative

MALTA

EU (28)

OECD average

256.73

384.52

333.82

Long term care

1096

Rehabilitation

78.19

Psychiatric

141.12

69.82

No. Of beds per 100,000 population

Table 3.25: Number of hospital beds per 100,000 population

Number of curative hospital beds per
100,000 population (2012)
600
500
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300
200
100
0
MALTA

EU (28)
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European Region

OECD

Note: Definition of Curative beds: Beds accommodating patients where the principal clinical intent is to do one
or more of the following: manage labour (obstetrics), cure non-mental illness or provide definitive treatment of
injury, perform surgery, relieve symptoms of non-mental illness or injury (excluding palliative care), reduce
severity of non-mental illness or injury, protect against exacerbation and/or complication of non-mental illness
and/or injury which could threaten life or normal functions, perform diagnostic or therapeutic procedures

Figure 3-75: Number of curative hospital beds per 100,000 population
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No. Of beds per 100,000 population
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Figure 3-76: Nursing and elderly home beds per 100,000 population

Narrative: The number of curative beds is low when compared with the European averages,
accounting for only 66% of the European average, where Malta saw a decrease in curative
care beds, from 299.3 beds in 2004 to 256.73 beds in 2012. This is certainly reflected in the
capacity problems encountered at Malta’s main acute general hospital. These figures may
have changed over the last two years as the number of acute beds has increased. On the other
hand, the number of beds in nursing homes and homes for the elderly appears to have
increased significantly since 2008. Nevertheless, it is also known that SVPR beds were not
always classified as nursing home beds, but rather as geriatric speciality beds. Following
2009, a decision had been taken to classify these according to System of Health Accounts
guidelines, i.e. as nursing home beds. A slow but persistent rise in these beds has nevertheless
been observed since 2009.
The number of rehabilitation hospital beds has been increasing over the years, from 21.3 beds
in 2005 to 78.2 beds in 2012. The number of psychiatric beds decreased from 160.99 beds in
2004 to 141.12 beds in 2012. Data on dementia beds are not collected separately. This is due
to definition problems but hopefully with clearer definitions and diagnosis, the data would be
more robust in the future. Directly comparable international figures are not always available
for benchmarking purposes.
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Indicator 24: Availability of diagnostic/therapeutic infrastructure
Owner of Data: Directorate of Health Information and Research

Availability of diagnostic and therapeutic
infrastructure per 100,000 population
(2012)
No. Per 100,000 population
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Figure 3-77: Availability of diagnostic and therapeutic infrastructure per 100,000
population

Narrative: Since 2006, the number of CT scanners per 100,000 population increased from
2.46 CT scanners per 100,000 in 2006 to 3.13 in 2010, however decreased again to 2.86 CT
scanners per 100,000 in 2012 as a result of the termination of one privately owned hospital in
2011. This is considered satisfactory. The number of MRI units per 100,000 population
remained rather stable overtime, with 0.74 MRI units per 100,000 in 2006 to 0.72 units per
100,000 in 2012. However the number of MRI units decreased in 2011 as a result of the
termination of a privately owned hospital, but increased again in 2012. This rate, on the other
hand, is lower than the OECD average.
The number of CT scanners per 100,000 population in 2012 is higher than the OECD 2012
average. However the number of MRI units per 100,000 population in 2012 is considerably
lower than the OECD 2012 average. However, Malta provided figures for the technology
available (operational and non-operational) rather than what is being utilised. Moreover some
countries only include MRI units and CT scanners within hospitals or technology within the
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public sector only, while other countries estimate the number of MRI units and CT scanners
by assuming that hospitals which provide CT and MRI scans have at least one unit of each.
Other modalities such as Linear Accelerators need to be measured as part of this indicator.
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Indicator 41: Numbers and ratios of all practising doctors, GPs, specialists and nurses
and midwives, per 100,000 population
Owner of Data: Superintendence of Public Health

Number of all practising doctors, general
practitioners and specialists (2012)
No. per 100,000 population

400
329.2

350

MALTA

300

EU (28) (2011)

250
200

157.1

EU (15) (2011)

150
European
Region (2011)

80

100
50

OECD

0
Doctors

GPs

Specialists

Figure 3-78: Number of all practising doctors, general practitioners and specialists
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Figure 3-79: Number of all practising nurses and midwives per 100,000 population
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MALTA (2012)

EU (28) (2011)

EU (15) (2011)

European Region
(2011)

40

33

32

44

Table 3.26: Number of practising midwives per 100,000 population

MALTA
(2012)
GPs : Specialists

1 : 1.96

Nurses &
Midwives :
Physicians

2:1

EU (28)
(2011)

EU (15)
(2011)

European
Region
(2011)

2.4 : 1

2.4 : 1

2.3 : 1

Table 3.27: Ratios of GPs to Specialists; Nurses and Midwives to Physicians

Narrative: The number of doctors and GPs compare well with the EU and OECD averages.
The number of nurses and midwives (together) are low when compared with the EU, Euro
Region and OECD. However if one were to take the midwives alone, these are better
represented in Malta than in the EU. However the number of nurses has been on the increase
since 2000 but has not yet matched the EU average.
There is no external data to compare the GP/Specialist ratio.

As expected, due to the

relatively lower number of nurses, the Nurse and Midwife/Physician ratio in Malta is
substantially lower than the EU (15 and 28) and Euro Region.
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FINANCING
Definition

The method and means of financing the health system

Main Results

Number
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data/research
is needed

More
data/research
is needed

Stable

Malta fares
better

Good

3

2.5
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2
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36 (c)

Public-sector
expenditure on
health as % of
GDP

Stable

Malta fares
worse

Poor

1

2.5

Overall Assessment and Main Conclusions –
FINANCING

Fair

1.66

Whilst health expenditure as a % of GDP is increasing, the share of private out of pocket
payments remains abnormally high and also seems to be increasing. The high private spend
distorts the picture for the how much government actually spends on health, where whilst it is
at an acceptable level in comparison to total government expenditure, it is considered low
when compared to total (public and private) health expenditure. This is due to the high and
increasing private spending. Of even more concern is that out of pocket payments account for
the lion’s share of private expenditure as against private insurance.
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Indicator 49: Out of pocket health expenditure as % of total health expenditure/private
health expenditure
Owner of Data: National Statistics Office
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Table 3.28: Private households' out-of-pocket payments on health as % of total health
expenditure
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Figure 3-80: Private households' out-of-pocket payments on health as % of total health
expenditure
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Figure 3-81: Private households' out-of-pocket payments on health as % of private
health expenditure
Narrative: At 32.6%, Malta possesses one of the highest out-of pocket expenditure rates in
Europe, exceeding the EU averages by over double. The trend over time has remained fairly
stable although a slight increase could be detected. The same stable trends are seen in
Europe. Furthermore the last graph shows that out of pocket payments constitutes a very
large proportion of private health spend, inferring that private health insurance contributes
very little towards financing health care in Malta.
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Indicator 35: Health expenditure as a percentage of GDP/per capita [pps]
Owner of Data: National Statistics Office
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Source: Health for all database, WHO 2014
Figure 3-82: Total health expenditure as % of GDP

Narrative: Malta’s health expenditure as a percentage of GDP has been on the rise since
2001. At an overall 9.1% it compares well with the EU 28 and WHO Euro Region but falls
short of the EU 15 mean and of many countries with mature health systems. The peak over
2005/6 was due to the capital investment whilst constructing Malta’s new acute general
hospital, whilst the increase since 2010 is due to increased spending on staff, medicines and
more beds for the elderly.
Total health expenditure as a percentage of gross domestic product (GDP) was 8.7% in 2012.
This is below the EU average of 9.6% (WHO 2013: HFA). Of this, a third is private spending
(2.9% of GDP, compared to 2.3% in the EU); public spending was only 5.6% of GDP, below
the EU average of 7.3%.
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The health expenditure as % of GDP per capita (PPS) is not available for Malta.
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Indicator 36 (a): General Government Health Expenditure as a % of Total Government
Expenditure for 2012
Value: 13%
Owner of Data: National Statistics Office

General government health
expenditure as a % of total government
expenditure (WHO estimates)
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16

EU (15)
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Source: Health for all database (WHO) 2014

Figure 3-83: General government health expenditure as a % of total government
expenditure (WHO estimates)

Narrative: Government spends around 13% of its budget on health care. This has been rising
steadily since 2000 (the 2006 peak was due to the construction and commissioning of Mater
Dei Hospital). This compares well with both the EU 28 and WHO Euro Region. However it
is 3% points below that of the EU15.
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Indicator 36 (b): General Government Health Expenditure as a % of Total Health
Expenditure for 2012
Owner of Data: National Statistics Office

General government health
expenditure as a % of total health
expenditure (WHO estimates)
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Source: Health for all database, WHO 2014

Figure 3-84: General government health expenditure as a % of total health expenditure
(WHO estimates)

Narrative:

Due to the dominant private primary health care sector in Malta, the

Government’s percentage spend of the total health expenditure is low and is lower than all
other averages.

Again this may be viewed positively in that private health spending

contributes to significantly to health care in Malta or it may be viewed from the point of view
that Government’s health spend in not enough to meet the population’s health needs and this
may give rise to access and quality issues. The fact that it compares poorly with the European
averages is taken to mean that the situation is viewed in the negative.
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Indicator 36 (c): Public-sector expenditure on health as % of GDP
Owner of Data: National Statistics Office

Figure 3-85: Public-sector expenditure on health as % of GDP (WHO estimates)

The figure above shows a stable level of expenditure by Government as compared to Malta’s
GDP. However this is still 1-2 % points lower than the EU’s 15 and 28 average and so needs
to increase to reach EU levels.

This of course has implications for the continued

sustainability of Malta’s health service.
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Chapter 4 – Conclusions and Recommendations
Lessons learnt
This is the first time that Malta embarked upon the development of a HSPA.

Whilst

performance measurement was always an inherent feature of Malta’s health system, its
performance was never measured in such a structured, defined and standardised manner. This
exercise allowed for the development of a formal framework with clear and unambiguous
dimensions that were linked to the values and priorities of the Maltese health system.

The development of the framework followed an iterative process. Whilst we examined in
detail the frameworks adopted by other countries and international agencies, we wished to
create our own bespoke framework, unique to the Maltese reality. Hence whilst we embraced
the tried and tested Donabedian formula, we adopted this to better reflect our values and to
combine it with the strategic objectives of the NHSS, which was, after all, the starting point
for the launch of the HSPA in the first place. The resultant Maltese HSPA Framework
therefore espouses international experience with Maltese distinctiveness.

The choice of dimensions was also an iterative process. It was quickly realised that most
dimensions are useful and could be included in the Malta framework. However once the
dimensions were populated with the indicators, the more ‘popular’ dimensions emerged
whilst others, which were not that relevant for Malta, were side lined. The latter included the
dimensions relating to inequalities and social protection. This may be because the reality of
inequalities is not yet strong in Malta (although there is growing evidence of inequalities,
especially amongst the migrant population) and the concept of social protection is alien to us
given that we profess to have a universal free health care system. Other dimensions such as
sustainability were integrated within other dimensions such as financing or efficiency. The
bulk of the indicators settled in the outcome or goal oriented dimensions of Health Status and
Determinants of Health and this was providential since the Working Group always wished to
portray an outcome leaning framework.

The utilisation of these dimensions is also innovative for Malta since we never grouped our
performance indicators according to explicit dimensions that could be scrutinised and
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reported upon. The results in fact were consistent with our current thinking where the HSPA
clearly confirmed those areas where Malta is doing well and those where we had weaknesses.

The collection and analysis of the performance indicators clearly presented the biggest
challenge.

The concept of ‘ownership’ of an indicator or of an area pertaining to the

performance of an area measured by the HSPA was not immediately welcomed or accepted.
In fact the ‘surrender’ of data was not always forthcoming, either because the data was not
available in the format required or it was not available at all. In some rare instances, some
owners declined to hand over the information, citing various spurious reasons for not acceded
to repeated requests. However on the whole, it was a positive, enriching and informative
exercise which provided the opportunity to identify our gaps and weaknesses in data
collection, as well as understand our areas of strength. Although the base year chosen for the
compilation of the report was 2012, depending upon the availability of data, quite a few
indicators chosen were more recent, covering 2013 or 2014.

This also allowed the

presentation of trends over time.

Recommendations for improving performance measurement and data collection
One of the main reasons for producing this HSPA report is to create the correct impetus to
strive to improve upon the performance of the Maltese health system.

Performance

improvement and change are the hallmarks of any HSPA and at the core of its results. This
section of the report will outline recommendations for improvements both in the measurement
of performance and also, in some instances of relevance, areas for service or policy
improvement. However it is not the aim of this report to delve into detail on the individual
areas of improvement since each ‘owner’ of the data is responsible to ensure that the
information for performance measurement purposes is collected in a timely and accurate
manner. Also service improvements fall under the responsibility of the respective service or
departmental lead who should review this report and ascertain those areas outlined in this
report that require improvement and change. This HSPA is ultimately a tool for service and
quality improvement and an instrument for evidence based policy making.

Whilst the process of data collection and analysis has been fruitful, it has also identified
various gaps in the availability of data that should be routinely collected. The reasons for
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such discrepancies are mainly due to the absence of robust management, operational and
clinical information systems in the various areas of interest. Investment in these systems is
required to ensure Malta is in a position to measure the performance of its operational and
clinical services and of its health system as a whole. Although such an investment is costly,
its return over time would be overwhelmingly beneficial.
Another major feature that was revealed during this process is that there isn’t as yet, a
concerted effort, at system or national level, to oversee the process of collecting and analysing
data required for the measurement of the performance of the Maltese health system. This
overarching function would ideally reside within an independent scientific agency as is the
case in many countries abroad. However given Malta’s size and limited resources, this may
not be possible. Nonetheless, an entity entrusted at national level, both for data collection and
analysis, as well as to monitor and report on performance improvement, is still mandated.

Some elements of particular dimensions lacked the required data to measure certain
indicators. This is especially apparent with those indicators pertaining to Stewardship. This
dimension lacked robust data in several areas, including many expenditure indices,
pharmaceutical measures and data on insurance coverage. Other gaps in data were observed
across

other

dimensions

such

as

prevalence

of

diabetes,

hypertension

and

hypercholesterolaemia and the incidence rate for Hepatitis B, both of which fall under the
dimension of Health Status. The latter requires a concerted effort from physicians and public
health officials to ensure the proper notification of Hepatitis B.

Many of the Access indicators could not be compared internationally as data on these was not
available. Further tweaking is required to align the Malta indicators with those available
abroad. Moreover data on private and in some instances, public primary care services is still
poor, such as GP contacts per capita. In order to plan primary care services better, more
information is required on the services offered by GPs and other professionals in the
community.

The Quality dimension also had a few important gaps in data, primarily those related to
hospital readmission rates and complication rates of diabetes. The former is an important
hospital and community quality indicator which needs to be routinely collected. The required
IT system needs to be put in place without delay to measure this indicator in a consistent
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manner. Once a diabetes register is put in place, then it is assumed that complication rates
arising from diabetes would be measurable.

Some financial indices such as health expenditure per capita (pps) need to be calculated in
order to obtain a more refined picture of health expenditure and its trends.

Policy and Management Recommendations for improving services, quality and
performance of the Maltese health system
As all the socio demographic characteristics show, Malta is facing significant challenges in
terms of its growing elderly population, improving its educational levels and improving our
quality of life. Within this context, health service and quality improvements are of significant
importance in order to contribute towards the continued prosperity of the Maltese population.
This section will outline those areas that have been identified by the HSPA process as
requiring improvement or change. It is for the respective service heads and those in authority
to adopt the recommendations outlined below.

Health status

A number of health status indicators show areas requiring improvement.

Both the incidence of TB and HIV are increasing. Whilst this is probably due to the increased
influx of migrants into Malta, nonetheless our services need to gear up to contain and treat
these cases as early as possible. Additional public health resources are required to meet this
increasing demand.

The infant mortality rate remains poor and is not improving. This, coupled with the increased
probability of dying before 5 years of age when compared to the EU 15 and 28, merits further
scrutiny and research.

Standardised incidence rates for breast cancer remain high when compared to EU 28 and
OECD. Whilst there are preventative approaches to take, this could be due to improved
detection processes as a result of Malta’s national breast cancer screening programme.
205

Determinants of health

The main challenge, as expected, is the proportion of the population who are overweight and
obese. This is very high when compared to our international peers, and combined with the
relatively low physical exercise rates, accounts for much of the mortality and morbidity in
later life. Whilst specific national strategies have been launched to deal with this problem, a
more concerted effort is required, involving not only the health authorities, but whole of
government.

Another area that requires attention is binge drinking which seems to be relatively high and is
regressing. Public health and other initiatives are required to curb this phenomenon.

Efficiency

Efficiency indicators impact upon the daily operations of our health services. Whilst hospital
inpatient average length of stay is still relatively low when compared to hospitals abroad, it is
slowly creeping up and so the reasons for this needs to be ascertained and the trend reversed.
Furthermore day case discharges are still very low when compared to similar institutions
abroad. Even though the opening of Mater Dei Hospital should have heralded an increase in
day case surgery, this unfortunately has not occurred and day case rates have stagnated over
the last few years. The above two indices, coupled with very high average occupancy rates,
place enormous demand upon in-patient beds and perpetuate our bed capacity problems.

Access

As expected many of the access indicators gave poor results, such as self-referrals to A&E
and waiting times for admission to a public long-term care facility. These are a reflection on
capacity and throughput problems where demand is continuously outstripping supply.
Improved operations, robust IT systems and further investment are required to meet these
increasing demands.
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Responsiveness
With regards to the Responsiveness dimension, Malta needs to decide on the inclusion of the
Pneumococcal Conjugate vaccine on the national formulary. This is the only vaccine that has
not yet been introduced when compared to other EU states. Furthermore, given Malta’s
premier position in internet penetration and use, access to our health records on-line could
improve considerably.

Quality

Avoidable hospital admission rates for asthma and congestive heart failure need to improve.
This is a reflection of the quality of services provided both by hospital and in the community.

Resources

As expected, the Resources dimension has been graded poor overall. This is due to a number
of structural capacity problems within the Maltese health system.

These pertain to the

capacity of acute hospital beds in Malta leading to higher bed occupancy rates, which together
with increasing lengths of stays, create severe bed capacity problems. This needs to be
addressed over the short to medium term through an increase in the bed stock. Another
source of concern is the number of nurses in Malta. Whilst various incentives have increased
the number of nurses over the last few years, more needs to be done to reach adequate levels.

Finances

As was already known, the out of pocket health expenditure as a percentage of total health
expenditure and private health expenditure is alarmingly high when compared to all other EU
and OECD countries. This reflects the practice of paying for private health care through out
of pocket payments, especially in primary care. This also reflects the lack of penetration of
adequate private medical insurance in the Maltese health market. Measures need to be taken
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to incentivise the private insurance market to ensure the future affordability of private health
care in Malta. The other financial indices which merit attention are the health expenditure as
a percentage of GDP and general Government health expenditure as a percentage of total
health expenditure. Both are still relatively low when compared to the EU 15, although
absolute government health expenditure has been on a constant rise over the last decade. This
shows that more public investment in health is required.
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Dr Neville Calleja – Chair
Dr Natasha Azzopardi Muscat
Dr Antoinette Calleja
Dr Miriam Dalmas
Ms Karen Demicoli
Dr Sandra Distefano
Dr Kenneth Grech
Dr Maya Podesta

209

Appendix 2 - International HSPA Frameworks
World Health Organisation

Functions / Building Blocks

Overall Goals / Outcomes

Service Delivery
Health Workforce

Access
Coverage

Improved Health
(Level and Equity)

Health Information Systems

Responsiveness

Access to Essential Medicines

Social and Financial
Risk Protection

Financing

Quality
Safety

Improved Efficiency

Stewardship / Governance
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OECD and Netherlands

211

Estonia

European Commission – Social Protection Committee (Joint Assessment Programme)
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Appendix 3 - Definitions of domains
CATEGORY

DIMENSION

DEFINITION

DRIVERS
(INPUTS)
Stewardship

Refers to, leadership, governance, legislation &
regulation.

Resources

Corresponds to the “financial, human, physical,
technical and informational (including evidence and
high-quality data) resources that are available to the
health system.”(30)

Financing

The method and means of financing the health
system.

Access

Access – “[I]s the ease with which health services are
reached. Access can by physical, financial or
psychological, and requires that health services are a
priori available.” The notion of access encompasses,
“all types of delay during the contact between a
patient and a provider, such as delay for a medical
appointment, the waiting time in an emergency room
and delays for surgery after admission.”(23)

Responsiveness

Responsiveness used synonymously with patientcenteredness. “Patient centeredness is the degree to
which a system actually functions by placing the
patient/user at the center of its delivery of healthcare
and is often assessed in terms of patient’s experience
of their health care. This experience of care refers to
the caring (23)(56), communication (23)(57)(58), and
understanding that should characterize the clinicianpatient relationship. The emphasis here is on the
patient’s report of her or his experience with specific
aspects of care and goes beyond her or his general
satisfaction or opinion regarding the adequacy of
care.”

Efficiency

The system’s ability of maximising the use of
available resources.

Quality

Quality of care is the degree to which health services
for individuals and populations increase
the likelihood of desired health outcomes and are
consistent with current professional
knowledge.(59)(60)

INTERMEDIATE
GOALS
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Sustainability

Sustainability refers to sustainable development
which is, “development that meets the needs of the
present without compromising the ability of future
generations to meet their own needs.”(64)

GOALS
(OUTCOMES)
“Health status of individuals and the population
covers three components: health conditions,health
function and well-being.
Health conditions reflect the health problems and
alterations of an individual that may lead todistress,
interference with daily activities or contact with
health services. They may be a disease(acute or
chronic), disorder, injury or trauma, or they may
reflect other health-related states such as pregnancy,
aging, stress, a congenital anomaly or a genetic
predisposition that can lead to death.
Health Status

Health function corresponds to the general health
status and functions of the population and
isassociated with the consequences of diseases,
disorders, injuries and other health conditions.
Health functions include body functions/structures
(impairments), activities (activity
limitations),participation (restrictions in
participation) and life expectancy.
Well-being reflects the level of physical, mental and
social well-being of individuals and ofpopulations as
it relates to material conditions, quality of life and
sustainability of well-beingover time.”(30)
Determinants of health are,
iii.

iv.
Determinants of
Health

“Those that shape individuals’ and
families’ socio-economic position, such
as income and social status, education
and literacy, and gender and
ethnicity.”(30)
Biological factors include genetic
endowment, aging processes and sexrelated biology; Material circumstances
include the characteristics of
neighbourhoods, homes, workplaces
and the physical environment;
Psychosocial circumstances include
stress, an individual’s sense of control
and a person’s social support networks;
Behavioural factors include smoking,
physical exercise and diet and
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nutrition.(30)
CONTEXT

§Socio-demographic."

Socio-demographics

“Relating to, or involving a combination of social and
demographic factors.”§

Merriam-Webster.com. Merriam-Webster,
<http://www.merriam-webster.com/dictionary/sociodemographic>.

n.d.

Web.

12

June

2014.
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Appendix 4– NHSS Workshop feedback
Feedback received from NHSS workshop on HSPA – 21st February 2014
Report compiled by Rapporteurs on Workshop 5: HSPA
Chair: Dr Neville Calleja
Rapporteurs: Dr Kenneth Grech, Dr Maya Podesta

Workshop 5:
Theme
Summary of discussion
Universal
 More money needs to channelled to health, which should remain free
coverage and  We are living in an emotional society, thus we need to spend money
social justice
Inclusion &
scoring of
performance
indicators

 Impact of disease criterion should have been given a higher percentage
(60-20-20) as this is the most patient-centred
 Expenditure values should also be considered/ included. Inequalities in
areas covered by indicators might be evident according to health
expenditure.
 Availability of indicators is important for benchmarking
 The introduction of new services must also be considered. We cannot
measure something that isn’t there, but needs to be introduced.
 An indicator to measure our health package may be a good idea.
 health promotion indicators should be given more importance
 detailed definitions of indicators should be provided as metadata for
the consultation survey
 Socio-economic indicators are needed. These should either be included
or factored into indicators. Education level and housing are important.
Those with low educational levels and poor housing may not reach the
health care system.
 Availability of medical equipment should be included
 Bed occupancy and efficiency are good indicators: results can then be
used to report on whether beds are being used in the right way
 Key clinical indicators as proxy Indicators for operational performance
and use of care pathways, e.g. time for cardiac patient to take
troponin. Care pathways should be established across the board, in a
way that they can be measured at ground level, and feed up into the
system
 Indicators should also be chosen relating to specified age-related
issues: how the system is catering for specific groups e.g. cataracts
extractions for the elderly.
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 Community acquired pneumonia is a good indicator of health and the
health system
 Robust data collection systems are needed in some cases, data input
and storage is essential, as is its quality
 Licensing and accreditation should be kept apart
 Customer satisfaction needs to be given more importance as it is
related to the quality of health care.
 Patient safety is difficult to measure, but international standards
should be adopted.
Relevance of
the HSPA

 the aim is for a system of assessment that is periodic and that will
provide for the outcome of investment to be assessed.
 The strong focus being placed on a health systems performance
assessment framework (HSPA) within the NHSS is very positive. This
performance assessment framework should indeed be developed
locally and not imported, with KPI’s and related benchmarks that are
wholly applicable to our unique local setting. The HSPA needs to have:
a) realistic and relevant indicators, and
b) adequate reliability and validity checks, to be truly effective.
The NHSS consultation is being viewed as indeed working towards
achieving a vital and excellent HSPA (MCAST).
 Training will be required and a structured plan for persons carrying
monitoring and reviewing duties.
Without evaluating and
recommending changes and acting on these changes the way forward
will still remain a little unclear (SLD)
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Appendix 5 - List of National Vertical Strategies and Plans in Malta
National Cancer Plan
National Non Communicable Diseases Strategy
Health Vision 2000
Healthy Weight for Health Life (Obesity) Strategy
Primary Care Services
TB Plan
Access & Efficiency Measures
Occupational Health and Safety Strategy
National Sexual Health Policy
National Dementia Strategy
National Plan on Eating Disorders
National Environmental Health Action Plan
Mental Health Services
Child poverty & social exclusion
Perinatal Health Services
~National Diabetes Strategy (Draft)
*Communicable Disease Strategy (Draft)

~National Diabetes Strategy was still in draft form at the time of extraction of indicators
*Indicators from this strategy were extracted at a later stage of the process
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Appendix 6 – Candidate Indicators
Filtered list of ‘candidate’ indicators as extracted from 18 national strategies (n=250)
1. Birth Induction rate
2. Mode of delivery by parity, plurality, presentation, previous Caesarian section, and
gestational age
3. 5 year Cancer Survival Rates (breast, colorectal, prostate, lung, cervical)
4. Response rate to screening programmes (eg. Breast cancer screening, colorectal screening)
5. Mortality & premature death rates due to cardiovascular diseases
6. Infant mortality rate by gestational age, birth weight, and plurality
7. All-cause mortality rate
8. Standardised incidence rates of cancer (breast, colorectal, prostate, lung, cervical)
9. All-cause premature mortality rate
10. Maternal mortality ratio
11. Multiple birth rate by number of fetuses
12. Perinatal mortality rate by gestational age, birth weight, and plurality
13. Fatal accidents at the place of work/fatality rates - per economic sector
14. Child mortality rate (1-14 years) per 100,000 population
15. Standardised mortality rate of cancers (breast, colorectal, prostate, lung, cervical)
16. Hospital bed-occupancy rates
17. Rate of road traffic fatalities (per 100,000 population) per year
18. Admission to age and gender appropriate settings/wards in a mental health institution
19. Mortality rate due to tobacco
20. Incidence rate of AIDS per 100,000 populations
21. Ratio of GPs to hospital specialists
22. Annual death rate per 100,000 populations in patients, who have as primary or secondary
cause of death, diabetes mellitus, adjusted for standard European population.
23. Incidence of MRSA Hospital Acquired Infection/1000 admissions
24. Percentage of self-referrals to A&E
25. Waiting times for appointment at Out-patient Clinics (from date of request)
26. Pharmaceutical expenditure per capita by disease category (eg. Oncology, diabetes)
27. Annual incidence of amputations above the ankle
28. Hospital average length of stay (acute, mental and rehabilitation hospitals)
29. Distribution of gestational age by vital status and plurality
30. Distribution of maternal age
31. % of infants fully vaccinated against pertussis, diphtherria, tetanus and polio by 1st bday,
against MMR by 2nd bday
32. TB multi-drug resistant case notification rate
33. % of new born's weighing 4kg or over
34. Hospital readmissions rates by category (eg. Psychiatric, medical)
35. Distribution of Apgar score at 5 minutes
36. 30-day in-hospital mortality rate for specific clinical conditions (eg. MI, stroke)
37. Number of hospital beds (acute, palliative, rehabilitation, Long-term care, dementia) per
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100,000 population
38. Medical specialists per 100,000 population
39. distribution of birth weight by vital status, gestational age and plurality
40. Prevalence of diabetes mellitus per 1,000
41. Annual incidence of dialysis and/or transplantation (renal replacement therapy in patients
with diabetes
42. Annual Incidence of Type 1 Diabetes in children between 0-14 years of age at diagnosis
(clinical) per 100,000 children
43. Prevalence of smoking in Males and Females >15yrs
44. Average waiting time for admission to long-term care facility
45. Availability of diagnostic and therapeutic infrastructure
46. Annual incidence of stroke in patients with diabetes
47. Rate of accidents at the place of work
48. TB Incidence rate
49. Rate of discharges from hospitals to community care and to long-term care in the elderly
population
50. Road traffic accidents (all outcomes) by age and means of transport
51. Prevalence of adults with diabetes, hypertension, hypercholesterolaemia by age and
gender
52. Number of persons on waiting list for admission to long-term care
53. Avoidable hospital admission rate for specific diseases (eg. Asthma, diabetes, congestive
heart failure, COPD)
54. Prevalence of cerebral palsy
55. Ratio of emergency attendances to Health Centres vs Accident & Emergency department
56. Number of persons benefitting from entitlement to free medicines
57. Waiting times for out-patient based investigations (eg. Angiograms, MRI, ultrasound, CT
scan)
58. Annual Incidence of myocardial infarction in patients with diabetes
59. No of discharges per 1000 population due to Stroke, MI by gender and age
60. Incidence rate of HIV per 100,000 population
61. Incidence of Measles, per 100,000 population
62. Average waiting time for transfer to Rehabilitation Facility
63. Oncology Waiting Times (eg. outpatients, surgery, radiotherapy, chemotherapy)
64. Number of children found to have developmental problems and disorders per 100,000
population
65. Standardised death rate per 100,000 population for bronchitis/emphysema/asthma
66. Deaths caused by suicide per 100,000 population (by gender and age-group including 15-24
years old)
67. Portion of patients treated with insulin among patients with diabetes
68. Incidence of Hepatitis B, per 100,000 population
69. Incidence of Legionellosis, per 100,000 population
70. Rate of use of anticholinergic antidepressant drugs among elderly patients
71. Rate of work-related absenteeism
72. Percentage of all pregnancies following treatment for sub-fertility
73. number of vaccine preventable diseases covered by the national vaccination programme
220

74. Length of treatment for substance-related disorders
75. Case management rate for severe psychiatric disorders
76. Rate of hospital admissions with hip fractures by gender
77. % Overweight and Obesity from Self-reported BMI by age group (over 15yr olds)
78. Teenage pregnancy rate
79. Percentage of Health Budget allocated to Public Health
80. Incidence of Hepatitis A , per 100,000 population
81. Proportion of people reporting not having accessed medical services due to cost, distance,
or waiting times (unmet self-declared need for medical care)(by age-groups, including 1525 year olds)
82. Prevalence of dementia
83. Number of multidisciplinary care teams by category (eg. Mental health, rehabilitation,
oncology)
84. Number of visits to GPs per capita
85. Pure Alcohol intake in ltrs per capita
86. Rate of children / schools covered by screening/surveillance services
87. Rate of mental hospital discharges requiring follow-up appointments within 7days and
within 30-days
88. % of babies breastfed on discharge from hospital and at 6 months of age
89. Number of implemented clinical guidelines and care pathways by category (eg. MI, TB )
90. Incidence of Mumps, per 100,000 population
91. Rate of Admissions to Palliative Care Unit
92. Response rate to HPV vaccination programme
93. Waiting times for in-patient based investigations (eg. Angiogram, MRI, ultrasound, CT scan)
94. Percentage of young persons aged 15-24 reporting >3 hours of physical activity per week
95. Portion of diabetic patients treated with insulin in combination with oral anti-diabetic drugs
96. Portion of diabetic patients also on lipid lowering medication
97. Percentage of requests for mental health crisis intervention team satisfied within X hours
98. Rate of work-related injury benefit claims
99. Expenditure ratio of Primary to Secondary/Tertiary care
100.
Waiting time to see specialist in dementia
101.
Daily consumption of fruit and vegetables
102.
Number of Deaths according to place of death
103.
Portion of type 2 diabetic patients on oral anti-diabetic drugs, and distribution of
drug types
104.
Portion of diabetic patients also on anti hypertensive treatment
105.
Percentage of patients with most recent HbA1c level >7.5 and 9.0 (poor control)
106.
Frequency of moderate and vigorous physical activity in adults and children
according to age-group
107.
Rate of current smokers among diabetic patients
108.
Percentage of chronic mental health patients receiving a holistic review at least
once a year
109.
Percentage of 13 year olds above the 95th weight chart centile
110.
Rate of children who smoke, and daily cigarette smokers among those aged 1524yrs
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111.
Annual incidence of blindness among patients with diabetes who are reviewed
112.
Incidence of E. Coli infections (VTEC, STEC, EHEC), per 100,000 population
113.
Incidence rate of Influenza per 100,000 population
114.
Percentage of diabetic patients with one or more HbA1c tests during the last 12
months
115.
Percentage of diabetic patients with BMI >30 kg/m2
116.
Percentage of diabetic patients ever having had eye laser treatment
117.
Portion of diabetic patients enrolled in structured Disease Management
Programmes (DMP)
118.
Prevalence of end-stage renal disease among diabetic patients
119.
Alcohol consumption rates and drinking patterns in general population by age-group
120.
Prevalence of caries (mean number of decayed, missing and filled teeth (DMFT) in 5
and 12 year olds
121.
% of Emergency admissions admitted to MDH holding areas
122.
% of mental health patients receiving in-patient treatment vs treatment in the
community
123.
Time allocated to Physical Activity per week in Primary schools
124.
% of young people aged 15-24 reporting substance use, harmul alcohol consumption
and unprotected sexual intercourse
125.
Stage at which dementia medication started
126.
Percentage of diabetic patients with one or more Total cholesterol/HDL tests during
the last 12 months
127.
Percentage of diabetes patients who received a dilated eye examination or
evaluation of retinal photography by a trained caregiver within the last 12 months
128.
Percentage of diabetes patients receiving at least one foot examination within the
last 12 months
129.
Prevalence of alcohol use among 15-16 year olds during previous 12 months
130.
Time between admission and surgical procedure for hip fracture
131.
Incidence of Syphilis, per 100,000 population
132.
Percentage of diabetic patients with serum creatinine tested in last 12 months
133.
Waiting times for emergency care
134.
Percentage of patients with at least one test for microalbuminuria during the
measurement year or who had evidence of medical attention for existing nephropathy
135.
Number of referrals to specialised multidisciplinary team
136.
Consumption of sweets (Candy and chocolate) (HBSC)
137.
Waiting time for admittance into dementia long term care units
138.
Prevalence of self-reported/ Measured hypercholesterolaemia in Maltese adults
(HIS) & (EHES 2010)
139.
Incidence of Chlamydia, per 100,000 population
140.
Waiting Times at the MDH A&E Department
141.
Percentage of patients with diabetes and one or more blood pressure
measurements within the last 12 months
142.
Percent of patients with clinically diagnosed CVD and diabetes who are treated with
antiplatelet therapy
143.
Rates and patterns of alcohol consumption among 13-15 year olds (HBSC)
144.
Age at diagnosis by 10 year age bands (incidence)
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145.
Annual Admissions to Mental Hospital and Acute Psychiatric Unit
146.
Percentage of care plans which are adequately followed and appropriately
documented
147.
Incidence of Campylobacteriosis, per 100,000 population
148.
Incidence of Salmonellosis, per 100,000 population
149.
% of elderly Persons receiving Community care eg Home help, Meals on Wheels,
Handyman service etc
150.
BMI in women of reproductive age (20-40 years)
151.
Number of investigations ordered by private and public GPs
152.
Average number of insulin injections per day in insulin treated patients
153.
Average number of antihypertensive agents used per diabetes patient with anti
hypertensive treatment
154.
Rate of persons with dementia admitted to acute hospitals
155.
% of Emergency Operations being performed during the day (as opposed to
evenings and nights)
156.
Percentage of patients with Total-Chol / HDL-Chol < 4.5
157.
Percentage of patients with most recent blood pressure <140/90 mmHg
158.
Rate of contraception usage amongst teenagers
159.
Number of chilldren with asthma - Schedule V ; Number of young persons aged 1524 yrs suffering from asthma / using asthma medication - EHIS
160.
Portion of diabetic patients treated with diet only
161.
% of individuals who drive under the influence of alcohol (HIS)
162.
Diabetics with Former or current foot ulceration
163.
[EQLS] Percentage of population reporting bad or very bad health by environmental
exposure in Malta
164.
Ratio of arthritis in Maltese population (HIS) In comparison with number of total
knee and hip replacements carried out by age group (NHIS, DHIR)
165.
% of Maltese population reporting having had a mental disorder at some point in
their life (HIS 2008)
166.
Percentage of diabetes patients whose smoking status was ascertained and
documented within the last 12 months
167.
Number of persons with dementia admitted for rehabilitation and discharge to the
community
168.
Percent of patients with diabetes performing self-monitoring of blood glucose/
urine testing
169.
Daily consumption of fruit and vegetables
170.
Number of school / children benefitting from school fruit and vegetable scheme
171.
Number of GPs trained in the use of cognitive assessment tools
172.
Percentage of patients with diabetes specific education at least once before
173.
Number of readmissions to institutional care
174.
Percentage weight change
175.
Number of consent forms duly filled and signed
176.
Number of staff members attending training related to their line of work
177.
Mortality rates for persons with psychiatric disorders
178.
% of Maltese 16 year olds abusing addictive substances (ESPAD 2007)
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179.
Prevalence of self-reported chronic depression and chronic anxiety by gender and
age group (HIS 2008)
180.
Occupational injury and illness rate (number of injuries per 100,000 employees)
181.
Distribution of mothers' pre-pregnancy body mass index (BMI)
182.
Percentage of TB patients for whom HIV status is known
183.
Incidence of Invasive pneumococcal disease per 100,000 population
184.
Exposure to indoor tobacco smoke
185.
Weight at birth of <2500g - from NOIS'
186.
Young people (aged 15-24) with depressive syndrome / mental illness - from EHIS
187.
Percentage with microalbuminuria in last 12 months (among those who have been
tested)
188.
Rate of patients with current alcohol abuse/dependence
189.
[DHIR] Crude mortality rate (per 100,000) from fatal falls by age group, year and
gender among Maltese residents
190.
Consumption of coke and soft drinks with sugar (HBSC)
191.
% of children who smoke and their smoking habits (ESPAD)
192.
% of school children who smoke (HBSC)
193.
Hospitilisation costs due to work related injuries/illnesses
194.
Incidence of severe maternal morbidity
195.
Percentage of TB cases tested by Drug Sensitivity Testing for first-line drugs
196.
Proportion of 'group practices' / multi-disciplinary teams versus solo practices
197.
Percentage of HIV patients for whom TB status is known
198.
Number of patients 'linked' to (registered with) a GP
199.
Percentage of pregnant mothers smoking
200.
Exposure to PM10 particles
201.
Number/Rate of children living in a household at risk of poverty / severely materially
deprived (<60% of national median equivlised disposable income)
202.
Self-reported health status by financial capacity and ability to afford home heating
in Malta[EQLS]
203.
Number of women with IGT/Diabetes prior to commencement of or during
pregnancy (NOIS)
204.
Number of occupational health and safety officers per 100,000 population
205.
Incidence of tears to the perineum
206.
Frequency of unprotected sexual intercourse in persons reporting more than one
partner in the past 12 months
207.
Incidence of STIs (syphillis, gonorrohea, chlamydia) [IDCU registers]
208.
Percentage of new pulmonary TB cases confirmed by culture
209.
Young people not in employment, education or training (aged 15-19) - from Eurostat
LFS
210.
Percentage of the population reporting infrastructural housing problems by chronic
health conditions [EQLS]
211.
% of adults exposed to tobacco in public spaces, transport and place of work (HIS)
212.
% of mothers who consume alcohol during pregnancy (NOIS)
213.
Lifetime prevalence of asthma in children aged 6-7 years and 13-14 years (ISAAC
study, 2003)
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214.
Lifetime prevalence of asthma as reported by adults (HIS)
215.
Fluoride concentration in the water supply (WSC/DEH)
216.
Hospitilisation admissions due to work related injuries/illnesses
217.
Number of OHS assessments at the place of work
218.
Number of non-compliances per workplace visit
219.
Prevalence of selected congenital anomalies
220.
Fetal and neonatal deaths due to congenital anomalies
221.
Number of self-referrals for screening for TB
222.
Waiting times for community mental health clinics
223.
Percentage of pregnant mothers smoking
224.
Number/rate of preventable incidents at the place of work
225.
Knowledge and level of awareness relating to sexual health [SHQ]
226.
Number of persons using helpline and assisted technologies
227.
Age at first sexual intercourse[HBSC]
228.
Enrolment of professionals and public to myHealth
229.
New Client Index
230.
Incidence of oral mucosal malignant lesions and tumours (Malta Cancer Registry)
231.
How (by whom, at what age, where, what resources were used) is knowledge about
a number of issues related to sexual behaviour and sexuality obtained
232.
Maternity statistics: unintended pregnancies[NOIS]
233.
Percentage of women who smoked during pregnancy
234.
Number of careworkers specialised in youth care
235.
Crude mortality rate (per 100 000 population) for fatal accidental poisonings by age
group, year and gender[DHIR]
236.
Annual household consumption expenditure on food and non-alcoholic beverages
(%) (Household Budgetary Survey)
237.
Frequency of sexual intercourse under the influence of alcohol/drugs
238.
Percentage of patients who have appointed a responsible carer in writing
239.
Distribution of parity
240.
Number of doctors who regularly take care of diabetic patients in diabetes clinics in
primary or secondary care per 100,000 population
241.
Number of diabetes nurses employed per 100,000 population
242.
Number of physicians who offer structured Disease Management Programme (DMP)
participations to patients per 1000 patients with diabetes mellitus
243.
Proportion of children cared for (by formal arrangements other than the family) as a
proportion of all children in the same group
244.
Data on most popular modes of travel in Maltese population (National Household
Travel Survey, Transport Malta, May 2010)
245.
Distribution of parent's occupational classification
246.
Number of court/judicial cases
247.
Distribution of mother's educational level
248.
Number of administrative fines and total amount
249.
Number and cost of insurance claims
250.
Number of accidents reported vs investigated
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Appendix 7 – Criteria and sub-criteria for scoring of indicators
Scoring Criteria Used To Select Indicators – Total marks – 100%

1. IMPORTANCE OF WHAT IS BEING MEASURED
1a. Impact of disease or risk on health and on health expenditure – 15%.
What is the impact on health and on health expenditure associated with each disease,
risk or client group? The measure should address areas in which there is a clear gap
between the actual and potential levels of health that can be influenced by
improvements in the quality of care
1b. Policy importance – 10%.
Are policy makers and consumers concerned about this disease or risk group area?
1c. Susceptibility to being influenced by the health care system – 15%.
Can the health care system meaningfully address this disease area or problem? The
measure should reflect an aspect of health that can be influenced by the health care
system as it exists or as it is envisioned. That is, policy makers can take specific
actions (generally at the structural or process level) to improve health care in that area
and, ultimately, health status. Injuries caused by automobile accidents, for example,
are the leading cause of death among young adults, but most remedies (for example,
changing car design or reducing the speed limit) lie outside the influence of the health
care sector.
2. FEASIBILITY OF OBTAINING INTERNATIONALLY COMPARABLE DATA
FOR THE MEASURE
2a. Existence of prototype indicator -10%.
Is the measure in use? A further question is if the measure is in use at the national
level, or for sub-national population groups.
2b. Availability of internationally-comparable data across countries – 10%.
Can internationally-comparable information needed for the measure be collected for
sufficient countries in the time frame required? At one extreme, a few indicators of the
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technical quality of health care can already be found for most countries in
WHO/EU/OECD Health Data. At the other extreme, there will be many potential
indicators for which few if any countries could provide any data in the foreseeable
future. In between these extremes, there are likely to be some indicators for which data
would be readily available at national level for a significant group of countries, but
with variations in the precise definitions of numerators and denominators. There are
likely to be other indicators for which national data has not yet been assembled (say,
from local or clinical databases) and which could be put together according to a
common definition only with considerable effort.
2c. Cost or burden of measuring indicator – 10%.
How much will it cost to collect the data needed for the measure?

3. SCIENTIFIC SOUNDNESS OF THE INDICATOR
Validity – 10% - does the measure actually measure what it is intended to measure?
Reliability – 10% - does the measure provide stable results across various populations
and circumstances?
Explicitness of the evidence base – 10% is there scientific evidence available to
support the measure?
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Appendix 8 – Shortlisted Indicators
Shortlisted Indicators (n = 80)
Indicator
Birth Induction rate
Mode of delivery by parity, plurality, presentation, previous Caesarian section, and
gestational age
5 year Cancer Survival Rates (breast, colorectal, prostate, lung, cervical)
Response rate to screening programmes (eg. Breast cancer screening, colorectal
screening)
Mortality & premature death rates due to cardiovascular diseases
Infant mortality rate by gestational age, birth weight, and plurality
All-cause mortality rate
Standardised incidence rates of cancer (breast, colorectal, prostate, lung, cervical)
All-cause premature mortality rate
Maternal mortality ratio
Multiple birth rate by number of fetuses
Perinatal mortality rate by gestational age, birth weight, and plurality
Fatal accidents at the place of work/fatality rates - per economic sector
Child mortality rate (1-14 years) per 100,000 population
Standardised mortality rate of cancers (breast, colorectal, prostate, lung, cervical)
Hospital bed-occupancy rates
Rate of road traffic fatalities (per 100,000 population) per year
Admission to age and gender appropriate settings/wards in a mental health institution
Mortality rate due to tobacco
Incidence rate of AIDS per 100,000 populations
Ratio of GPs to hospital specialists
Annual death rate per 100,000 populations in patients, who have as primary or secondary
cause of death, diabetes mellitus, adjusted for standard European population.
Incidence of MRSA Hospital Acquired Infection/1000 admissions
Percentage of self-referrals to A&E
Waiting times for appointment at Out-patient Clinics (from date of request)
Pharmaceutical expenditure per capita by disease category (eg. Oncology, diabetes)
Annual incidence of amputations above the ankle
Hospital average length of stay (acute, mental and rehabilitation hospitals)
Distribution of gestational age by vital status and plurality
Distribution of maternal age
Percentage of infants fully vaccinated against pertussis, diphtherria, tetanus and polio by
1st bday, against MMR by 2nd bday
TB multi drug resistant case notification rate
Percentage of new born's weighing 4kg or over
Hospital readmissions rates by category (eg. Psychiatric, medical)
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Distribution of Apgar score at 5 minutes
30-day in-hospital mortality rate for specific clinical conditions (eg. MI, stroke)
Number of hospital beds (acute, palliative, rehabilitation, Long-term care, dementia) per
100,000 population
Medical specialists per 100,000 population
Distribution of birth weight by vital status, gestational age and plurality
Prevalence of diabetes mellitus per 1,000
Annual incidence of dialysis and/or transplantation (renal replacement therapy) in
patients with diabetes
Annual Incidence of Type 1 Diabetes in children between 0-14 years of age at diagnosis
(clinical) per 100,000 children
Prevalence of smoking in Males and Females >15yrs
Average waiting time for admission to long-term care facility
Availability of diagnostic and therapeutic infrastructure
Annual incidence of stroke in patients with diabetes
Rate of accidents at the place of work
TB Incidence rate
Rate of discharges from hospitals to community care and to long-term care in the elderly
population
Road traffic accidents (all outcomes) by age and means of transport
Prevalence of adults with diabetes, hypertension, hypercholesterolaemia by age and
gender
Number of persons on waiting list for admission to long-term care
Avoidable hospital admission rate for specific diseases (eg. Asthma, diabetes, congestive
heart failure, COPD)
Prevalence of cerebral palsy
Ratio of emergency attendances to Health Centres vs Accident & Emergency department
Number of persons benefitting from entitlement to free medicines
Waiting times for out-patient based investigations (eg. Angiograms, MRI, ultrasound, CT
scan)
Annual Incidence of myocardial infarction in patients with diabetes
Number of discharges per 1000 population due to Stroke, MI by gender and age
Incidence rate of HIV per 100,000 population
Incidence of Measles, per 100,000 population
Average waiting time for transfer to Rehabiliation Facility
Oncology Waiting Times (eg. outpatients, surgery, radiotherapy, chemotherapy)
Number of children found to have developmental problems and disorders per 100,000
population
Standardised death rate per 100,000 population for bronchitis/emphysema/asthma
Deaths caused by suicide per 100,000 population (by gender and age-group including 1524 years old)
Portion of patients treated with insulin among patients with diabetes
Incidence of Hepatitis B, per 100,000 population
Incidence of Legionellosis, per 100,000 population
Rate of use of anticholinergic antidepressant drugs among elderly patients
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Rate of work-related absenteeism
Percentage of all pregnancies following treatment for sub-fertility
Number of vaccine preventable diseases covered by the national vaccination programme
Length of treatment for substance-related disorders
Case management rate for severe psychiatric disorders
Rate of hospital admissions with hip fractures by gender
Percentage overweight and obesity from Self-reported BMI by age group (over 15yr olds)
Teenage pregnancy rate
Percentage of Health Budget allocated to Public Health
Incidence of Hepatitis A , per 100,000 population
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Appendix 9–Online survey
Screen shot of on-line Survey to rate shortlisted indicators using Google Forms Example of one indicator – ‘All Cause Mortality Rate’.
Health System Performance Assessment Framework - Malta

* Required
All-cause mortality rate *

1 (Least)

2

3

4

5

6

7

(Most)

Don't
Know

Importance of
the indicator to
the Maltese
Health System

Availability and
Comparability
of the indicator

Validity and
Reliability of
the indicator

Continue »

1% completed

Powered by
This content is neither created nor endorsed by Google.
Report Abuse - Terms of Service - Additional Terms

Screen reader support enabled.
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Appendix 10–Algorithm showing the extraction, filtering, scoring and selection of
final list of 57 indicators
Extraction of
indicators from 16
National Policies

335 indicators

Add
Communicable
Disease Strategy

350 indicators

Filtering, cleaning
& duplicates

269 indicators

250 ‘candidate’
indicators

Internal scoring by
WG

80 indicators > 60%
pass mark

External scoring by (1)
Experts (2) academics, (3)
practitioners & management

39 indicators – all
three groups scored
above mean

13 indicators – two
groups scored above
mean

1 indicator – did not pass
from any group but was
still considered

5 indicators

1 indicator

Further
filtering for
associations,
similarities
and
duplicates

28 indicators
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34 shortlisted
indicators
Addition of
10
SPC
(JAF)
indicators

Addition of 10 DG
ECFIN indicators

Addition of 2
health indicators

Addition of 1
efficiency
indicator

e-

Final List
57 indicators
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Appendix 11 – Final List of 57 Performance Indicators and ‘Key Owners’ of each
Indicator
Performance Performance Indicator
Indicator
Reference
no.

Key Owner by Department

1

5 year Cancer Survival Rates (breast,
colorectal, prostate, lung, cervical)

Directorate of Health
Information and Research

2

Response rate to screening programmes
(eg. Breast cancer screening, colorectal,
[cervical] screening)

National Cancer Screening
Service

3

Standardised mortality rates (all-cause,
Cancers, cardiovascular disease, diabetes
[as primary or secondary], smoking related)

Directorate of Health
Information and Research

4

Maternal mortality ratio

Directorate of Health
Information and Research

5

Standardised premature mortality rates (all- Directorate of Health
cause, cancers, cardiovascular disease,
Information and Research
diabetes [as primary or secondary], smoking
related)

6

Standardised incidence rates of cancer
(breast, colorectal, prostate, lung, cervical)

Directorate of Health
Information and Research

7

Perinatal and infant mortality rates by
gestational age, birth weight, and plurality

Directorate of Health
Information and Research

8

Fatal accidents at the place of work/fatality
rates - per economic sector

Occupational Health and
Safety Authority

9

Child mortality rate (1-14 years) per
100,000 population

Directorate of Health
Information and Research

10

Acute hospital bed-occupancy rates by
sector

Clinical Performance Unit,
Mater Dei Hospital

11

Incidence rate of AIDS per 100,000
populations

Directorate of Health
Promotion and Disease
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Prevention
12

Incidence of MRSA Hospital Acquired
Infection/1000 admissions

Infection Control Unit, Mater
Dei Hospital

13

Percentage of self-referrals to A&E

Clinical Performance Unit,
Mater Dei Hospital

14

Waiting times for appointment at Outpatient Clinics (from date of request)

Clinical Performance Unit,
Mater Dei Hospital

15

Hospital average length of stay (acute,
mental and rehabilitation hospitals)

Directorate of Health
Information and Research

16

Percentage of infants fully vaccinated
against pertussis, diphtheria, tetanus and
polio by 1st bday, against MMR by 2nd
birthday

Department of Primary
Health Care

17

TB incidence and multi-drug resistant case
notification rates

Directorate of Health
Promotion and Disease
Prevention

18

Hospital readmissions rates by speciality
(eg. Psychiatric, medical)

Clinical Performance Unit,
Mater Dei Hospital

19

30-day in-hospital mortality rate for specific
clinical conditions (eg. MI, stroke, hip
fracture)

Clinical Performance Unit,
Mater Dei Hospital

20

Number of hospital beds (acute, palliative,
rehabilitation, Long-term care, dementia)
per 100,000 population

Directorate of Health
Information and Research

21

Annual Incidence of Type 1 Diabetes in
children between 0-14 years of age at
diagnosis (clinical) per 100,000 children

Department of Paediatrics,
Mater Dei Hospital

22

Prevalence of smoking in Males and
Females >15yrs - ?inequalities

Directorate of Health
Information and Research

23

Waiting times for admission to public
rehabilitation facility and to public longterm care facility

Department for the Elderly
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24

Availability of diagnostic and therapeutic
infrastructure (MRI, CT etc)

Directorate of Health
Information and Research

25

Complications of diabetes - annual
incidence rates of stroke, myocardial
infarction, dialysis and/or renal
transplantation in patients with diabetes

Directorate of Health
Information and Research

26

Ratio of discharges from public acute
hospital to community care to discharges to
long-term care facilities in the elderly
population

Clinical Performance Unit,
Mater Dei Hospital

27

Prevalence of adults with diabetes,
hypertension, hypercholesterolemia by age
and gender

Directorate of Health
Information and Research

28

Avoidable hospital admission rate for
specific diseases (Asthma, diabetes,
congestive heart failure, COPD)

Directorate of Health
Information and Research

30

Waiting times for out-patient based
investigations (Angiograms, MRI,
ultrasound, CT scan), interventions (total
knee replacement, total hip replacement,
cataracts, varicose veins, inguinal hernias,
chemotherapy, radiotherapy)

Clinical Performance Unit,
Mater Dei Hospital

31

Incidence rate of HIV and Hepatitis B per
100,000 population

Directorate of Health
Promotion and Disease
Prevention

32

Number of vaccine preventable diseases
covered by the national vaccination
programme

Department of Primary
Health Care

33

Percentage overweight and obesity from
Self-reported BMI by age group (over 15yr
olds)

Directorate of Health
Information and Research

34

Percentage of Health Budget allocated to
Public Health including preventive services

Directorate General Finance,
Ministry of Health

35

Health expenditure as a % of GDP/per

National Statistics Office
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capita [pps]
36

General Government Health Expenditure as National Statistics Office
a % of Total Government Expenditure and %
of Total Health Expenditure

37

Life expectancy and healthy life expectancy
at birth and over 65

National Statistics Office

38

Amenable mortality/Potential Years Life
Lost

Directorate of Health
Information and Research

39

Public expenditure as % of GDP for
hospitals; ambulatory services; and long
term care

Directorate General Finance,
Ministry of Health

40

Day case discharges as a % of total
discharges

Directorate of Health
Information and Research

41

Numbers and ratios of all practicing
doctors, GPs, specialists, and nurses &
midwives per 100,000 inhabitants (GPs :
specialists, nurses : physicians)

Superintendence of Public
Health

43

GP Contacts per capita

Department of Primary
Health Care

44

Public outpatient pharmaceuticals as a % of
GDP

Directorate General Finance,
Ministry of Health

45

Generic share of pharmaceuticals in
value/volume (public)

Central Procurement and
Supplies Unit

46

Self-perceived general health (SILC) income inequalities

National Statistics Office

47

Unmet need (SILC) - income inequalities

National Statistics Office

48

% of population covered by public health
insurance (tax-based, public health
insurance and income tax, incl Social
Security contribution schemes)

National Statistics Office

49

Out of pocket health expenditure as % of
Total Health Expenditure/private Health

National Statistics Office
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Expenditure
50

Influenza vaccine coverage in 65+

Directorate of Health
Promotion and Disease
Prevention

51

Frequency of population having 6 or more
units of alcohol on one occasion

Directorate of Health
Information and Research

52

Fruit and vegetable consumption (EHIS)

Directorate of Health
Information and Research

53

Percentage reporting >2.5 hours of physical Directorate of Health
activity per week - age/sex
Information and Research

55

Share of population 65+/80+, old age
dependency (65+/15-64)

National Statistics Office

57

At risk of poverty or social exclusion

National Statistics Office

58

% of population 25-64 with low educational
attainment (ISCED 0-2)

National Statistics Office

60

Hip fracture surgery initiated within 2
calendar days after admission to Mater Dei
Hospital

Clinical Performance Unit,
Mater Dei Hospital

61

Proportion of population that accesses own
health data on-line

Information Management
Unit

62

Rate per capita of prescriptions transacted
on line

Information Management
Unit
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Appendix 12 – Definitions of Final List of Indicators (n=57)

INDICATOR 1: 5-YEAR CANCER SURVIVAL RATE
Definition: ‘The relative survival rate for cancer that is the proportion of patients who
survive at least five years after diagnosis, after correction for background mortality’.
Calculation: ‘Relative survival rate is calculated as the observed rate of persons diagnosed
with cancer surviving five years after diagnosis, divided by expected survival rate in the
general population’.
INDICATOR 2: RESPONSE RATE TO SCREENING PROGRAMMES
Breast Screening
Definition: ‘Proportion of women (aged 50-69) reporting to have undergone a breast cancer
screening test within the past two years’.
Calculation: ‘Percentage of women aged 50-69 reporting to have had a breast examination
by X-ray (i.e. mammography) within the past 2 years, derived from European Health
Interview survey questions, PA.10 and PA.11: PA.10: Have you ever had a mammography,
which is an X-ray of one or both of your breasts? Yes / No / Don’t know / Refusal; and PA.11:
When was the last time you had a mammography (breast X-ray)? Within the past 12 months /
More than 1 year, but not more than 2 years / More than 2 years, but not more than 3 years /
Not within the past 3 years / Don’t know / Refusal’.
The ‘preferred data type is from the European Health Interview Survey (EHIS). In the future
however, when the situation with regard to administrative based data has improved the
European Community Health Indicators and monitoring project (ECHIM) prefers to use
those data instead of EHIS. For comparability reasons ECHIM would prefer agestandardized data’.
‘Ideally, the recall period used in the definition for this indicator coincides with the recall
period actually applied in the screening programmes, as in the definition applied by the
Organisation for Economic Co-operation and Development (OECD). As a common
methodology needs to be applied in EHIS for all countries, such a flexible approach is not
possible in EHIS. The recall period used in the definition for this indicator therefore
represents an average and hence it will not be aligned with the programme methodologies for
all countries’.
Cervical screening
Definition: ‘Proportion of women (aged 20-69) reporting to have undergone a cervical
cancer screening test within the past three years’.
Calculation: ‘Percentage of women aged 20-69 reporting to have had a cervical smear test
(pap smear) within the last 3 years, derived from EHIS questions PA.13 and PA.14. PA.13:
Have you ever had a cervical smear test? Yes / No; PA.14: When was the last time you had a
cervical smear test? Within the past 12 months / More than 1 year, but not more than 2 years
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/ More than 2 years, but not more than 3 years / Not within the past 3 years’.
‘The preferred data type for the moment is from EHIS. In the future however, when the
situation with regard to administrative-based data has improved ECHIM prefers to use
administrative- based data instead of EHIS. For comparability reasons ECHIM would prefer
age-standardized data’.
‘Ideally, the recall period used in the definition for this indicator coincides with the recall
period actually applied in the screening programmes. However, the recall periods applied in
national cancer screening programmes differ. As a common methodology needs to be applied
in EHIS for all countries, a flexible approach with country specific questions is not possible.
The recall period used in the definition for this indicator therefore represents an average and
hence it will not be aligned with the programme methodologies for all countries’. 14
Colorectal cancer screening
Definition: ‘Proportion of persons (aged 50-74) reporting to have undergone a colorectal
cancer screening test in the past 2 years’.
Calculation: ‘Percentage of persons (aged 50-74) that have undergone a colorectal cancer
screening test (faecal occult blood test) in the last 2 years, derived from EHIS questions:
PA.16 and PA.17. PA.16: Have you ever had a faecal occult blood test? 1. Yes / 2. No;
PA.17: When was the last time you had a faecal occult blood test? Within the past 12 months /
More than 1 year, but not more than 2 years / More than 2 years, but not more than 3 years /
Not within the past 3 years’.
‘Ideally, the recall period used in the definition for this indicator coincides with the recall
period actually applied in the screening programmes. However, the recall periods applied in
national cancer screening programmes differ. As a common methodology needs to be applied
in EHIS for all countries, a flexible approach with country specific questions is not possible.
The recall period used in the definition for this indicator therefore represents an average and
hence it will not be aligned with the programme methodologies for all countries’.
‘Administrative sources based on screening programme data would be preferable over
(E)HIS based data, as the latter will be influenced by recall and sampling biases. Currently
however there is no adequate international coverage of programme based data. Therefore for
the moment EHIS is the best source available for this indicator. In the future however, when
the situation with regard to programme based data has improved, ECHIM prefers to use
those data instead of EHIS’. 14
INDICATOR 3: STANDARDIZED MORTALITY RATES
Definition: ‘Deaths caused by specific diseases or disease groups per 100,000 inhabitants’.
Calculation: ‘Number of deaths per 100,000 inhabitants (age-standardized rates). The (age-)
standardized death rate is a weighted average of age-specific mortality rates. The weighting
factor is the age distribution of a standard reference population. Standardization is carried
out through the direct method. The standard reference population used is the European
standard population as defined by the World Health Organisation (WHO). The annual
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average population available in Eurostat's demography database is used to calculate the
rates’.14
INDICATOR 4: MATERNAL MORTALITY RATIO
Definition 1: ‘The maternal mortality ratio is the number of women who die from pregnancyrelated causes while pregnant or within 42 days of pregnancy termination per 100, 000 live
births.
Calculation: ‘The data are estimated with a regression model using information on the
proportion of maternal deaths among non-AIDS deaths in women ages 15-49, fertility, birth
attendants and gross domestic product’ 15
Definition 2: ‘The maternal mortality ratio is defined as the number of maternal deaths
during a given time period per 100 000 live births during the same time period. It depicts the
risk of maternal death relative to the number of live births’. 16
INDICATOR 5: STANDARDISED PREMATURE MORTALITY RATES
Definition: ‘This measure is used to assess the age-standardized rate of premature deaths per
100,000 population younger than 75 years’.
Calculation: ‘The numerator is the total number of deaths at age younger than 75 years and
the denominator is the total mid-year population younger than age 75 years’. 17
INDICATOR 6: STANDARDISED INCIDENCE RATE OF CANCER
Definition: ‘Total cancer incidence and incidence of the most important cancers, per 100,000
population, in a given year’.
Calculation: ‘Number of patients with newly diagnosed cancer during a given calendar year
divided by person-years at risk, expressed per 100,000 population. The age standardize
incidence rate is calculated’. 14
CI5plus: Cancer incidence rates are age-standardised to the World Standard Population.
GLOBOCAN 2008: Cancer incidence rates are age-standardised to the World Standard
Population 1960.
ECO 2008: Cancer incidence rates are age-standardised to the Standard European
Population
INDICATOR 7: PERINATAL AND INFANT MORTALITY
GESTATIONAL AGE, BIRTH WEIGHT AND PLURALITY

RATES

BY

Perinatal mortality rates
Definition: ‘The number of early neonatal deaths after live birth plus fetal deaths in a given
year per 1000 live and stillbirths’.
241

Calculation: ‘The number of fetal deaths and deaths in the early neonatal period (up to 6
completed days after birth) after live birth, expressed per 1000 live and stillbirths in the same
year. For international comparisons, it is recommended by the WHO that elements in both the
nominator (fetal deaths and early neonatal deaths) and denominator (fetal deaths and live
births) are restricted to fetuses and infants weighting 1000 grams or more’.14
Infant mortality rate
Definition: ‘The number of deaths of infants (younger than one year of age at death) per
1000 live births (based on one year data)’.
Calculation: ‘Number of deaths under one year of age (aged 0-364 days) in a given year, per
1000 live births in that year’. 14
INDICATOR 8: FATAL ACCIDENTS AT PLACE OF WORK/FATALITY RATES
PER ECONOMIC SECTOR
Definition and calculation: ‘Incidence rates relate the number of accidents to the reference
population of persons in employment (persons exposed to the risk of accident at work). A fatal
accident is defined as an accident, which leads to the death of a victim within one year of the
accident. The incidence rate as defined by the European Statistics on Accidents at Work
methodology is the number of accidents at work per 100 000 persons in employment. From an
epidemiological point of view an incidence rate should relate the number of accidents to the
working hours of the reference population. This approach would describe more precisely the
relevant exposure as time under risk and therefore adjust for differences, e.g. with regard to
different working hours or differences with regard to part-time employment’. 18
INDICATOR 9: CHILD MORTALITY RATE (1-14 YEARS) PER 100 000
POPULATION
Definition: ‘Number of deaths per 1000 live births until 5 years of age or Probability of
dying before 5 years per 1000 live births’.
Calculation: ‘Number of deaths age 1-14 years divided by population in that age group per
100,000 population’.
INDICATOR 10: ACUTE HOSPITAL BED OCCUPANCY RATES BY SECTOR
Definition and Calculation: ‘The occupancy rate is calculated as the number of beds
effectively occupied (bed-days) for curative care divided by the number of beds available for
curative care multiplied by 365 days, with the ratio multiplied by 100. Occupancy rate =
Total number of bed-days during the year / (Number of beds available * 365 days) * 100’ 19
INDICATOR 11: INCIDENCE RATE OF AIDS PER 100,000 POPULATION
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Definition: ‘Incidence of AIDS cases, in a given calendar year, per 100,000 population’.
Calculation: ‘The rates are calculated as the number of newly diagnosed cases per 100,000
population, based on the number of cases reported by national surveillance systems to the
joint WHO-Euro/ECDC database for AIDS surveillance in The European Surveillance System
(TESSy). A case of AIDS is defined following the European AIDS surveillance case
definitions’. 14
INDICATOR 12: INCIDENCE OF MRSA HOSPITAL ACQUIRED INFECTION PER
1000 ADMISSIONS
Definition of Hospital Acquired Infection (HAI): ‘An infection is considered an HAI if all
elements of a CDC/NHSN (Centers for Disease Control and Prevention/National Healthcare
Safety Networks) site-specific infection criterion were first present together on or after the
3rd hospital day (day of hospital admission is day 1). For an HAI, an element of the infection
criterion may be present during the first 2 hospital days as long as it is also present on or
after day 3. All elements used to meet the infection criterion must occur within a timeframe
that does not exceed a gap of 1 calendar day between elements’. 20, 21
INDICATOR 13: PERCENTAGE OF SELF-REFERRALS TO THE ACCIDENT AND
EMERGENCY DEPARTMENT
INDICATOR 14: WAITING TIMES FOR APPOINTMENTS AT OUT-PATIENT
CLINICS FROM DATE OF REQUEST
INDICATOR 15: HOSPITAL AVERAGE LENGTH OF STAY
Definition: ‘The average length of stay (ALOS) in days in a hospital per discharged inpatient, i.e. average duration of a single episode of hospitalization’.
Calculation: ‘ALOS is computed by dividing the total number of in-patent hospital days, in
all hospitals, counted from the date of admission to the date of discharge by the total number
of discharges (including deaths) in all hospitals during a given year. A hospital day (or bedday or in-patient day) is a day, during which a person admitted as an in-patient, is confined
to a bed and stays overnight in a hospital. Day-cases (patients formally admitted for a
medical procedure or surgery in the morning and discharged before the evening) are
excluded. Patients admitted with the intention of discharge on the same day, but who
subsequently stay in hospital overnight, are included’.
‘The preferred data type is from registers (administrative data sources, national hospital
discharge registers). ECHIM does not require disaggregation by sex for this indicator, and
only by two age groups (0-64 and 65+) to reduce the number of operationalisations’.
‘A (hospital) discharge is the formal release of a patient from a hospital after a procedure or
course of treatment (episode of care). A discharge occurs anytime a patient leaves because of
finalisation of treatment, signs out against medical advice, transfers to another health care
institution or because of death. Transfers to another department within the same institution
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are excluded. A discharge can refer to in-patients or day cases, but day treatment cases (day
cases, patients admitted for a medical procedure or surgery in the morning and released
before the evening) should be excluded’.
‘Discharges by diagnosis refer to the principal diagnosis, i.e. the main condition diagnosed at
the end of the hospitalisation. The main condition is the one primarily responsible for the
patient's need for treatment or investigation’.14
INDICATOR 16: PERCENTAGE OF INFANTS FULLY VACCINATED AGAINST
PERTUSSIS, DIPHTHERIA, TETANUS AND POLIO BY 1ST BIRTHDAY AND
AGAINST MMR BY 2ND BIRTHDAY
Definition: ‘Percentage of infants who have been fully vaccinated against important
infectious childhood diseases’.
Calculation: ‘Percentage of infants reaching their 1st birthday in the given calendar year
who have been fully vaccinated, according to national vaccination schemes, against pertussis,
diphtheria, tetanus and poliomyelitis, and percentage of infants reaching their 2nd birthday in
the given calendar year who have been fully vaccinated against measles, mumps and rubella’.
14

INDICATOR 17: TUBERCULOSIS INCIDENCE AND MULTIDRUG RESISTANT
CASES NOTIFICATION RATES
Tuberculosis incidence
Definition: ‘Number of newly diagnosed tuberculosis cases, all forms (ICD-9:010-018; ICD10: A15-A19) during the given calendar year. The definition has been modified in June 2001
version of Health for All Database. Now, relapses are included in the incidence figures
(before relapses were excluded)’.
Calculation: The incidence of a disease per year is calculated as the total number of reported
new cases of the disease in a specific year divided by the population of the country in question
in the same year, expressed per 100 000 population.
Notification rate: ‘The numerator is the number of cases that are notified and the
denominator is the total number of cases ascertained through use of supplemental data
sources’. 23
INDICATOR 18: HOSPITAL READMISSION RATES BY SPECIALITY
‘The 30‐day readmission rate is defined as: the number of stays with at least one subsequent
hospital stay within 30 days/ the total number of hospital stays between January and
November. That is, when a patient is discharged from the hospital (the index stay), they are
followed for 30 days in the data. If any readmission to the same or a different hospital occurs
during this 30‐day time period, the index stay is counted as having a readmission. No more
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than one readmission is counted within the 30‐day period since the outcome measure assessed
here is "percentage of admissions with a readmission’.
‘A readmission is a subsequent hospital admission in the same or a different hospital within
30 days following an original admission (or index stay). The discharge date for the index
stay must occur between January and November to allow a 30‐day follow‐up period for all
index stays. This approach captures an index stay with a discharge date in November and a
readmission in December’. 24
INDICATOR 19: 30-DAY IN-HOSPITAL MORTALITY RATE FOR SPECIFIC
CLINICAL CONDITIONS
Definition: ‘Admission-based AMI and ischemic stroke 30-day in-hospital (same hospital)
mortality rate. This indicator is defined as the age-sex standardised percentage of people
aged 45+ who die within 30 days of being admitted to a hospital in a specified year with
principal diagnosis of: a) acute myocardial infarction (AMI) or b) ischemic stroke’.
Calculation: ‘Numerator: the number of deaths in the same hospital that occurred within 30
days of hospital admission with a principal diagnosis of AMI / ischemic stroke in a specified
year. Denominator: the number of patients admitted to a hospital with a principal diagnosis
of AMI / ischemic stroke in a specified year, including same day admissions. AMI diagnostic
codes: ICD-10: I21, I22; ICD-9: 410. Ischemic stroke diagnostic codes: ICD-10: I63-I64;
ICD-9: 433, 434, 436. The indicator is age-sex standardized according to 2005 OECD
population (45+). Therefore 5-year age specific numerators and denominators are needed,
separate for men and women: 45-49, 50-54…85+’. 14
INDICATOR 20: NUMBER OF HOSPITAL BEDS
Definition: ‘Number of hospital beds per 100,000 inhabitants’
Calculation: ‘The total number of hospital beds in a given calendar year by 31 December
divided by the end of year population expressed per 100,000 inhabitants. Total hospital beds
are all hospital beds which are regularly maintained and staffed and immediately available
for the care of admitted patients. Both occupied and unoccupied beds in general hospitals,
mental health and substance abuse hospitals and other specialty hospitals are included’. 14
INDICATOR 21: ANNUAL INCIDENCE OF TYPE 1 DIABETES IN CHILDREN
BETWEEN 0-14 YEARS OF AGE AT CLINICAL DIAGNOSIS PER 100,000
CHILDREN*
Definition: Number of children between 0 – 14 years of age with newly diagnosed type 1
diabetes during a given calendar year.

Calculation: The rates are calculated as the number of newly diagnosed cases per 100,000
population.
(*Note: Definition not yet validated)
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INDICATOR 22: PREVALENCE OF SMOKING IN MALES AND FEMALES MORE
THAN 15 YEARS OF AGE
Definition: ‘Percentage of regular daily smokers in the population, age 15+’.
Calculation: ‘This indicator is measured using the standard questionnaire during a health
interview of a representative sample of the population aged 15 years and above. Many
countries are carrying out such health interview surveys on a more or less regular basis.
However, most of the data are collected from multiple sources by the Tobacco or Health unit
at WHO/EURO’. 22
INDICATOR 23: WAITING TIMES FOR ADMISSION TO PUBLIC
REHABILITATION FACILITY AND TO PUBLIC LONG-TERM CARE FACILITY
Waiting times for admission to public rehabilitation facility
‘The denominator is the total number of patients referred for rehabilitation in a year under
review who are accepted for a period of rehabilitation at RHKG. The numerator is the total
number of patients actually transferred for rehabilitation at RHKG during the year under
review.
The median waiting time is from date of referral to date of transfer.
Exclusion criteria: deceased patients while waiting and discharged patients while waiting.’
Waiting times for admission to public long-term care facility
‘The denominator is the total number of patients applying for government long term care
during the year under review. The numerator is the total number of patients admitted to
government long term care within 18 months from the date of application.
The median waiting time is from date of application of long term care to date of admission.
Exclusion criteria: deceased patients while waiting and patients withdrawing their
application’.
INDICATOR 24: AVAILABILITY OF DIAGNOSTIC AND THERAPEUTIC
INFRASTRUCTURE
Definition
‘1) Number of Computer tomography scanners (CT units) per 100,000 inhabitants.
2) Number of Magnetic resonance imaging units (MRI units) per 100,000 inhabitants’.
Calculation
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‘1) The total number of computer tomography scanners (CT units) in hospitals and
ambulatory sector registered by 31 December in a given calendar year, per 100,000
inhabitants (end of year population).
2) The total number of magnetic resonance imaging units (MRI units) in hospitals and
ambulatory sector by 31 December in a given calendar year, per 100,000 inhabitants (end of
year population).
The preferred data type is from National administrative sources’.14
INDICATOR 25: COMPLICATIONS OF DIABETES: ANNUAL INCIDENCE RATES
OF STROKE, MYOCARDIAL INFARCTION, DIALYSIS AND/OR RENAL
TRANSPLANTATION IN PATIENTS WITH DIABETES*
Annual incidence rate by age category of diabetic patients with stroke: ‘Number of
patients discharged from Mater Dei Hospital in 2013 with a recorded primary discharge
diagnosis of Stroke (Codes: I63.x and I64.x) on the Electronic Case Summary database and
who were alive and on the POYC diabetes register in May 2014, per 100,000 diabetic
population’

Annual incidence rate by age category of diabetic patients with myocardial infarction:
‘Number of patients discharged from Mater Dei Hospital in 2013 with a recorded primary
discharge diagnosis of myocardial infarction (Code: I21.x) on the Electronic Case Summary
database and who were alive and on the POYC diabetes register in May 2014, per 100,000
diabetic population’

Annual incidence rate by age category of diabetic patients with renal dialysis: ‘Number
of patients admitted to the Renal Unit to start renal replacement therapy in 2013 and who
were alive and on the POYC diabetes register in May 2014, per 100,000 diabetic population’

Annual incidence rate by age category of diabetic patients with renal transplant:
‘Number of patients with recorded renal transplantation (Code: 55.69) performed at Mater
Dei Hospital in 2013 and who were alive and on the POYC diabetes register in May 2014,
per 100,000 diabetic population’
(*Note: Definition not yet validated)

INDICATOR 26: RATIO OF THE NUMBER OF DISCHARGES OF OLDER
PERSONS AGED OVER 75 YEARS WHO ARE DISCHARGED FROM PUBLIC
ACUTE HOSPITAL (MATER DEI HOSPITAL) TO THEIR HOME OF RESIDENCE
AS COMPARED TO THOSE DISCHARGED TO LONG-TERM FACILITY
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Definition: Number of patients over 75 years of age who are discharged to their residence as
compared to the number of patients over 75 years who are discharged to a long term
residential or nursing facility.
Calculation: Ratio or percentage of patients over 75 years of age who are discharged to
their residence as compared to patients over 75 years who are discharged to a long term
residential or nursing facility.

INDICATOR 27: PREVALENCE OF ADULTS WITH DIABETES, HYPERTENSION,
HYPERCHOLESTEROLAEMIA BY AGE AND GENDER
Diabetes
Definition: ‘Number of individuals that have ever been diagnosed with diabetes and that
have been affected by this condition during the past 12 months. Expressed per 100,000 and as
percentage of total population’.
Calculation: ‘National best estimate of number of individuals that have ever been diagnosed
with diabetes and that have been affected by this condition during the past 12 months (ICD10 codes E10-E14; includes both diabetes mellitus type 1 and type 2 and other diabetes
mellitus). Age standardization should be done for men and women separately, according to
the direct method, using the 1976 WHO European population as standard population’.14
Hypertension
Definition: ‘Proportion of individuals reporting to have been diagnosed with high blood
pressure which occurred during the past 12 months’.
Calculation: ‘Proportion of individuals reporting to have been diagnosed with high blood
pressure (hypertension) which occurred during the past 12 months, derived from European
Health Interview Survey (EHIS) questions HS.4/5/6: HS.4: Do you have or have you ever had
any of the following diseases or conditions? High blood pressure (hypertension) (yes / no). If
yes: HS.5: Was this disease/condition diagnosed by a medical doctor? (yes / no). HS.6: Have
you had this disease/condition in the past 12 months? (yes / no)’. 14
Hypercholesterolaemia*

Definition: Proportion of individuals reporting to have
hypercholesterolaemia which occurred during the past 12 months.

been

diagnosed

with

Calculation: Proportion of individuals reporting to have been diagnosed with
hypercholesterolaemia which occurred during the past 12 month
(*Note: Definition not yet validated)
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INDICATOR 28: AVOIDABLE HOSPITAL ADMISSION RATES FOR SPECIFIC
DISEASES
Definition and calculation: The avoidable hospital admission rates for asthma and Chronic
Obstructive Pulmonary Disease ‘are defined as the number of hospital discharges of people
aged 15 years and over per 100 000 population. The indicator for diabetes is based on the
sum of three indicators: admissions for short-term and long-term complications and for
uncontrolled diabetes without complications’. 25
INDICATOR
30:
WAITING
TIMES
INVESTIGATIONS AND INTERVENTIONS

FOR

OUT-PATIENT

BASED

Waiting times for elective surgeries
Definition and calculation: ‘Average inpatient waiting time for elective (i.e. non-urgent)
surgeries of Percutaneous Transluminal Coronary Angioplasty (PTCA), hip replacement and
cataract operation, measured in number of days. Elective surgery is defined as when surgery
is necessary, but the timing of the procedure can be scheduled and the patient can be sent
home’.14
INDICATOR 31: INCIDENCE RATE OF HIV AND HEPATITIS B PER 100,000
POPULATION
Incidence rate of HIV
Definition: ‘Incidence of HIV-infected and in a given calendar year, per 100,000 population’
Calculation: ‘The rates are calculated as the number of newly diagnosed cases per 100,000
population, based on the number of cases reported by national surveillance systems to the
joint WHO-Euro/ECDC database for surveillance in The European Surveillance System
(TESS). A case of HIV infection is defined following the European HIV surveillance case
definitions’. 14
INDICATOR 32: NUMBER OF VACCINE PREVENTABLE DISEASES COVERED
BY THE NATIONAL VACCINATION PROGRAMME
Definition: Number of vaccines on the national vaccination programme that prevent
preventable diseases
Calculation: Count of types of vaccines
INDICATOR 33: PERCENTAGE OVERWEIGHT AND OBESITY FROM SELFREPORTED BMI BY AGE-GROUP (OVER 15 YEAR OLDS)
Definition: ‘Proportion of adult persons (18+) who are obese, i.e. whose body mass index
(BMI) is ≥ 30 kg/m².
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Calculation: ‘Body mass index (BMI), or Quetelet index, is defined as the individual’s body
weight (in kilograms) divided by the square of their height (in metres). Weight and height
derived from European Health Interview Survey (EHIS) questions BMI01: How tall are you?
(cm), and BMI02: How much do you weight without clothes and shoes? (kg)’.14
INDICATOR 34: PERCENTAGE OF HEALTH BUDGET ALLOCATED TO PUBLIC
HEALTH INCLUDING PREVENTIVE SERVICES
Definition: Percentage of government budget on health that is allocated to public health
activities as compared to the overall health budget.
Calculation: Ratio of government expenditure on public health activities over total
government health expenditure.
INDICATOR 35: HEALTH EXPENDITURE AS A PERCENTAGE OF GDP AND
PER CAPITA
Health expenditure as percentage of GDP
Definition: ‘Current and total national health expenditure for total, public, and private
sectors, as percentage of gross domestic product (GDP), and expressed in millions of
Purchasing Power Standard (PPS)’.
Calculation: ‘According to System of Health Accounts (SHA) and the related International
Classification for the Health Accounts (ICHA) current expenditure on health care
measures/describes financial means/ flows associated with (the consumption of) health care
goods and services including governance and administration of health care system at large.
Total expenditures also include investments (capital formation of health care providers). The
calculation of Purchasing Power Parities (PPP)/PPS is based on the prices for a standard
basket of goods’. 14
Health expenditure per capita
‘Total expenditure on health measures the final consumption of health goods and services
(i.e. current health expenditure) plus capital investment in health care infrastructure. This
includes spending by both public and private sources on medical services and goods, public
health and prevention programmes and administration. To compare spending levels between
countries, per capita health expenditures are converted to a common currency (US dollar)
and adjusted to take account of the different purchasing power of the national currencies, in
order to compare spending levels’. 26
INDICATOR 36: GENERAL GOVERNMENT HEALTH EXPENDITURE AS A
PERCENTAGE OF TOTAL GOVERNMENT EXPENDITURE AND PERCENTAGE
OF TOTAL HEALTH EXPENDITURE
General Government Health Expenditure as a percentage of Total Government
Expenditure
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General Government Health Expenditure as a percentage of Total Health Expenditure
‘Public health expenditure consists of recurrent and capital spending from government
(central and local) budgets, external borrowings and grants (including donations from
international agencies and nongovernmental organizations), and social (or compulsory)
health insurance funds. Total health expenditure is the sum of public and private health
expenditure. It covers the provision of health services (preventive and curative), family
planning activities, nutrition activities, and emergency aid designated for health but does not
include provision of water and sanitation’.27

Public-sector expenditure on health as % of GDP, WHO estimates
Public sector (or general government) expenditure on health is the sum of outlays for health
maintenance, restoration or enhancement paid for in cash or in kind by government entities,
such as the Ministry of Health, other ministries, parastatal organizations, social security
agencies, (without double-counting the government transfers to social security and to extrabudgetary funds). Includes transfer payments to households to offset medical care costs and
extra-budgetary funds to finance health. The revenue base of these entities may comprise
multiple sources, including external funds. Estimates for this indicator were produced by
WHO. The estimates are, to the greatest extent possible, based on the National Health
Accounts classification (see the World Health Report 2006 for details). The sources include
both nationally reported data and estimates from international organisations like IMF, WB,
UN and OECD. Therefore they may somewhat differ from official national statistics reported
by countries.

INDICATOR 37: LIFE EXPECTANCY AND HEALTHY LIFE EXPECTANCY AT
BIRTH AND OVER 65
Life expectancy
Definition: ‘Life expectancy at a given age represents the average number of years of life
remaining if a group of persons at that age were to experience the mortality rates for a
particular year over the course of their remaining life. Life expectancy at birth is a summary
measure of the age-specific all cause mortality rates in an area in a given period’.
Calculation: ‘Life expectancies are calculated using (abridged) life tables presenting age
specific mortality rates. Life expectancy tables are calculated based on death probabilities
according to Farr's death rate method:
qx = Mx / (Bx + (Mx/2))
where
 Mx = the number of deaths at the age of x to under x+1 years in the reported period
 Bx = average population aged x to under x+1 in the base period
 qx = death probability from age x to x+1
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Farr's method of calculation of abridged life-tables assumes that there is a constant mortality
within the age intervals and thus the years of life lived by a person dying in the interval is (on
average) half of the length of the interval’.14
Healthy life years
Definition: ‘The Healthy Life Years (HLY) indicator (also called disability-free life
expectancy) measures the number of remaining years that a person of a certain age is still
supposed to live without disability’.
Calculation: ‘The indicator is calculated following the Sullivan method’ Further information
can be found at
http://www.ehemu.eu/pdf/Sullivan_guide_final_jun2007.pdf’ 28
INDICATOR 38: POTENTIAL YEARS OF LIFE LOST
Definition: ‘Potential Years of Life Lost (PYLL) is a summary measure of premature
mortality which provides an explicit way of weighting deaths occurring at younger ages,
which are, a priori, preventable’.
Calculation: ‘The calculation of PYLL involves summing up deaths occurring at each age
and multiplying this with the number of remaining years to live up to a selected age limit’. 19
INDICATOR 39: PUBLIC HEALTH EXPENDITURE AS A PERCENTAGE OF GDP
FOR HOSPITALS, AMBULATORY SERVICES AND LONG TERM CARE
INDICATOR 40: HOSPITAL DAY-CASES AS PERCENTAGE OF TOTAL PATIENT
POPULATION (IN-PATIENTS & DAY-CASES) SELECTED DIAGNOSES
Definition: ‘Hospital day-cases, for specific ICD-10 diagnosis groups, divided by the sum of
number of inpatient discharges and the number of day-cases for the same diagnosis group’.
Calculation: ‘The indicator is calculated as the total number of hospital day-cases from all
hospitals during the given calendar year, divided by the sum of the number of hospital inpatient discharges from all hospitals and the number of hospital day-cases from all hospitals,
for each of the diagnosis groups, during the given calendar year’. 14
INDICATOR 41: NUMBER AND RATIOS OF ALL PRACTICING DOCTORS, GPS,
SPECIALISTS AND NURSES AND MIDWIVES PER 100,000 INHABITANTS
All practicing doctors
Definition: ‘The total number of practicing physicians (medical doctors) per 100,000
inhabitants’.
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Calculation: ‘The total number of practicing physicians (medical doctors) by 31 December of
a given calendar year, per 100,000 inhabitants (end of year population). Practicing
physicians provide services directly to patients’. 14
Practicing nurses
Definition: ‘The total number of practising nursing and caring professionals by 31 December
of a given calendar year, per 100,000 inhabitants (end of year population). Practicing nurses
provide services directly to patients. Practising nurses include professional nurses, associate
professional nurses and foreign nurses licensed to practice and actively practicing in the
country’
Calculation: ‘The total number of practicing nursing and caring professionals by 31
December of a given calendar year, per 100,000 inhabitants (end of year population).
Practicing nursing and caring professionals provide services directly to patients. Nursing and
caring professionals include midwives, qualified nurses, associate nurses and caring
personnel (e.g. nursing aids, assistants). A nurse is a person who has completed a programme
of basic nursing education and is qualified and authorised in his/her country to practice
nursing in all settings’.14
INDICATOR 43: GP CONTACTS PER CAPITA
Definition: ‘Mean number of self-reported visits to general practitioner per person per year’.
Calculation: ‘Mean number of visits to general practitioner per person per year, derived
from EHIS questions HC10 and HC11. HC10: When was the last time you consulted a GP
(general practitioner) or family doctor on your own behalf? (1) Less than 12 months ago /2)
12 months ago or longer / 3) Never) If HC10 is 1) HC11: During the past four weeks ending
yesterday, that is since (date), how many times did you consult a GP (general practitioner) or
family doctor on your own behalf? (number of times). Total number of contacts reported
under HC11 is extrapolated from 4 to 52 weeks, and divided by the total number of
respondents in the sample.
For comparability reasons ECHIM would prefer age-standardized data’. 14
INDICATOR 44: PUBLIC
PERCENTAGE OF GDP

OUTPATIENT

PHARMACEUTICALS

AS

A

Definition: ‘Pharmaceutical expenditure covers spending on prescription medicines and selfmedication, often referred to as over-the-counter products. In some countries, the data also
include other medical non-durable goods (adding approximately 5% to the spending). The
expenditure also includes pharmacists’ remuneration when the latter is separate from the
price of medicines. Pharmaceuticals consumed in hospitals are excluded (their inclusion
would add another 15% to pharmaceutical spending approximately). Final expenditure on
pharmaceuticals includes wholesale and retail margins and value-added tax’. 29
INDICATOR
45:
GENERIC
VALUE/VOLUME (PUBLIC)

SHARE

OF

PHARMACEUTICALS

IN
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Definition and Calculation: ‘A generic is defined as a pharmaceutical product which has the
same qualitative and quantitative composition in active substances and the same
pharmaceutical form as the reference product, and whose bioequivalence with the reference
product has been demonstrated. Generics can be classified in branded generics (generics
with a specific trade name) and unbranded generics (which use the international nonproprietary name and the name of the company)’.

Value: ‘Data are collected as a share expressed in value. Values can for instance be the
turnover of pharmaceutical companies, the amount paid for pharmaceuticals by third-party
payers, or the amount paid by all payers (third-party and consumers). Market value are most
often at ex-factory prices, while amounts paid by third-party payers (and consumers) are in
general at retails prices’.

Volume: ‘Data are collected as a share expressed in volume. Volumes can be expressed in
DDDs or as a number of packages/boxes or standard units’.19
INDICATOR 46: SELF-PERCEIVED HEALTH
Definition: ‘Proportion of persons who assess their health to be (very) good’.
Calculation: ‘Proportion of persons who assess their health to be very good or good, based
on EU-SILC question on self-perceived health (‘How is your health in general?’), which
contains five answering categories; 1) very good, 2) good, 3) fair, 4) bad, 5) very bad.
Numbers of people assessing their health as either very good or good should be added and
divided by the total number of people who were interviewed.
For comparability reasons ECHIM would prefer age-standardized data’. 14
INDICATOR 47: UNMET NEED (SILC)
Definition: ‘The variables refer to the respondent's own assessment of whether he or she
needed the respective type of examination or treatment, but did not have it and if so what was
the main reason of not having it’.
Calculation: ‘The variables on unmet needs for health care targets two broad types of
services: medical care and dental care. Eurostat currently disseminates the following
indicators for unmet needs:
 Self-reported unmet needs for medical examination for reasons of barriers of access
 Self-reported unmet needs for medical examination by reason
 Self-reported unmet needs for dental examination by reason
All indicators are expressed as percentages within (or share of) the population and
breakdowns are given by: sex, age, labour status, educational attainment level, and income
quintile group’. 30
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INDICATOR 48: PERCENTAGE OF POPULATION COVERED BY PUBLIC
HEALTH INSURANCE
Definition: ‘The proportion of the population covered by health insurance, taking into
account both public and private insurance schemes’.
Calculation: ‘Public (government/social) health insurance coverage is the share of the
population (%) eligible for a defined set of health care goods and services that are included
in total public health expenditure. Private health insurance coverage is the share of the
population (%) based on a head count of individuals covered by at least one private health
insurance policy (including both individuals covered in their own name and dependents)’.14
INDICATOR 49: OUT OF POCKET HEALTH EXPENDITURE AS PERCENTAGE
OF TOTAL HEALTH EXPENDITURE/ PRIVATE HEALTH EXPENDITURE
Definition and calculation: ‘Out of pocket expenditure is any direct outlay by households,
including gratuities and in-kind payments, to health practitioners and suppliers of
pharmaceutical, therapeutic appliances and other goods and service whose primary intent is
to contribute to the restoration or enhancement of the health status of individuals or
population groups. It is a part of private expenditure’. 31
INDICATOR 50: INFLUENZA VACCINATION COVERAGE IN 65+
Definition: ‘Proportion of elderly individuals reporting to have received one shot of influenza
vaccine during the last 12 months’.
Calculation: ‘Percentage of persons aged 65 and older reporting to have been vaccinated
against influenza (brand name of vaccine to be verified in each country) during the last 12
months, derived from EHIS questions PA.1, PA.2 and PA.3. PA.1: Have you ever been
vaccinated against flu? 1. Yes / 2. No; PA.2: When were you last time vaccinated against flu?
1. Since the beginning of this year / 2. Last year /3. Before last year; PA.3: Can I just check,
what month was that? Month (01-12).
A recall period of 12 months is used to cover one influenza season. For comparability reasons
ECHIM would however prefer age-standardized data’. 14
INDICATOR 51: FREQUENCY OF POPULATION HAVING 6 OR MORE UNITS OF
ALCOHOL ON ONE OCCASION
Definition: ‘Proportion of individuals reporting to have had an average
rate of consumption of more than 20 grams pure alcohol daily for women
and more than 40 grams daily for men’.
Calculation: ‘Percentage of men/women having over the week on average ≥2 drinks/day
(women) or ≥3 drinks/day (men), derived from EHIS question AL.2: How many drinks
containing alcohol do you have each day in a typical week when you are drinking? Start with
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Monday and take one day at a time. Number of drinks of: Beer, Wine, Liqueur, Spirits, Other
local alcoholic beverage’ 14
INDICATOR 52: FRUIT AND VEGETABLE CONSUMPTION
Fruit consumption
Definition: ‘Proportion of people reporting to eat fruits (excluding juice) at least once a day’.
Calculation: ‘Percentage of people reporting to eat fruits (excluding juice) at least once a
day, derived from EHIS question FV.1. How often do you eat fruits (excluding juice)? 1.
Twice or more a day / 2. Once a day / 3. Less than once a day but at least 4 times a week / 4.
Less than 4 times a week, but at least once a week / 5. Less than once a week / 6. Never
(answering categories 1 and 2 should be added for the calculation of this indicator).
For comparability reasons ECHIM would prefer age-standardized data’. 14
Vegetable consumption
Definition: ‘Proportion of people reporting to eat vegetables (excluding potatoes and juice)
at least once a day’.
Calculation: Percentage of people reporting to eat vegetables (excluding potatoes and juice)
at least once a day, derived from EHIS question FV.2. How often do you eat vegetables or
salad (excluding juice and potatoes)? 1. Twice or more a day / 2. Once a day / 3. Less than
once a day but at least 4 times a week / 4. Less than 4 times a week, but at least once a week /
5. Less than once a week / 6. Never (answering categories 1 and 2 should be added for the
calculation of this indicator).
For comparability reasons ECHIM would prefer age-standardized data’. 14
INDICATOR 53: PERCENTAGE REPORTING MORE THAN 2.5 HOURS OF
PHYSICAL ACTIVITY PER WEEK BY AGE AND SEX
Definition: ‘Proportion of individuals reporting to perform a certain period of time of health
enhancing physical activity on an average day/at least X times per week’.
Calculation: ‘EHIS instrument to measure the proportion of population performing moderate
and vigorous physical activity (days and/or hours per week), derived from questions PE.16:
During the past 7 days, a) days and time devoted to vigorous physical activities, b) days and
time devoted to moderate physical activities, c) days and time spent walking.
For comparability reasons ECHIM prefers age-standardized data’. 14
INDICATOR 55: OLD-AGE DEPENDENCY RATIO AND SHARE OF POPULATION
65+/80+
Old age dependency ratio
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Definition and calculation: ‘The ratio between the total number of elderly persons of an age
when they are generally economically inactive (aged 65 and over) and the number of persons
of working age (from 15 to 64).
National annual estimates of the population can be based on data from the most recent census
adjusted by the components of population change produced since the last census. The total
population may comprise either all usual residents of the country (de jure population) or all
persons present (de facto population) in the country at a given moment in time. Usual
residents are those who have lived in their place of usual residence for a continuous period of
at least 12 months before the reference date or those who arrived in their place of usual
residence during the 12 months before the reference date with the intention of staying there
for at least one year’. 14
INDICATOR 57: AT RISK OF POVERTY OR SOCIAL EXCLUSION
Definition: ‘At risk of poverty refers to the share of persons with an income below the poverty
line. Income inequality is defined by the ratio of total income received by 20% of the
country’s population with the highest income to that received by 20% of the country’s
population with the lowest income’.
Calculation: ‘Population at risk of poverty: Percentage of persons in the total population
with an equivalised disposable income below the “national poverty line” (i.e. below 60% of
the national median equivalised disposable income). Total population is all persons living in
private household on the national territory. Total disposable income of a household is
calculated by adding together the personal income received by all of the household members,
plus income received at household level. Disposable household income includes all income
from work, private income from investment and property, transfers between households and
all social transfers received in cash including old-age pensions. Personal equivalised income
is obtained by dividing the total household disposable income by the equivalised size of the
household, using modified OECD scale: 1 for the first person aged 14 or more; 0.5 for any
subsequent person aged 14 or more; and 0.3 for persons aged less then 14.
Income inequality is calculated as the ratio of the sum of equivalised disposable income
received by the 20% of the country’s population with the highest equivalised disposable
income (top inter-quintile interval) to that received by the 20% of the country’s population
with the lowest equivalised disposable income (lowest inter-quintile interval)’.14
INDICATOR 58: POPULATION BY EDUCATION
Definition: ‘Proportion (%) of population divided up into three classes of educational
attainment (low, middle and high education). Attainment profiles are based on highest
completed specified level of education’.
Calculation: ‘Percentage of total population in the 7 classes of ISCED (International
Standard Classification of Education 1997), aggregated into three attainment groups
comprising of: elementary and lower secondary education (ISCED level 0, 1 and 2),
upper/post secondary (ISCED levels 3 and 4) and tertiary (ISCED levels 5 and 6)’.14
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INDICATOR 60: HIP FRACTURE SURGERY INITIATED WITHIN TWO
CALENDAR DAYS AFTER ADMISSION TO MATER DEI HOSPITAL
Coverage: Patients aged 65 and older (5 year age group) admitted to the main public acute
hospital in Malta
Numerator: Number of patients as defined in the denominator who were surgically treated
within 2 calendar days after admission.
Denominator: Number of patients aged 65 years or older admitted to the hospital with a
diagnosis of upper femur fracture who were surgically treated in the specified year [Hip
fracture diagnostic codes: ICD-10 S72.0, S72.1, S72.2 or ICD-9 820].
Technical notes:
1. “Within two calendar days” is defined as: 1. Treated on day 0 (same day as admission) 2.
Treated on day 1 (next day) 3. Treated on day 2
2. The following cases need to be included in both numerator and denominator: 1. Fixation,
hip joint 2. Application of external fixator device 3. Implantation of internal device, hip joint 4.
Fixation, femur 5.Implantation of internal device pelvis
5. Closed reduction of fracture with internal fixation 6. Open reduction of fracture with
internal fixation 7. Total hip replacement 8. Partial hip replacement
3. The following cases were excluded from both numerator and denominator: 1. Elective cases
(admission not recorded as emergency) 2. Events where hip fracture is coded as postadmission diagnosis on the index hospitalisation or the surgery hospitalisation (regardless of
the admission category) 3. Records with invalid admission, discharge or procedure date 4.
Discharged as self-sign-out or did not return from a pass

INDICATOR 61: PROPORTION OF POPULATION THAT ACCESSES OWN
HEALTH DATA ON-LINE
Definition: Proportion of the population aged 14 and over that has successfully logged into
online services that provide access to the person’s own health data
Calculation: Number of persons successfully logging into the Government’s patient access
portal (currently myHealth – www.mygov.mt) at least once during a calendar year, divided by
the number of Maltese residents aged 14 and over

INDICATOR 62: RATE PER CAPITA OF PRESCRIPTIONS TRANSACTED ON
LINE
Definition: Number of prescriptions transacted online (“ePrescriptions”) during a calendar
year, expressed as a rate per capita of the resident Maltese population
Calculation: Number of completed ePrescription transactions during a calendar year,
divided by the total number of Maltese residents
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