
abstract
An overview of life expectancy in Malta over the past sixty 
years shows a remarkable increase for both men and women. 
However, gains in life expectancy were not constant throughout 
the period. The rate of increase as well as the attributable causes 
of the noted increase varied over the years. Disparities in life 
expectancy by gender and by level of education exist. Life 
expectancy in Malta has caught up with Western Europe over 
the past 30 years and now compares well with the average for 
the EU-15. (The EU-15 consists of the 15 EU member states who 
became members in the European Union before 2004 and on 
average have the best life expectancies in the EU).  
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IntroductIon
The extension of the human lifespan has been significant in 
recent years, with world average life expectancy at birth having 
more than doubled over the past two centuries1 and rising 
by more than one-third in just the last four decades.2  Life 
expectancy is often used by countries as a measure of population 
health. It is an indicator that summarizes the mortality 
conditions in a country in a given year. Life expectancy at birth 
shows the number of years that a person can expect to live if 
current mortality conditions would prevail in the future.

The world average life expectancy for males stood at 69 years 
for males and 73 years for females in 20153 with highest average 
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Figure 1. Life expectancy at birth in 2014 by Broad World Regions.4

Figure 2. Trends in life expectancy in males and females in Malta

life expectancies by broad regions being attained in Europe and 
North America (Figure 1).4 In sharp contrast, life expectancy 
gains have been modest in Africa. In fact, due to the impact 
of AIDS, during the 1990s life expectancy actually decreased; 
however, since 2005 mortality due to HIV/AIDS has been 
decreasing, allowing life expectancy at birth to increase again.5

The original “epidemiological transition” theory by Abdel 
Omran6 was the first attempt to explain the progress in 
healthcare made by industrialised countries over the past two 
centuries. Further refinements of the original theory were made 
and are described as the stages of the ‘health transition’.7 Between 
the turn of the 18th century and the 1960s, life expectancy 
improved dramatically from low levels of 30-35 years to reach 
about 70 years in the mid-1960s. This was primarily due to the 
reduction in mortality from infectious diseases. Improvements 
in living conditions, wealth and nutrition together with 
important public health measures including investment in safe 
drinking water and sewage systems were important measures 
responsible for major reductions in mortality from infectious 
diseases. This was followed by the introduction of immunisation 
and antibiotics. Since the 1970’s, we are experiencing a second 
stage in health transition relating to the reduction of cardio-
vascular disease, at least in high-income countries. More 
recently, some countries are now experiencing a third stage 
(possibly without having completed the previous one), which 
is the fight against ageing. However, these stages may occur at 
different times in different countries.7  

In Malta … It Is of note that the Gender Gap observed wIth lIfe 
eXpectancy dIsappears when consIderInG healthy lIfe eXpectancy, 

IndIcatInG that the addItIonal lIfe eXpectancy In feMales tend to 
be lIved wIth decreased health and wIth actIvIty lIMItatIons
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the sItuatIon In Malta
An overview of life expectancy in Malta over the past 60 years 
has shown a steady increase (Figure 2), with life expectancy in 
2014 reaching 79.97 for men and 84.37 for women.8 However, 
it is well known that substantial disparities in average life 
expectancy exist and these are associated with socio-economic 
variables. Persons who have higher levels of education have a 
higher life expectancy at birth compared to those with lower 
education levels. This gap is wider for men than women i.e. 
Males: least educated 77.30, most educated 81.80; Females: least 
educated 82.40, most educated 84.10, in 2011.9

Over the past 60 years, gains in life expectancy varied from 
one decade to another. Detailed demographic analysis of gains 
between 1955 and 1980 reveal that the gains are attributable 
mainly to a fall in infant mortality, as seen in figure 3. During 
this period, life expectancy in the older age groups actually 
deteriorated resulting in an overall picture of life expectancy 
stagnation in the 1970s. The largest gains in life expectancy were 
experienced during the 1980s with more modest gains being 
made in the 1990s. These gains are mainly observed in the older 
age groups and are largely attributed to the start of a downward 
trend in circulatory mortality (Figure 4). 

Figure 3. Gains in life expectancy in Malta by period, age and gender

Figure 4. Trends in standardised mortality rate from circulatory diseases 
in Malta in males and females.8 SDR: Standardised Death Rate,  
M: Male, F: Female, MT: Malta.
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Relvar Ellipta is for symptomatic treatment of
patients with a FEV1 <70% predicted normal
(post-bronchodilator) and an exacerbation history1

COPD

Practical efficacy

For many patients like Joe with a history of exacerbations, COPD already
takes up too much space in their life, yet they fear losing even more.
So, when they need maintenance therapy, choose new Relvar Ellipta:

The first ICS/LABA combination to deliver continuous 24-hour efficacy2 

In a practical, once-daily dose1

Delivered in an easy to use device that patients prefer to their
current inhaler3,4*
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Relvar Ellipta (fl uticasone furoate/vilanterol) Abridged Prescribing 
Information

 This medicinal product is subject to additional monitoring. This will allow 
quick identifi cation of new safety information. Healthcare professionals are 
asked to report any suspected adverse reactions. See section 4.8 on SPC how 
to report adverse reactions.

Please refer to the full Summary of Product Characteristics before prescribing

Trade Name: RELVAR ELLIPTA. Active Ingredients: 92 micrograms or 
184 micrograms of fl uticasone furoate and 22 micrograms of vilanterol 
(as trifenatate). Pharmaceutical Form: 92  micrograms/22  micrograms or
184 micrograms/22 micrograms inhalation powder, pre-dispensed. 
Indications: The 92 micrograms/22 micrograms dose: for the regular 
treatment of asthma in adults and adolescents aged 12 years and older where 
use of a combination medicinal product (long-acting beta2-agonist and 
inhaled corticosteroid) is appropriate; and for the symptomatic treatment of 
adults with COPD with a FEV1<70% predicted normal (post-bronchodilator) 
with an exacerbation history despite regular bronchodilator therapy. The 
184 micrograms/22 micrograms dose: for the regular treatment of asthma in 
adults and adolescents aged 12 years and older where use of a combination 
medicinal product (long-acting beta2-agonist and inhaled corticosteroid) 
is appropriate. Dosage and Method of Administration: For Athsma: One 
inhalation of Relvar Ellipta 92/22 micrograms or 184/22 micrograms once 
daily. Patients usually experience an improvement in lung function within 
15 minutes of inhaling Relvar Ellipta. However, the patient should be 
informed that regular daily usage is necessary to maintain control of asthma 
symptoms and that use should be continued even when asymptomatic. If 
symptoms arise in the period between doses, an inhaled, short-acting beta2-
agonist should be taken for immediate relief. A starting dose of Relvar 
Ellipta 92/22 micrograms should be considered for adults and adolescents
12 years and over who require a low to mid dose of inhaled corticosteroid in 
combination with a long-acting beta2-agonist. If patients are inadequately 

controlled on Relvar Ellipta 92/22 micrograms, the dose can be increased to 
184/22 micrograms, which may provide additional improvement in asthma 
control. For COPD: One inhalation of Relvar Ellipta 92/22 micrograms once 
daily. Relvar Ellipta 184/22 micrograms is not indicated for patients with 
COPD. Relvar Ellipta is for inhalation use only. It should be administered at 
the same time of the day, each day. Contraindications: Hypersensitivity to 
the active ingredient or excipients. Precautions for Use: Fluticasone furoate/
vilanterol should not be used to treat acute asthma symptoms, for which 
a short-acting bronchodilator is required. Caution in severe cardiovascular 
disease, moderate-to-severe hepatic impairment, pulmonary tuberculosis 
or in patients with chronic or untreated infections, history of diabetes 
mellitus and for paradoxical bronchospasm and pneumonia in patients with 
COPD. Drug Interactions: Beta-blockers, CYP3A4 inhibitors, P-glycoprotein 
inhibitors and sympathomimetic medicinal products (refer to the full 
Summary of Product Characteristics for list of drugs). Fertility, Pregnancy and 
Lactation: Pregnancy: No adequate data available. Lactation: insuffi cient 
information available. Fertility: There is no data in humans. Animal studies 
indicate no effect on fertility. Effect on Ability to Drive or Use Machines: 
No or negligible infl uence. Undesirable Effects: Very common side effects 
include headache and nasopharyngitis (refer to the full Summary of Product 
Characteristics for complete list of undesirable effects). Overdose: There is no 
specifi c antidote. Treatment of overdose should consist of general supportive 
measures. Local Presentations: Relvar Ellipta 92 micrograms/22 micrograms 
inhalation powder, pre-dispensed and Relvar Ellipta 184 micrograms/
22 micrograms inhalation powder, pre-dispensed. Legal Category: POM. 
Marketing Authorisation Holder: Glaxo Group Limited, 980 Great West Road, 
Brentford, Middlesex TW8 9GS, United Kingdom Marketing Authorisation 
Numbers: EU/1/13/886/001-6 DATE OF PREPARATION: December 2013

In order to ensure that this product information refl ects the mos
up-to-date clinical and post-marketing surveillance data, please always refer 
to the latest Summary of Product Characteristics (SPC) which is available 
from GlaxoSmithKline (Malta) Ltd (Tel: +356 21238131)

REPORTING ADVERSE EVENTS (AEs):
Malta & Gibraltar: If you become aware of any AEs, medication errors and/or 
use during pregnancy in association with GSK products, please report the event 
promptly to: GSK (Malta) Limited, 1, De la Cruz Avenue, Qormi QRM 2458, Malta 
(Tel: +356 21238131)
Malta: alternatively, any suspected AEs and medication errors can also be reported 
via the national Adverse Drug Reactions (ADRs) reporting system
Report forms can be downloaded from www.medicinesauthority.gov.mt/adrportal 
and posted to the Malta Medicines Authority, Post-licensing Directorate, 203, 
Level 3, Rue D’Argens, Gżira GŻR 1368, MALTA, or sent by email to postlicensing.
medicinesauthority@gov.mt
Gibraltar: alternatively, any suspected AEs and medication errors can also be 
reported via the UK regulatory authority (MHRA): https://yellowcard.mhra.gov.uk/

*Patients’ current or previous maintenance inhalers: HandiHaler/ DISKUS/ MDI/ HFA (COPD); 
DISKUS/ MDI/ HFA (asthma).4
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how does Malta’s lIfe eXpectancy trajectory coMpare 
to the eu-15?
According to the data for 2014, the life expectancy for men 
(79.97) and women (84.37) in Malta compares well with that 
of EU-15 (life expectancy for EU-15 stood at 79.06 for males 
and 84.23 for females); however, this has not always been the 
case. Figure 5 shows how life expectancy for women in Malta 
has been persistently lower than that of EU-15 and only seems 
to catch up now. In men life expectancy improvement lagged 
behind in the 1970s but caught up in the latter half of the 1980s 
and has largely remained similar to the EU-15 since then. 

A gender gap of around 4.5 years in life expectancy exists 
between men and women in Malta. This gap has remained 
relatively stable over the past 40 years. The gender gap in 
life expectancy varies substantially between different EU-28 
member states with large differences between the sexes found in 
Lithuania (11.1 years in 2013), and smaller differences found in 
the Netherlands, United Kingdom and Sweden (3.7, 3.7 and 3.6 
respectively).10

 

dIscussIon and conclusIons
This article has described the evolution of life expectancy in 
Malta over the past sixty years. It has highlighted the gender 
differences as well as the periods that have contributed greatest 
to the gains to life expectancy.

Contributions to gains in life expectancy reach far 
beyond the health sphere alone. While recent advances in life 
expectancy, at least in high-income countries, were largely due 
to declines in mortality from circulatory disease, this appears 
to be dependent on their economic growth. Transmission of 
knowledge and technology for the control of circulatory diseases 
from higher to lower income countries in Europe does not 
suffice and the answer may lie in developing stronger and more 
equitable economic conditions.13 

Gains in life expectancy in high income countries are 
resulting in an increase in the old age dependency ratio. In 
these countries ‘expected lifetime labour force participation as 
a percentage of life expectancy is declining’.14 As studies suggest 
that life expectancy will continue to increase in the years to 
come,15,16 countries facing such increase in longevity need to 
develop policies which will allow sustainable public pension and 
health care plans.  

Notwithstanding this, not all countries have the same aging 
pattern, and migration of workers from younger, often poorer 
countries, to older, often richer countries, may serve to balance 
the global distribution of labour and capital.2   
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Figure 5. Trends in life expectancy at birth in males and females in Malta 
compared to EU 15.9 LE: Life expectancy. 

eXtreMe lonGevIty for More people
The current data for Malta shows that the oldest recorded 
female death occurred at 109 years and the oldest male death 
occurred at 106 years. In the 1950s, deaths in the 85 plus age 
group accounted for 5% in men and 8% in women. In 2014 
they accounted for 23% and 43% of all deaths respectively.11 
Moreover, the old age dependency ratio (represents the number 
of people aged 65 years and over per workers aged 15-64 years) 
increased from 12% and 13% in males and females respectively 
in 1955 to 23% and 31% in 2014. Whether extra years of life 
gained through increased longevity are spent in good or bad 
health is a crucial question. In this context indicators of health 
such as healthy life expectancy (HLE) are of increasing interest. 
HLE is defined as the number of years that a person is expected 
to continue to live in a healthy condition (in absence of diseases 
or disabilities). In 2013, the HLE at age 65 was estimated at 
12.7 years for females and 12.8 for males in Malta, well above 
the EU-28 average (8.6, 8.5 respectively).12 It is of note that the 
gender gap observed with life expectancy disappears when 
considering HLE, indicating that the additional life expectancy 
in females tend to be lived with decreased health and with 
activity limitations.

ENTRESTO™ is clinically superior to an ACE inhibitor for patients with heart failure with reduced ejection fraction (HFrEF)1

ACE = angiotensin-converting enzyme
Reference: 1. McMurray JJV, Packer M, Desai AS, et al; for PARADIGM-HF Investigators and Committees.
Angiotensin-neprilysin inhibition versus enalapril in heart failure. N Engl J Med. 2014;371(11):993-1004. EN
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