
ABSTRACT 
Socioeconomic conditions such as income and education have been demonstrated to be strong determinants of health 

status. This issue has been little researched in Malta and consequently has not made it to the top of the health policy agenda. 

This article reviews locally available evidence on the social determinants of health. Findings confirm that the inverse 

relationship between life-expectancy and chronic health conditions and lifestyle behaviours and socioeconomic status 

demonstrated in other countries, also exists in Malta. Greater awareness amongst health professionals and further research 

on the social determinants of health are necessary as rising income inequality and multi-ethnicity are both becoming 

important phenomena in Malta's sociodemographic evolution. Public health approaches to tackle illness and wellbeing need 

to go beyond traditional educational campaigns and must focus on measures that support a more equitable and just society. 

INTRODUCTION 
The World Health Organisation (WHO) defines the social 

determinants of health as "the conditions in which people 

are born, grow, live, work and age. These circumstances are 

shaped by the distribution of money, power and resources 

at global, national and locallevels:" Social determinants of 

health lead to health inequities which results in the unjust 

and unnecessary differences in the health status and health 

indicators of individuals. ' The difference in socioeconomic 

classes originate from people having different levels of 

education, income or occupation.] Those who are in the lowest 

socioeconomic classes have high levels of ill-health, poor health 

indicators and also premature mortality.l In 2015 the global 

life expectancy was 71 .4 years (73.8 years for females and 69.1 

years for males). The life expectancy varied by WHO region, 

with the WHO European Region having a life expectancy of 

76.8 years whilst that of the WHO African region was 60 years. l 

Apart from the variations in life expectancy and mortality 

rates between countries, disparities are also noted between 

different socioeconomic classes in the same country. In a 

study conducted by Mackenbach et al. comparing mortality 

rates between 22 European countries, it was noted that the 

social inequalities in mortality rates were smaller in Southern 

Mediterranean counties when compared to the inequalities in 

central and eastern Europe:' 

Globally health researchers have been trying to study 

and analyse the disparities in health outcomes between 

socioeconomic groups and their causes. However, it is very 

challenging to highlight these differences to policy makers 

with a view to attempt to tackle and reduce these inequities 

and inequalities.5 The WHO's Commission on the Social 

Determinants of Health, recommends three ways by which 

health equity can be tackled and improved: 

equitable distribution of resources, power and money; 

measurement and evaluation of the impact of policies 

on inequity; 

taking action on health equity.6 

THE MALTESE SCENARIO 
In Malta there are various social benefits and social welfare 

services in place to try to bridge and minimise the gap between 

different socioeconomic classes and to reduce the impact of 

poverty. The 1970s saw the introduction of children's allowances, 

a national minimum wage and the introduction of two-

thirds pension scheme. Also, in 1979 free hospitalisation was 

introduced as the first step towards the development of the 

National Health Service.' Despite a generous welfare state, social 

inequalities still exist and according to the Statistics and Living 

Conditions survey carried out by the National Statistics office, 

the monetary at-risk-of-poverty rate stood at 16.3% or 68,658 

individuals in 2015.8 

Differences in socioeconomic conditions have an impact 

on health and longevity.9 A number of indicators can be used 

to monitor the effect of socioeconomic factors on health. 

Educational level, income and ethnicity are good indicators to 

study the impact of the socioeconomic status on health. 



Malta has seen a steady increase in life expectancy since the 

1950s with rates comparable to the EU -15. However, disparities 

in life expectancy by educational level exist (Figure 1) with men 

having the lowest educational levels experiencing a life expectancy 

four and a half years less than those in the highest educational 

groups. Disparities between life expectancy in women is also 

present but to a lesser extent (1.7 years between those with the 

lowest and those with the highest educational level). 10 
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Figure 1. Life expectancy (less than J year) in 201 J by International Standard 
Classification of Education level. " 

.] ISCED: International Standard Classification of Education: Levels 0-2: from 
no education to secondary level education; 3-4: upper secondary and post
secondary non-tertiary; 5-8: tertiary level and above. 
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Figure 2. Standardised mortality rate 2014 secondary to circulatory disease by 
regionLl Regions: SH: Southern harbour district; NH: Northern harbour district; 
SE: South Eastern district; WE: Western district; NO: Northern district; GC: Gozo. 

Analysis of cause-specific mortality may provide valuable 

insights on the source of health gaps observed between different 

socioeconomic groups. Regional analysis is sometimes used as a 

proxy for socioeconomic variables in the absence of more accurate 

indicators; however, regional differences may be the result of 

multiple factors and not only those related to socioeconomic 

classes. Figure 2 illustrates the age-standardised mortality rate 

due to circulatory diseases in Malta by region. The Western 

region, which is considered quite affluent, II has the lowest age

standardised mortality rate for males. On the other hand the 

Western region has the highest mortality rate from breast cancer 

in females (Figure 3). Breast cancer incidence is known to increase 

with increasing affluence and socioeconomic status.12 

The inverse relationship between socioeconomic status and 

engaging in unhealthy behaviours such as unhealthy nutrition, 

lack of physical activity and smoking is well documented in 

literature.14 This high prevalence of unhealthy behaviours in 

individuals of lower socioeconomic status contributes further 

to inequalities in health. IS Results from the European Health 

Interview Survey (EHIS) carried out by the Directorate for 

Health Information and Research in 2014 highlight this inverse 

relationship; people with lower levels of education especially 

those of ISCED levels 0 to 2 have a higher prevalence of being 

overweight and obese, not engaging in any physical activity and 

smoking (Figures 4_6).10 
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Figure 3. Age standardised mortality rate 2014 secondary to breast cancer by region." 



The way an individual perceives his or her own health status 

is also affected by socioeconomic determinants. In Malta and 

the EU, individuals with higher levels of education and higher 

income have a better perception of their health status (good 

or very good) (Figure 7). The perception of having a poor 

health may be related to the fact that people with lower levels 

of education report having more limitations in performing 

activities of daily living and also tend to suffer more from 

chronic diseases like coronary heart disease, hypertension, 

chronic depression and diabetes (Figure 8-9). 

There is also an income gradient in relation to unmet 

health needs with those having lower incomes reporting a 

higher level of unmet health needs secondary to perceiving 

health care services as being too expensive, inaccessible or 

having long waiting times (Figure 10).10 

DISCUSSION AND CONCLUSION 
Over recent years many countries have improved the health 

status of their population but reducing the gap in health 

inequalities remains a challenge.2 As observed in the figures 

above, locally there is a gradient in the socioeconomic effect 

on health. As documented in the Marmot report16 reducing 

health inequalities due to socioeconomic factors needs to focus 

on reducing the 'steepness of the social gradient on health' 

with increased intensity for the most disadvantaged groups 

in society. The Marmot report also states that reducing health 
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Figure 4. Body Mass Index by educational attainment (ISCED level). !O 
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Figure 6. Daily smoking of tobacco by educational attainment (ISCED levels) . !O 
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inequalities needs concerted effort at different domains such as 

education, employment and health and targeted approaches at 

different stages of a persons life .16 

At both EU and national level it is important that all policies 

which are developed factor in social determinants and their 

impact on health. In Malta the National Strategic Policy for 

Poverty Reduction and Social Inclusion 2014-2024 was launched 

in December 2014.17 The miSSion statement of this policy is "to 

provide a policy framework that promotes the well-being and 

improves the quality oflife for all, particularly for persons at risk 

of poverty'Or social exclusion, based on the values of solidarity, 

equality, dignity and respect for fundamental human rights and 

social justice". This policy acknowledges that everyone can be 

at risk of poverty and social exclusion but focuses more on the 

most vulnerable groups in the Maltese population: children, 

elderly, unemployed and working poor. The actions and objectives 

described in this strategy are aimed at preventing poverty and 
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Figure 5. Time spent on health-enhancing aerobic physical activity by 
educational attainment (ISCED levels) .'· 
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Figure 7. Self-perceived health as being good or very good by educational 
attainment (ISCED levels) .'· 
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Figure 8. Self-perceived long-standing severe limitations in daily activities 
by educational attainment (ISCED levels). ID 
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Figure 10. Perceived unmet health needs by income levels.lo 

social exclusion and improving the socioeconomic status of 

everyone especially the vulnerable groups. The actions described 

the strategy also explore different ways of ensuring equal access to 

quality healthcare, strengthening primary health care and mental 

health services and reducing unmet health needs. 17 

There is a gap in local literature on the mechanisms involved 

in the relationships between socioeconomic status, unhealthy 

behaviours and poor health outcomes. 14 Little is known about 

the effect that health promotion strategies have on different 

socioeconomic classes. If he.alth promotion messages are more 

effective on people coming from higher socioeconomic classes 

and less effective on those coming from lower socioeconomic 

classes, they might be increasing the socioeconomic gap and 

health inequities. The reason for this may be that the health 

literacy in individuals with high socioeconomic status is higher 

than that of individuals having a low socioeconomic class. IS 

The results of the Health Literacy Survey commissioned by the 

Office of the Commissioner of Mental Health in 2014 concluded 

that 48.9% persons with no or primary level of education had 

poor health literary. The survey also found that low levels of health 

literacy were associated with low levels of self-perceived health. IS 

The need for further local research and monitoring of the 

socioeconomic effects on health is needed to highlight the 

impact that inequalities have on health outcome and to promote 

a more holistic approach to public health. 

Reducing health inequities is an ethical and socially just 

imperative. 16 !< 
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Figure 9. Maltese individuals reporting having a chronic condition by 
educational attainment (ISCED levels). ID 
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