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EUROPEAN PERINATAL HEALTH REPORT
Better statistics for better health for pregnant wanen and their babies

EXECUTIVE SUMMARY OF THE HIGHLIGHTS FOR MALTA .

Promoting the health of women and infants is a \enyortant aspect of all health care systems, not
least in Malta. All countries strive to afford thepopulation the best possible services and
opportunities based on scientific evidence. The dpaan Perinatal Health Report’ (EPHR) is a
document giving a comprehensive overview of peahla¢alth in 25 Member States of the European
Union and Norway. This report is based on 2004 dath makes available important information
that can serve as a tool to assess perinatal heradtraddress any problems. Since 2005 Malta has
participated actively in the development of thipad and it is hoped that it will be extensively
referred to locally.

The report provides an introduction to the suraeitle systems present in the EU Member States and
the various data sources available in each courithe diversity of methods of surveillance and data
sources available within each country necessitetedomparisons are made with caution, keeping in
mind the differences and limitations. Data for Mahas been provided by the National Obstetrics
Information System (NOIS), the National Mortalitye@ister and the Malta Congenital Anomalies
Register. All these Registers reside within the &&pent of Health Information and Research.

The report highlights that Malta had the smallashuel number of births from all participating
countries; hence the data for a single year mayalvedtys contain sufficient numbers of events to
construct reliable rates to measure the rare exwmsitcomes. This also needs to be borne in mind
when making comparisons with other countries.

Malta is also unique in that, along with Irelartte tountry does not allow termination of pregnancy
for fetal anomaly and thus infants with potentiddyal conditions will reach delivery and pass away
soon after thus increasing rates of fetal, neonatal infant adverse outcomes, mortality and
morbidity.

The EPHR presents the results for perinatal heatticators in four chapters:
i. Characteristics of childbearing women
ii. The care of women and babies during pregnancy angdbtpartum period
iii. Maternal health
iv. Fetal and infant health

Malta was able to provide over 90% of the indicatpresented in this publication. The salient
points relating to Malta’s perinatal health indaratare summarised here.
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CHARACTERISTICS OF CHILD BEARING WOMEN.

Maternal Age (Appendix B, Table C8)
Childbearing in both the lower and higher age gsoigpassociated with an increased risk of preterm
delivery, growth restriction and mortality in therpatal period.

The highest rate of women giving birth falls withime 25-34 year age group for all countries; 14
countries (including Malta) registered their highdslivery rates in the 25-29 year age group while
15 countries registered their highest deliverygatéhin the 30-34 year age group.

Teenage delivery rates for mothers 19 years andruraty widely between the countries: from 1.3%
in Denmark to 9.3% in Latvia. These variations refiifferent cultures and practices. Malta has a
teenage delivery rate of 5.8% of all women delivgri

A total of 11.7% of women were registered as deinge at 35 years or older in Malta. This rate
ranged from 7.5% in Slovakia to 24.3% in Ireland.

Multiple births (Appendix B, Table C7)

Compared with singletons, multiple pregnanciesadra greater risk of preterm delivery (<37weeks
gestation), growth restriction and perinatal deathhe increasing use of techniques to manage
infertility has led to increases in the number ofiltiple births in many European countries.
Furthermore, the rates of multiple birth rise witlaternal age and the average age at childbirth is
increasing.

The twin birth rate for Malta was reported as 1B€r 1000 women in 2004. The highest rate
reported was 23.5/1000 women for Cyprus and 100®Momen for Lithuania. Triplets are rare
events and so it is not possible to draw relialdectusions from one year's data for a small
population such as that of Malta.

Smoking during pregnancy (Appendix B, Table R4)
Smoking is a known risk factor during pregnancy.hlis been associated with fetal growth
restriction, preterm birth and perinatal death.

7.2% of women in Malta reported smoking during patcy. This is a comparitively low rate and
may be an underestimate as many women are reluctaeport smoking habits at their antenatal
visits when this information is collected. The higheate reported was 22% for Wales and the lowest
was 4.8% for Lithuania.

THE CARE OF WOMEN AND BABIES DURING PREGNANCY AND TiE POST PARTUM PERIOD

Mode of delivery (Appendix B, Table C10)

It is desirable that for the large majority of wameregnancy and childbirth should be a natural
process requiring minimal medical intervention. Thallenge in obstetrics is to exploit new medical

technology without the over medicalisation of pragecy and childbirth. Caesarean section rates in
developed countries have been shown to have irentéagecent years.

In 2004 Malta registered 67.8% ot total births agb vaginal, non-instrumental births. This varied
greatly in the different countries from 82.8% iro&nia to 53.8% in Portugal. 3.8% of total births
were registered as vaginal, instrumental birthsutiog forceps, ventouse and breech extractions,
while the rest (28.3%) were births by caesareatisec

The highest caesarean section rate was reported ledy at 37.8% of total births, followed by
Portugal (33.1%), Ireland (29.5%) and Malta (28.3%he lowest rate was reported from Slovenia
at 14.4%.



First Antenatal visit (Appendix B, Table R7)
The timing of the first antenatal visit provides emlication of access to antenatal care and it is
advisable that it should start in the first trineesif pregnancy.

The National Obstetrics Information System in Maitn only date the time of the first antenatal
visit at hospital, however it is known that mosegmant women start their antenatal care in the
community and come for hospital antenatal visiterl@n. The low rate of 66.3% of women having
their first antenatal visit in the®trimester (less than 15 weeks of gestation) refl#gs limitation in
data collection and it is difficult to interpretethates for Malta.

Mode of Onset of Labour (Appendix B, Table R8)
Rates of induced labour and caesarean sectionihereased in the last decade. Both procedures are
associated with risks for the mother and fetuspodide an indicator of obstetric practice.

Malta reports a low rate of spontaneous onset lodua (47.6% of total births) and a high rate of
induced labour (37.9% of total births). These ratesmost closely comparable to those reported by
Northern Ireland. In some countries including MalNorway, England and Scotland, induced
labour is taken to include both medical and sutgim@ans of induction. This may negatively impact
on the rates when comparing with countries that beayeporting only medical inductions.

Eleven countries, including Malta, gave informati@garding births without obstetric intervention

(Fig 5.8). Defining a ‘straightforward’ deliverysaone with spontaneous onset of labour (no
induction) and spontaneous delivery (with or withaugmentation) the delivery rates ranged from
39.9% in Malta to 76.7% in Finland.

Place of birth (Appendix B, Table R9)

The organization of maternity care and size of mmitie units differs greatly in Europe. Malta had a

high rate of births (85.4%) occurring in a largetenaity unit catering for 3000-3999 births per year

14.5% of births occurred in small maternity unitdecing for less than 300 births per year, 0.1%
were registered as occurring at home.

Breast feeding at birth (Appendix B, Table R10)

Breast feeding is considered of benefit to babigsims of both nutrients and resistance to infecti
Measures in the first 48 hours provide an indicatib support to women and their newborns in the
uptake or initiation of breastfeeding. The rate eivhorns breastfed during the first 48 hours was
reported as 68.4% for Malta. Four centres repoidectr rates: Ireland (45.6%), France (62.3%),
Northern Ireland (63.0%) and Wales (67.0%). Thénegy rate of breast feeding in the first 48 hours
was reported from Sweden at 97.9%.

Trauma to the Perineum (Appendix B, Table F3_A)

Episiotomies (surgical incisions to the perineummexd at facilitating delivery and avoiding tears)
were reported in 36.4% of women delivering vaginatl Malta. These rates varied from 82.3% in
Valencia, Spain to 9.7% in Denmark.

MOTHER’S HEALTH: MORTALITY AND MORBIDITY ASSOCIATED WITH CHILDBEARING

Maternal Mortality Ratios and Causes of Maternal Death (Appendix B, Table C6 and R3)

Maternal deaths are nowadays rare events in all @uhtdes; in fact Malta did not register any
maternal deaths in 2003 or 2004. Due to the raftihis event and the relatively small number of
annual deliveries it is impossible to comment ortMa rates when considering only 2 years of data.



Severe maternal morbidity (Appendix B, Table F2)

This report used 5 maternal morbidity indicatoréndicate severe morbidity. These indicators were:
eclampsia (severe hypertension causing seizurgs)ysive care unit admission, blood transfusion,
hysterectomy and embolisation (occlusion of a mhjood vessel).

Maternal morbidity data is difficult to collect amdeasure. This report shows that most countries are
not in a position to give data on several of theemsal morbidity indicators chosen. Malta is one of
the countries that can provide 3 out of the aboemtioned 5 indicators requested. Only France,
Netherlands and Germany could provide data on mdaternal morbidity indicators.

BABIES' HEALTH: MORTALITY AND MORBIDITY DURING PREGNANCY AND IN THE FIRST YEAR
OF LIFE.

Fetal and Neonatal and Infant Mortality Rates (Appendix B, Tables C1, C2 and C3)

The total fetal mortality rate (the number of fetldaths at or after 22 weeks of gestation) was
3.8/1000 total births for Malta (highest 10.7/1a0@al births for France and lowest 2.6/1000 total
births for Slovak Republic).The fetal mortality ratemputed at or after 28 weeks of gestation was
3.9/1000 live births for Malta (ranging from 1.70Mlive births for Slovak Republic to 4.9/1000 live
births in France and Latvia).

The neonatal mortality (humber of deaths up to @Bmeted days of birth) was 4.4/1000 live births
for Malta (highest 5.7 for Latvia and lowest 1.6 foyprus). Most neonatal deaths are associated
with preterm birth and congenital anomalies. As tilaloes not allow termination of pregnancy for
fetal anomaly, it is understandable that neonatatatity rates will be increased. Ireland, theyonl
other European country where induced abortion égjdll, did not report on total neonatal mortality
until 28 days of life.

Infant mortality (number of deaths following liverth and until one year of age) for Malta was
reported at 5.9/1000 live births (highest 9.4/100@ births for Latvia and lowest 3.0/1000 live
births for Sweden and Norway).

Birthweight distribution (Appendix B, Table C4)

Low birth weight is associated with both pretermtband intra-uterine growth restriction and babies
are at a greater risk of poor perinatal outcomeland term cognitive and motor impairments. For
Malta, the percentage of live births born at lowttbiweight (<25009g) in 2004 was 7.7% of all live

births. The highest reported rate was 8.5% in Gresed lowest 4.2% in Finland and Sweden.

Gestational Age distribution (Appendix B, Table C5)

Preterm birth (birth under 37 completed weeks dftaféon) is a major complication of preghancy
and associated with morbidity and mortality in gexinatal period. The preterm birth rate in Malta
was 7.4% of total births (range 5.6% in Lithuama 42.4% in Czech Republic).

In Malta, a high proportion (96.9%) of the very f@ren babies were born in a hospital with a
specialised neonatal care unit (Table 5.2). It waslarly high in Denmark (94.0%) and Portugal
(93.2%).

Apgar Score (Appendix B, Table R2)

This is a standardised score system assessing newbp the basis of five parameters: heart rate,
respiratory effort, muscle tone, reflex irritabjlibnd colour. A low Apgar score at 5 minutes is

highly correlated with neonatal mortality. The partage of live births with an Apgar score at 5

minutes of less than 7 was at 0.6% of live birfftss ranged from 0.6% for Malta and Lithuania to

1.9% in Finland.



Selected Congenital Anomalies - live births, fetadeaths and terminations of pregnancy
(Appendix B, Tables R1, R1.A, R1.B, R1.C and R1.D)

Congenital anomalies remain an important causeaufatity and morbidity in the perinatal period as
well as having long term public health implications

Specific major congenital anomalies are rare evendstherefore one year's data for a small country
like Malta may be unreliable. When comparing thegjtrency and mortality of babies with congenital

anomalies with other countries it is important oW whether the other country collects reliable

information regarding termination of pregnancy fetal anomalies. It is not possible to compare
Malta’s rates (where termination of pregnancy is Irgal) with the rates of those countries that do
not have data on termination of pregnancy for fé&décts.

All Congenital Anomalies as a cause of fetal and neatal death (Appendix B, Table F1)

Malta reports the highest rate of neonatal mowtdlitntii 28 days of life) due to all congenital
anomalies for live births (2.3/1000 live births).i¥may be explained by the fact that termination of
pregnancy for fetal anomalies is illegal in Malkaeland, where induced abortions are also illegal,
does not report its neonatal mortality due to coitgeanomalies.

The percentage of early neonatal deaths (untilys dé life) due to congenital anomalies (Fig 7.13)
is also high at 41.7% in Malta. This is followed lbgland at 40.1%.

CONCLUSION

This European Perinatal Health Report is a firsgmapt at bringing together standardized perinatal
health indicators for Europe. It has proven thaisifeasible to collect such indicators and will

hopefully act as a catalyst for resourcing ongogaginatal health indicator data collection and
reporting across Europe.

Finally the Department would like to acknowledge thnportant contribution of all data providers to

the National Obstetrics Information System (NOI&jister, who provide data on a voluntary basis
and without whose co-operation such work wouldb®possible. The National Mortality Register

and Malta Congenital Anomalies Register have atsviged important data towards the compilation
of this Report.
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