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Abstract: The purpose of the present paper is to analyse the changes that occurred in the Romanian
medical system since the communism’s collapse and until nowadays and to determine the evolution of the
population’s health status during this period. During the last 25 years, the public Romanian healthcare system
has been struggling to cope with underfunding. Our results indicate that this fact had a significant influence
on both the medical assistance, reflected in physicians’ emigration and poor healthcare conditions, especially
in rural areas, and on the individuals’ health status, Romania being far behind other EU states from this point
of view.
Keywords: health status; healthcare system; healthcare expenditures; medical assistance
JEL Classification: I11; I15; I18

Introduction
After the Second World War and until 1990, Romania, as most of the former socialist countries
from the Eastern Europe, implemented a Semashko healthcare system. This type of system was
characterized by the fact that all the funds required to develop the medical activities were public and
the state was the only owner of the material resources and the only supplier of the healthcare services.
It was based on the centrally planned principles, on rigid management and on the state monopoly.
Consequently, the healthcare system created by the Ministry of Health was integrated and centralized,
completely controlled by the state through taxes, without freedom of speech, but available to all
people. Under the Semashko system, there was a severe scarcity of various forms of capital, from
pharmaceuticals to technology, and the healthcare workers were underpaid and usually poorly trained
(WHO, 2006).
The reform of the Romanian sanitary system has started after the collapse of communism, in
1990. However, in Romania these reforms were more difficult to implement than in other Eastern
European states due to the long-lasting underfunding of the healthcare system during the communist
regime. The problems that existed in that period in the healthcare field were analysed in the project
“A Healthy Romania”, financed and implemented by the World Bank between 1992 and 1993
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(Vladescu et al., 2008). This project includes some recommendations that have influenced, since
1994, the transition to a healthcare social insurance system, more decentralized, pluralist, with
connections between the healthcare insurance funds and the services’ suppliers.
Despite many attempts to reform the national healthcare system, nowadays it still confronts
with many problems, caused mainly by the political and social changes that occurred after 1989,
which influenced the implementation of the reforms. Moreover, as in many other former communist
countries, in Romania the healthcare was not one of priorities of the public financing. From the point
of view of the public expenditures on the healthcare services, Romania has constantly been placed on
the last positions among the EU candidate countries, between 2000 and 2006, and among the EU
states, since 2007 (when Romania’s EU adhesion took place).
Considering all these aspects, the present paper intends to analyse the changes that occurred in
the Romanian medical system from 1990 and up to nowadays and to determine the evolution of the
population’s health status during this period. In order to achieve this purpose, statistical information
from various reports and databases was collected, tabulated and analysed for the case of Romania in
close relation with the EU situation.
1. Overview of the healthcare system in Romania after 1990
After the centralized healthcare system from the communist period, the decentralization process
started with the Public Administration Law which was adopted in 1991. This was the first step in the
healthcare reforms which were aimed to improve the health status of the population and to offer an
efficient usage of the resources.
Between 1990 and 2000, the Ministry of Public Health issued several decrees and laws
regarding the organization of the Romanian medical system, which changed its entire structure. These
were mainly focused on the hospitals’ organization and financing sources, the physician’s role and
status, the development of the social health insurance system, funded through the employment-related
premiums, and on the management of the major health problems. The healthcare private sector
emerged between 1993 and 1999, but this process was very slow in most of the medical fields (Bara
et al., 2002).
Since 2000, the basic laws regulating the health system have been modified and adjusted several
times, depending on the political changes and in the context of Romania’s preparations for the EU
membership. A more comprehensive Health Reform Law came into force in May 2006.
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Despite all these reforms and regulations, from the early 1990s and until today, Romania’s
healthcare system has struggled to cope with underfunding. Like in all the other European states, in
Romania this system is financed from public and private resources, combining the state budget
financing, public and private health social insurances, co-payment or direct payment of the medical
services to the patients (Vladescu, 2004). However, the majority of the resources come from the
public sector (around 75-80% according to the World Bank statistics) and, as in many other former
communist states, in Romania the medical system has always been at the end of the governmental
priorities list. Therefore, even if the percentage of the public health expenditure in GDP has almost
doubled during the last 25 years in Romania (World Bank, 2014), it still has a very low value, placing
the country on the last positions among the EU states (Eurostat, 2014a).
Figure 1 – Evolution of public health expenditure as share of GDP, in Romania and European
Union, between 1995 and 2012
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Source: Authors’ compilation and adaptation from World Bank, World Development Indicators, The World Bank
Group, 2014, http://data.worldbank.org/data-catalog/world-development-indicators

In 2003, the social problems of the public medical assistance have worsen due to the
impossibility of offering, for a period of time, the compensated and free medicines. This fact
generated an increase in the healthcare private spending. Looking at the data offered by the National
Institute of Statistics (NIS), between 2001 and 2006 the percentage of the healthcare private spending
in the total private spending has increased for all the types of households. The highest increases were
felt especially by those with low revenues: the unemployed persons and the pensioners – from 3.8%
to 7.5% and, respectively, from 3.8% to 5.2% (NIS, 2008). Considering this aspect and the fact that
557

THE EVOLUTION OF THE MEDICAL SYSTEM AND HEALTH STATUS IN ROMANIA

Romania is, according to the statistics, a middle income, developing country, the need to invest in
people should be a priority.
The public amount spent for the healthcare is very important because, according to Stancu
(1996), it generates three main types of effects: medical consequences, determined at the individual
level through the person’s capacity of recovery, economic effects, which reflect the “un-production”
due to the illnesses (the average period in which a person is unable to work), the eradication of some
diseases, the increase of the average active life etc., and social effects, such as: the average life
expectancy, the morbidity, the general and infant mortality and the public medical assistance (number
of inhabitants per physician, per bed in hospitals etc.).
If the medical impact of the public healthcare spending is very difficult to evaluate at a national
level, the economic and social effects can be noticed by analysing the statistics. Actually, almost all
the indicators that measure these two types of consequences (with the exception of the public medical
assistance) offer an image of the general health status of a nation, which will be discussed in the next
part of this paper. Considering the low public amount spent for the healthcare system in Romania, the
hypothesis of our study is that the country is lagging behind many other EU states from the point of
view of the economic and social effects of the public expenditures.
From the point of view of the public medical assistance, the level and the quality of the health
care provided nowadays is substantially higher than in 1990. This is due to the implementation of
new and modern medical equipment, technologies and therapies, the introduction of various types of
medicines on the Romanian market, the emergence of the private healthcare system and of a large
network of private pharmacies. However, despite these progresses that were made especially in the
large hospitals from the urban areas, the healthcare system from the rural environment is far lagging
behind. For example, in 2011, in the rural areas the number of beds from the public and private
hospitals represented only 12% of the total number and the physicians counted only for 11% of the
total (NIS, 2013). Considering that approximately 45% of the total population lived in 2011 in the
rural areas (NIS, 2011), the situation is alarming.
Looking at the statistics, we notice that, actually, the public medical assistance from the entire
country is lagging behind almost all the other EU states. Between 2000 and 2010, while the total
population decreased approximately by 9% (NIS, 2015), the number of beds from public and private
hospitals decreased by more than 18% (Eurostat, 2014b). Considering the number of the physicians
at 100,000 inhabitants, table 1 shows that the value registered in 2010 in Romania was 28% below
the EU average.
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We can see from table 1 that the number of physicians per 100,000 inhabitants has constantly
increased in Romania between 1995 and 2010. However, this evolution was not because the total
number of the physicians has increased, but because the descending trend of the population, which
diminished with more than one million inhabitants between 2005 and 2010. In reality, the total
number of the physicians has diminished. After the EU adhesion, but especially since 2010, Romania
confronted with massive migration of physicians mainly to the Western and Nordic European
countries. According to the data offered by the Romanian College of Physicians, 3,000 doctors enter
into the medical system per year and approximately 3,500 come out, through retirement, death, but
mainly through migration (Romanian College of Physicians, 2015). The main reasons that encourage
the physicians to migrate are the low incomes received in Romania, which are 10 to 15 times lower
than in the Western Europe (Haivas, 2010), and the poor working conditions.
Table 1 – Number of the physicians per 100.000 inhabitants
1995
2000
2005
2010
EU average

313

337

318

331

Romania

177

193

195

237

Source: Authors’ compilation and calculations from Eurostat (2014b); World Bank (2014); WHO (2007)

The most worrying situation is in the hospitals, where the number of doctors and nurses has
dramatically decreased during the last years. If in 2011 there were 20,648 physicians in Romania, in
2014 their number decreased to 13,521, while the number required by the Ministry of Health’s
normative, given the population of the country, is 26,000 (Romanian College of Physicians, 2015).
2. Trends of the health status in Romania
As mentioned in the previous part of the paper, in Romania the health status can be influenced
by the level of the public health expenditures, since this amount has a considerable share in the total
medical spending. To determine the health status, it is necessary to analyse some indicators such as
average life expectancy, general and infant mortality rate, fertility rate, progresses made in
eradication of some diseases etc. These indicators are important to identify the economic and social
effects of the public spending.
If in the early 1950s the health status in Romania was comparable to that in the Western
European countries, during the communist period it has significantly lagged behind these states.
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Between 1990 and 2000, a sharp decline in the living standards, due to the increasing poverty, had a
negative influence on the Romanians’ health status.
In 1990, the life expectancy in Romania was five years lower than in the Western European
states and the infant mortality rate was three times higher (McKee, 1991). The infant and maternal
mortality are relevant indicators for the problems that some mothers and new born children confront
with when trying to accede to the medical assistance, for the low quality of the medical services and
for the insufficient information regarding the methods to prevent the diseases and to maintain the
hygiene.
However, the gradual decrease in maternal mortality rates, equipment, technologies and
medicines contributed to the increase of the life expectancy. If in 1990 the average life expectancy at
birth was of 69.9 years, in 2012 it augmented up to 74.5 years (European Commission, 2014).
Moreover, during the same period of time, the infant mortality rate per 1,000 live births has decreased
almost three times. Despite the fact that these values reflect an improvement in the health status of
the population, Romania still remains among the states with the lowest life expectancy in EU in 2012,
together with Bulgaria, Latvia and Lithuania (European Commission, 2014). It is also the country
with the highest infant mortality rate – 9‰ (European Commission, 2014).
Related to the life expectancy, it is important to know the average number of years of a person
with a good level of heath. This aspect could be determined with the help of another indicator: healthy
life expectancy – HALE. The data offered by the World Health Organization reflect that, between
2000 and 2012, the Romanian individuals have been healthy almost 88% of the duration of their lives,
the HALE indicator showing a slow increase from 63 to 66 years during the analysed period (WHO,
2014). However, considering that the average value of this indicator at the EU level is 73 years
(European Commission, 2014), we can argue that Romania has to catch up with the other member
states from this point of view as well.
While the mortality rate has increased since the collapse of the communism, from 11‰ in 1989
to 13‰ in 2012 (World Bank, 2014), the fertility rate has significantly diminished between 1989 and
2012 (from 2.22% to 1.53%), the lowest value being achieved in 2000, of 1.31% (European
Commission, 2014). Meanwhile, analysing the same statistics we can see that, even if the fertility rate
in Romania has been below the EU average since the end of the 1990s, after 2007 it has been
surpassing the values registered in those EU countries worst hit by the recession, such as Greece,
Spain, Italy or Cyprus.
The decreasing fertility rate together with the increasing old age dependency ratio – from 16%
in 1990 up to 22% in 2013 (World Bank, 2014) – have generated a so-called “ageing at the bottom”
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phenomenon, visible in the population pyramid through a reduction at the base. Some analysts
consider that this current demographic situation, which is present not only in Romania but also in
many other states, could have been influenced by the longer schooling period, the changes occurred
in the role of women in households and by the early retirement schemes (Carone, 2005).
Traditionally, it is considered that there is a positive relation between the income level and the
health status because the raise of the salaries allows the individuals to buy not only more expensive
and better quality food, but also a larger range of medicines. Despite these evidence, some studies
have underlined that, in the end of the XXth century, the most important improvements regarding the
health status are influenced more by the technological and medical progress than by the increase in
the income levels (Preston, 1975; Jamison et al., 2001).
In the case of Romania, the decrease in the population’s purchasing power due to the decline
of real income, the increase of the prices between 1990 and 1999 and to the nowadays economic
recession had a negative impact on the nutritional habits. During these periods, it was noticed a
reduction in the consumption of fruits, fish, meat, eggs or milk (Constandache and Nenciu, 2013),
aliments included by the specialists in the category of healthy food (Willett et al., 1995). By contrast,
between 2000 and 2008, when Romania registered significant economic progress and increases in the
consumers’ incomes, these nutritional habits have improved.
It is known the fact that the lifestyle, reflected in the nutritional habits, physical activity,
smoking or high consumption of alcohol, correlated with factors such as high blood pressure, high
cholesterol or overweigh, positively influence the premature mortality rate, especially due to the
cardiovascular diseases and cancer. Actually, analysing the statistics offered by the European
Commission, we can notice that the top diseases that foster the mortality rate in Romania are the
cardiovascular and cerebrovascular ones, followed by cancer (European Commission, 2014). While
the first two have registered a descending trend since 2000, the malignant neoplasms had,
unfortunately, a positive evolution. Despite this evidence, in Romania there are no screening
programs for the most frequent types of cancer. Consequently, the patients are detected in advanced
stages of the disease, fact that favors earlier retirement of the young persons, higher expenses and
lower life expectancy.
Table 2 – Main diseases fostering the mortality rate in Romania and in EU, in 2011 (the death
rate per 100000 inhabitants)
Diseases
Romania
EU average
Diseases of the circulatory system

1040.3

395.1
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Ischemic heart diseases

344.9

139.2

Cerebrovascular diseases

316.8

94

Malignant neoplasms

265.6

268.5

Diseases of the respiratory system

76.1

80.5

Source: Authors’ compilation from European Commission, ECHI - European Core Health Indicators, 2014,
http://ec.europa.eu/health/indicators/echi/list/index_en.htm

The increasing number of the people that neither have a job nor are registered as unemployed
led to the rising number of the uninsured persons. Since they cannot benefit from medical assistance
for chronic diseases, they get to hospital as emergencies, with severe illnesses, which usually are
associated with multiple untreated comorbidities. Therefore, the duration of hospitalization gets
prolonged, the costs increase and the recovery chances diminish.
According to the diagnosis and disease’s severity, the hospitalization period can differ very
much. In Romania, it was noticed that the average duration of hospitalization had very small changes
between 2007 and 2011, decreasing from 7.8 to 7.5 days (European Commission, 2014). Again, these
values are among the highest in EU.
Regarding the types of illnesses, during the last 25 years, in Romania we can observe an
increase in the number of both contagious and non-contagious ones. Meanwhile, significant
progresses in eradication of some diseases have not occurred yet. A study conducted by World Health
Organization presents the ten leading risk factors of the diseases in Romania. While in the case of
men the main factors are the cigarettes and alcohol, for women the high blood pressure and the high
Body Mass Index (BMI) are the most important ones (WHO, 2003). These results allow us to argue
that, together with the physical, social, hereditary and financial causes, the behaviour has also an
important impact on the health status and on the general welfare level of the population.
Conclusions and perspectives
Despite all the reforms and regulations implemented since the early 1990s, the Romanian
healthcare system has been struggling to cope with underfunding. Nowadays, the country occupies
one of the last positions in the EU top states regarding the percentage of the public health expenditure
in GDP. This is a very concerning aspect since in Romania the majority of the financial resources
come from the public sector.
Considering this aspect and analysing various health indicators, the research has confirmed our
hypothesis from the beginning of the paper: Romania is far behind many other EU states from the
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point of view of the economic and social effects of the public expenditures. Therefore, we found out
that the number of the doctors from the hospitals decreased by almost 35% in the past three years,
reaching an alarming level in 2014 of only half of the value required by the Ministry of Health’s
normative. This situation was mainly caused by the “brain” migration, due to the low incomes
received in Romania and to the poor working conditions. This dramatic situation is worsened by the
fact that the number of beds from public and private hospitals has also diminished since 2000.
However, Romania’s improvements in maternal mortality rates, equipment, technologies and
medicines contributed to the increase of the life expectancy during 1990-2012. Meanwhile, the infant
mortality rate has significantly decreased. Despite these improvements, Romania still remains on the
lowest positions among the EU states according to the life expectancy and healthy life expectancy. It
is also the country with the highest infant mortality rate.
Another worrying situation in Romania is related to the ageing population phenomenon. Our
research has found out that the fertility rate has substantially diminished after 1989 while the old age
dependency ratio has augmented.
Analysing the statistics, we have noticed that the top diseases that foster the mortality rate in
Romania are the cardiovascular and cerebrovascular ones, followed by cancer. Actually, they seem
to be in close connection with the lifestyle (including the nutritional habits), which may depend on
the consumers’ purchasing power.
Considering all these aspects, our concern is that the Romanian health care system will have to
cope with three major challenges in the next decade. The first one consists in the demographic
changes, especially the ageing population and the decline in the number of the working age
individuals. This aspect will put a greater pressure on the medical services in the context in which it
will have to respond to an increased demand of the aged persons. Secondly, the advances in medical
science, such as innovation in surgery, screening and diagnosis, will generate new demands within
the health services. Related to this, the third challenge refers to the rising public expectations from
the health services, people wanting to be treated more as consumers than as patients.
In conclusion, we can argue that it is vital to reorganize the Romanian sanitary system and to
restructure the politics regarding the public health expenditures in order to have a high efficiency.
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