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Abstract: The article is part of the doctoral thesis “The impact of legislative and organizational changes 

in the health system on the quality of health services in terms of training and human resource training”. 

The research objective is to analyze the effect of legislative changes concerning the organization and 
functioning of the health system on the quality of services it offers to citizens. Materials and methods: 

The research involved a critical analysis of relevant legislation and a retrospective analysis of statistical 

data and indicators collected using public sources. A brief review of the public health system in our 

country reveals not only the lack of tradition or concerns, historically proven, from the part of the 
decision makers for public health in general, but the lack of continuity and stability in the organization 

of health services. A real system radiography is needed, to highlight its neuralgic points, to determine 

effective methods and measures to be taken, to achieve a modern health system, accessible and effective 

as any country in the European Union (EU) aims at. 
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INTRODUCTION 
The ability of health systems to deliver health services 

and to meet demand of continuing assistance depends on a 
coherent legislative framework, flexible labor force, equipped 

with the necessary skills. Health systems that support high levels 

of initial education and training and consistent investment in 

continuous professional development are better equipped to 
bring innovative and integrated solutions to the main problems 

EU is facing.(1) 

In view of the European Commission, public health 

strategy is based on providing a modern health system: 
accessible, effective and able to adapt to changes and challenges 

ahead.(2) The biggest challenges are such as: an aging 

population; changes of the causes in morbidity and mortality 

with increasing impact of chronic diseases; the emergence of 
new technologies (including the interoperability and 

standardization involved); empowerment of patients; uneven 

distribution of health personnel; inequalities/disparities 

regarding the access to medical services. 
To accomplish these conditions, the Romanian health 

system has been for about 25 years in a continuous process of 

reform. Measures taken during this period, more or less 

controversial and accepted by the social actors involved, smaller 
or larger, by engaging the entire system or just parts of it, have 

brought significant changes to the system.  

This period was marked by political (fifteen change of 

government) and institutional (twenty-five health ministers in 
the period 1990-2019) instability. The rigid organizational 

culture and bureaucracy that characterized all Romanian 

institutions, not just the healthcare system, were also obstacles 
to reform. 

Theoretically, the main responsibility of the Ministry 

of Health is to develop health policies at national level to 

regulate the health sector, to establish organizational and 
functional standards and improve public health. In practice, the 

ministry and the 42-county public health authorities continue to 

be responsible for the operation of public hospitals and are 

deeply involved in funding activities based on advanced 

technology in the industry through an abnormally large number 

of national health programmes. These responsibilities have 
distracted the Ministry of Health (MoH) of the need to 

strengthen its capacity in policy and regulation and, therefore, its 

policy unit has insufficient staff and service quality regulation is 

almost nonexistent. 
Human resource system (especially those in key 

positions to achieve reform changes) proved to not always be 

the most qualified, often lacking management skills to 

implement these changes. 
 

AIM 

The article is part of the doctoral thesis “The impact of 

legislative changes and organizational health system on the 
quality of health services in terms of formation and training of 

human resources”. 

The aim of the paper is to identify key strategies to 

improve the organizational management of health institutions 
and human resources management with a view to increase the 

quality of services. 

The research objective is to analyze the effect of 

legislative changes concerning the organization and functioning 
of the health system on the quality of services it offers to 

citizens. 

 

MATERIALS AND METHODS 
The research includes an overview of the present 

situation regarding:  

1. General aspects on the elaboration and implementation of 
health legislation and the organization of healthcare 

institutions.  

2. Method of determining the demand for human resources in 

institutions providing healthcare.  
3. Ensuring quality of care.  

The personal research of the PhD thesis includes:  

- Critical analysis of relevant legislation. 
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- Retrospective analysis of statistics and indicators.  

 In this respect, there were analyzed regulatory actions 

and legislative changes that have occurred in the organization 
and functioning of public health units at local and central level, 

over a period of 10 years, from 2006 to 2016, 

 We also used an exhaustive search method through 

Google search engine providing a set of data, guidelines and 
recommendations of the institutions or organizations recognized 

internationally, such as the World Health Organization, 

European Observatory on Health Systems and Policies, 

European Commission. Data collection was performed using 
publicly available sources (websites of the Ministry of Health, 

European Commission etc.)  

 The National Institute of Public Health provided data 

on the history of public health, the establishment of public 
institutions, statistics on: the number of doctors/specialties 

(epidemiology, occupational medicine, hygiene, public health)/ 

unit (Ministry of Health, health units, institutes, public health 

district authorities, and of Bucharest and the Yearbook of Health 

Statistics 2016 and 2017, the staff situation of the health system 

in Romania as to December 31, 2017. 

 Data were processed with Microsoft Excel and Access 

software. 
 

RESULTS AND DISCUSSIONS 

A brief review of the public health system in our 

country reveals not only the lack of tradition or concerns, 
historically proven from the part of decision makers for the field 

of public health in general, but the lack of continuity and 

stability in the organization of health services. The first 

regulations in this area appear in the old principalities after the 
second half of the eighteenth century or the first half of the 

nineteenth century. In Transylvania, the early legislative 

framework was that of the Austro-Hungarian Empire, and in 

1755, the first law on health (Planum regulationis in re sanitatis) 
appeared, while in Ţara Românească and Moldova, the first 

normative acts in the field were the organic regulations adopted 

on July 1, 1831 (in Ţara Românească) and January 1, 1832 (in 

Moldova). These regulations contained only provisions relating 
to quarantine and public health practice, and the health 

management central structures had been incorporated into the 

Labor Ministry from Lăuntru.(3) In 1862, under the direction of 

Carol Davila, the General Directorate of Medical Service was 
set up.(4) Only in 1874, the first law of health of the Romanian 

Principalities appeared, which regulated the activity of central 

and local structures responsible for health inspections clearly 

stating in its text the levels which the central government was 
involved in, as well as the responsibilities of the local 

government. 1893 marked the development of a new act, the 

health law, creating the Sanitary Inspectorate, also setting up 

and subsidizing one hospital in each city.(5) A more modern 

regulation was published in 1910, the Cantacuzino Act, which 

established a better territorial division of health activities 

through the establishment of health centres around sanitary 

districts. The establishment of the Ministry of Public Health, 
Labor and Social Welfare took place in 1922 and in 1930 the 

health and care law appeared, the first health law of the Great 

Romania, which brought progressive ideas of social hygiene.  
Since 1945, the health system was organized on the 

Soviet model. 1990 marked the establishment of the Sanitary 

Police and Health and Preventive Medicine Inspectorate, the 

Public Health Inspectorates. In 1999, by the reorganization of 
the Departments of Health and Public Health Inspectorates, 

public health district authorities were established. 

Reform in the health system 

The diversity of measures and systems adopted at 

national level falls within the diversity of systems found across 

Europe, which is due also to different causes (political context, 

economic development, military conflicts etc.), not always as a 
response to the need of healthcare. However, although medical 

systems can be classified according to several criteria, the most 

obvious criterion is the efficiency with which they mobilize and 

use available resources for the purposes for which they were 
created. From this perspective, “eurobarometers” applied 

successively in recent years to the European populations, have 

shown that despite investing large resources in health systems in 

EU countries, there was a high level of dissatisfaction of 
population regarding the financing and promptness of medical 

services. Such dissatisfaction may be based on lower 

performance or some cases of failure of systems or practitioners, 

but also on a high level of aspirations. It can be said that the 
dissatisfaction of the beneficiaries is the common point of all 

healthcare systems in Europe. The today Romanian health 

system organization reflects, in general, the economic and social 

situation of the Romanian society after 1989. On the one hand, 

despite the limitations (important) access to healthcare, 

especially in certain regions of the country, the healthcare 

system has progressed in terms of medical content, through the 

accumulation of knowledge about disease etiology. The 
demographic changes after 1990, as well as the increased 

demand for the necessary resource allocation to support the 

public health (as in most countries), in rhythms that beat the 

possibility or the public availability to fund, have brought into 
debate the organization model of the medical system. Since 

1994, the old model (Semashko) has undergone many 

transformations, as a whole, rather hesitant. At first, some 

elements of Beveridge type were introduced in eight counties, 
with the establishment of family doctors as an interface between 

primary and secondary/tertiary health services, and by 

establishing the Law no. 145/1997, the system became 

dominated by the Bismarck model - by compulsory insurance 
rates paid by contributors, established according to their income. 

On January 1, 1999 the Law no. 145/1997 on social insurance 

health system came into force with new principles: solidarity, 

freedom of choice provided by the service provider, the 
competition between health service providers, ensuring quality 

of service and patient compliance and ensuring confidentiality 

of medical care. The implementation of the healthcare reform 

has undergone different rhythms: advances, stagnation, 
regression, resumptions. Political changes, following 

general/local elections were reflected in the implementation of 

the healthcare reform. Inconsistencies in healthcare reform has 

led to the present crisis of the system, which is the largest and 
the deepest crisis experienced by the health system in Romania 

(reflected by underfunding/failed settlement services, migration 

of skilled personnel and lack of investment in new/adapted 

structures. After 2004, as for the state insurance for retirement, 

the Romanian model of public health services proved to be less 

adequate to the new demographic and labor market, because of 

the increasing difficulties in collecting resources, the restricted 

socioeconomic contribution basis, too many requests for free 
medical services etc. However, despite the insufficient funding 

and orientation prevalent to the Bismarck model, the system has 

preserved, to some extent, the social character confirmed before 
1989, as many categories of people enjoy free services without 

the compensation of expenditures from state. 

During 2010, the Ministry of Health re-launched the 

reform process by decentralizing the management responsibility 
of lower level hospitals (360 of the 432 public hospitals) to local 

authorities. This was an important step, which relieved the 

ministry of the burden of managing the smaller units, although 

maintaining its role as a service provider, being responsible for 
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the largest hospitals and health programmes based on advanced 

technologies.  

The Health Service Network is highly polarized 
towards the hospital assistance. Even though the number of 

hospital beds for acute diseases has decreased in recent years, 

Romania continues to have more than 5 beds per 1,000 

inhabitants, compared to 4 beds per 1,000 population in the EU, 
which means a high rate of hospitalization. In this context, the 

abolition of hospitals (in 2011) and the organization of 

permanent health centers (in 2004) did not lead to improved 

preventive medical care, the two actions were not related, 
according to the addressability to medical services.  

System financing  

Reforms occurred after 1989 were aimed at creating a 

decentralized and pluralistic health insurance system, in which 
citizens would contribute on the basis of the income earned to 

these funds for health insurance, which would purchase/settle 

services from health services providers on a market where 

quality and safety should be regulated carefully by an 

independent entity.(6) Although significant progress has been 

made in terms of directing the system towards this vision, many 

of the features of the old system persist and there were not 

created some vital capabilities to enable the new system to work 
effectively. Resources collected at the national health insurance 

fund are established in the following ways: contributions from 

employees or other persons who benefit from an income; 

contributions from employers in the form of equity shares; 
contributions from the public budget to finance national health 

programmes. Health spending per capita, amounting to 814 

Euros in 2015, are the lowest in the EU and represents less than 

one third of the EU average. This represents 4.9% of the Gross 
Domestic Product (GDP) - down from 5.7% in 2010 and well 

below the EU average of 9.9%. However, at the same level with 

the EU average, 78% of health expenditures are publicly funded, 

despite the fact that the share of “out of pocket expenses” has 
increased recently. Unofficial payments, particularly for hospital 

care, are widespread and increase the financial burden of 

patients. Primary care services are provided by approximately 

10,000 family doctors working as independent practitioners. In 
2010, hospitals consumed over 50% of the public health budget, 

while primary care received less than 7% (reaching a maximum 

of 9% in 2008). In 2010, there was issued the National Strategy 

for rationalization of hospitals and initiated its implementation. 
The health insurance system is administered by the National 

Health Insurance House, a quasi-independent central body with 

42 county health insurance houses, responsible for contracting 

services from healthcare providers. Every year, the Ministry of 
Health and the National Health Insurance House develop 

national law on the framework agreement, setting out the rights 

of the insured population to health services, pharmaceuticals and 

medical devices and setting out rules on payment systems and 

quality analysis. Although considered a priority by all political 

actors, health has not benefited from single management lately. 

The absence of a stable strategic framework, of some consistent, 

predictable and sustainable legislation, of adequate funding, 
determined that the healthcare sector is plagued by frequent 

political changes.(7) Simply increasing the wages of doctors in 

public health facilities, since 2018, has not led to significant 
changes in service quality. On the one hand, the measure itself is 

highly discriminatory/not motivational, not being associated to 

some indicators of quality of work, but to the 

position/qualification in itself, regardless of the number of 
patients or the diversity/difficulty of casuistry/intervention of 

every physician in the same category. On the other hand, it was 

not accompanied by funding some necessary measures to 

upgrade the infrastructure where these doctors develop their 

activity. 

Human resource  
Although during 1989-2017 the number of physicians 

increased from 18.1 to 29.9 doctors per 10,000 inhabitants in 

2017, the number of doctors and nurses was relatively low 

compared to EU averages: 2.8 doctors per 1000 inhabitants, 

compared with 3.5 in the EU and 6.4 nurses per 1 000 vs. 8. in 
the EU.(8) Two factors that contribute to these low numbers are: 

high rates of health workers who have emigrated in the last 

decade (and especially after joining the EU in 2007) and lower 

public sector wages in response to the economic crisis. Human 
resource planning (staffing and training dynamics) is deficient. 

This is largely due to the institutional instability and human 

resources management inefficient tools (undelimitated 

responsibilities, poor and reactive staff recruitment, formal non 
transparent examinations, non-performing management based 

on temporary assignments, incoherent continuous training, lack 

of reward and motivation measures etc.). Specialties with 

responsibilities in implementing preventive measures 

established by the Ministry of Health are: epidemiology, 

hygiene, occupational medicine, public health. Doctors in 

medical school network who have both preventive and curative 

attributions are subordinated to local authorities. Occupational 
doctors - private network – however are not involved in 

prevention activities coordinated and monitored by the public 

authority in the field. According to statistics, although in 2003 

there were considered as necessary, 400 positions of 
occupational medicine nationally, in 2017 there were 107 

doctors in the network managed by the Ministry of Health and 

172 in that managed by local authorities. Similarly, the 

speciality of epidemiology indicated 400 positions, but 90 + 166 
were occupied in 2017, while for hygiene, there 221 + 28 active 

doctors in the same year, as compared to the standardised quota 

of 666 in 2003.  
 

Figure no. 1. Comparative situation of the human resource 

among different preventive medical specialties 

 
Source: The National Institute of Public Health 

Although the Emergency Ordinance no. 18/2017 

promoting several objectives of the national health strategy and 

seeks to foster better coordination of healthcare by creating new 
“integrated community centers”, there were no actions/ changes 

concrete facts, which lead to a perpetuation of the lack of 

continuity of care, different sectors of the system (primary, 

hospital and public health) acting independently and not 
integrated. The intention, as stated, to reduce recourse to 

hospital services, while increasing the use of family physicians 
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and outpatient services, was not followed by 

administrative/financial measures to lead to progress, so far. 

 

CONCLUSIONS 

The National Public Health System appears in the last 

three decades, as being in a permanent reform, but on distinct 

components, from financing methods to administrative 
responsibility. 

For this reason, there are gaps/fractures regarding its 

coherent and stable operation, such as: lack of effective 

preventive services; shortages of qualified staff (insufficient 
number and lack of adequate and motivational 

training/management; uncertain funding methods; lack of 

investment in infrastructure; lack of genuine concern for the 

implementation of quality of service indicators etc.   
The effects of inconsistencies of health strategies, of 

system underfunding and last but not least, of insufficient 

human resources in preventive medicine, can also be seen in the 

number of deaths from preventable diseases, which is the 

highest number in Europe, both in men and women.  

A true radiography of the system is needed, to 

highligh its neuralgic points, to determine the effective methods 

and measures to be taken, necessary to achieve a modern health 
system, accessible and effective as any country in the EU aims 

at. 
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