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Executive summary
Even if infant mortality dropped over the years, Romania still ranks first in the European Union in terms
of infant mortality rates, with significant differences between urban and rural areas. Romania’s maternal
mortality is one of the highest in the European Union, and teenage pregnancies are placing Romania
second in the European Union. UNICEF data show that as many as 33% of children from urban and
15% of children from rural areas have at least one chronic health problem (the most frequent ones:
visual disorders and obesity). Moreover, Romania has lower immunization rates for vaccine-preventable
diseases (measles, rubella, diphtheria-tetanus-pertussis) than other countries in the region. According to
the Euro Health Consumer Index 2018, Romania occupies the penultimate place in the health system
ranking (34th out of 35). High rates of adolescent pregnancy, caesarean section, infant and maternal
mortality, institutional discrimination of marginalized groups, difficulties in accessing health services for
particular groups, and fragmentation of national data are just some of the barriers to improving services
at both institutional and human level.
In order to properly monitor and prevent the conditions mentioned above, a well-trained health workforce
in the primary care sector is needed in Romania. Thorough monitoring and disease prevention measures
may considerably lower morbidity and mortality rates in children, mothers, and vulnerable groups.
This report aims to contribute to strengthening the Primary Healthcare workforce in Romania, to provide
high-quality health promotion and disease prevention, health education and healthcare services to children,
adolescents, youth, and mothers, with a special focus on the most vulnerable (poor, in rural areas, Roma,
with disabilities). The document provides an overview of the current state of the workforce involved in
delivering primary healthcare services to children, adolescents, youth, and mothers in Romania. The three
main categories of personnel which were explored are family doctors and nurses, community health
workers and school doctors and nurses.
In collecting and analyzing data, the health workforce has been referred to focusing on contextual factors,
health system factors, health workforce processes and outcomes, and health system outcomes. The key
health workforce data and indicators used cover the 10-year period from 2010 to 2020, triangulated with
information from interviews with key decision-makers, assess the stock and distribution of the primary
healthcare workforce, and explore opportunities for task shifting and task sharing.
Data on the distribution of Primary Healthcare workforce in Romania shows several patterns for family
medicine, community healthcare and school medicine. In the counties with the largest population of
children, the number of family doctors, CHW and school doctors is still low compared to the population
of children, adolescents, youths, and mothers they are serving.
Family medicine
Family doctors are mostly located in urban areas, leaving rural areas unattended and with limited access
to health services. In 2020, more than half of the communities in Romania did not have family doctors
or had insufficient family doctors, according to data centralized by the National Federation of Family
Physicians’ Associations. Data obtained from the interviews show that medical students do not perceive
family medicine as an attractive field. Moreover, the current trend in family doctors’ residency shows a
probable shortage of at least 18% of the current family doctors’ stock in the following 10 years due to the
retirement of those currently aged over 55 years old and insufficient younger workforce to replace them.
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Community healthcare
Community health workers are not equally distributed geographically across Romania according to the
actual needs. The budget allocated by the Ministry of Health for community health workers has not
increased in the past two years, making it challenging to cover the workforce shortage.
School medicine
The national coverage with school doctors, both general medicine and dentistry is uneven, varying from
299 school doctors in the capital city, Bucharest, to no school doctors in Călărași county. Access to
services provided by school doctors and nurses is uneven for children studying in different locations of
the same school, since schools usually have several buildings that need to be covered and many a time
these buildings are not in the same compound.
The challenges experienced by the Primary Healthcare workforce from Romania are: underutilization of
the primary healthcare system, the variation of availability of primary healthcare workers, inconsistencies
in training policies, funding, and access to resources for primary healthcare workers, and the insufficient
integration between levels of care for children, adolescents, mothers and families.
This report formulates a series of conclusions and recommendations that tackle health system factors,
health workforce processes, and health workforce outcomes. Short-term (up to one year), mediumterm (up to 5 years), and long-term (up to 10 years and beyond) actions are recommended for different
stakeholders such as: the Ministry of Health, the National Health Insurance House, health professionals
and health professionals associations, and local authorities (Local Councils and County Councils).

5

1. Introduction
In Romania, infant mortality rate dropped from 7.5% to 5.8% between 2015 and 2019. However, Romania
still ranks first in the European Union (EU) in terms of infant mortality rates1. Moreover, there are significant
differences between rural and urban areas; in 2019 the rate was 7.7% in rural areas, as compared to 4.7% in
urban areas2. Maternal mortality in Romania is also one of the highest in the entire EU, with 17.9 per 100,000
live births3 compared to 5 per 100,000 live births, the average maternal mortality in Western Europe4.
In Romania, one out of ten children is born to a teenage mother. In 2019, 16,639 adolescent pregnancies
were registered , a decrease by 9% compared to 20185. However, Romania ranks second in the European
Union by adolescent birth rates. Pregnancies in adolescence have many negative consequences on
expectant mothers, as well as social and economic costs. One in six teenagers who had a child before
the age of 15 will have a second child before the age of 18. The phenomenon is cyclical, repeating
within the same families from one generation to another, together with economic, social and health
precariousness6. Moreover, the risk of maternal mortality is highest for teenage girls under 15, and
complications in pregnancy and childbirth are higher among teenage girls aged 10 to 196.
As for children, 29% of examined children showed “deviations from normal growth” (underweight/
overweight for age), with overweight being slightly predominant7. Between 20,000 and 24,000 premature
children are born in Romania each year; prematurity and low birth weight are important risk factors in
infant mortality8. Moreover, as many as 33% of children from urban and 15% of children from rural areas
had at least one chronic health problem (the most frequent ones: visual disorders and obesity)8. Romania
has lower immunization rates (82%) for vaccine-preventable diseases (measles, rubella, diphtheriatetanus-pertussis) than other countries in the region: Serbia 95%, Bulgaria 92%, Northern Macedonia
91%, Republic of Moldova 88%, and Montenegro 87%9.
According to the Euro Health Consumer Index 2018, Romania occupies the penultimate place in the ranking
of the health system (34th place out of 35). High rates of adolescent pregnancy, caesarean section, infant
and maternal mortality, institutional discrimination of marginalized groups, difficulties in accessing health
services for certain groups, and fragmentation of nationally available data are just some of the barriers to
improving services at both institutional and human levels10. Mothers in both disadvantaged communities
and in small and large urban areas face several challenges, of different natures and causes, but of a rather
high severity. The deepest problems are observed in vulnerable groups, where mothers do not know their
rights, do not make regular visits to the doctor, and health education is a luxury they do not have11.
In order to properly monitor and prevent the above-mentioned conditions, a well-trained health workforce
in the primary care sector is needed in Romania. Thorough monitoring and disease prevention measures
may considerably lower morbidity and mortality rates in children, mothers and vulnerable groups.
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Infant Morbidity, Mortality Rates, and the Occurrence of Birth Defects. Healthcare (Basel, Switzerland), 9(4), 384.
2
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INSP-CNSIPS. (2020). Mortalitatea maternală. Available here: https://insp.gov.ro/download/cnsisp/Fisiere-de-pe-site-CNSISP/mortalitatea_materna/Mortalitatea-materna-in-Romania-2020.pdf
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dspsv.ro/uploads/PromovareaSanatatii/Sanatatea%20reproducerii%202021/Analiza-situatie-SANATATEA-REPRODUCERII-2021.pdf
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The purpose of this brief is to provide an overview of the current state of the Romanian primary healthcare
workforce involved in delivering healthcare services to children, adolescents, youth, and mothers, with
a special focus to the most vulnerable (poor, rural or Roma communities, with disabilities). The three
main categories of personnel we are hereby exploring are family doctors and nurses, community health
workers and school doctors and nurses.
In collecting and analyzing data, we referred to and used the framework focusing on contextual factors,
health system factors, health workforce processes and outcomes, and health system outcomes outlined
below11. The HRH visualizer is an interactive logic model that shows how factors such as governance, policy
decisions, and the country context affect a health workforce and how a health workforce affects health
system outcomes. In its current form, the tool can support the evidence-to-policy translation process, bridge
the gap between evidence, policy, and practice, and explore the pathways by which upstream factors and
external forces affect the HRH lifecycle, and by which HRH processes contribute to health system outcomes.
The key health workforce data and indicators used are covering the 10-year period from 2010 to 2020,
triangulated with information from interviews with key decision makers, to assess the stock and
distribution of the primary healthcare workforce. Additionally, the brief explores the current challenges
faced by the workforce in delivering high-quality services and proposes a set of recommendations to
address the identified challenges.
Whereas the brief is focused on the primary healthcare workforce, during the interviews with key decision
makers, we also looked at the workforce in secondary and tertiary care in selected relevant specialties
11

Sonderegger, S., Bennett, S., Sriram, V., Lalani, U., Hariyani, S., & Roberton, T. (2021). Visualizing the drivers of an effective health workforce: a
detailed, interactive logic model. Human resources for health, 19(1), 1-15.
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(obstetrics and gynecology, pediatrics, pediatric psychiatry, pediatric rehabilitation), mainly to explore
opportunities for task shifting and task sharing.
Ultimately, this report aims at contributing to strengthening the capacity of the Romanian PHC workforce
to provide high-quality health promotion and disease prevention, health education and healthcare services
to children, adolescents, youth, and mothers.

2. The current stock and distribution of the PHC workforce in
Romania
2.1. The current stock and distribution of family doctors
According data released in 2021 by the National Institute of Statistics, in 2020 there were 12,424 family
doctors in Romania. Most of them (78%) were women, as shown in Figure 1, and most of them (65
%) were in urban areas, as shown in Figure 2. The latest data show that 96% of family doctors work
in individual practices12. Data from the National Federation of Family Physicians’ Associations (FNPMF)
show that around 20,000 nurses, medical registrars, accountants, and other support staff worked in the
primary care system in 20213. However, their data show that the proportion of active nurses in primary
care is much lower than the proportion of family doctors14.

Figure 1. Gender distribution of
family doctors in Romania, 2020

Figure 2. Geographic distribution of family
doctors in Romania, 2020
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Chukwuma, A., Comsa, R., Chen, D., & Gong, E. (2021). Provider Payment Reforms for Improved Primary Health Care in Romania.
FNPMF. (2021). Rectificarea bugetara – apel catre premier. Available here: http://www.fnpmf.ro/rectificarea-bugetara-apel-catre-premier/
FNPMF. (2011). Evaluarea structurii si frunizarii asistentei primare in Romania. Available here: http://www.fnpmf.ro/wp-content/uploads/2021/07/
Raport_OMS_Nivel_CPSS_-_Evaluarea_structurii_si_furnizarii_asistentei_primare_in_Romania_martie_2012.pdf
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As shown in Figure 3, the largest age group of family doctors in Romania is 55-64 (around 30%), while
only 12% of family doctors are aged 25 to 34. If this trend is maintained, Romania will face a shortage of
at least 18% of its current family doctors’ stock in the following 10 years, due to the retirement of those
currently aged over 55 and insufficient younger workforce to replace them. Data from FNPMF shows the
same aging trend for nurses working in the family doctor’s offices13.
The number of family doctors aged 65 and older has been continuously increasing over the past years – a
six-fold increase between 2010 and 2020 (from 220 to 1245). Although 65 years old is the retirement age
in Romania, the presence of family doctors aged 65 and more, even 75 and older, might signal insufficient
entries in the system. If sufficient doctors were equitably distributed, a family doctor would care for
1,550 persons15. However, in 2020, more than half of the communities in Romania (53%) did not have any
family doctor or had insufficient family doctors, according to data centralized by the National Federation
of Family Physicians’ Associations16.
Some actions, such as increasing the number of residency places for family medicine, increased the
number of family doctors within the 25-34 age category between 2010-2012. However, these actions
failed to significantly increase the number of family doctors in the long term.
Figure 3 – Percentage of family doctors by age group between 2009-2020
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According to data from Romanian College of Physicians, family doctors aged 61 and older represented
37.96% of the total practicing family doctors in Romania in 2021, as shown in Figure 4. Data received from
the Romanian College of Physicians include all doctors from the family medicine field, including family
doctors, general medicine doctors (adults and children), and general medicine pediatricians. Personnel
planning to strengthen the PHC workforce is challenged by parallel and conflicting information from the
Romanian College of Physicians and the National Institute of Statistics, due to differences in how the
data is collected. The National Institute of Statistics receives data from the annual research conducted by
the Public Health Directorates while data reported by the Romanian College of Physicians comes from
compiled data reported by College of Physicians from each county from Romania.

15
16

INSP. (2021). Anuarul de statistică sanitară pe anul 2020.
Avocatul Poporului. (2021). Raport special privind lipsa medicilor de familie din zona rurală sau din zonele defavorizate sau greu accesibile.
Available here: https://avp.ro/wp-content/uploads/2021/04/Raport-special-privind-lipsa-medicilor-de-familie-din-zona-rurala-si-din-zonele-defavorizate-sau-greu-accesibile.pdf
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Figure 4. Percentage of family doctors by age group, Romania 2021

30,00
23,85

25,00
20,00
15,35
15,00

11,89

12,09

11,84

11,39

8,36

10,00
5,00
0,44

2,72

2,08

0,00
26-30 ani 31-35 ani 36-40 ani 41-45 ani 46-50 ani 50-55 ani 56-60 ani 61-65 ani 65-70 ani

peste 70
ani

Data source: College of Physicians
Our interviews with family doctors revealed that family medicine is not perceived as an attractive field
by medical students. It is viewed mainly as “administrative work and dealing with paperwork” for both
the doctor and the nurse. The results from the interviews are in line with existent data for Romania from
interviews with family doctors and research studies 17,18.
“All appointments are made through the family doctor’s office, but the staff is the same: doctor and
nurse. So, practically, the nurse is somehow de-professionalized, in the sense that she deals with
appointments, counseling and telephone triage, especially in the context of COVID-19, reporting,
medical prescriptions; basically, things related to scheduling, IT, secretaryship, medical registrar and
so on, but not her job as a nurse” – Excerpt from interview with a key decision-maker - family
medicine
Data obtained from the interviews with the key decision makers from family medicine indicate that low
revenues that need to cover doctor and nurse salaries and pay for all the expenses of the medical office and
the bureaucracy associated with opening a family medicine office could be other perceived factors that lead
to shortages in family doctors. Apart from that, the current residency training program in family medicine
includes only 5 months of specialization in pediatrics19, which is insufficient as basic training to treat children.
Moreover, the latest data available from the Ministry of Health in 2019 on OOH care shows 370 centers
in Romania15, the majority of them (226) being located in rural areas. However, there are counties such as
Brăila, Ialomița, Covasna, or Prahova with none or only one OOH care office. Although OOH care offers good
opportunities for multidisciplinary health work (e.g. family doctor, nurse, specialist doctor), little information
about their overall activity is available at national level. Their activity is monitored yearly by the Ministry of Health,
but reports on the volume of services provided and the administration of OOH care are not publicly available.

Georgescu, M. C., Furtunescu, F. L., Frumusachi, O., Lopatica, L., & Mincă, D. G. (2021). Motivation and Preferences of Human Resources in
the Medical Field–Premises for Further Policies in the Medical Sector in Romania. Acta Medica Transilvanica, 26(2), 1-4.
RFI – Tot mai putini medici de familie in mediul rural la Iasi. Available here: https://www.rfi.ro/social-136624-medici-familie-mediu-rural-iasi
19
Societatea Nationala de Medicina a Familiei - https://snmf.ro/activitate-stiintifica/curriculum-medicina-de-familie/
17

18
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2.2. The current stock and distribution of community health workers
Figure 5. Number of CHWs per county, Romania 2021
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According to data provided by the Ministry of Health, in 2021 there were 2285 CHWs in Romania – 1822
CHNs and 463 RHMs, of which 90% were women, and 75% were located in rural areas, as their primary
target population were in those areas.
“It would be normal to have at least one community health worker in every rural and small urban
community in Romania, but there are areas without a family doctor where the real need would be for
2-3 community health workers” – Excerpt from interview with key a decision-maker -community
healthcare
Community health workers are not equally distributed geographically across Romania according to the
actual need. Counties such as Brașov, Caraș-Severin, Covasna, Satu Mare, Cluj, Argeș, and Timiș are some
examples of places with an insufficient cover of CHW. Most community health workers work in rural areas,
although children, adolescents, youth and mothers in many underserved urban areas would also benefit
from services provided by CHWs. The interviews show that almost half of the need for community health
workers is covered in Romania, but there is still insufficient community health workforce. The number of
CHW is insufficient in relation to the existent needs since the budget allocated by the Ministry of Health for
CHW has not increased in the past two years, and it has been difficult to employ new CHW.
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2.3. The current stock and distribution of school doctors
Figure 6.
Number of school doctors (general medicine and dentists) in Romania’s counties, 2019
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With a school population of almost 3.5 million20, latest data from 2019 show that the national coverage with
school doctors, both in general medicine and dentistry, in Romania is uneven, varying from 299 school doctors
in the capital city, Bucharest, to no school doctors in Călărași county (as of 2021). According to data provided
by the Ministry of Health on school medicine, there is a reduced number of school doctors in rural areas,
where 62% of schools and 28% of the children are located in Romania, as shown by the following figures.
Responses from the interviews showed that school doctors and dentists are full-time employees of the school,
however there is no law mandating this aspect. Interviews also revealed dual practice of dentists in private
dental offices, though it was reported not to be necessarily a common practice. School dentists treat children
from their schools, and sometimes they treat children from other schools that do not have a school dentist.
Figure 7. Distribution of schools by
residence area in Romania, 2019

Figure 8. Percentage of school children by
residence area in Romania, 2019
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https://www.agerpres.ro/economic-intern/2021/06/25/populatia-scolara-din-romania-in-scadere-in-anul-scolar-2020-2021-un-cadru-didacticse-ocupa-de-15-elevi-studenti-ins--737137
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Figure 9 – Distribution of school doctors (general medicine and dentists) and schools in urban
areas, Romania 2019

Figure 10 – Distribution of school doctors (general medicine and dentists) and schools in rural
areas, Romania 2019

The number of school nurses in both general medicine and dentistry in urban areas is slightly higher
compared with school doctors and dentists. However, it still does not cover the needs, especially since
schools usually have several buildings that need to be covered by school doctors and nurses, and many a
time these buildings are not in the same compound. Access to services provided by school doctors and
nurses is uneven for children studying in different locations of the same school.
“If a school has a location very far from the main building, the doctor does not necessarily go to the
other location yet it must be covered by someone. A nurse should be present in each location of the
school anyway, but basically, I still must go to another place every day.” – Excerpt from interview
with a key decision-maker - school medicine
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Figure 11. Number of school nurses (general medicine and dentistry) by county of Romania in 2019
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Overview on national coverage with family doctors, community health workers and school doctors
Figure 12 summarizes the distribution of PHC workforce in Romania for the 0 -19 years old population in
2019, based on data provided by the National Institute of Statistics and Ministry of Health and processed
using Geographic Information System (GIS) software.
A common feature of the counties with a large populations of children is the low number of CHW
compared to the population of children they are serving. Counties such as Timiș, Caraș-Severin, Brașov,
Prahova and Cluj are among those with a large number of underage but few (to none) CHWs. In the
counties with the largest population of children, namely Suceava and Iasi, the number of family doctors,
CHW and school doctors is still low compared to the population of children they are serving. CHW are
hired based on requests from the territorial administrative units and accordingly to the budget provided
by the Ministry of Health for community healthcare work. Currently, CHW are not covering the needs of
all counties with the most marginalized or vulnerable communities.
Figure 12. Distribution of PHC by population of children in Romania in 2019
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The experts interviewed confirmed the discrepancy in PHC workforce coverage between rural and urban
areas, confirming from their own experience that, in some areas of the country, there are entire villages
without a family doctorand communities without any community health worker. Some factors contributing
to this shortage in rural areas are the unattractive working conditions (e.g. lack of proper facilities and
equipment), lack of nurses, and low wages. Even if physicians have some incentive to practice in rural
areas, these are usually not enough to cover all the costs of opening a medical office.

3. Overview of challenges experienced by the PHC workforce
in Romania
The interviews with key decision-makers
revealed a series of challenges summarized in
Table 1.

“Until the 90’s there were pediatrics programs, and
many general practitioners at that time were trained
in either general medicine for children and or for
adults. During communism, there were dedicated
dispensaries for adults and for children. Patients (i.e.,
babies and children) were enrolled in the children’s
section and when they came of age, they moved to
the adult section. There are family doctors who
have refused or are starting to refuse to enroll
children on their list because they do not have
the necessary experience and do not want to risk
misdiagnosing them. Additionally, the number
of “per capita” points for children between 0-3
years is not high enough to incentivize doctors
to enroll them.” - Excerpt from interview with a
key decision-maker - family medicine

According to the key decision makers
interviewed, there are situations when family
doctors refuse to enroll children on their lists,
especially newborns. Possible causes relate
to the insufficient financial incentives to
enroll children on a doctor’s list and doctors’
perceived lack of knowledge and competencies
to provide care to children, such as vaccination
or monitoring and evaluating their health
status. Under Government Decision 696/2021,
Chapter 1, Section 3, (7) r), family doctors
are “not to refuse to enroll children at the
request of parents or legal guardians”.
However, interviews with key decision makers
show a difference between practices and regulations and that practices do not always reflect regulations,
since the structure of family medicine changed but no policies were developed and implemented to
assure proper coverage for children. Moreover, the fact that there are no clear responsibilities set forth in
the legislation for nurses working in medical offices makes it difficult for family physicians to hire qualified
personnel who can help them in their practice.
“We develop job descriptions in which we specify the major activities of our medical practices, but it
is not always enough. Usually, nurses are not trained for all activities that we have to do, so we need
to teach them. They should be trained better.” - Excerpt from interview with a key decision-maker
- family medicine
All interviewed PHC practitioners reported good general collaboration in the primary care team (doctors,
nurses, CHW, school doctors and nurses); however, the connections between the professionals were mainly
based on informal relationships. On the other hand, the collaboration with secondary and tertiary levels was
described as focused on “personal relationships”,“unstructured”, and “focused only on medical paperwork at
best”. Even if some existent practices were identified (such as conferences, meetings, or lectures involving
both primary and secondary levels physicians), family doctors and gynecologists, pediatricians, pediatric
rehabilitation experts and pediatric psychiatrists interviewed equally expressed the need for standardized,
integrated, and functional channels of communication between them (e.g., electronic health records).
15

“Some doctors use the same software as we do and, for the patients I know they are treating, I
add information in the software for them to see: measurements, that the patient didn’t take the
treatment properly or other information that I want the doctor only to see. But this is only with some
doctors, and it would be really good to have this with everyone.”– Excerpt from interview with key
decision maker - family medicine
“First of all, the family doctor should notice when a child, let’s say, does not have proper motor capabilities and action is needed. I always prepare leaflets and give them to the mothers to give to their
family doctors, but that’s pretty much it. I do not get in contact too much with them.” – Excerpt from
interview with key decision-maker - pediatric rehabilitation

Table 1 – Common challenges experienced by PHC practitioners (family medicine, community
healthcare, school medicine)
 PHC is underutilized, frequently bypassed, and does not play a central role in coordinating
care21, thus burdening the secondary and tertiary levels and limiting access to healthcare for
children, adolescents, mothers and families;
Some of them [n.r. family doctors] do not have any pediatric training or only 6 months or 4 months. They
do not enroll children, or if they enroll children on the list, they do not know how to treat them and refer
them directly to the specialist, no matter how small health problem. Here we have a major rupture. Basically, you have no collaboration between primary and secondary levels. In most cases it is a rupture, the
patient is sent directly to the specialist or the outpatient department, without any collaboration, no prior
discussion. Often, patients need not even be seen by a specialist, because their case could have easily
been resolved by the family doctor - Excerpt from interview with a key decision-maker - pediatrics
 Availability of PHC service providers and specific health services varies significantly depending
on the particularities of the geographical areas and so does the access to care for children,
adolescents, mothers and families;
“In a city, there are a number of schools, a number of kindergartens, a number of doctors and a
number of nurses. A school doctor is responsible of 4-5 schools. There are cities where the coverage
is better, and then doctors have 1-2 schools, but these cities are exceptions, and in most cities in the
country, every doctor has at least 3-4 schools. So, there are colleagues who have 5-6 schools. This is
how the distribution to doctors is done. Nurses, theoretically, are present in every school.” – Excerpt
from interview with a key decision-maker - school medicine
“The rural areas are completely unattended and unmonitored in terms of health in the school community, but there are also vast differences between counties at urban level. We are talking about
cities, where the situation of school medicine is relatively good, where a doctor takes care of an average of 1000 or 2000 children, and there are cities where there are 2-3 school doctors who have to
solve the situation throughout the city somehow, which is completely impossible.” – Excerpt from
interview with a key decision-maker - school medicine
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Wang, H., Chukwuma, A., Comsa, R., Dmytraczenko, T., Gong, E., & Onofrei, L. (2021). Generating Political Priority for Primary Health Care
Reform in Romania. Health Systems & Reform, 7(2), e1898187.
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 Inconsistency in training policies, funding, and access to resources for PHC, leading to a
fragmented model of care and inequalities between the urban and rural areas in terms of
access to health services;
“There are villages where the city council invested and created optimal conditions for the family
physician to practice, but we also see areas where the medical offices are decaying, and no investments are being made […] and where the village is so dispersed that the doctor has to cover very
large distances for home visits. Even with the incentive pay for working in rural areas, it is still not
enough” – Excerpt from interview with a key decision-maker - family medicine
Insufficient integration between levels of care for children, adolescents, mothers and
families, in that primary care does not have sufficient functional links with secondary and
tertiary care, while health promotion and prevention are not properly connected with curative
care, with a strong negative impact on continuity and quality of care, since most collaboration
is unstandardized, unstructured, and mainly based on personal relationships;
“On personal relationships; that is, either you have a college colleague, a professor or a doctor who
guided you through college or residency, and you keep in touch and still send patients there, or simply by sending and receiving back medical letters, or patients telling you how well certain specialists
treated them. You develop a relationship only by name, without ever seeing that doctor, and maybe
you meet them at some point at a conference or who knows how. But there are no clear local and
regional networks and patient routes for children, youth and pregnant women.” – Excerpt from interview with a key decision-maker - family medicine
“Between the primary level and the tertiary level, where I work, in general, I noticed that practitioners are open to collaborate and communicate as long as we work directly. Unfortunately, so far,
we have not been able to enter some official collaboration protocols or some very clear guidelines
on the stages of collaboration between the primary systems and tertiary levels of healthcare. And
the same applies for the lack of official collaboration protocols and the establishment of multidisciplinary teams to cover all 3 levels, based on regulations complied with by all the entities involved.”
– Excerpt from interview with a key decision-maker - pediatric psychiatry
“I asked the community health workers if they communicate with specialist doctors. They said that
specialists tell them what to do over the phone. The family doctor does not want to get involved in
some cases because the patients are not enrolled on their list. And then the community health worker collaborates directly with the specialist” – Excerpt from interview with a key decision-maker
- community healthcare
“Our collaboration is primarily with pediatricians and family doctors and should be better organized.
Unfortunately, there was a long period when, for example, we lost touch with pediatricians
because we could no longer make a referral when we needed to send a child to the specialist.
Collaboration with family doctors or the pediatrician is usually on a personal level. There is no
institutional collaboration, and we do not have well-defined collaboration channels.” – Excerpt
from interview with a key decision-maker - school medicine
Some specific challenges reported by CHW were that most of them are females, as women from particular
ethnic groups (e.g., the Roma community) would not accept to be examined by a male community health worker.
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“In the Roma communities, they do not even conceive that the woman should be examined (to be
measured, weighed) by a male community health worker. In the community, you have to interact
with everyone, and the most difficult (as a male community health worker) is when the patient is
a pregnant or a sick woman.” – Excerpt from interview with a key decision-maker - community
healthcare
According to our interviewees, community health workers sometimes work on administrative tasks
received from the city hall. Also, the wages for community health workers are generally low, and they
lack proper resources to perform their job (e.g., car to cover long distances in the village/commune,
emergency medical kit). In areas where a family doctor exists, good collaboration is established with the
community health worker who helps the family doctor with fieldwork. Moreover, they also collaborate
with local social workers in joint cases involving children and youth. However, the role of the community
health worker is often not clearly understood by
“In some areas, the problem is that the family
the family doctors, which leads to confusion and
doctors have not employed another nurse and
potential overlap between the duties and tasks
are using the community health nurse in their
of the nurse in the family doctor’s office and the
office, so they do not get to go much in the
community health nurse.
field. We need a protocol stating that the doctor
has a medical office nurse, and the community
According to the Ministerial Order 438/4.629/2021,
health nurse should do fieldwork. This type of
the responsibilities of the school doctors include
collaboration would have much better results.”
more than triage and referrals and should consist
– Excerpt from interview with a key decisionof health education, counseling and surveillance
maker - community healthcare
activities. Interviews with a representative of
school medicine show that practices do not always
reflect regulations. Another challenge identified was the lack of medical offices, which exist only on
paper in some cases. Moreover, the school doctors and nurses are usually reporting data on paper and
most of the medical offices do not have the proper digital infrastructure for standard medical procedures
that should be conducted in school medical office22.
“Broadly speaking, there are medical offices in each school, on paper, but there are no authorized
offices. So, in almost every school there is this space called “medical office”. There are also authorized offices that comply with the vast majority of the rules imposed by the authorization, but these
are few compared to the unauthorized ones. In kindergartens, the situation is even worse, in that
the office doesn’t really exist. So, there are extremely, extremely few authorized medical offices in
kindergartens. Otherwise, the “medical office” is limited to a small space that does not comply with
any authorization conditions, in which, for example, the nurse has a chair and a desk to stay and work
for a while .” – Excerpt from interview with a key decision-maker - school medicine

22
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4. Opportunities to strengthen the PHC workforce in Romania
4.1. General overview
Despite the challenges presented above that confront the PHC workforce in the delivery of services to
children, adolescents, youth, and mothers, there are multiple opportunities to improve the quality and
accessibility of these services, as presented in Table 2.

Table 2 - Opportunities to strengthen PHC



Interdisciplinary teams that would ensure an integrated and efficient approach to care for
children, adolescents, mothers and families;

“I would see a very clear territorialization of primary medicine, with a limitation of the number
of patients. For example, a family physician specialized in pediatrics (pediatric primary care physician). So clearly, only a pediatrician should tend to children. And then you can be much more
confident that many things can be solved in primary medicine. The family doctors should work
together with local, regional, and city hospitals, for example, and have a direct connection with a
specialist in a hospital or outpatient clinic, and they should continue to have a connection with a
county hospital. And these hospitals, should have a direct connection with the university centers.
Somehow, there would be clear hierarchy. And in this way, the family doctor does not have to
send the child directly to the university center for a pneumonia that could be solved, for example,
in the local hospital.” - Excerpt from interview with a key decision-maker - pediatrics


Strengthening primary care facilities and community health for children, adolescents,
mothers, by expanding the network of family doctors and CHWs and by adding new
categories of support professionals: allied health professions, nursing, midwifery,
rehabilitation specialists (e.g., speech therapists), administrative personnel (e.g., medical
registrar, accountants), statisticians, etc.;



Increase capacity and review legislation in the context of its applicability to the contextual
reality of the functioning of health services and in conjunction with relevant European
legislation, to offer better access to healthcare for children, adolescents and mothers;

“A colleague from England explained to me how they manage their medical offices. They dedicated a day for pregnant women, a day only for vaccines, etc. Now, especially since the pandemic,
I started a separate program only for vaccinations. It took me a while to implement it, but it was
really enjoyable.” – Excerpt from interview with a key decision-maker - family medicine


Integration of health services, both vertically (primary healthcare - outpatient care - hospital)
and horizontally (primary healthcare - community health - social care - health promotion and
disease prevention - therapy - rehabilitation), to reduce the discrepancy of access to care
for children, adolescents, mothers and families from rural areas;
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“The follow-up of certain chronic diseases could be solved through the family doctors, if they were
specialized in pediatrics. Right now, family doctors cannot make certain decisions, but if they would be
primary care pediatricians, then they could.” - Excerpt from interview with a key decision-maker pediatrics
•

Reviewing the legislation and the patient's pathway for certain chronic diseases,
strengthening the "gatekeeper" role of PHC and supporting the "reversal" of the pyramid
of healthcare services, for better-integrated care for children, adolescents, mothers and
families;

“I think that the past perception of the family doctor in Romania still has a great impact, and for that
both the non-medical and the medical world still look at family medicine a bit pejoratively and do not
understand what its role is and that it is extremely important for the medical community. So, of course,
the motivation of young colleagues to take such a specialty is lower and some of them are even less
willing to make the effort to achieve extremely good professional skills. So, clearly, this should be
changed - the image of family medicine: what it means and what is its role and that, in fact, it should
be at the core, not the periphery of medical services. – Excerpt from interview with a key decisionmaker - pediatric psychiatry
•

Increase the role of digitalization for better collaboration at all levels of healthcare for
children, adolescents, mothers and families;

“We need digitalization. If they digitalize everything, there would be better communication, and
everyone would know what they have to do.” - Excerpt from interview with a key decision-maker
- pediatrics
“It would be good to have an electronic channel of communication, to be able to communicate
directly. Now, of course, the patients come from the family doctors with their medical records that
include all the papers, and we see them. But electronic communication would be better.” - Excerpt
from interview with a key decision-maker - gynecology
•

Development of the service package for primary care through the development of
mechanisms to stimulate performance (by using both financial and non-financial incentives)
and to ensure enough PHC coverage for children, adolescents, mothers and families (e.g.,
pay-for-performance for vaccination coverage and screenings);

“The prevention part should be controlled much better by family medicine, but prevention is not so
well developed in Romania. As long as there is insufficient focus on prevention, the system does not
force you to do prevention, apart from very few vaccinations and certain screenings . Otherwise, there
is no idea of linking prevention to access to further services. In some countries, your funds will be cut
if you do not prescribe certain tests, certain screening programs. You will no longer have access to
providing certain services – this is a good idea for primary care” - Excerpt from interview with a key
decision-maker -pediatrics
•

Financial aid (either from the state or structural funds) to support the proper equipment,
resources and renovation of PHC offices, to improve access to care for children, adolescents
and women from rural areas;

•

Improve the quality of care offered to children, adolescents, mothers and families, by
providing lifelong education and training and accreditation for PHC practitioners, focusing
on transversal skills (e.g., management skills, legislation knowledge, communication
skills, etc), and offering them continuous training to develop their skills (e.g., courses on
diabetology, nutrition, obstetrics, etc.;
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"Maybe a family doctor received training and has competence in diabetology. All the doctors around
should know that he has a certificate in diabetology, and they can send patients from their villages
there. The model exists in the UK, where they are called <<family doctors with special interests>>".
– Excerpt from interview with a key decision-maker - family medicine
"There are legislative changes that you have to stay up to date with. If they change from one year
to the next and you stay fixated on some older aspects of the law, the pregnant woman remains
uninsured." – Excerpt from interview with a key decision-maker - family medicine
•

Increase the continuity of care for children, adolescents, mothers, and families, by improving
communication and collaboration between specialists from primary, secondary, tertiary
care, through recurring meetings (e.g., conferences, working meetings, webinars) and
functional direct channels of communication.

“And you are not sure that your referral goes back to the family physician, because we give it to
the parent. And this is not a good thing. We should have a system to send it to the family doctor
directly. The relationship between doctors should be direct not through the patient.” - Excerpt from
interview with a key decision-maker -pediatrics
“The collaboration between the gynecologist, obstetrician and family doctor must be very good.
Very important institutional steps have been taken by the Romanian Society of Obstetrics and
Gynecology through the Ministry of Health, through the Commission of Obstetrics and Gynecology
of the Ministry of Health. We have protocols for monitoring the pregnancy and a so-called notebook
of the pregnant woman, addressed to the family doctor and the gynecologist. Maybe we should
do a little more to inform the family doctors, to keep them up to date with the news in our field,
the new things that can be done. From time to time, we could hold meetings between the boards
of our national societies, or at least locally, between obstetrics and gynecology associations and
family doctors, in which to discuss common issues, such as vaccination of pregnant women. We
currently have webinars organized by the Romanian Society of Obstetrics and Gynecology where
we also invite family doctors to learn more on various topics: anemia in pregnant women, general
vaccination - I'm not just talking about COVID, but also HPV, fake pregnancy. So, we have activities
that address these issues, and we could probably disseminate them a little wider.“ - Excerpt from
interview with a key decision-maker - gynecology
•

Update the legislation to include new categories of workers (e.g., vaccination counselors)
and to redefine the roles of the existent ones, in order to strengthen PHC (e.g., nurses
in family doctors’ offices, non-physician clinicians, CHW, social workers, psychologists,
therapists);

“The urban and peri-urban population usually manage to access health services. On the other hand,
the rural population is often deprived of such access. And even if they have access, it is just for
diagnosis and evaluation but not for intervention and correct monitoring of the patient – especially
if they are from a remote area. Because most mental health professionals are in cities, in big cities.
Clearly, small towns and rural areas do not have mental health professionals at the moment, neither
in medicine , nor in social assistance or psychology. This needs to change immediately! - Excerpt
from interview with a key decision-maker - pediatric psychiatry
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4.2. Opportunities for improved task shifting / sharing in the primary
care sector in Romania
How could task shifting look like for family doctors?
Family doctor to nurse:
The main task shifting that can be implemented for family doctors is giving nurses authority to carry out
different medical tasks, such as:


Enhance nursing role, by delegating them first contact care for patients requiring urgent
consultations during routine office hours; Reviews from the United Kingdom suggest that people
are more satisfied with treatment by nurse-practitioners, who often have better interpersonal
skills than physicians23;



Family planning counseling offered by the nurse in the family practice;



Enhance the role of the nurse in health education, health counseling for mother and child, family
planning, screening and prevention services, etc; In the United Kingdom, empowering nurses to
prescribe routine medication has been successful in expanding services and improving clinical
outcomes patients25;



Delegate nurses the authority to perform a range of clinical activities traditionally reserved to
the medical profession, including prescriptive, diagnostic, treatment authority, ordering medical
tests, referrals, responsibility for a panel of patients and first point of contact. Task shifting from
physicians to nurses has become common in many countries worldwide, demonstrating its
feasibility across differently organized and financed health systems24;



Empower parents of children with long term conditions to monitor and manage their conditions
(e.g. Type 2 diabetes) or adolescents to self-manage their conditions; Examples from the United
States and Australia show that patients empowered to self-manage their disease have better
health outcomes and require less healthcare25;



Enable nurses to train children and adolescents to manage their chronic diseases (e.g. asthma,
diabetes), and to teach children and adolescents to act as tutors for other patients in expert
patient programs, as international practices showed good results25;

Secondary and tertiary care to the family doctor


Hire a medical registrar to work on administrative tasks;

“In primary medicine offices we may hire a registrar to do bureaucratic and administrative work. And
let the nurses do their job as nurses.” – Excerpt from interview with a key decision-maker family medicine

23

24
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Group in a clinic (2-3 family doctors) instead of individual medical offices and have specialists
from different fields in the same clinic (e.g., pediatrics, gynecology, rehabilitation, etc.) and hire
shared administrative personnel (e.g. medical registrar);

“For example, it would be ideal to have medical clinics with an adult family doctor, a pediatrician, a
dentist - as there used to be. To have a shared medical office, to have an emergency car for home
visits. Have a few beds where patients can be supervised for a very short time. This group should
have a small laboratory for medical tests. In this way, the burden could be taken from the outpatient
clinics and hospitals. - Excerpt from interview with a key decision-maker -pediatrics
“So, today we do not have specialists in child rehabilitation in Romania. We have rehabilitation specialists for adults, but not for children. Since there is no School of Pediatrics, no more proper training
is done in this direction. There are actions that can be taken. Firstly, to increase competence in rehabilitation of children or even a specialization training program in child pathology and rehabilitation
for doctors of other specialisms.” - Excerpt from interview with a key decision-maker - pediatric
rehabilitation


Monitor chronic pharmacological treatment compliance and empower the patient to self-manage
his/her medical condition;



Draw on support from technology, including devices that can monitor physiological parameters
in real-time, such as blood glucose, to empower patients;



Offer mental health services for children in primary care, by involving new mid-level professionals,
such as psychiatric technicians, to reduce the treatment gap26;



Enable family doctors to conduct initial triage and be responsible for the treatment scheme, by
providing them basic training on different health conditions (e.g. monitoring pediatric diabetic
patients, perform ultrasound scans on pregnant women, screening for different types of cancers for
mother and children, ENT assessment for children.). This will free specialist doctors to use their time
and expertise for people with more complicated diseases, and many other people will benefit from
receiving treatment closer to home, in local health centers, rather than having to travel to hospital25;

“We need to be seen as triage doctors, to work with patients with not so urgent problems that are
currently suffocating emergency departments and hospitals.”– Excerpt from interview with a key
decision-maker - family medicine
“Many times, the patient goes to hospitals, outpatient clinics and university centers for some investigations or diagnoses that could be solved by the family doctor. Let the family doctor request the blood
check-ups and interpret them. They [n.r. family doctors] should do some small investigations and make
an initial diagnosis. And only after that send the child to the specialist. Very often, these investigations
could be done by the family doctor and requested in a local laboratory, and small treatments could be
solved locally and not sent to hospitals or tertiary centers” – Excerpt from interview with a key decision-maker –pediatrics

26
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“Family doctors could collect the pap smear. There are national cancer screening programs for the
prevention of cervical cancer and some of the family doctors have been trained for them, but there
has been a progressive decrease in their interest in the past 10 years since the program started. They
probably need special equipment and financing for this, they probably need extra time.” - Excerpt
from interview with a key decision-maker - gynecology
“There are family doctors who have shown willingness to do pregnancy ultrasound scans, have taken
classes, gained skills, but again, things are probably evolving very quickly in ultrasound scanning, and
they cannot ensure performance or maybe they do not want to assume the forensic responsibility of
some diagnoses.” - Excerpt from interview with a key decision-maker - gynecology

How could task shifting look like for community health workers?
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Qualify CHWs to distribute medication for chronic diseases in the community; (e.g. in Uganda,
due to shortage of doctors, qualified nurses manage people with chronic conditions, prescribe
medication for infectious diseases and manage people (including children) with chronic conditions
who have minor side effects)27;
Increase the health literacy of children, adolescents, mothers and families;
Follow-up with treatment after hospital discharge28;
Capacitate CHW to offer family planning and immunization services in communities without
access to healthcare providers, as international practices show promising results in shifting
these task to mid-level providers29;
Perform non-life-threatening micro-surgery and minor treatments, provided that adequate training
is received38;
Offer health education and prevention services in the community, to increase children
immunization uptake, promote the initiation of breastfeeding, any breastfeeding, and exclusive
breastfeeding; improve pulmonary TB cure rates30;
Conduct initial triage and screening in the community;
Offer non-pharmacological treatment (e.g. for rehabilitation and medical and psychological
support);
Distribute recommended nutritional supplements and preventive treatment in pregnancy to
reduce perinatal mortality31 32;
Identify and treat children with uncomplicated diseases (e.g. measles, diarrhea, pneumonia);
Raise awareness about mental health, especially conditions targeting children and adolescents
(ADHD, depression, anxiety);
Provide psychological first aid, brief psychological treatments;

WHO. (2007). Task shifting to tackle health worker shortages. Available here: https://chwcentral.org/wp-content/uploads/2013/07/Task-shifting-to-tackle-health-worker-shortages.pdf
Ogedegbe, G., Gyamfi, J., Plange-Rhule, J., Surkis, A., Rosenthal, D. M., Airhihenbuwa, C., ... & Cooper, R. (2014). Task shifting interventions for cardiovascular risk reduction in low-income and middle-income countries: a systematic review of randomised controlled trials. BMJ
open, 4(10), e005983.
Lehmann, U. (2008). Mid-level health workers. The state of the evidence on programmes, activities, costs and impact on health outcomes. A
literature review. WHO and Global Health Workforce Alliance, 42.
Lewin, S., Munabi-Babigumira, S., Glenton, C., Daniels, K., Bosch-Capblanch, X., Van Wyk, B. E., ... & Scheel, I. B. (2010). Lay health workers in
primary and community health care for maternal and child health and the management of infectious diseases. Cochrane database of systematic
reviews, (3).
Jokhio, A. H., Winter, H. R., & Cheng, K. K. (2005). An intervention involving traditional birth attendants and perinatal and maternal mortality in
Pakistan. New England Journal of Medicine, 352(20), 2091-2099.
Kane, S. S., Gerretsen, B., Scherpbier, R., Dal Poz, M., & Dieleman, M. (2010). A realist synthesis of randomised control trials involving use of
community health workers for delivering child health interventions in low and middle income countries. BMC health services research, 10(1), 1-7.
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“Providing non-pharmacological services. This can be clearly offered by professionals trained on
various psychological interventions – who could be from the primary care.” - Excerpt from interview
with a key decision-maker - pediatric psychiatry

How could task shifting look like for school doctors?


Conduct, monitor and evaluate different health conditions of school children, with a focus on
preventive services;

“What the family doctor can do is to give the patient a phone call – whether the parents will vaccinate
the child is not under the control of the family doctor. It would be easier to do it in school because
children are here all the time. It would be much easier for us to offer information to children and
parents and request parental consent in schools.” – Excerpt from interview with a key decisionmaker - school medicine


Perform non-life-threatening micro-surgery and minor treatments;

“Well, I think that absolutely everything that can be offered in the outpatient department can also be
offeredin school medicine as a first step. If the first emergency consultation would be done in the
school doctor’s office it is clear that neither the outpatient clinics nor the emergency rooms would be
so crowded, as long as you have a school medical office where there is a doctor and a school nurse.
This is a pressure that we can relieve from the outpatient and emergency system.” – Excerpt from
interview with a key decision-maker - school medicine


Monitor long-term conditions in children (e.g. Type 2 diabetes, asthma);

“With better structured communication with our family medicine counterparts we could simplify
the epidemiological triage, so we could assess if the child is able to enter the community, without
bothering our colleagues in the family medicine for that.” – Excerpt from interview with a key
decision-maker - school medicine


Offer contraceptives and protection treatment against STIs;

How could task sharing look like for family doctors?


Attain short qualification programs in different medical fields (e.g. diabetes, gynecology) and offer
some services in their medical offices instead of referring the patients directly to the specialist
doctor – e.g. monitoring diabetic patients, performing ultrasound scans on pregnant women,
screening for different types of cancers for mother and children, ENT assessment for children, etc.;

“Initial treatments for lighter conditions, small, micro-surgery... these can all be done by a family
doctor.” - Excerpt from interview with a key decision-maker - pediatrics


Organize clinics with 2-3 family doctors instead of individual medical offices, and have specialists
from different fields and a medical laboratory in the same clinic for specialized consultations (e.g.
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pediatric, gynecology, rehabilitation, etc) to screen and treat minor health conditions (e.g urinary
infection, micro-surgery, etc);


Monitor treatment compliance and collaborate with other medical specialists for integrated care
of the patient;

“First of all, the family doctor should notice when a child, let’s say, does not have adequate motor
capabilities for his/her age, especially in the infancy. Training family physicians on this is essential. For
example, I always make some leaflets [n.r. with essential information on pediatric rehabilitation] and
send them to the family doctors.” - Excerpt from interview with a key decision-maker - pediatric
rehabilitation

How could task sharing look like for community health workers?


Conduct preliminary health assessment in the community, as instructed by the family doctor;

“In some communities, the family doctor and the community health worker work together well.
The community health worker goes through the community in the morning and assesses the health
status of children and pregnant women and reports to the family doctor.” – Excerpt from interview
with a key decision-maker - community health


Assure treatment compliance in the community and help with medication refills;

How could task sharing look like for school doctors?


Offer first-line medical support and supervise treatment compliance as recommended by the
family doctor or a specialist;

“Maybe when we do measurements, regular check-ups – to have the possibility, when we detect
abnormalities, to involve (refer the child to) a pediatrician, or a doctor specialized in such problems.
It would make it easier for us not only to detect some problems but to make sure that they are not
lost somewhere along the way and children receive help.” – Excerpt from interview with a key
decision-maker - school medicine
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5. Conclusions and recommendations
5.1. Conclusions
5.1.1. Health system factors


The quantity and quality (accuracy, comprehensiveness, reliability) of data on primary healthcare
workforce is poor across all surveyed categories, and spread throughout a number of different
institutions (National Institute of Statistics, National Institute of Public Health, Ministry of Health,
professional associations). Even when data is available (e.g. on the number of family doctors),
there are discrepancies between the data holders;



There are few indications that the available data is used to generate evidence which can in turn
inform effective policies. This is caused by poor organizational mechanisms to enforce evidenceinformed policy making at local and central level;



The inter-sectoral collaboration between relevant ministries (Ministry of Health, Ministry of
Education, Ministry of Social Affairs) is scarce in assessing the needs for children’s, adolescents’
and mothers’ health needs, which could inform the workforce needs in terms of numbers,
distribution, skills, and competencies;



A standardized strategy, as well as mechanisms and tools for planning and forecasting heathcare
human resource are needed. The discrepancy between the supply (health workforce categories)
and needs (healthcare services to be provided to children, adolescents, and mothers) leads to
long waiting times, unmet needs, avoidable hospitalization, and potentially deaths, all infringing
on children’s rights to access quality care.

5.1.2. Health workforce processes


The needs experienced in the territory are not aligned with admission policies.



Financial incentives for family physicians to enroll children on their lists are still reported to be
unsatisfactory;



Legislation covering PHC is fractured and does not overarch the entire sector, leaving some PHC
professions without specific responsibilities (e.g. nurses in family doctor practices);



Access to primary care will be severely impacted on short- to medium-term given the current
imbalance between workforce entries and exits .

5.1.3. Health workforce outcomes


Children, adolescents and mothers in communities (particularly in vulnerable and marginalized ones) do
not have proper access to high-quality and well-coordinated care;



The institutional mechanism for professionals in primary healthcare is inadequate to follow-up
on their children, adolescent and mother patients; even when inter-professional interaction is
documented, it is rather based on personal connections;

27



The motivation of the health professionals to engage in innovation and change is low due to the
absence of a strong leadership and governance framework from the institutions in charge of the
HRH policy at central level (e.g. Ministry of Health);



There are multiple areas where significant effort is needed in equipping health workers with the
necessary skills (such as use of digital tools, inter-personal communication, inter-professional
collaboration etc.).

5.2. Recommendations
Based on the information provided above and findings from the interviews and frameworks for
international best practices33, the following recommendations are suggested:
Recommendations
Stakeholders

Ministry of
Health

Short-term actions
(up to 1 year)

Medium-term
actions (up to 5
years)

Equip PHC workers with the tools,
devices and materials needed to offer
proper care (e.g.
emergency health
kits for community
health workers);

Increase the numbers
and capacities of the
current PHC workforce, with a focus on
developing prevention skills across all
professions;

Improve the CHW
activity recording and
reporting system;

Provide better regulation of PHC professional categories’
training related to
specific health needs
of children, adolescents, mothers, and
vulnerable groups;

33

Long-term actions (up to 10 years and
beyond)
Ensure equitable distribution of the PHC
workforce and resources among urban
and rural areas, especially for serving
vulnerable populations;
(i.e., better enforcement of residency
training at the future workplace; literal
translation from Romanian: “rezidențiat pe
post”)

Strengthen policy
development and
effective planning
capacity of PHC by
including task-shifting and task sharing
in the health-sector
financing policy;

Align educational programs (basic, in-service and continuing), learning content and
methods for PHC using a people-centered practice, as well as community and
population needs (e.g., decentralizing
education programs and expanding rural
health training, improve the availability
and distribution of health workers using
financial and non-financial incentives,
particularly in areas where care is most
needed);

Facilitate improved
communication and
collaboration at primary, secondary and
tertiary level – preferably using standardized, digital tools
(e.g. electronic health
records);

Create new primary healthcare specialties in dentistry, medicine, nursing,
pharmacy, public health, and social work,
to train workers with specific competencies in prevention and health promotion
and in managing risk factors and chronic
conditions, which require coordinated
and continuous care; (i.e., rehabilitation
therapist)

World Health Organization & United Nations Children’s Fund (UNICEF). (2020). Operational framework for primary health care: transforming
vision into action. World Health Organization
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Facilitate better coordination with relevant
ministries in terms of
planning workforce
needs;

Improve legislation and inter-sectoral strategies on provision of PHC and their work
conditions and duties (e.g.
medical offices equipped
properly as stated by the law
and not only “on paper”; ensuring consistence between
what is reported as activity
and what is actually performed; avoiding overlapping
of tasks done by community
health workers, members
of the family doctor’s office
and nurses in school medical
offices);

Strengthen policy development
and effective planning capacity
of PHC by including task-shifting and task sharing in the
health-sector financing policy,
and focusing on preventive
services;

Ensure the quality and consistency of PHC workforce
data by establishing and upkeeping an integrated health
professionals’ registry;

Increase the numbers and
capacities of the current PHC
workforce;

Increase focus on developing
prevention skills across all
professions;
National Health
Insurance House

Design incentives in
order to attract PHC
professionals in under-served areas;

Regulate proper composition
of the family doctor’s office
team, to ensure that administrative tasks are performed by
especially trained professionals (e.g. registrars, receptionists etc.) instead of the family
doctor and/or their nurse;

Develop and implement pilot
models of integrated, inter-professional services dedicated
to children, adolescents, and
mothers;

Health
professionals;
Health
professionals’
associations

Catalyze better
and more frequent
interactions between
secondary and tertiary
healthcare workers, on
the one hand, and PHC
professionals, on the
other hand, to discuss
the latest practices in
the field;

Identify and develop areas
susceptible to successful
task shifting and task sharing;

Develop a performance
monitoring framework for
professional development,
mentoring, and developing
the future generations of
professionals, focused on
prevention services offered by
PHC;

Local Authorities
(Local Councils
and County
Councils)

Provide logistics
support to PHC
professionals – e.g.
transportation, lodging
etc.;

Increase access of CHWs to
training programs;

Catalyze stronger cooperation
between health professionals
serving the local community;

Facilitate the
identification of
additional funding
sources (local / regional
/ national / European
projects);

Provide support to local
initiatives emerged from PHC
professionals;
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6. Case study: Bistrița-Năsăud County
The current stock and distribution of PHC workforce in Bistrița-Năsăud
Family doctors: In 2021, there were 129 family doctors in Bistrița-Năsăud County under contract
with the County Health Insurance House. Most of them (32%) were in the city of Bistrița. A total
of 2 communes did not have a family doctor in 202134.
Out-of hours primary care: Data received from the Public Health Directorate of Bistrița-Năsăud
show that there are 4 out-of-hours primary care centers, 2 in the urban area and 2 in rural area
(out of which only one is functional).
Community health workers (CHW): 28 community health nurses (CHN) and 9 health mediators
(RHM) in 2021. There are employees in 4 towns and in 24 communes. Thus, while 63.32% of the
county’s population lives in rural areas, CHWs are employed by less than half (46.55%) of the
territorial administrative units in rural areas35.

School doctors: 16 (10 general school medical offices and 6 dental school offices) in 2020.
School nurses: 41 (35 in general school medical offices and 6 in dental school offices in 2020.
Data received from Public Health Directorate of Bistrița-Năsăud show that, in 2021, there were
12 school doctors and 38 school nurses, a decline compared to data reported in 2020 by the
Ministry of Health.

Bistrița-Năsăud County school network: 293 state-owned and 12 private schools. Out of the
total 305 schools, 178 are middle schools and high schools, 108 kindergartens, 6 special schools,
9 structures with extracurricular activities and 4 post-secondary schools. In rural areas, only two
out of 54 commune halls have entered agreements with family doctors for the supervision of
students and preschoolers. In all other communities, preventive activities are occasionally carried
out in schools by teams consisting of a doctor and a nurse from the School Hygiene Department
of the Public Health Directorate.

Figures 1 and 2 show the distribution of community health workers and family doctors in Bistrița-Năsăud
County, showing that there are areas that are not covered by either a family doctor or a community health
worker (Ciceu-Mihăiești, Monor, Miceștii de Câmpie).

34

35

List of primary care providers under contract with NIH-BN from August 1 to December 31, 2021, available here: http://www.casan.ro/casbn/
media/pageFiles/Furnizori%20asistenta%20medicala%20primara%20august%20-%20decembrie%202021.pdf
Data received from the Ministry of Health
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Fig. 1 Number of population/community health workers in Bistrița Năsăud County in 2015

Fig 2. Number of population/family doctors in Bistrița Năsăud County in 2015

Moreover, there are areas of Bistrița-Năsăud (Telciu, Zaga, Târlișua, Spermezeu, Lechința, Dumitrița,
Lunca Ilvei, Ilva Mică, Uriu) with more than 3000 people per family doctor but covered by sufficient
community health workers. However, Lechința shows a lack of coverage with both family doctors and
community health workers. Communes such as Maieru, Feldru, Beclean, Livezile, Prundu Bârgăului, and
Tiha Bârgăului are also showing a shortage of community health workers (1 community health worker for
over 3000 people).
Data concerning minor (underage) population (0-19 years old) in Romania) presented in Figures 3 and 4
show that, in Beclean and Năsăud, there are more than 2500 minors for each community health worker
and the number of family doctors is, in theory, sufficient to ensure the proper coverage of PHC.
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Figure 3. Number of minors /community health workers in Bistrița Năsăud county in 2015

Figure 4. Number of minors /family doctor in BN county in 2015

Figures 5, 6 and 7 show the density of family doctors and how they are clustered around bigger cities
and communes of Bistrița-Năsăud County and show that there are regions of the County (Șanț, Maieru,
Sângeorz-Băi) from where people must travel over 10 kilometers to see a family doctor, with Șanț having
the hardest time accessing primary care services due to the mountain area surrounding them.
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Figure 5. Density clusters of family doctors in Bistrița Năsăud County

Figure 6. Service area for family doctors in Bistrița-Năsăud

Figure 7. Proximity of family medicine practices in Bistrița-Năsăud County
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FAMILY MEDICINE
The main activities carried out in 2021 by family doctors at County level through national health
programs coordinated by the Public Health Directorate of Bistrița-Năsăud36


National vaccination program: immunization of children and general population – including
COVID-19 immunization in 46 family medical practices (19 in the urban areas and 27 in rural areas);



Screening for cervical cancer program: in the first round, from 2012 to 2017, almost all family
doctors took part in the informing and counseling component, while 4 family doctors also sampled
for the Pap Smear Test (sampling percentage 25%); in the second round (2017-2021), less than
half of all family doctors took part in the informing an counseling component and the sampling
percentage dropped to 11%; in October 2021, a new round of the screening for cervical cancer
program started and 18 family doctors enrolled for the informing an counseling component,
while just 1 family doctor enrolled for sampling for Pap Smear test;



Subprogram for health surveillance – in relation to environmental factors: lack of reporting;
sporadic involvement of family doctor;



Women’s and Child Health Program:
o The subprogram for improving the nutritional status of mother and child: the involvement
of family doctors in the prophylaxis of dystrophy in infants (recommendation/distribution
of milk powder) is decreasing;
o Women’s health subprogram: in a continuous decrease, up to 0 for family planning; there
are 3 family planning practices in the county, with decreasing activity;
o No data on supervision of pregnant women communicated to the Public Health Directorate
of Bistrita-Nasaud

The activities reported above are not exhaustive of family doctors’ responsibilities and main activities as
specified in Law 25/2006 (largely explained in the info brief document). However, these activities are the
ones reported to the Public Health Directorate of Bistrita-Nasaud and the Bistrita Nasaud County Health
Insurance House. One explanation for the decrease in their activity could be linked to Table 1.
Task shifting performed by family doctors: Pap Smear sampling
Task sharing performed by family doctors: Offering nutritional aid for improving the nutritional status
of mother and child
Possible task shifting and task sharing activities for family doctors are presented in Section 4.2.

36

Reports received from Public Health Directorate of Bistrita-Nasaud
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SCHOOL MEDICINE
The main activities carried out in 2021 by school doctors at County level37


Medical examinations to assess the state of health for pre-school children entering the school
system, 1st grade, 4th grade, 8th grade, and 12th grade: 1,110



Height and weight measurements of preschoolers in all groups and students in all grades and all
years: 1,743



Epidemiologic triage after Christmas and Easter holidays for all students from kindergarten
through high school: 58,755



Periodic dental examinations for students: 1,784



Cavities treated for students: 1,356



Number of cases of conditions with referral to a specialist and kept under medical supervision: 57

No task shifting or sharing activities performed by school medicine.
Possible task shifting and task sharing activities for school doctors are presented in Section 4.2.

COMMUNITY HEALTH
The main activities carried out in 2019 and 2020 by CHW at the county level38

37
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Campaigns to promote health at the community level and of some target groups (including activities
dedicated to the World Health Calendar Days and COVID-19 infection issues): 8 campaigns;



Training (online course, supported by the Babeș-Bolyai University and UNICEF) and specific
COVID-19 activities;



Training (online training, Colgate and UNICEF) and initiation of activities in the Colgate School
Program in 23 territorial administrative units in the County;



Public health actions according to specific national and/or local health priorities: 649 actions;



Methodological meetings and methodological guidance on various communication channels
(phone, internet, WhatsApp group) for the staff employed in community healthcare;



The “National Alcohol Testing Day” campaign - organizing 5 testing centers;



Organizing and carrying out 2 “Caravan with Doctors” activities;



An information campaign about the flu; current activities to promote vaccination and vaccine
catching-up of disadvantaged children;

Activity report. (2020). Public Health Directorate of Bistrita Nasaud county. Available here: https://dspbn.bistrita.ro/wp-content/uploads/
RAPORT-ACTIVITATE-2020-DSP-BN.pdf
Reports received from CHW coordinator from Bistrita Nasaud county
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Training activities in the “Magic of Reading” project - promoting reading in disadvantaged families
in the County: 5 training modules for 25 health mediators and community nurses, followed by
activities in communities organized and carried out by the staff of the CHW network;



Methodological meetings for CHW staff: 11 methodological meetings, including 10 training sessions
and a workshop credited by the Order of General Nurses, Midwives and Nurses in Romania;



Participation in the meetings dedicated to the National Roma Day and the National Ethnic Day,
organized by the Prefect’s Institution and the Bistrița Năsăud County Council;

The contribution of the CHW network in the County to the increase of the access of the
disadvantaged population to health services18
The activity carried out in 2020 brought benefits to the communities, reflected by the evolution of the
main indicators:


An increase in the total number of registered beneficiaries (16,274 in 2020, compared to 14,764 in 2019);



An increase in the number of people (including pregnant women and newborns) enrolled in the
family doctor through the involvement of CHW networks; No underage pregnancies monitored: 31;



Increased number of beneficiaries with monitored chronic diseases (including in the category of
patients with rare diseases: 24);



Increased number of medical and social cases identified and monitored together with the social worker;



Increased number of people supported to get identity documents and obtain social benefits;



Increased number of home services / medication administration to vulnerable people;



Monitoring and providing food, medicines, protective materials (masks) to people in solitary
confinement or quarantine (COVID-19);



Increased number of beneficiaries of the epidemiological triage in entities with children and students;



Increased number of people informed about healthy lifestyle and avoiding risk factors (e.g.
preventing / limiting the transmission of SARCoV 2 infection, etc.),



Approx. 5,000 children aged 6-12 have benefited from the Colgate School Program.

Task shifting and sharing performed: Distribution of medication in the community during COVID-19
pandemic; Oral health education for children and underaged health check-ups.
Possible task shifting and task sharing activities for school doctors are presented in Section 4.2.
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List of abbreviations

ADHD

Attention-Deficit / Hyperactivity Disorder

CHNs

Community Healthcare Nurse(s)

CHW

Community Healthcare Workers

EGO

Emergency Government Ordinance

ENT

Ear-Nose-Throat

FNPMF

National Federation of Family Physicians’ Associations

GIS

Geographic Information System

HRH

Human Resources for Health

NHIH

National Health Insurance House

OAMGMAMR

Order of General Nurses, Midwives and Nurses in Romania

OOH

Out-of-hours care

PHC

Primary Health Care

RHMs

Roma Health Mediator(s)

SHS

School health services

UNICEF

United Nations Children’s Fund

WHO

World Health Organization
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Definitions of terms and legislation39
Definitions
According to WHO, primary healthcare is “a whole-of-society approach to health that aims at ensuring the
highest possible level of health and well-being and their equitable distribution by focusing on people’s needs
and as early as possible along the continuum from health promotion and disease prevention to treatment,
rehabilitation and palliative care, and as close as feasible to people’s everyday environment”40. The primary
healthcare (PHC) workforce is comprised of “all people engaged in the systems and services specific
to primary healthcare and whose primary intent is to enhance health”2. This includes all professions
involved in the continuum of disease prevention, health promotion, treatment, and palliative care.
Additionally, the PHC workforce includes volunteers and caregivers, most of whom are women, who
support PHC systems and services by assisting individuals with daily life activities, providing psychological
support or transportation to health services, and monitoring medication41. PHC largely focuses on maternal,
newborn, child and adolescent health and nutrition services, early childhood development, immunization,
sanitation and hygiene, disease control and prevention, antenatal care, and vaccination coverage42.
At the international level, family medicine is defined as a “specialty of medicine concerned with
providing comprehensive care to individuals and families and integrating biomedical, behavioral and
social sciences”43. This includes all occupations engaged in the continuum of health promotion, disease
prevention, treatment, rehabilitation and palliative care, including paraclinical and ambulatory services. A
family doctor is a physician who is a specialist trained to provide healthcare services for all individuals,
regardless of age, sex or type of health problem and that acts as a gatekeeper. A family doctor provides
primary and continuing care for entire families within their communities; addresses physical, psychological
and social problems; and coordinates comprehensive healthcare services with other specialists as
needed. Family doctors may also be known as family physicians or general practitioners, depending on
the location of practice4.
School health services (SHS) are “services provided by a health worker to students enrolled in primary
or secondary education, either within school premises or in a health service situated outside the school.
Most countries have some form of SHS, but many such programs currently are not evidence-based, are
not implemented well, are underfunded and/or are delivered with limited reach and scope”44.
WHO defines community health workers (CHWs) as “members of the communities where they work,
should be selected by the communities, should be answerable to the communities for their activities,
should be supported by the health system but not necessarily a part of its organization, and have shorter
training than professional workers”45.
Community health workers are known by many different names in different countries. The umbrella term
“community health worker” (CHW) embraces a variety of community health aides selected, trained and
working in the communities from which they come including, but not limited to traditional birth attendants,
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Definitions by World Health Organization
World Health Organization. (2021). Primary health care. Retrieved from https://www.who.int/news-room/fact-sheets/detail/primary-health-care
World Health Organization. (2018). Building the primary health care workforce of the 21st century. WHO Report, 1–29. Retrieved from https://
apps. who.int/iris/bitstream/handle/10665/328072/WHO-HIS-SDS-2018.48-eng.pdf?sequence=1&isAllowed=y
UNICEF (2020). HEALTH RESULTS 2020 PRIMARY HEALTH CARE. https://www.unicef.org/media/102671/file/Health-Results-2020-PrimaryHealth-Care.pdf
World Health Organization. (2003). Family medicine: report of a regional scientific working group meeting on core curriculum. In Family
medicine: report of a regional scientific working group meeting on core curriculum. Available here: https://apps.who.int/iris/bitstream/handle/10665/205046/B3426.pdf?sequence=1&isAllowed=y
World Health Organization. (2021). WHO guideline on school health services. Available here: https://www.who.int/publications/i/
item/9789240029392
Lehman, U., & Sanders, D. (2007). Community health workers: What do we know about them? The state of the evidence on programmes,
ac-tivities, costs and impact on health outcomes of using community health workers. World Health Organization: Evidence and Information for
Policy, Department of Human Health Geneva. Available here: https://www.who.int/hrh/documents/community_health_workers_brief.pdf
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village health workers, peer supporters, community volunteers and health extension workers46. CHWs may
receive training that is recognized by the health services and national certification authority, but this training
does not form part of a tertiary education certificate. While early programs emphasized the role of CHWs as
not only (and possibly not even primarily) healthcare providers, but also as advocates for the community and
agents of social change, today’s programs emphasize their technical and community management function.
Task shifting is the delegation process whereby tasks are relocated, where appropriate, to less specialized
healthcare workers. This restructuring of the workforce and expanded training and retention programs can
allow a health system to use the existing workforce more efficiently and ease bottlenecks in service delivery
while also developing workforce capacity47.
Examples of task shifting in PHC include shifting responsibilities from physicians to nurses in managing
cases and delivering care, monitoring and managing diseases for children (e.g., infectious diseases such as
measles), and offering maternity care and home visits. Other task shifts from physician to nurses include health
education and self-management of diseases, especially for children and adolescents48. International literature
also provides examples of task shifting from doctors to CHW in terms of maternal and newborn monitoring,
education and delivering minor procedures (e.g., epidemiological triage for infectious diseases)11. However,
good management, support, supervision and political commitment characterize the programs that succeed21.
Task sharing increases the categories of healthcare workers who can deliver certain health services. With task
sharing, tasks are not taken away from one person and given to another but distributed across groups. Task
sharing enables low- and mid-level health professionals to perform tasks and procedures typically restricted to
higher-level health professionals, thereby saving up time for these higher-level providers within a health system9.
Examples of task shifting between different categories of health workers include the creation of
multidisciplinary teams for offering care in complex cases (e.g., pediatric rehabilitation, obstetric care), in
which PHC offered monitoring and first-line support49. Moreover, task sharing can also leverage mental
health specialists to support care across settings both within primary care and out in the community,
especially for children and adolescents50.

Legislation
In Romania, the overarching piece of legislation introducing the roles and functioning mechanisms of PHC
is Law 25/200651. It is complemented by various other Emergency Government Ordinances, Government
Decisions and Ministerial Orders. Emergency Government Ordinance 18/2017 is regulating community
healthcare at the level of communes, cities, municipalities, and sectors of Bucharest, as well as the
establishment, organization and operation of integrated community centers, to facilitate and improve the
access of the population and especially of different vulnerable groups to health services, integrated at
the community level with social and educational services. The categories of vulnerable people are: below
46
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Hyde, S. H. K., & Hawkins, K. (2017). The Cost-Effectiveness of Close-to-Community Health Programmes: What do We Know and Where are
the Gaps. Economic Evaluation of Community Based Practitioners in Low-and Middle-Income Countries: A Literature Review, Country Case
Studies and a Generalized Cost-Effectiveness Model. Switzerland: World Health Organization. Available here: https://www.who.int/workforcealliance/knowledge/resources/cost_effectiveness_brief/en/
Centres for Disease Control and Prevention. (2020). Sharing and Shifting Tasks to Maintain Essential Healthcare During COVID-19 in Low
Resource, non-US settings. Retrieved December 4, 2021, from https://www.cdc.gov/coronavirus/2019-ncov/global-covid-19/task-sharing.html#foot01
Siew Lian Leong, Siew Li Teoh, Weng Hong Fun & Shaun Wen Huey Lee (2021) Task shifting in primary care to tackle healthcare worker shortages: An umbrella review, European Journal of General Practice, 27:1, 198-210, DOI: 10.1080/13814788.2021.1954616
De Maeseneer, J., Bourek, A., McKee, M., & Brouwer, W. (2019). Task shifting and health system design: report of the expert panel on effective
ways of investing in health (EXPH). Available here
Hoeft, T. J., Fortney, J. C., Patel, V., & Unützer, J. (2018). Task-Sharing Approaches to Improve Mental Health Care in Rural and Other Low-Resource Settings: A Systematic Review. The Journal of rural health : official journal of the American Rural Health Association and the National
Rural Health Care Association, 34(1), 48–62. https://doi.org/10.1111/jrh.12229
Legea nr. 95/2006 privind reforma în domeniul sănătăţii – Titlul III: Asistența medicală primară -http://legislatie.just.ro/Public/DetaliiDocument/71139
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the poverty line; unemployment; low level of education; disability; chronic diseases, end-stage diseases
that require palliative treatment; pregnancy; the third age; age under 18; members of single-parent
families; risk of social exclusion; other categories identified as medically or socially vulnerable at the
community level. Government Decision 324/2019 approves the methodological rules for the organization,
operation, and financing of the community healthcare. Law 174/2011 approves the Emergency Government
Ordinance 162/2008 that establishes the legal framework regarding the transfer of all the responsibilities
and authority of the Ministry of Health to the local authorities, while ensuring the human, physical and
financial resources necessary for their exercise. Ministerial Order 438/4.629/2021 focuses on providing
healthcare to preschoolers, pre-university students, and students in higher education institutions to
maintain the health of communities and promote a healthy lifestyle.

Family Medicine
Title III, Article 632 of Law 25/2006 regulates primary healthcare provided by family medicine services.
On 26 June 2021, the Government adopted Government Decision 696/2021, introducing the new
Framework Contract regulating the conditions for providing medical care, medicines and medical devices,
technologies, and assistive devices within the social health insurance system for the years 2021-202252.
According to the Framework Contract, the doctors working in family medicine are those providers who
coordinate and integrate healthcare services provided to the patients in the primary care sector. Through
medical offices located at the community level, family doctors are the patients’ first point of contact with
the health system, thus serving as gate keepers. Family doctors may set up individual or group practices
as legal civil medical societies or informal associations. Family medicine practices may be co-located with
specialist care in larger clinics established as commercial entities. Practices may also have a principal and
secondary offices across multiple communities53.
Family doctors’ offices employ other categories of healthcare staff (usually one or more nurses, regardless of
the number of insured persons on their list, that can be employed either part- or full-time) and non-healthcare
staff (registrars, accountants, cleaning staff, etc.). Emergency Governmental Ordinance no 144/2008 on the
exercise of the professions of general nurse, midwife, and nurse,54 appended by the methodological norms
from 2014,55 states that the general nurse, midwife, and nurse may provide delegated healthcare services as
prescribed by the physician, as well as self-care services within the professional competencies acquired by
the provider. The provision of medical care services is made in compliance with the protocols or procedures
for practicing the activities of generalist nurse, midwife and nurse, approved by order of the Minister of Health.
However, no specific responsibilities for the nurses working in family medical practices are provided in order
144/2008 or its subsequent documents. Each family doctor practice has its own job description and specific
tasks. Nurses working with family doctors have the same responsibilities as general nurses. Still, they also
have other specific tasks (such as vaccination, epidemiology, consultation registries, SIUI, medical reporting,
etc.) for which they need specific skills, that are not specifically set forth in the legislation56.
Family doctors and nurses provide medical services to insured and uninsured patients, based on a
contract with the National Health Insurance House (NHIH). According to Law 25/2006, the services
provided by family doctors to children/adolescents/young people/mothers are the following: preventive
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Contract-cadru din 26 iunie 2021 care reglementează condițiile acordării asistenței medicale, a medicamentelor și a dispozitivelor medicale,
tehnologiilor și dispozitivelor asistive în cadrul sistemului de asigurări sociale de sănătate pentru anii 2021-2022: http://legislatie.just.ro/Public/
DetaliiDocument/243848
Chukwuma, A., Comsa, R., Chen, D., & Gong, E. (2021). Provider Payment Reforms for Improved Primary Health Care in Romania.
Emergency Governmental Ordinance no. 144 of October 28, 2008 (* updated *) on the exercise of the profession of general nurse, the profession of midwife and the profession of nurse, as well as the organization and functioning of the Order of General Nurses, Midwives and Nurses
in Romania http://legislatie.just.ro/Public/DetaliiDocument/99454
Methodological norms of December 2, 2014 regarding the exercise of the profession of generalist nurse, midwife and independent nurse
http://legislatie.just.ro/Public/DetaliiDocumentAfis/188872
Medicii de familie si asistentii medicali: https://www.viata-medicala.ro/ars-medici/medicii-de-familie-si-asistentii-medicali-9849
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medical services - immunizations, monitoring the progress of pregnancy and lactation, active detection
of the risk of disease for diseases selected according to scientific evidence, active medical surveillance,
asymptomatic adults and children at normal or high risk, by age groups and sex; and extended health
services (services that can be provided at the level of primary healthcare as an option and/or under
certain organizational conditions), such as - special counseling services; family planning; some minor
surgery procedures; medical and social services: home care. However, in Romania, family medicine is
not perceived to offer paraclinical and ambulatory services.
In 2004, Law 263/200457 on ensuring the continuity of primary healthcare through out-of-hours (OOH)
care (literal translation from Romanian: permanent centers) was published, a law aimed at regulating
the continuity of primary healthcare through OOH care at the level of local communities, areas, criteria,
responsibilities of the factors involved (family doctors, local councils, public health directorates, county
health insurance houses, ministry of health). By the Order of the Ministry no. 697/201158, the Rules on
ensuring the continuity of primary healthcare through the OOH care were approved, and through the
Emergency Ordinance no 61/201859 the notion of dissolution of OOH care centers was added to the Law
263/2004. OOH care are forms of organization of medical activity without legal status, which ensure the
continuity of primary healthcare of the local authorities, free of charge. The OOH care operates outside
the schedule of the family medicine office. Through the OOH care, the medical services are provided to
all the persons who request them, regardless of their insured or uninsured status. Each OOH care center
operates with a minimum of 5-7 family doctors and 5-7 nurses. Within the OOH care, having a medical
shift is compulsorily and it is provided by a medical team consisting of a family doctor and a nurse. The
medical services provided by family doctors within the OOH care are the following: medical assistance in
acute illnesses and medical-surgical emergencies, within the limits of the family doctor’s competence and
technical possibilities; administration of medication necessary for emergency treatment; issuing a medical
note for patients, with which they will present the next day to his family doctor; medical prescriptions;
administration pf injectable treatments; post-surgery care (sutures or changing surgical dressings).

Community healthcare
According to EGO 18/2017, community healthcare includes all programs, health services, and public
health actions provided at the community level, especially for vulnerable groups, to increase the
population’s access to health services, especially those focused on prevention60. Community healthcare
aims to improve the population’s health by ensuring equitable access to health services for all people in
each community, regardless of socioeconomic status, level of education, location in rural or urban areas or
distance from the medical services provider. The Ministry of Health funds community healthcare through local
authorities61. Local authorities provide community healthcare services to the population, mainly to medically,
economically, or socially vulnerable groups, within the limits of existing human and financial resources.
Community healthcare workers (CHWs) include community health nurses (CHN) and Roma health
mediators (RHM) (in communities where Roma population is more than 700 individuals). In their work,
CHWs are collaborating with family doctors’ teams, social workers, integrated community center
staff and other health, social, educational service providers (including non-governmental organizations
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Law no. 263 of June 16, 2004 on ensuring the continuity of primary health care through the permanent centers http://legislatie.just.ro/Public/
DetaliiDocument/52981
Ministerial Order no. 697 of May 25, 2011 for the approval of the Methodological Norms regarding the assurance of the continuity of the primary
medical care through the permanent centers http://legislatie.just.ro/Public/DetaliiDocument/147320
Governmental Emergency Ordinance no. 61 of July 12, 2018 for the amendment and completion of Law no. 263/2004 on ensuring the continuity of primary health care through the permanent centers https://legislatie.just.ro/Public/DetaliiDocumentAfis/202638
Ordonanță de urgență nr. 18 din 27 februarie 2017 privind asistența medicală comunitară: http://legislatie.just.ro/Public/DetaliiDocument/186978
Hotararea de guvern nr. 324 din 23 mai 2019 pentru aprobarea Normelor metodologice privind organizarea, funcționarea și finanțarea activității
de asistență medicală comunitară - http://legislatie.just.ro/Public/DetaliiDocumentAfis/214842
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providing relevant services) According to EGO 18/201762, the services provided by CHW to children/
adolescents/young people/mothers are the following: identifying people not on the family doctors’ lists
and transmitting information about them to the family doctor, especially children and pregnant women, in
order to obtain health insurance and ensure their access to medical services; actively monitor the health
of infants and young children and promote breastfeeding and proper nutrition practices; carrying out
visits to the home of infants at medical or social risk and monitoring the compliance with the therapies
recommended by the doctor; identification, follow-up and medical supervision of pregnant women at
medical or social risk, in collaboration with the family doctor and his/her nurse, by carrying out regular
visits to the homes of the pregnant women; identifying medically, socially or poverty-vulnerable women
of childbearing age and informing them about family planning and contraceptive services, as well as
providing support to access these services;

School medicine
According to the framework contract adopted by the Government on 26 June 2021, medical and dental care
for preschoolers, pupils and students is provided in medical offices and dental medical offices in pre-university
and higher education facilities by school doctors, school dentists and school nurses 63. In rural areas lacking
school medical offices, family doctors can provide services in the respective or nearby locations, according to
EGO 162/200864 and Law 174/201165. According to Ministerial Order 438/4.629/202166, the evaluation of the
health condition carried out in school medical and dental practices has the following components: preventative
services for maintaining individual and collective health; free medical treatment: medical services to ensure
health during the entire school year, including oral health, medical and dental consultations, referrals to doctors
of other specialties, the issuance of free prescriptions and the provision of first aid in case of emergency;
health education activities, including reproductive health, oral health, and the promotion of a healthy lifestyle;
counseling for early application of curative and medical recovery treatments.

62
63

64

65

66

Ordonanta de urgenta nr. 18 din 27 februarie 2017 privind asistența medicală comunitară: http://legislatie.just.ro/Public/DetaliiDocument/186978
Contract-cadru din 26 iunie 2021 care reglementează condițiile acordării asistenței medicale, a medicamentelor și a dispozitivelor medicale,
tehnologiilor și dispozitivelor asistive în cadrul sistemului de asigurări sociale de sănătate pentru anii 2021-2022: http://legislatie.just.ro/Public/
DetaliiDocument/243848
Ordonanța de urgență 162/2008 privind transferul ansamblului de atribuţii şi competenţe exercitate de Ministerul Sănătăţii Publice către autorităţile administraţiei publice locale – Articolul 12, paragraful 3: http://legislatie.just.ro/Public/DetaliiDocument/99731
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Ordinul nr. 438/4.629/2021 privind asigurarea asistenței medicale a preșcolarilor, elevilor din unitățile de învățământ preuniversitar și studenților
din instituțiile de învățământ superior pentru menținerea stării de sănătate a colectivităților și pentru promovarea unui stil de viață sănătos http://
legislatie.just.ro/Public/DetaliiDocumentAfis/245900
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