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DIAGNOSIS AND TREATMENT OF
HEPATIC TRAUMA IN
POLYTRAUMATIZED PATIENTS

ALIN ISTODOR? OCTAVIAN MAZILU!, DAN ILIESCU;},
LAURENTIU SIMA1, ALEXANDRU BLIDISEL],
OCTAVIAN CRETU!

L University of Medicine and Pharmacy ,,Victor Babes“Timisoara
2. City Hospital Timisoara

ABSTRACT

The liver is involved in approximately 15-20% of the abdominal lesions (1,2,3,4)and is the cause of
approximately 50% of the deceases following these lesions. Moreover, up to 74% of the hepatic lesions are associated
with other thoracic and diaphragmatic lesions. Polytraumas associated with liver trauma represent a major severity
factor and require accurate evaluation.

The method: During our study we analyzed 82 consecutive cases of hepatic trauma which were hospitalized
and underwent surgery at the Emergency Surgery Clinic of the City Hospital Timisoara, starting April 1st, 1994
until December 31st, 2011. The cases were analyzed retrospectively based on the lesional mechanism, topological
distribution of lesions, lesions severity, associations with other lesions, investigations and preoperative management,
as well as surgical techniques and results.

Results: The analysis of the cases based on preoperative diagnosis showed that abdominal ultrasound exams
are of great importance, as for the analyzed series, the laparotomy indications established by the ultrasound exam had
a 100% sensitivity, although it was focused more on highlighting the hemoperitoneum and less on localization and
exact description of the intra-peritoneal hemorrhagic lesions.

Computer tomography (CT) is the selected method in preoperative diagnosis of hepatic trauma, efficient for
highlighting hepatic lesions as well as for evaluating the quantity of blood present in the peritoneal cavity. The most
reliable method in this sense is the spiral computed tomography, which gives the possibility to do the AAST
evaluation of the visualized hepatic traumatic lesions.

Regarding the surgical methods for hepatic hemostasis, 14 of the 82 analyzed patients benefited of hepatic
lodge packing and 20 of direct lesion packing. These procedures address severe lesions at hemodynamically instable
patients starting right after hospitalization. Hemodynamic instability was significant each time and measures for
volemic compensating was followed by minimum or absent results and the ultrasound exam revealed the
hemoperitoneum.

Conclusions: The analysis of the cases showed that hepatic traumas are a constant presence in emergency
surgery and they are significantly complex intrinsically and by the associated pathology.

Successful treatment of hepatic trauma patients requires considering several elements: accurate evaluation of
the traumatized patient with lesion rating; full evaluation of hepatic lesions and placing them in the complete
lesional framework of the patient, as well as establishing the surgical procedure suitable for the hepatic lesions and
for the traumatic and general status of the patient.

Keywords: hepatic trauma, abdominal ultrasound, hemodynamic instability, lesional association, computed
tomography.

Correspondence to:

Istodor Alin Viorel, MD, PhD candidate

Adress: General Surgery Clinic 1, City Hospital Timisoara, Timisoara, Ghe.Dima str., No. 5
Phone: 0742075978

E-mail address: alistodor@yahoo.com

Medicine in Evolution Volume XVII, No. 3, 2012 449



A.ISTODOR, O. MAZILU, D. ILIESCU, L. SIMA, A. BLIDISEL, O. CRETU

INTRODUCTION

The liver is the second most
frequent abdominal viscera interested
in abdominal traumas and, at the same
time, represents the main mortality
cause due to this kind of lesions.
Indeed, the liver is involved in
approximately  15-20% of the
abdominal lesions (1,2,3,4)and is the
cause of approximately 50% of the
deceases following these lesions.
Moreover, up to 74% of the hepatic
lesions are associated with other
thoracic and diaphragmatic lesions.
Regarding the localization of the
lesions, most frequently they occur in
segments 6, 7 and 8 (over 85% of the
cases). This is explained by the
significantly larger volume of the right
lobe (60% of the total mass of the
parenchyma) and by the close relations
between this and the costal arch and
the posterior wall.

Regarding the lesional
mechanism, studies taken in Germany
and Switzerland showed a clear
prevalence of hepatic lesions due to
abdominal contusions representing 80-
90% of the cases (5, 6).

Regarding medical procedures,
the status of the patient when he is
brought in the emergency room is of
great importance, the hemodynamic
stability or instability being decisive
factors for the establishing the
diagnosis and treatment approach.
Moreover, complete patient
examination targets identification of all
associated lesions (of the cranium,
thorax, basin or limbs). as well as their
rating.

Therefore, in case of severe
trauma, with  clear signs of
hemorrhagic  shock  (hypotension,
tachycardia, oliguria, cold sweat and
agitation followed by obnubilation),

the approach will be energetic with
possible immediate surgical
intervention.

The abdominal ultrasound is
usually the first exploration performed
by the emergency service on the
abdominal traumatized patient, as this
exploration can be done quickly both in
the emergency room and in the surgery
room. An important quantity of
intraperitoneal fluid generated by
trauma, mainly hemoperitoneum,
indicates by itself the need for
emergency exploratory laparatomy (7,
8). Nowadays it is considered that the
accuracy of the method in this
situations is almost 98% for third or
higher degree hepatic lesions.

Computer tomography,
especially the one with contrast agent
for spiral CT, is nowadays the selected
exploration for hepatic trauma. The
method allows accurate evaluation of
the hepatic lesions and rating them
according to the AAST classification.

The hemodynamically instable
patient raises specific and more
complex  problems, since acute
hemorrhagic anemia can occur anytime
during the hospitalization.

In the last decade, the
conservative  treatment of  the
abdominal lesions has become a
standard for first and second degree
hepatic lesions, and in specialized
services, this treatment is extended also
for third degree lesions. Moreover, the
hemodynamic state of the patient and
the  presence or absence  of
intraperitoneal irritation signs are the
main criterion for deciding on an
emergency laparatomy on  the
abdominal traumatized patient, with
hepatic lesions revealed by ultrasound
and/or tomographic exams.

Medicine in Evolution Volume XVII, No. 3, 2012
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MATERIAL AND METHOD

Our  study  comprises 82
consecutive cases of hepatic trauma
which  were  hospitalized and
underwent surgery at the Emergency
Surgery Clinic of the City Hospital
Timisoara, starting April 1st, 1994 until
December 31st, 2011. The cases were
analyzed retrospectively based on the
lesional mechanism, topological
distribution of lesions, lesion severity,
associations  with  other lesions,
investigations and preoperative
management, as well as surgical
techniques and results.

Lesion severity / Number of
cases

I degree / 18

IT degree / 30

III degree / 21

IV degree / 10

V degree / 3

The distribution of the lesions on
the liver and the lesion types showed
the followings:

Topographic lesional types /
Number of cases

Right hepatic lobe lesions / 44

Left hepatic lobe lesions / 29

Both hepatic lobes / 9

Regarding the intra-abdominal
traumatic pathology, hepatic lodge
packing addressed both isolated
hepatic traumas as well as traumas
with associated abdominal or extra-
abdominal lesions. Concerning this
aspect, in the analyzed cases we
distinguish the following lesional
associations:

Associated lesions / Number of
cases

Acute craniocerebral trauma / 16

Myelomatoid cervical spine lesion
/1

Non-myelomatoid thoracic spine
lesion / 2

Pulmonary contusion / 6

Hemopneumothorax / 17

Trachea fissure and right lung
explosion / 1

Diaphragm rupture / 4

Costal fractures / 14

Limb fractures / 11

Heart contusion / 5

Pancreatic contusion / 5

Spleen rupture / 11

Retroperitoneal hematoma / 10

Kidney rupture / 3

Mesentery or intestine lesion / 8

DISCUSSIONS

After analyzing the hepatic
trauma cases hospitalized and operated
in the General Surgery Clinic of the
City Hospital Timisoara, we can draw
the following conclusions: the study
included 82 cases of hepatic trauma
operated in the clinic; distribution of
cases based on gender included 57 men
and 25 women which is consistent with
current  literature  referring  to
prevalence of hepatic traumas at male
patients.

Concerning the age distribution
of the patients with hepatic trauma

included in the study, although it
spread over a large domain, the
predominant ages were between 20 and
40 years. This is normal since, in
general, traumas are specific for active
people.

From the analysis of the causes of
the hepatic trauma lesions it is clear the
prevalence of abdominal contusions,
most of these being the result of
various road accidents (59 cases).

From the point of view of
topographic  distribution of liver
lesions, most of them occurred in the

Medicine in Evolution Volume XVII, No.3, 2012
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right hepatic lobe (44 cases), a fact also
met in the literature and justified
mainly by the considerably larger
volume of this lobe compared to the
left one, but also by its frequent
inclusion in right hemithorax lesions.
Regarding  the  preoperative
diagnosis, the analysis of the cases
shows an unequivocal importance of
the abdominal ultrasound exam. For a
romanian hospital, the abdominal
ultrasound is nowadays an accessible,
reliable and non-invasive method and
provides the possibility of repeating it
as many times as necessary since it is
not harmful. For the analyzed series,
the laparatomy indication established
by the ultrasound exam had a 100%
sensitivity, although it was focused
more on highlighting the
hemoperitoneum and less on
localization and exact description of the
intra-peritoneal hemorrhagic lesions

(Fig. 1).

Fig. 1

The most reliable method is the
spiral computer tomography which
gives the possibility to do the AAST
evaluation of the visualized hepatic
traumatic lesions. Thus, it allows the
initiation of the therapeutic algorithm
from the first minutes until a result is
achieved and, therefore, it is
recommended for immediate
emergencies on patients
hemodynamically stable for which the
ultrasound exam revealed the presence
of hemiperitoneum (Fig. 2).

Fig. 2

Thus, tomographic exploration is
an excellent diagnosis mean, showing
with accuracy the hepatic lesions and
allowing a correct evaluation of the
intraperitoneal blood volume.
Moreover, computer tomography
allows also diagnosis of associated
abdominal and thoracic lesions.

Concerning the surgical methods
for hepatic hemostasis, among the 82
analyzed patients, 14 benefited from
hepatic lodge packing. This procedure
targets critical lesions for patients
hemodynamically instable, starting
immediate after hospitalization. Direct
lesion packing (Fig. 3) was used in our
clinic for treating hepatic traumatic
lesions at 20 patients, but its efficiency
is limited in case of third or higher
degree lesions. Because of that, it was
used as unique procedure for first and
second degree lesions or associated
with other hemostasis procedures.

Fig.3

Hepatic resections remain one of
the most utilized procedure, widely

Medicine in Evolution Volume XVII, No. 3, 2012



Diagnosis and treatment of hepatic trauma in polytraumatized patients

presented in world literature, but for
the series considered in our study, we
recorded only two such procedures.
From the point of view of the
techniques used, one case employed a
bisegmentectomy 1II, III  achieved
though primary parenchymal
transection, associated with the Pringle
maneuver. The second case presented
an atypical hepatectomy (resectional
debridement) of segment III and
partially segment II, which was
dictated during surgery by a significant
contusion of the hepatic parenchyma
which was subject of resection. The
Pringle maneuver was also used in this
case (Fig. 4), and the resection of the
hepatic trance was done using the
Kellyclazie procedure, associated with
mattress suture (Fig. 5) and followed
by direct lesional packing externalized
through the opposite pole of the
incision.

The mortality in the analyzed
cases was within the normal limits
presented in  literature,  being
approximately 10%.

Fig. 4

CONCLUSIONS

1. The hemodynamic state of the
patient and the presence or absence of
peritoneal irritation signs represent the
main criterion which can decide an
emergency laparatomy for the
abdominal traumatized patient, with
hepatic lesions established through
ultrasound or tomographyc exam.

2. The ultrasound exam is in our
opinion a mandatory exploration for
abdominal traumatized patients. Its
value is significant since it can reveal
the presence or absence of the
hemiperitoneum; moreover, the
exploration gives an estimation of the
quantity of blood accumulated in the

peritoneal  cavity and  allwos
monitoring its evolution.

3. Nowadays, the conservative
treatment approach is safe for hepatic
lesions of up to third degree, according
to the AAST classification, and this
only for carefully selected cases.
Extending this indication for higher
degree lesions (III, IV or V) is risky in
the current context.

4. For any kind of lesion, the
major criteria are represented by the
hemodynamic stability of the patient,
the absence of active bleeding during
dynamic paraclinical examinations and
the lack of signs of acute surgical
abdomen.

Medicine in Evolution Volume XVII, No.3, 2012
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ABSTRACT

Objectives: To research the prevalence of work-related musculoskeletal complaints (WRMSC) to computer
workers, to identify and analyze the risk factors.

Material and methods: this study was based on a questionnaire related to computer work - environmental
conditions, work organization, complaints.232 subjects answered the questionnaire.

Results: The 1-year prevalence of WRMSC among Romanian computer workers was 47%. The highest
prevalence rate of WRMSC was found to women, for cervical localization. Statistical analysis identified as risk
factors for WRMSC: gender (women), age (over 40 years), lack of breaks or break time under 5 minutes and some
additional factors related to workstation — thermal comfort and ventilation of the offices, chair characteristics and
postural comfort.

Conclusion: The 1-year prevalence of WRMSC among Romanian computer workers is high and comparable
with prevalence in western countries. The self-administered questionnaire can be useful for risk factors identification,
which is important for implementation of prophylactic ergonomic strategies.

Key words: computer work, work-related complaints, musculoskeletal, ergonomics.
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INTRODUCTION

Computer usage in many
professional activities has expanded
dramatically in the last two decades
together with the development of
information technology. Occupational
medicine reported the occurrence of a
new pathology related of professional
users of computers: visual
disturbances, musculoskeletal
symptoms, chronic fatigue syndrome 1.
The majority of work related
musculoskeletal symptoms can’t be
classified as diseases or clinical
syndromes. The symptoms are almost
generally regional and unspecific 2.
Intensity, duration and frequency of
symptoms are variable but associated
with  professional activity. Work
related musculoskeletal disease has
many risk factors: physical,

psychosocial and individual 3. These
factors are intricate and influenced by
organizational and cultural factors.

Considering the development of
computer work in Romania, the clinical
experience with such patients and the
impact of work related diseases in
daily  activities, we  considered
interesting to perform an analysis of
work related musculoskeletal diseases
and working conditions for our
country.

Objectives

Aims of this study are: 1. to
investigate the 1-year prevalence of
work-related musculoskeletal
complaints (WRMSC) among
Romanian computer workers; 2. to
identify and analyze the risk factors for
WRMSC to computer workers.

MATERIAL AND METHOD

This is a retrospective cohort
study performed since November 2009
to October 2010 on a sample of
professional computer users from
several institutions in Romania,
working in different areas - IT,
commerce, administration, insurance.
They were asked to complete a
questionnaire about computer related
work. The questionnaire was applied
by e-mail or in hardcopy.  The
participants also received an
information letter about the study and
about the confidentiality conditions.

The assessment was conducted
with a self-reported questionnaire
elaborated on the base of
questionnaires internationally
confirmed: Nordic Musculoskeletal
Questionnaire  (NMQ) 4, Dutch
Musculoskeletal Questionnaire (DMQ)
5. The aim of our questionnaire is to

colect data about work conditions,
physical and medical condition of
computer workers during the previous
12 months.The self-reported
questionnaire consists of 62 items with
a completion time of 10-15 minutes.
These items are gruped in six main
domains: general information for

demographics data, work
characteristics, workplace and
workstation characteristics,
psychosocial characteristics, health and
physical activity status,

musculoskeletal complaints (if they are
present).

Statistical methods

We used the descriptive statistic

for demographic data and complaints

analysis. In analytic statistic, we used

chi-square test and risk analyze with

relative risk indicator. A p-value < 0.05

was considered statistically significant.

Medicine in Evolution Volume XVII, No. 3, 2012
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RESULTS

We distributed 258 questionnaires
and received back 232 (an answer rate
of 92%).

Demographic and occupational
characteristics of the study population

The cohort consisted of 232
computer workers who responded to
questionnaire. The demographic and
occupational variables are presented in
Table number 1.

Table 1: The demographic and occupational variables of the cohort. (Total number: 232 computer workers).

DEMOGRAPHIC AND OCCUPATIONAL NUMBER PERCENT (%)
Age
<40 years 180 88
240 years 52 22
Gender
Men 111 48
Women 121 52
BMI (Body Mass Index)
<25 157 67
>25 75 33
Working days/week
3-4 days 5 2
5 days 136 59
6 days 56 24
7 days 35 15
Hours/day spent on Computer work
<4 hours 13 5
>4 hours 219 95
Table 2: Localisation of musculoskeletal complaints
Localization of TOTAL % Men % Women %
complaints (N=232) (N=111) (N=121)
Upper limb 13 5.6 5 4.5 8 6.6
Shoulder 32 13.8 12 10.8 20 16.5
Elbow 4 1.7 1 0.9 3 2.5
Wrist 6 2.6 2 1.8 4 3.3
Back 42 18.1 12 10.8 30 24.8
Neck 54 23.3 12 10.8 42 34.7
Upper back 12 52 4 3.6 8 6.6
Low back 38 16.4 19 17.1 19 15.7

N=number of respondents

The gender distribution in the
cohort was almost even: 111 men and
121 women. The majority of
responding computer workers (88%)

was under 40 years old. Looking to
occupational characteristics of studied
population, we observed that the
majority (95%) of computer workers
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had a computer-working program over
4 hours per day .The data reflects the
importance of computer work in actual
economy. The data analysis revealed
that the prevalence of WRMSC to
computer workers of the cohort during
the previous year was 47%. The gender
prevalence was 38.7% to men and
54.5% to women. The 1-year prevalence
of complaints for different localizations
is show in Table 2.

(Total number: 232 computer workers)

We find the highest prevalence
for cervical (neck) localization of
WRMSC - 233% and the lowest
prevalence for elbow localization -
1.7%.

The most frequent localizaton for
men was low back (17.1%) and for
women the neck (34.7%).

We present the results of
individual and occupational factors
analysis in table 3.

Table 3: The analisis of demographics and ocupational factors as risk factors

Variable Total | With Without RR CI P
Gender

Men 111 43 68

Women 121 66 55 1,41 1,06-1,87 0.044
Age

<40 years 180 77 103

240 years 52 32 20 1.44 1.09-1.89 0.016
BMI

<25 157 70 87 1,17 0,88-1,54 NS
>25 75 39 36

Physical activity

Frequent 128 55 73 1,21 0,92-1,59 NS
Unsignificated 104 54 50

Computer work

<4 hours/day 13 5 8 1,23 0,61-2,49 NS
24 hours/day 219 104 115

Breaks duration

< 5 minutes 26 17 9 1.44 1.10-1.89 0.022
2 5 minutes 206 92 114

The results shows as risk factors:
being a woman and being over 40 years
old.

More people with a BMI over 25
and with a low physicall activity profile
reported musculoskeletal complaints.

Risk analysis has not statistical
significance  for overweight and
sedentary people.

Daily computer work duration
was not identified as risk factor by
statistical analysis.

BMI= body mass index; RR= relative risk; CI= confidence interval; p value:

NS= non significant, p<0.05 statistically significant

The lack of work breaks or the
duration of breaks under 5 minutes
was found as risk factor for computer
work-related complaints.

We present the results of
workstation factors analysis in table 4.

The risk analisys identified as risk
factors: deficiences in thermal comfort
and ventilation of working rooms,
deficiences of the chair (unadjustable
chair, lack of back rest and arm rest)
and lack of postural comfort.

Medicine in Evolution Volume XVII, No. 3, 2012



Study of work related musculoskeletal complaints to computer workers

Table 4: The analisis of workstation factors as risk factors (Total number: 232 computer workers)

Factor Total With Without RR CI p-value
Lightening

Correct 201 91 110

incorrect 31 18 13 1.28 0,92-1,79 NS
Thermal comfort

correct 190 80 110

incorrect 42 29 13 1,64 1,26-2,13 0.001
Ventilation

correct 157 65 92

incorrect 75 44 31 1,42 1,09-1,85 0.013
Adjustable chair

correct 191 82 109

incorrect 41 27 14 1,53 1,17-2,02 0.007
Back rest

correct 164 64 100

incorrect 68 45 23 1,70 1,31-2,19 0.0001
Arm rest

correct 180 74 106

incorrect 52 35 17 1,64 1,27-2,12 0.0008
Frontal screen

correct 190 92 98

incorrect 42 17 25 0,84 0,56-1,24 NS
Frontal keyboard

correct 221 107 114

incorrect 11 2 9 0,38 0,11-1,33 0.04
Forarms rest

correct 210 98 112

incorrect 22 11 11 1,07 0,69-1,67 NS
Postural comfort

correct 161 63 98

incorrect 71 46 25 1,66 1,28-2,14 0.0003

RR= relative risk; CI= confidence interval; p value: NS= non significant, p<0.05 statistically significant

DISCUSSIONS

month of WRMSC in

The prevalence in the previous 12
studied

population is comparable with the one
from international studies presenting
20-40% prevalence of WRMSC to
computer workers 6.

The higher rate of prevalence of
musculoskeletal complaints to women
was found in many studies 7,8. Szeto
and all. show that during computer

work symptomatic female office
workers demonstrate a trend towards
higher cervical postural muscle load
than asymptomatic office workers 9.
This finding can expalin the high
prevalence of neck complaints to
women as we found 34.7 %.

The augumentation of prevalence
of musculoskeletal complaints with
ageing, as in our study, can be explain
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by physiological and patological
changing of musculoskeletal system
corelate with age. Also, risk factor for

musculoskeletal disorders are
acumulated and have a long action in
time.

The lack of work breaks or the
duration of breaks under 5 minutes
was found as a risk factor in many
studies 1,10. The presence of breaks
allow the worker to change position, to
perform movements with a significant
effect of muscle activities.

In this study we did not find the
daily computerwork duration as a risk
factor. Several previous studies
considered work duration as risk factor
but there are also studies with results
similar to ours 10. The divergences can
be related to the dificulty of exposure
quantification. The acuracy of self-
estimation is debatable, either by

overestimating or by underestimating
the exposure.

Workplace and workstation were
found as risk factors in several other
studies 3,10 as in our own.

Limitations of this study are
related to self reported data. For further
studies pertaining this subject we intent
to corelate the results of self-reported
questionaires with clinical examination
of subjects and with an observative
evaluation of working conditions.

Another aspect is the eterogenity
of jobs. There are diferencies between
work organisation for several tasks
performed by subjects. The amount of
participants in this study did not allow
a task-related statistical analisys. We
intent to perform a further study for
computer workers with the same
job/task and for the same employer.

DISCUSSIONS

1. Work-related musculoskeletal
complaints have a high frequency to
computer workers, the most afected are
women over 40 years aged.

2. Some circumstances and
work conditions can be considered as
risk factors: lack of or to short breaks,
ergonomical deficiences of workplace
and workstation, postural discomfort.
Identification of risk factor has
applicability in occupational medicine.
At a National and European level there

are clear laws regarding ,minimum
safety and health requirements for work
with display screen equipment”.

3. The proposed self-reported
questionaire is useful for risk factor
identification. Knowing the risk factors
is critical for implementing the required
ergonomic strategies in order to reduce
their impact. Implementing the correct
strategies can reduce the incidence and
the impact of  musculoskeletal
complaints.
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INTRODUCTION

The health systems differ in
Europe in both how they are organized
and the ways they are financed, as well
as through the final results that can be
measured through the population’s
health state, financial protection
against risks and, last but not least, the
grade of satisfaction within the
population. As such, health systems

need to be analyzed through a systemic
viewpoint, going around personal and
professional aspects that can stop the
realization of a pragmatic evaluation.
The systemic approach of health
systems cannot exclude the problem of
financing, which is appearing more
and more in debates relating to
organizing the health systems.

MATERIAL AND METHOD

In Western countries, the health
sector is considered to be a keystone to
influencing economic growth, an
element without which development of
any kind is not feasible. As such,
resources allocated to the health sector
can be as high as 13-15% of the GDP,
with the respective governments
believing that the investment in health
will be gained back into the economy
as improvement in the health state of
the population and more able work
force.

In Romania, a comparative
analysis from a regional, continental
and international point of view is
reflected in:

- The level of resources of
which we benefit, reflected best in the
GDP per capita indicator which,
although has been growing in the past
few years, place us under the regional
and world average and up to five times
lower than the continental average.

- The level of interest for
healthcare, reflected best in the
percentage of total spending for the
health sector from the GDP, where with
values of 3-4% in the last few years we
are situated far behind regional
countries (Poland 6,2% ; Czech
Republic 6,8% ; Hungary 823%) or
continental and international countries

(France 11,1% ; Switzerland 11,3% ;
USA 15,3%).

The main ways of financing
health systems in Europe are diverse,
few countries using a single method of
financing, diversifying the financing
sources for the spending in the health
care system:

- Financing from the state
budget;

- Financing in the form of
social insurance;

- Financing in the form of
private insurance;

- Financing through direct
payments;

- Regional financing (EU
projects);

Practically speaking, the
possibilities resulting from combining
the above methods are varied and we
can positively state that there are about
as many financing systems in Europe
as there are countries.

Although there were numerous
studies and analysis regarding the
effectiveness and performance of health
care systems, there can be no one
model that is agreed upon on a
European level, mainly because each
model has it's advantages and
disadvantages and their comparison is
difficult to achieve.
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The 27’th place occupied by the
Romanian health care system,
evaluated based on 34 criteria of
performance and applied to a number
of 31 European countries by the
European Health Index obligate us to
analyze the way other health care
systems are organized.

The health care system in
Romania, as it was inherited, is
concentrated more so on curative
interventions than on a system of
integrated permanent services that are
both curative and rehabilitating.

Sadly, the networks of health care
providers in Romania are, at present,
very unbalanced and generally do not
respond to the needs of the population.

Primary or emergency assistance
and dental medicine established clear
coordinates of  functioning. The
emergency assistance service is still
insufficiently defined, organized and
evaluated, which influences other parts
of the health care system, mainly
hospitals. The strategy to transfer the
majority of health care services from
hospitals to the emergency assistance
or general assistance service has to be
followed by the regulation of

relationships between these complex
structures as well as the regulation of
the informational circuit and patient
care.

The actual state of things is also
the result of de-centralization processes
which were however launched without
a proper and realistic evaluation of the
managerial capacity at a local level and
without addressing the development of
adequate instruments for problem
solving, which were due to be resolved
in the next system.

In parallel with these processes,
the apparition of private actors
increased the fragmentation within the
system, accentuating inequality in
distributing medical staff (the number
of medics per capita decreased in rural
areas compared to urban areas), and
with an increased inequity of access to
the medical system for poor patients.

All these aspects made possible
the unfit financing of the Romanian
health care system, both as a total value
reported to the national GDP and in
rapport to the types of medical
assistance - hospital, ambulatory,
family medicine, sanitary transport of
medicine and materials.

RESULTS

The necessity of finding suitable
financing strategies and possibilities
which are superior to the existing ones
cannot be put into question, even in the
case of evolved health care and
insurance systems. There are a number
of strategies which are meant
specifically to improve financing
methods. These are, as follows:

- The  existence of an
exhaustive classification of all types of
services;

- Using the same
classification and methods of payment
for ambulatory medicine services in

hospitals and other wunits except
hospitals;

- Introducing a new
classification of specialty ambulatory
services which are more easily linked
to the classification used for acute
disease services (DRG classification),
which has been put into place starting
2011.

- Cumulating some types of
visits for some types of ambulatory
services which necessitate repeated
visits and which are defined by clinical
approach;

- Cumulating “episodes” of
afflictions in different units within the
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system where this represents normal
practice and wusing the idea of a
management unit of these “episodes”.

- Using the same
classification and payment formulas for
some forms of non-acute hospital
services (especially health-maintenance
hospital services) where these needs for
health services can be resolved in more
than one unit.

An important aspect in finding a
strategy of financing the health care
system which best responds to the
necessities is represented by the
competition between the public and
private sectors. The competition will
not be lacking in risks and problems,
but will have a generally positive
influence on the quality and price of
medical care, as long as the legal
framework of the two sectors enforces
the satisfaction of patients needs.

Basically, when creating financing
strategies, one should regard the needs
that the health care system needs to
address. These needs can be quantified
on three levels of responsibility:

- Minimal level -  the
minimum level of health care that each
citizen of Romania should benefit from,
regardless of the level of health
insurance one pays;

- Social level - defining a base
services pack which is offered and
insured within the limit of social
contribution to the national health
insurance system;

- Private level - which covers
everything that exceeds the social level
and the basic services pack, this level
being insured by private insurance
firms.

CONCLUSIONS

With all the deficiencies of the
Romanian health care system, the
national effort for increasing and
completing health care governance
programs must be agreed upon by all
actors - political, social, economic -
which can help assuring the
compatibility of the Romanian system
with the European system and the
European family that we are a part of.

Knowing that health care is
guaranteed by the Constitution, but
noting the chronic deficiencies of the
public system and the difficulty of
correctly responding to needs, a
pragmatic approach is in order for
developing a sustainable financing
model.

As a result, a guarantee from the
government and state  appears
necessary in regards to improving this
fundamental right of the population
which has to follow principles of social
equity.

The only way of obtaining this
guarantee is implementing insurance
systems  based on = mandatory
contributions, accompanied by a
private health insurance sector.

The financial responsibility will
have to be shared from this moment on
between the central authority, the local
authority and hospitals, while the lack
of sustainable financing, the absence of
accreditation criteria, of guides and
medical practice protocols, the lack of
the private sector and the lack of
competition are all aspects that need to
be taken into consideration.

Financing arrangements need to
sustain the redistribution of resources
towards accomplishing the new
objectives and needs in the health care
system, reducing financing barriers to
the level of utilizing necessary services
and protection against the financial risk
of using assistance in a manner of
financial responsibility.
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