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DISPARITIESOF THE MEDICAL-SANITARY INFRASTRUCTURE
IN THE NORTH-WEST DEVELOPMENT REGION

DANIELA DRAGAN!

ABSTRACT - The present study proposes a systemic analysishwhill determine the structure of
inequalities, medical-sanitary disparities in therti-West Development Region. The methodological
focus of our study falls on the medical-sanitarsotgces with a higher interest on the medical-aanit
infrastructure of this regional space. In ordehighlight the “map” of the medical-sanitary dispizs

in the North-West Development Region we have opeérain inventory of medical-sanitary resources
and a demographical-based evaluation, thus conongnt outcome of a quantity-quality complex
analysis.
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1. GENERAL CONSIDERATIONS

The quality of human resources from a territorigdtem becomes, within the frame of the
global informational society and knowledge-baseonemy, one of the most important elements on
which the development management can and must apphging and improvement vectors.

The health of the human resources is thereforeobite most vital components, thus granting
to the medical-sanitary resources and to the medysdem a major importance as the existence, the
degree of specializing and adequacy to the probtrtise territorial system can represent a keyotact
for implementing the management of change andegfi@administration of the respective system.

With this in mind, our intercession stands withire thealth areal and life quality having as
main purpose to identify and analyze the medicaitagy disparities and to determine their impact in
the territory and in the health condition of thertieWWest Development Region population.

In order to surpass the common sense concernipgrities in general and medical-sanitary
disparities in particular, we have engaged in ahoddlogical effort to statistically highlight theal
amplitude of the medical-sanitary disparities. Expression “regional disparities” is currently used
show the existence of inequalities concerning timéeriregional well-being and economic
development. The Romanian Explicative Dictionarg94 edition, defines “disparity” — as being a
lack of linkage, harmony, and coincidence betwe&ments; according to the Encyclopedic
Dictionary, 2005 edition, the notion of “disparat@ynifies the existence of a reality aspect uneela
to things from the same category. Disparities asags evaluated in relation to a system of refegenc
They represent a deviation from a standard.

The current study uses the “medical-sanitary” disipa to give evidence of the existence of
inequalities concerning the medical-sanitary resesiin the North-West development region.

2. INVENTORYING AND EVALUATING MEDICAL-SANITARY RESOURCES

In order to determine the structure of the meditigparities in the North-West development
region we have proceeded to inventorying the médimaitary resources from every county of the
region by using a unitary categorical structureclihwill include the most important types of medical
sanitary units. To highlight the medical-sanitaegources of this region, 14 quantitative factorthef
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medical-sanitary infrastructure have been takero inbnsideration: the number of hospitals,
policlinics, medical dispensaries, health centawbgerculosis sanatoriums, dental cabinets, medical
laboratories, dental technique laboratories, phemesa and pharmaceutical stores, specialized
ambulatories, general medicine cabinets, medidahets for schools and universities, nurseries.

The inventorying was realized by using the offic#dtistic data gathered by consulting the
statistic publications issued by the National Stai$ Institute in 2005.

Table 1. Inventorying types of medical-sanitary units ia thorth-West Region, 2005.

. . Bistrita- . <)

Types of units Bihor Nisiud Cluj Maramures | Satu Mare Silaj
Hospitals 15 3 23 9 5 6
Policlinics 7 2 7 - - -
Medical dispensaries b5 2 6 5 4 10
Health centers 3 1 3 2 1 -
TBC sanatoriums - - 1 1 - -
Dental cabinets 306 104 454 215 118 63
Medical laboratories 10 3 21 16 11 5
Dental technique 78 45 138 50 38 19
laboratories
Pharmacies and 188 88 220 97 79 55
pharmaceutical store
Specialized 17 3 21 10 5 6
ambulatories
Medical centers 24 - 6 - - 3
General medicine 15 21 47 20 15 7
cabinets
Medical cabinets for
schools and 22 22 43 13 15 6
universities
Nurseries 14 4 16 8 8 1

The effort to “draw a map” of the medical-sanitakigparities of this region claims that the
primary statistic data resulted from inventoryingoe evaluated in relation to the demographic facto
thus realizing a complex analysis that will equdite the strictly quantitative approach and apipéy
statistic data to population numbers. In orderxplan the degree of adequacy and exercise of the
medical function of county medical systems, we haealized a methodological pattern of
quantification of medical resources (both human teehnical-sanitary) by trying a “quantitative-
gualitative approach” and confronting existent teses to the total population of the respective
county.

The methodological system of medical-sanitary resmguantification that we used followed
a number of determination phases:
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a) we have identified the structure of the mostdrtgnt medical establishments by taking into
account a number of 14 types of medical-sanitaitsuwmhich we have transformed into 14 standard
quantitative indicators;

b) we have applied this typological evaluation gdaach county in the North-Western region
and counted the number of medical-sanitary uniteviery county in order to properly evaluate and
compare the quantity of medical-sanitary resources;

c) we have confronted the number of medical-sanitavits to the total population in each
county in order to have a qualitative evaluatiast,jost a strictly quantitative one;

d) we have realized a qualitative approach scateport to the importance socially attributed
to each type of medical-sanitary unit, after that,gave a number of points for every indicatorhia t
standard evaluation grid and then we realized acduime values of the indicators for each county;

e) consequent to the quantification and using dadized scale, each county was assigned a
number of points depending on which they werersetder on a hierarchic scale;

f) based on this hierarchic scale a cartograptpontevas laid down and then we realized the
gquantitative-qualitative interpretation of the nwadisanitary resource situation in each county.

Our methodological innovation effort resulted im@antification that we tried to standardize
under amedical-sanitary infrastructure index: M.S.I.I.

The quantification system based on points awardedeéch type of medical-sanitary unit
related to the number of inhabitants from each tyoum the North-West Region was realized as
follows: we set up a maximum total of 90 points otivhich depending on importance and real utility
for the medical system, hospital units got 20pjghioics 10p; medical dispensaries 5p; health aante
3p; TBC sanatoriums 2p; dental cabinets 10p; méedthtaratories 8p; dental technique laboratories
3p; pharmacies and pharmaceutical stores 5p; sizedambulatories 2p; medical centers 2p; general
medicine cabinets 8p; medical cabinets for schaal$ universities 6p; nurseries 6p. Therefore, the
maximum attainable draft is 90. As an outcome @ntification each county was awarded a number
of points, depending on which they were set up dmegarchic scale. Only the 2005 data for the
North-Western Region counties was taken into c@mattbn.

Table2. The medical-sanitary resource quantification melblogical pattern.

M edical-Sanitary Unitsfor Number of points awarded
100,000 inhabitants

1. No. of hospitals for 100,000 |a) < 1.1 hospitals for 100,000 inhabitants =5 p
inhabitants b) between 1.2-2.1=10p
C) between 2.2 -29=15p
d) > than 2.9 hospitals for 100,000 inhabitant®©s2
2. No. of policlinics for 100,000 | a) < than 1 policlinic for 100,000 inhabitants p 2
inhabitants b) between1.1-19=5p
c) between 2.2-3,0=8p
d) > 3.1 policlinics for 100,000 inhabitants = 10 p
3. Medical dispensaries for a) < 1 dispensary for 100,000 inhabitants =1 p
100,000 inhabitants b) between 1.1 -1.9=2p
c) between 2.0-3.9=4p
d) > 4 dispensaries for 100,000 inhabitants =5 p
4. Health centers for 100,000 a) < 0.2 health centers for 100,000 inhabitants55p0

inhabitants b) between 0.21-03=1p

c) between 0.31-0.4=2p

d)>04=3p
5. TBC sanatoriums for 100,000| a) < 0.1 TBC sanatoriums for 100,000 inhabitan@s5=-p
inhabitants b) between0.1-02=1p
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¢) > 0.2 TBC sanatoriums for 100,000 inhabitangsp=

6. Dental cabinets for 100,000
inhabitants

a) < 2.0 dental cabinets for 100,000 inhabitantp =2
b) between2.1-41=5p

C) between 4.2-6.0=8p

d)>6.1=10p

7. Medical laboratories for
100,000 inhabitants

a)<10=2p

b) between 1.1 -1.9=4p

c) between2.0-29=6p

d) > 3.0 medical laboratories for 100,000 inhaligan8 p

8. Dental technique laboratories
for 100,000 inhabitants

a) < 1 dental technique laboratories =1 p
b) between 1.1 -2.0=2p
c)>21=3p

stores for 100,000 inhabitants

9. Pharmacies and pharmaceutic

&) < 1 pharmacies and pharmaceutical stores for0000
inhabitants =1 p

b) between1.1-1.9=2p
c) between2.0-29=4p
d)>29=5p

10. Specialized ambulatories for
100,000 inhabitants

a) < 1 specialized ambulatory for 100,000 inhalt&#an0.5 p
b) between 1.0-2.1=1p

c)>21=2p

11. Medical centers for 100,000
inhabitants

a)< 1 medical center for 100,000 inhabitants =1 p
b)>11=2p

12. General medicine cabinets fq
100,000 inhabitants

Da) < 2 general med. Cabinets for 100,000 inhalsta@tp

b) between2.1 -39=4p
c) between4.0-6=6p
d)>6.1=8p

13. Medical cabinets for schools
and universities 100,000
inhabitants

a) < 2.1 medical cabinets for schools and univessifor
100,000 inhabitants = 2 p

b) between2.1 -4.1=4p

c)>41=6p

14. Nurseries for 100,000
inhabitants

a) < 1 nursery for 100,000 inhabitants =1 p
b) between 1.1-1.9=3p
c)>19=6p

The methodological model of medical resource gfiaation has been applied to the studied
regional area (the North-West Development Regialtdwing us to obtain a numerical representation

as a medical-sanitary infrastructu

Table 3. The 2005

re index.

Medical-Sanitary Infrastructure Indic&&$.1.1.)

in the North-West Region counties
Types of Units Bihor Blll?sgfl?j Cluj | Maramures | Satu Mare | Silaj
Hospitals 20 5 20 10 5 10
Policlinics 5 5 5 8 5 -
Medical Dispensaries P 2 2 2 2 5
Health Centers 3 2 3 2 2 -
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Starting from the values of thdedical-Sanitary Infrastructure Indices (M.S.I.1.) attained
by applying the quantification system, we have iredl a graphical representation which

quantitatively-qualitatively highlights the mediesnitary infrastructure resources from the North-

medical-sanitary resources and implicitly a strggsif the medical-sanitary infrastructure dispasiti

West Development Region and their distributionhie territory, thus drawing a real “map” of the
in the North-West Region.
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Figure 1. Disparities of the medical-sanitary infrastrucéuin the North-West Development Region.
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3. THEIMPACT OF MEDICAL-SANITARY DISPARITIES

The inventory, evaluation, quantification and asalyof the graphical representation of the
medical-sanitary infrastructure disparities in tNerth-West Development Region highlights the
immediate impact on the quality of the medical-&ayi resources withheld by the regional medical
system in order to maintain, administer and impritneepopulation’s actual health condition.

The Medical-Sanitary Infrastructure Index represahe actual state of the medical-sanitary
infrastructure resources. In the same time it ersigha the regional medical system’s capacity to
intervene, on a spatial level, over the aerial$ #ra deficient in medical-sanitary resources and t
allow a permanent strategic and operational managem

The quality and quantity of the medical-sanitaryoaces is materialized in medical services
which, as result of the analysis, reflect the degrefunctioning of the medical-sanitary systemeTh
organization of medical services at national andlestelopment regions’ level is accomplished on
three levels:

a.) Primary medical assistance includes: medical cabinets for individual,

agglomerate or associated family medicine, teiatalispensaries, school or work
related dispensaries, dental cabinets, pharmamesi,escue stations.

b.) Specialized ambulatory assistance includes: hospitals, diagnosis and treatment
centers, specialized centers, policlinics, TBC eligaries, etc
c.) On-bed medical assistance includes: University clinical hospitals, county

hospitals, urban or rural territorial hospitals asttier medical or socio-medical
units and on-bed health centers. The last areildistéd within the territory
according to the beneficiary population number.

The structure of the medical-sanitary disparitiéghlights the existence of problems we
should consider looking into and seeing to thearging in order for the degree of functionalitytloé
regional medical system to grow and to improvedhality of the medical function over the territdria
system represented by the North-West DevelopmegioRe The inter-regional problems are the
following:

For theprimary assistance units:

* The low medical-sanitary staff number at this leémahany rural areas;

» Inadequate urban condition and insufficient techlrmaterial endowment for family medical
cabinets and dental cabinets;

* Insufficient medical staff number for medical cadi in counties such as Maramyr8atu

Mare and Slaj;

* The maximum number of patients for a surgeon deisti8,000 persons in the urban area as
compared to 18-20 thousands in the rural area.

For thespecialized ambulatory units:
* Insufficient number of beds in the TBC sanatoriuand preventoria;

* The existence of specialty or high performance arsnin only two cities: Cluj-Napoca and
Oradea.

For theon-bed medical assistance units:

* Low numbers of beds in the following counties: BistNasiud, Satu Mare andaj (below
the country’s and the region’s average);

» Insufficient medical staff for both the rural antban territorial hospitals from Maramugre
Satu Mare anddj, prevailing in the rural areas.

Each county in the North-West Development Regioa &acounty hospital with complex
medical services, territorial hospitals with wideesial services and on-bed sanitary units speeidliz
in particular medical fields. However, high perfamee or specialized hospitals are only presetttan t
two university towns: Cluj-Napoca and Oradea, wiseftles into shape a polarization around these
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two cities. A hierarchy would look like this: Cliyapoca, as the main medical pol& tank medical
center) over the entire development region, thead€a and Baia Mare 2“2ank medical centers (out
of which Oradea qualifies for an inter-county simemedical education); 3rank county hospital
units — the cities of Satu Mare, Bis&riand Zalu, and four local rank hospitals from Sighetu-
Marmaiei, Borsa, Salonta and Turda.

The economic factors during the transition periestggbirth to both surviving problems for
some medical establishments, as well as a sogiatity materialized in medical migration towards
more important medical centers and better-knownicaégersonalities. These economic problems led
to the restructuring of sections or hospitals, thenber of beds were reduced in territorial hosgpjtal
which automatically led to the growth of demand tfee more important centers and a congestion of
university and county hospitals, thus encouragivignization and medical-sanitary disparities.

The medical system and the use of medical resowanrsimprove but not fix the health
condition in a regional space. The explanation ima@e complex one and it involves a series of
determining factors among which are found the patah’'s education level (with the main focus on
education for a better, healthier life), the phgbkiand cultural environment condition and more
important, the socio-economic context where th@eesve regional medical system operates and is
organized.

CONCLUSIONS

Our study has identified and analyzed the mediaaitary disparities in the North-West
Region and has emphasized their impact in thetdeyrand over the population’s health condition.
The conclusion we can draw here is that disparntiast not be ignored, but controlled, salvaged and
permanently administered as they set off the “ma$ions”, the true engines of development of a
territorial core which, thus, make the most of tlzithenticity.

The above presentation must not be consideredraglayt plan, but we do take the liberty of
drawing several coherent and convergent optimiratieasures:

- Urgent modernization of local infrastructure (lgcadwn and communal hospitals)
with the help of state funds and budget as welkapean funds. These locations
will be meant to grant doctors with a proper emiment to live in and work under
favorable conditions in order to administer primand prophylactic treatment.

- The introduction of health education courses inrdggonal or national curricular area
(school curriculum — S.C., local development cuttion — L.D.C.)

- The road-binding of remote areas with regional ues® centers (regional hospital,
medical campus, research centers, recovery cemkesmaceutical resources, etc)
towards which the region population can gain vexst faccess in cases of medical
emergencies;

- The resizing of the county medical-sanitary netw@ok primary treatment the local,
communal or town infrastructure is sufficient, dot more serious problems the
county infrastructure is, as it is, insufficienffhis resizing would transform the
communist-built medical system into a much moreifiee and efficient European
system;

- Ensuring a sufficient number of medium staff inkeamily medicine cabinet;

- The privatization or gaining autonomy for sanitamyits (specialized ambulatories,
diagnosis and treatment centers, medical cabinet®yrder to gain financial and
medical efficiency;

- The encouraging of development for the private wedsector through fiscal (tax
exemption, private medical insurances, etc.) oarfoial (state awarded credits,
European programs co-financing) policies.

We strongly believe that the European Union’s sofutoncerning the regional development
policies through institutions and project aimed elepment funds, represent a pattern for success in
valorizing disparities and also control and manhgé dynamics.
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