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How to Build Cooperation in Adversity 

Game theory has attempted for a long time to create an equation to create cooperation 

from a non-cooperative relationship.  Since the early 1940’s the premise has been to show 

that cooperation leads to greater wins over time.  This concept has been ignored, not 

because it is incorrect, but because it is incomplete in its explanation of behavior and its 

ability to predict wanted outcomes. 

Relational Dynamics is a theory based in psychology, mathematics (game theory, fuzzy 

logic and chaos theory).  Relational Dynamics uses concepts from analytic and 

humanistic psychology (Freud, Jung, Frankel, Maslow, Rogers) social-developmental 

psychology (Jung, Erikson, Piaget), neuropsychology and psychological trauma 

(Cannon, Janet, Pavlov, Luria, Maier & Seligman, van der Kolk), evolutionary 

biology/psychology (Darwin, Dawkins, and Nowak) and combined these theories with 

game theory (Axelrod, Nash, Nowak) and fuzzy logic from Chaos Theory (Gleick, Bartle) 

to create a new understanding of relationships. While psychology can provide the 

structure for understanding influence and group dynamics, as well as “norms” and 

“pathology”, it is notoriously poor at predicting outcomes.  Statistics from which game 

theory was generated, creates the ability to make more accurate predicts of interactions, 

when the variables are controlled and limited.  Evolutionary Biology provides the 

outcomes of social and functional interactions within and among different species and 

has relied on the Darwinian concepts of competition and survival of the fittest. When 

both game theory and the premise of competition versus cooperation are combined with 

the principles within these various disciplines of psychology a clearer understanding of 

the underlying dynamics of relationships appears. This is Relational Dynamics. 

Within Relational Dynamics there are two main drives, Dominance and Acceptance.  

These drives serve as an internal motivation to satiate our desires.  The desire to 

dominant runs between selfishness and cooperation.  The desire for acceptance 

responds to our need to avoid punishment, or uphold our reputation.  Both of these 

drives interface at equilibrium points (or points of joint understanding where conflict 

no longer exists).   
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Figure 1: From (Bathory D. S., The Proof for Evolution and Coming Out of Prison with 

Relational Dynamics, 2015).  The drive from dominance to cooperation includes: 

F=Force, C=Control, I=Influence, A=Altruism, The drive towards Acceptance includes: 

PIND=Punishment to the individual, PGRP=Punishment to the within group; 

RIND=Individual Reputation. RGRP=Group Reputation.  The Psycho-social strategies used 

to create relationships are 1=Trust, 2=Will, 3=Purpose, 4=Competence, 5=Proof, 

6=Passion, 7=Share, 8=Altruistic Wisdom.   

Our histories play an influential role in how we interact with others.  There are three 

types of history within Relational Dynamics: Personal History, Collective History and 

Collaborative History.  Personal History is unique and contains all the experiences of an 

individual up to the moment of an interaction with another.  The Collective History is 

what we bring with us from our genetics and stored memories of the past.  The Collective 

History captures events that were once threatening to our ancestors’ survival and retains 

them for us to improve our survival. When we look at universal fears, such as fear of 

snakes, it is not necessarily based upon an interaction with a snake, but as soon as we 

hear a rattle, or see the slithering movements, we remember this as a potential threat.  

Our Collaborative History, is what has occurred and is occurring between us.    
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While it is far easier to reach cooperation with like-minded individuals, or individuals 

who are most concerned about their reputation.  Reaching an equilibrium point can be 

obtained by any number of individuals who do not share similar needs.  This is 

accomplished through one or more individuals matching the others strategies.   

Table 1:  The psychosocial strategies of Relational Dynamics adapted from (Bathory D. S., 

Relational Dynamics and Behavioral Healthcare, 2015b) 

# Strategy Polarity Example 

1 Trust Faith versus 

Rejection 

Can I believe in you, will you help me or harm 

me? 

2 Will Independence 

versus Isolation 

Do I really need your help? I can do this by 

myself. 

3 Purpose Meaning versus 

Confusion 

What are we trying to do?  

4 Competence Skills versus 

Omission 

Do I (we) have the skills to do this, or am I (are 

we) missing something? 

5 Proof Evidence versus 

Commission 

We (I) have evidence of our (my) competency, 

skills and performance. If we (I) do not have 

these; can we (I) get by without you noticing? Can 

we (I) hide what we (I) cannot do or should have 

done? 

6 Passion Commitment 

versus Indifference 

Will we argue and fight with each other to get one 

another to understand, or turn away and not care  

7 Share Transparency 

versus Deception 

Can I show you everything? Can we want to work 

together as respected partners and have an open 

understanding or will we lie to deceive one 

another? 

8 Altruistic 

Wisdom 

“We versus Me”     

Collective versus 

Individual 

We are more concerned about the good of all and 

the world than we are about our own individual  

power, fame and fortune, or I believe I am really 

more important than everyone else 

There are best strategies to use to attempt to match another.  Depending upon the 

desired outcome, a different strategy may be chosen.  If for example, if the desire is to 

have the best outcome for the patient, the strategies listed under 2 in Table 2 are more 

likely to result in achieving cooperation.  If the desire was to have the best outcome for 

the physician, strategies under 3 in Table 2 are most advantageous.  If the outcome is for 

both to win, or for mutual benefit strategies under 1 in Table 2 will provide the greatest 

benefit.  And lastly, if the desired outcome is for neither to win those strategies listed 

under 4 will most likely keep a match, or a cooperative relationship from occurring 

(unless the object is to find a way to always disagree).   

Table 2: From (Bathory D. S., The Proof for Evolution and Coming Out of Prison with 

Relational Dynamics, 2015) Best strategies for Win/Win or Mutual Benefit (1); Benefit of 

Receptor (2); Benefit of Actor (3); Lose/Lose or Benefit of Neither (4) along the 

Dominance Drive 
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              Dominance Drive 
Psycho-  
social Strategy 

Force Control  Influence Altruism 

Trust 1  4 4 

Will 2 1 2 2 

Purpose  2 3  

Competence 3 3 1 3 

Proof 3 3 2 3 

Passion     

Share 2 2 3 2 

Altruistic Wisdom 4 4  1 

Most Decision Making models are based upon rational thought and logic, neither which 

is utilized in the most intense of personal decisions and or under duress.  The works of 

Walter Cannon (1914) then expanded by others within the areas of neuropsychology and 

psychological trauma outline an alternative decision making process that is largely 

reactive, full of emotion and responses to perceived threats (Bathory D. S., Design and 

Decision Making, 2016a).  Decision making is part of the process within Relational 

Dynamics and whether the process being used is non-reactive, or reactive greatly 

influences the outcome.  If we consider the emotional state of most people seeking 

healthcare services, they are usually stressed, therefore for the remainder of this article, 

we will assume that their decision making process is based from a reactive stance rather 

than a non-reactive.  This also means that speaking to an individual about their decision 

to better humankind by not infecting others and consenting to take a medication for 

tuberculous, that is known to have side effects is likely to result in noncompliance.  

Whereas, offering the medication and informing the patient that it may prolong their 

life and take away the uncomfortable coughing fits and difficulty breathing 

(punishment) will have a higher compliance rate.   The conditions present when trying 

to create cooperation under adversity are similar then to the majority of healthcare 

interactions.   Figure 3 illustrates the two types of decision making processes (non-

reactive and reactive). 
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Figure 3: Illustration of Non-reactive and Reactive Decision from (Bathory D. S., Stress 

Decision Making and Relational Dynamics, In press) 

If we consider the majority of the population to be motivated in a healthcare 

environment to get relief from pain or illness, people will move from reactive decisions 

to non-reactive only when there is no longer a perceived threat.  As the patient, I must 

be moved from the reactive decision making process into the non-reactive, but will still 

most likely be functioning from a personal benefit and survival mode.  This becomes 

vital in creating cooperative relationships within healthcare settings.  Any emergency 

room healthcare worker will be able to describe countless examples of people in a 

healthcare crisis who are unable to make a rational decision because of this dynamic.  

Moving the patient into a nonthreatening state is a priority in order to gain cooperation.  

To create a nonthreatening environment there are several factors that should be present.  

The environment should be comfortable and inviting.  It should be free of loud noises, 

and any intense sensory experiences. Since trauma is triggered usually by sensory 

experiences, overwhelming smells, textures, sounds, lights, etc. should be avoided.  

Genuinely friendly service, that engages people into being listened to rather than they 

are simply in a numbered line from the moment they enter services will begin to build 

trust. Seeing the whole person rather than the expected diagnoses, and expressing 
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concerns for overall wellbeing also helps to identify other factors that may be influencing 

their health. Control over simple comforts, such as air temperature, access to fresh air 

and natural light, distractions (TV, games, puzzles, coloring books, magazines) and 

areas that are distraction free during waiting times decreases anxiety.  Access to loved 

ones or personal support systems- such as family, friends, lovers either in person or via 

media also decreases stress. Choices of food and drink, bedding, individual space or 

shared space for examines and consultation, provide individualized treatment and 

increase comfort and a sense of being in control within an environment many things are 

beyond the patients control.  Asking which site is preferred for blood work, if bandages 

are too tight or loose, which type of tape, or even a color of casting material, tapes and 

bandages can change the experience from being invasive to cooperative. Providing 

explanations of procedures before they begin, telling people that something will be 

painful in advance,  asking simply what do you think we should do, or what has helped 

in the past, also are ways to decrease anxiety, and engage the patient into a cooperative 

relationship.   Whenever it is possible to give the patient control and choice, it will 

benefit to reduce stress and anxiety. 

To assist the patient to make rational decisions, the healthcare worker must create both 

a non-threatening environment and a benefit to the patient. In helping the patient weigh 

the alternatives and consequences, the healthcare worker is moving the patient through 

the necessary steps in making a rational decision.  *****   

Stress and the healthcare worker is also important.  When healthcare workers, whether 

they are doctors, nurses, or patient care assistants, are stressed due to volume of work, 

numbers of patients, time limits, severity of the illnesses and diseases being treated, can 

impact both cooperation and the feeling of threat within the environment.  Just as 

patients need to have choice and control of many of the aspects of their environment, 

allowing healthcare workers to do the same will only help to create a more friendly and 

inviting environment.  Allowing workers to pick preferred break times, having choices 

of available foods and beverages, choosing schedules that work better for their lifestyles, 

wearing comfortable clothing, having access to private and shared spaces for breaks are 

all elements within the environment that can reduce stress.    In addition to these factors, 

if healthcare workers are engaged in the process to improve services, whether it is advice 

on how to register patients, or to details as involved as managing budgets for access to 

levels of healthcare; the greater their participation and input into the provision of care 

and how it is delivered the greater investment in improving and managing resources will 

occur.  

If a physician is given control over monitoring an out-patient practice or department 

budget and they know that they have this amount of money to provide care to this 

number of people, they will find ways to save money and lives.  If nurses are allowed to 

make choices on prioritizing care of patients and making decisions on for example, 

things like when a patient is offered times to be bathed or have wound dressings 

changed; rather than go from room to room in a chaotic pattern that is driven by 

demands from both the patient and doctors, they will be more cooperative with both 

groups.  Allowing a unit clerk or receptionist to organize their workload and the 

processes by how they enter orders by including them in understanding who is the most 
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vitally ill, will result in greater cooperation.  If the most salient aspects of a person’s job 

responsibilities are used to determine where to give them the most freedom of choice 

and responsibility for carrying these duties through, they will become more cooperative.  

Supervisors and Administrators in these supportive systems become the people who 

relieve pressure from the environment by offering tangible assistance and not orders to 

correct problems.  This system of allowing job authority with responsibility and 

management supports a nonthreatening and cooperative workplace.   

There have been suggested models for practice for healthcare providers that range from 

total independence to integrated care delivered in healthcare teams that include the 

patient (Healers) (Bathory D. S., 2014).  Zarzar and Waxman (2011) outlined the various 

types of practice usually noted in healthcare settings today and the description of their 

findings in found in Table 3.   

Table 3: Modern Health Practitioner Models: adapted from (Zarzar & Waxman, 2011) 
from (Bathory D. S., Relational Dynamics and Health Economics, Resurrecting 
Healing , 2014) 

Model Example of Practice 

Independent Practitioner Separate practices, little or no collaboration or interaction 
between providers 

Coordinated  Separate practices, relationships with individuals →  some 
exchange 

Co-location Shared space, but separate offices.  Ease of access for patients 

Collaborative  Shared space and shared responsibility for patients 

Integrated  Professionals work as team independent from patient 

Healers Professionals work as team with patients as integral 
part of a team, focused on total healthcare and 
prevention  

Historical Healthcare in the Balkans 

Ancient medicine perceived healers held roles within their communities that surpassed there 

designation.  The Hippocratic Oath (Hippocrates, reprinted 2008), that is still used today, for 

healthcare practitioners, defines the role and responsibility of providing healthcare as a moral 

obligation. As far back as Galen, these healers were expected to provide education, psychological 

support, home and community based services.  

The practice of medicine within the Balkans and Eastern Europe was influenced by the Romans.  

As citizens of Rome many of the luxuries of the ancient world became common such as the 

aqueduct, and sewers for the drainage of wastes (Romanescu, 2011; Craughwell, 2008). 

Further integration of Muslim medical practices addressed mental and physical health, 

sanitation, public welfare initiatives, asylums, ambulatory clinics, libraries, and 

hospitals. Muslim doctors were viewed as public servants (Werfelli, 2008). 

With this initiative there was also an emphasis on community medicine.  Where a rural 

doctor may meet with an entire town or village to educate the public on health concerns, 

or provide interventions and treatments.  Privacy was not considered an issue since 
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everyone knew who was sick and could provide input into their remedy. This traditional 

role made it easier for socialized medicine to be installed within Eastern Europe, where 

the doctor is seen as a public servant. 

This early role of the healthcare practitioner also makes an easier transition to the Healer 

Model of Healthcare where the patient is seen as an integral part of their own treatment 

and works in conjunction with their healthcare team.   

PITFALLS OF THE HEALTHCARE SYSTEM 

Within the United States of America, the healthcare system has many flaws.  Each year 

there are reviews conducted to determine the most frequent ways patients are harmed 

by the system.  In 2015, an Institute of Medicine report found that the wrong diagnoses 

contributed to between 10-17% of all deaths, making it the most frequent cause also for 

malpractice payouts. Misdiagnoses occur from poorly trained medical providers, poor 

collaboration between specialists and include issues such as gender bias and prejudice.  

Forty five percent of patients were found to not receive the recommended care that 

pertained to their diagnosis. These issues were related to sloppy practices.  Next on the 

list for 2015, were drug blunders.  Ordering the wrong medication, the wrong dosage or 

medications that were known allergens to patients were the top errors.  This accounted 

for 700,000 ER visits and 120,000 hospitalizations within a year for medication errors. 

Eighty percent of these errors were identified as avoidable. Knowledge gaps, or the 

inability to keep up to date with changes in practice was the next group of poor 

healthcare within the American system.  Healthcare providers are required to obtain 

Continuing Education Credits, but these do not suffice in providing adequate updates 

on practice and standards of care. Eight on the list of system issues, was doctors who are 

incompetent.  Although there are regulatory boards for each type of healthcare provider, 

banning a professional happens infrequently and is more often due to failure to follow 

and file documentation than in substantiating poor practice. (Laiberte, 2016) 

MEASUREMENTS AND WHY? 

A reflection on a nation’s global economic sustainability and stability can be looked at 

from many different perspectives, gross national products, environmental safety and 

sustainability, trade, standards of living such as housing, employment, access to 

education and healthcare.  It is a relatively easy task to look at these iconic markers and 

judge a society as being advanced or a third world country.  But a more accurate look at 

how their minority populations are treated and how their unique needs are addressed 

may provide a more accurate view of how functional a government and truly stable a 

country is over time. 
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The Minority People 

 The Roma, have existed in Europe, as a minority for thousands of years.  They have 

been subject to discrimination across nations, subjected to genocide, and refused the 

most basic of human rights.   

 

There are approximately 12 million Roma and 10 million of them reside in European 

Union countries.  Within Romania, there are estimated to be 2.2 million Roma, or 10% 

of the Romanian population.  Within Serbia, there are estimated to be 800,000 Roma.   

The USA closest matched population to compare for ethnic/racial human rights, is 

African Americans, who were brought to America against their will, as slaves.  In 1863, 

the African American slaves gained their freedom in the Emancipation Proclamation.  

But in reality they were let go from their captivity to be faced by national discrimination, 

denial of fair and equitable employment, adequate housing, education and healthcare.  

In response to the ongoing discrimination and inability to integrate into the main 

stream population the US Federal Government added a constitutional amendment, the 

Civil Rights laws of 1964. We need only to listen to the news today to see that 

discrimination against this group still parallels the fate of the Roma, with murders, hate 

crimes, continued denial of jobs that will allow for an increase in socio-economic status, 

access to housing, education and healthcare. If we step outside of race, since this is an 

issue that can be attributed to being a characteristic that is easy determined by just a 

look, we can also study this same phenomena by looking at the Transgender population, 

who are a worldwide minority and are less visible.  
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Conservative estimates say that are approximately 2.5 million Transgender people in the 

world.  While more recent data suggests there are 1.4 to 1.9 million (.06 of the 319 million 

population) in the USA (Flores, Herman, Gates, & Brown, 2016) and close to 5 million 

worldwide.    Transgender people live in every country, come from all socio-economic 

backgrounds, and some before being identified as Transgender can serve as a perfectly 

matched population for a study in discriminatory practices, as they are employed in high 

status jobs and given great responsibility only to find their abilities discredited 

afterwards.  Some are butchered in surgery, as in the first picture above, where this 

Female to Male Transgender person was given a mastectomy creating large scars and 

removing their nipples so that they will always look like there are disfigured.  Many of 

the surgeries performed on Transgender people are not scrutinized by government 

agencies. There are frequently stories of Male to Female Transgender people having 

breast augmentation that is no more than someone filling their chest with silicone used 

to re-inflate tires.   

The World Association for Transgender Healthcare (WPATH) provides guidelines for 

governments and regulatory boards to follow in care, but these are frequently ignored, 

because Transgender people are viewed in most cultures as venturing into an area of 

taboo – gender identity.  Within the European Union there are estimated to be 304 

million people and 1.8 million Transgender people.  In Romania, where the population 

is approximately 20 million, there are 120,000 Transgender people and within the non 

EU Country of Serbia with a population of 7.1 million, 42,600 Transgender people.   The 

Transgender people face more intense discriminatory practices than the Roma in 

Europe, and African Americans, but with less political pressure to protect them (by State 

and Federal constitutional laws, international humanitarian rights groups attention and 

national/international healthcare organization focus) they are subject to even greater 

unseen and unreported harm. Last year there were 146 reported murders of Transgender 

people, and over 50% of these individuals attempt suicide during their lifetimes due to 

the ostracism, alienation, verbal and physical abuse they endue just to survive another 

day.   

If we return to our premise that how these groups needs are addressed is a reflection on 

the stability of a government both economically and within civilized development, we 

will find nations within the EU who have truly advocated for equality of these 
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populations to have solid economic bases, while those who pass laws of oppression and 

discrimination are being both economically challenged and so is the foundation of their 

governments. The United States of America is an excellent example of how allowing for 

discrimination and prejudice to grow and tolerate the recent passing of discriminatory 

laws by multiple states has un-stabilized not only the State Governments, but the 

foundations of the Nation and its’ most basic principles of Democracy. In 1971, the US 

congress passed the Equal Rights Amendment guaranteeing equality to all people 

regardless of gender, but many States would not ratify the amendment so it was never 

put into law. Yet in April of 2016, multiple US states passed laws removing basic civil 

rights from Transgender people.  In North Carolina, House Bill 2 (HB2) allowed for 

Transgender people to be fired from their employment and have no legal recourse, to 

have no protection as renters, to be mandated to use bathroom facilities that match their 

assigned sex at birth and to be denied all healthcare.  Despite the US Department of 

Justice filing a lawsuit against the Governor and State of North Carolina this blatant 

disregard for avowed US Constitution rights has continued.  Transgender people in 

North Carolina fear for their lives in completing daily activities of living such as being in 

public to work or shop, and many attempt to hide their identities to escape the prejudice 

and hate crimes.   

These discriminatory laws and their effects can be compared to explosion of the Roma 

in Italy in 2007/2008, and this triggering anti-Roma statements, and acts of violence 

against Roma throughout Europe.  If we examine the effects of ignoring discrimination, 

we can see the development of the Black Lives Matter movement in the USA, as also 

exemplifying how in either case the result is in an increase in hate crimes committed by 

both citizens and agents of the government (police officials). Prejudice, hate crimes and 

genocides are not new in world history, but tolerance of them in a Global Society that 

strives for stability, growth and opportunity is unconscionable. 

The Worker  

In measuring satisfaction within the healthcare system another place to look, rather 

than at a typical hierarchical study where those who have the most power and influence 

feel about their role, it is sometimes more advantageous to seek feedback from those 

who have the least power in a system to determine if it is functioning to its’ fullest 

potential. In the case of a healthcare system, the maintenance personnel are usually the 

most powerless workers.  Yet in their roles, these individuals contribute to the welfare 

of both patients and other staff, as well as the general public.  Some of the earliest 

healthcare initiatives were targeted in areas like public sanitation and access to clean 

water and clean environments, because they had the greatest impact on overall health.  

When addressing the needs and accomplishments of a system of care, giving a voice to 

the individuals who support its most basic structure will provide more information that 

determining if the elite of the same system are as distraught as they report.         

OUTCOMES & HOW? 

Of all the areas, named as markers for discrimination, healthcare is by far the easiest to 

address.  Within each country, there are a limited number of healthcare providers, a 

small number of educational institutions that award degrees to the most respected 
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disciplines and a precedent of healthcare stemming beyond the boundaries of 

prejudicial care.  It is here, where the greatest change can be initiated at the least cost 

and greatest benefit to an entire nation. 

Within Medical and Professional Healthcare Education Curriculum little time is 

dedicated to being a change agent for discrimination of minorities.  Most programs may 

briefly address their needs as being unique, but there is no obligation or responsibility 

to offer services to these groups or to promote understanding.  To understand a 

minority, one does not need to sit and listen to their plight, they only need to walk as a 

silent observer through their world with open eyes to see the challenges and oppression 

that they face.   

In an effort to address the needs of the Romanian Healthcare system, multiple trips were 

made to Bucharest since 2011, and a 5 week, train trip was made in 2014 across the 

country that stopped in both major and minor cities, passing through villages and 

desolate rural areas.  Over this period, hundreds of Roma, (people who worked in 

multigenerational gangs as pickpockets using their young children in the most 

vulnerable positions, to master’s level teachers educating the most wealthy and 

privileged children in the nation) were interviewed. Hundreds of Roma, in Brasov, laid 

along the ground of the forests outside the old city walls, so impaired by inhaling 

substances that they were barely recognizable from corpses.  Young children filled paper 

bags with natural gas they stole from tanks and spray paint containers to bring back to 

their parents, who lay on the forest floors like zombies, staring blankly into the sky.  In 

train stations, to avoid the cost of a 3rd class ticket, emaciated, filthy and disheveled 

families climbed on top and under box cars to move from one area to another, some 

being caught by railroad workers and beaten with blunt metal axes and left on the side 

of the tracks, bleeding with broken bones as the trains moved on.    

Within the transgender population, people are brutally beaten.  Ignored by police, as 

they attempted to find protection and justice, rejected by healthcare professionals for 

assistance based upon their personal prejudice. Transmen die every day from ovarian 

cancer, because they cannot find a medical doctor who will provide them with 

examinations and treatment. Transwomen are laughed out of emergency facilities and 

thrown onto the street, because no one will offer them healthcare.  Where does this end? 

In Romania an EU Nation, Serbia not yet an EU Nation but a Balkan State, or within 

the United States of America, the same discrimination of these minority groups exists.  

Where do you begin? At the end, you begin where you wish to end.  

1. A nation that treats all its’ people equally, regardless of their sex, gender, ethnic 

background, race, religion or color.    

a. Laws and policies that mandate equality in justice, housing, 

employment education and medicine.  

b. Educational opportunities and curriculum from the earliest grades 

through Universities that educates people on equality issues, promotes 

wellness, and inclusion. 

c. Adequate housing to support individuals and families  
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d. Fair wage and legal employment opportunities for all able bodied 

people 

e. Access to preventive, routine, emergency, and urgent medical care for 

all residents and visitors 

f. Outcome studies targeted to assess minorities access and treatment 

within justice, education, housing, employment, and medical care.  

Because the focus of this paper, is again on Healthcare, the other areas of importance 

will only briefly be outlined. 

LAWS & POLICES  

These policies need to be reflected in national and local laws, upheld in courts and by 

government and its agents (judges, police, emergency workers, etc.), housing, 

employment, educational settings and within medical practice. 

EDUCATION 

A national campaign to address the prejudice.  Using, Social media, TV, Radio, Books, 

Magazines, Billboards, Posters, etc. that challenges the prejudice, and promotes 

equality.  Educational curriculum designed to promote diversity awareness, tolerance 

and understanding.   

HOUSING & EMPLOYMENT    

Housing should not be within a ghetto or complex that is solely build for the homeless 

or a target population but integrated into existing neighborhoods.  There are abandon 

factories and buildings that scatter the cities and countryside can be converted to 

housing units.  These can be gifted to agencies or companies that will oversee the 

renovations being done by the new occupants who can be taught job skills of carpentry, 

plumbing, electrical work, etc. as they complete the housing projects. These units be 

should chosen to have close proximity to employment, education, food and resources, 

or a viable means to access them.   For example, The Bank of Transylvania may sponsor 

the renovation of an abandon factory, or a new non-profit student run group from a 

local University may procure donations from contractors and interested parties to 

renovate an abandon building. The agreement is made with the new residents that they 

will gain permanent housing if they are willing to enter the job training program.   

As this project expands, there is a need to develop other businesses, such as grocery and 

clothing stores.  Land can be gifted or sold for a discounted price, under the condition 

that it is farmed with support from agricultural students to maximize crops and the 

excess produce be sold in markets. Again, the concept is to make people have sustainable 

skills to support themselves and their families, not to become dependent upon the 

government to subsidize them.  

HEALTHCARE 

Why is prevention listed first?  Prevention of any major illness, injury or disease is less 

costly than treating it. If the government provides prevention of illness that are targeted 

as high cost and high frequency within the population, or those that the population is 
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at risk to develop (e.g. West Nile Virus, Zika) (World Health Organization, 2016) there 

is the greatest savings economically.  Cardiovascular disease and Cancer have been 

noted to be a greater health risk within Romanians, but it is paired with a hesitancy by 

those who are at risk to participate in lifestyle adjustments, screenings and treatment.   

Traditional preventive techniques are to provide people with educational information 

as to why they are at risk and fear tactics on what the illness or disease can do to them 

if not detected early.  Generally, this results in people disregarding the information and 

rejecting the needed early detection tools that are available.  If I am a 65 year old man 

at risk for colon cancer and I have to travel 50km to have someone tell me if I don’t send 

my feces in on a testing card I am going to die of colon cancer, I am not likely to travel 

or provide my sample to any medical doctor or group.  I am not sick, and I don’t see the 

potential risk, or benefit.  Educating me about my family history, or regional cancer 

statistics will not gain my compliance.  Having my granddaughter come home from 

school educated about my risk and insisting I comply with the screening, will have me 

tell her don’t worry grandpa is fine. Romania women avoid mammograms or breast 

exams, PAP smears and the incidence breast, cervical, ovarian and uterine cancer are 

higher than in all EU States.  

Routine care is less costly than urgent and emergency care.  If I get a yearly physical, my 

doctor is likely to be able to persuade me in their office to give the stool sample. My 

doctor, with whom I have an ongoing relationship with over years is more likely to be 

able to get me to go in for a colonoscopy than a doctor who I have never seen before, 

because the doctor who I know, has helped me before and we have a cooperative 

relationship already established.  The doctor I know, is also more likely to get me to 

reveal other health concerns that may develop into urgent and emergent, or chronic 

health needs.  Prevention, is both educational and requires a cooperative relationship to 

engage people in their own healthcare.     

Strengths of the Romanian Healthcare System 

Romania has a tradition in both eastern and western medicines.  These traditional 

medicinal practices include many alternative medicines, like natural herbal remedies, 

spa treatments, and alternative healers. This opens the system of care to include many 

cost effective yet out of western influence, remedies and solutions.  Much of non-

western and folk medicine has been prescribed collectively.  Here the value of input 

from the community and those who are invested in the well- being of the individual in 

question is high.  This also allows for more setting where healthcare may be provided 

and information to be more accurate than when protected by individualized rights.  

Offering healthcare services in a community gathering place, such as a church or an old 

fortress, and openly speaking about different health concerns may illicite cooperation 

within the community.  When Radu’s mother and sisters are present they may reveal 

that his gastrointestinal problem stems from his high intake of almost pure alcohol.  

When Simona’s neighbor knows that her husband beats her and starves her and her 

children when he is in a manic state, there are support and interventions that can be put 

into place to help everyone.  Community based interventions in rural areas have been 
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proven to be more effective than bring the expectations of private traditional western 

medicine.         

Romania has a nationalized healthcare system.  The strength of this is that medical 

records and data on a national, local and individual level already exist. Doctors are 

educated to think of cost containment for healthcare rather than providing medical care 

to not be sued (as in the American system).  The Medical Doctor degree is relatively easy 

to obtain, and Romania can attract doctors trained in other countries. There are 

regionalized healthcare facilities for specialized care. Prevention is already part of the 

practice prioritized by the national healthcare system.   

Weaknesses of the Romanian Healthcare System  

Within the Romanian Healthcare system there is much dissatisfaction expressed by 

medical doctors and healthcare workers.  Physicians’ salaries are well below what they 

can earn in other countries.  Often making only 250 Euro a month, a medical doctor can 

easily make double or more in an adjacent country.   Allied healthcare professionals are 

also making low salaries when compared to their peers in neighboring countries.  A large 

percentage of the health professionals who are trained in Romania are leaving. Those 

who stay are plague by shortages in supplies and the costs of providing quality care in a 

system that is doing little to support their efforts.  

Rural areas do not have adequate access to healthcare.  Engaging the population in 

preventive measures has been met with resistance.  The homeless and minority care is 

lacking.  Regional control of resources keeps much needed resources from outlying areas 

where the greatest need may be hidden. Behavioral Health and Medical Care are not 

integrated. According to a report by Romanian Swiss Neonatology Project, 62% of deaths 

to Romanians occur from cardiovascular disease, 17% are due to malignant tumors, 6% 

are accounted for by digestive diseases (stomach, pancreas, liver, esophagus, 

gallbladder), and 5% can be attributed to accidents, injuries and poisonings.  

Additionally, 4-5% of the population has an active infectious or parasitic disease.  

(RONeonat, 2016) The leading causes of death by cancer were lung, colorectal, and 

stomach for Romanian males, and breast, colorectal, and lung for Romanian females. 

(Ferlay, et al., 2013)  It was reported that 69% of Romanian women between the ages of 

15-44 were never tested for cervical cancer. (RONeonat, 2016) 

Within behavioral health the statistics kept by the ministry are not reflective of the 

actual incidence of mental disorders and are therefore not productive to include.  There 

is a worldwide prevalence of severe and persistent mental disorders that is 1-2% of the 

population and Romanian mental health statistics severely under report these issues.  

This may be due to the lack of funds and resources dedicated to behavioral health by the 

government and the lack of professionals trained and available to provide services within 

the country.  There are deficits in social assistants with 110 of a projected need of 800, 

psychologists with 480 out of the projected need of 800, and only 10 psychiatrists per 

100,000 people.  (Chisop, 2008; Eurostat, 2016)  Creating incentives for Romanians and 

immigrants to work within healthcare and specialties such as mental health are 

paramount for the system to improve. This is as important as educating the populous 

on how to stay well, and when to seek medical and psychiatric care- waiting is always 
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more costly than seeking treatment early and large regionalized healthcare systems 

create a barrier to access. 

Sustainable Solutions 

Healthcare needs to be delivered in both a cost efficient and effective manner.  The 

greatest risks in cost and safety to others within the healthcare system are those who are 

the within minority populations, homeless and rural.  To reach these individuals the 

expectation has been that they will travel to cities for care.  This assumption is 

unreasonable. 

  

Romania has a rather well developed train system.  Many of the rural towns are only 

accessed at times of the year by railway due to floods, and heavy snows.  Utilizing, 

refurbishing and expanding this existing resource is one of the quickest way to create a 

mobile healthcare system. Passenger Cars can inexpensively be remodeled to 

accommodate exam chairs in small rooms.  Refrigeration will allow for lab work to be 

drawn, stored and processed later at a permanent lab, while on board simple tests such 

as blood sugars and urinalysis can be performed on board. The development of a mobile 

medical train car where the medical services travel from cities such as Sibiu to Medias 

for example, can provide a relatively inexpensive solution for preventive, urgent, and 

chronic care.  Medias, has no physician and most people living in the area will not travel 

to Sibiu until they are acutely ill.  These train routes can be mapped out to provide care 

on certain days of the week in specific towns.  Appointments can be made by calling in 

to a centralized number, so that the clinic type of waiting that many people within 

nationalized healthcare systems complain about can be reserved only for those who are 

unable or refuse to make schedule appointment times.  The Roma population that is 

transient can be provided healthcare at these designated train stops easier since they 

already frequent these locations for access to travel and often congregate at train 

stations.  This will not only impact their healthcare needs but prevent the spread of 

many contagious illnesses that largely go untreated in this population.   
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These mobile doctors can also provide preventive education, by visiting local schools 

and churches while in town to help address other healthcare needs.   Specialists can be 

assigned to travel to remote locations on a less frequent schedule than primary care 

doctors, and video consultation with the primary care physicians can also be available 

to assist with more urgent healthcare needs. Eventually, all persons receiving care by a 

specialist should be seen face to face for confirmation of diagnoses and treatment.  

Relying solely on telemedicine is bad practice, as is being proven daily within systems 

who depend on it exclusively.  Continuity of care is also vital in this model.  If I develop 

a relationship with a doctor, I should see this physician for my routine and follow up 

care because I am more likely to comply with treatment recommendations if I have a 

relationship.  Within the American system due to the shortage of psychiatrists for 

example, many organizations have moved into telemedicine, and which ever doctor is 

available sees the patient for video consultation rather than a consistent relationship 

with an MD.  This has led to dissatisfaction, poor quality of care, misdiagnoses, and 

malpractice, as well as compliance issues for the patients.  

This medical train can also be equip to run labs for blood and urine specimens, x-rays 

for fractures, provide infusion services for cancer and dialysis patients, preform minor 

surgeries and procedures like casting rather than transporting patients to regional 

centers and retain a pharmacy.  Regional Centers can become highly specialized, and 

treat the acutely ill populations rather than being burden with routine care. The 

pharmacy can be inventoried upon return to the Regional Center for restocking of 

medicines. 
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For individuals who are even more remote, or are high risk for hospitalization can be 

serviced by mobile teams who travel by car to provide individualized services closer to, 

or in their homes. Ironically, this individualized rural model, is also one of the most 

inexpensive and quality driven services that can be provided within cities.  If an area is 

designated into zones and the people who are most at risk for costly relapse or 

hospitalization can be targeted, services can be brought to them in their homes, or on 

the street to prevent more acute and costly illnesses and diseases from occurring. 

(Bathory D. , 2015)  If I can discharge a patient 10 days earlier from the hospital because 

I can send an MD, or nurse, or mental health professional to their home on a frequent 

or daily basis, I will save money and their recovery will be faster. If I allow these mobile 

medical units to provide care without undue scrutiny and approval, I will cut the costs 

of services and provide quicker and better care. Selecting professionals who are driven 

by their motivation to provide quality care to as many of their patients as possible and 

who are given permission to practice medicine with the authority to prescribe and 

distribute resources as well as the knowledge of a budget, provides authority and 

purpose to the healthcare providers. Healthcare professionals who seem to provide more 

or less of services, or at higher or lower costs should be examined to see if there is a 

greater or less need within an area or population before it is assumed that they are 

practicing outside of good care. When excess needs are identified resources can be 

redistributed to meet these necessities, so that costs and epidemics do not develop.   

Supplies 

In 1962 Sam Walton opened a discount store in a rural area of America- Rogers Arkansas.  

In less than fifty years, he created a multibillion international retail operation, like no 

other in the world- Walmart.  His success was largely based on his retail distribution 

concept.  For each area within a 200 mile radius, he developed a large warehouse that 

could store supplies and deliver them to store within the area within 24 hours.  

Restocking his stores and not needing large stock areas within each individual store was 

the key to his success. (Walmart Stores Incorporated, 2012) Countless retailers and 

manufactures have patterned their operations after him and have had great success.  In 
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addition to his retail distribution plan, as he grew he had the sense to buy in bulk, often 

packaging his own product at a lesser cost than buying packaged good from others.   

 

The European Union is able to function as a large purchaser of good and services 

internationally.  Being a member of the EU allows Romania to approach them with a 

new healthcare savings concept. To purchase supplies for Europe and distribute them 

to countries via the existing rail system and high speed trains.  Within each country, or 

geographic area a distribution center and packaging plants can be created to provide 

supplies and have them dispersed to medical trains, hospitals and even independent 

doctors’ offices throughout the country.  Working across national borders makes sense 

in areas where a larger city of population does not exist, rather than duplicating the 

supply warehouses in two countries.  The key to this working is creating areas that can 

be restocked quickly (24 hours or less), so that needed supplies are delivered in a timely 

manner.  The other important consideration is the quality of the product that is 

purchased.  When working with manufactures of, for example, exam gloves, that can 

easily be bought at a savings when supplying all of Europe; manufacturers may attempt 

to provide less quality merchandise to save money.  Quality control must be maintained 

and reviewed frequently to ensure that what is purchased is not defective or deficient.  

Bidding, buying and maintaining quality on behalf of a continent becomes a smart and 

sustainable practice.   

A further example of this may be having medicine and or medical supplies from China 

shipped to a port city where the containers are loaded on trains that bring them to the 

designated packaging plants within each country.  The bulk containers are unloaded, 

the product inspected, packaged and labelled for use within the individual country.  The 

packaged product is then separated into pallets for delivery to the warehouses, which 
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inventory in all goods including lot numbers and expiration dates.  The warehouse, then 

responds to the needs to within their service radius.  Many of the deliveries can be made 

to areas by the railway system and then by truck to more outlying areas.   Knowing what 

is in inventory and getting it to its final destination within a short time (24 hours) is the 

key to success for this system.  This saves not only in the cost of supplies but in individual 

medical facilities needing to hold and warehouse supplies, so that more space can be 

utilized for patient care and services.  In inventorying by lot and expiration date, the 

warehouse can remove any medications that are later found to be a problem, and destroy 

all medications that have expired creating less need for this to be monitored at local 

medical facilities.  For example, if a warehouse knows, an expired medication is still 

being used at a location, it can notify the facility to destroy it and automatically send a 

new supply. This will cut the cost for all nationalized healthcare systems within Europe 

and it allows for a private market to still purchase goods and provide services that will 

be at a higher cost for the private business and consumer.  Some of the money saved can 

be used to increase salaries to healthcare professionals within Romania, so that there is 

no longer an exodus of providers.   

In addition, when building (or retrofitting) these warehouses and packaging plants 

looking into the viability of solar powered energy should be considered for supplying 

power for all buildings and operations.  Solar panels on the tops of shipping containers 

can also be used to create a mechanism of continued cost efficient energy for moving 

supplies by rail or by truck.  In areas, where there is insufficient sunlight, hydroelectric 

alternatives can be considered for powering the warehouses and packaging plants.   

 

Mental Health 

The integration of mental health or behavioral health care into the general healthcare 

system is vital to altering the stigma and lack of access to needed resources within the 

system.  Training primary healthcare providers to ask questions related to basic mental 

health and substance abuse usage is easily attained when it is required as part of medical 

school training, or mandated as a continuing education requirement for all physicians.  

Primary care doctors or allied health professionals such as nurse practitioners can refer 

those who do not respond to medications to psychiatrists or consult with psychiatrists 

for advice on what to prescribe and at what dosages.  There is also a movement within 

the USA to have psychologists be granted prescribing privileges for psychiatric 

medications.  The US Government has utilized psychologists to prescribe psychiatric 

medications in areas of their jurisdiction for over 20 years (Indian Reservations and 

Military Bases) and found that this was both cost effective and provided quality care.  

They found that psychologists who prescribed had less incidents of prescribing wrong 

dosages and or medications for diagnosed conditions than their medical peers in 

psychiatry.  (American Psychological Association, 2016) 

In addition to adding psychologists as a potential resource for specialists within the 

mental health system, there are additional best practice models that can offer quality 

services at a reduced cost from hospitalization.  Assertive Community Treatment (ACT) 

Teams were designed in the 1960’s as part of the US deinstitutionalization movement.  
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The plan was to create local mental health centers to offer outpatient services to prevent 

serious mental illnesses from developing and for ACT Teams to provide hospital level 

care within the community.  This was originally designed for urban areas, where 

professionals who would normally provide inpatient services brought their services to 

their patients in their homes and within the community setting.  For example, 

psychiatric nurses provided medication management and administration of IM 

medications at home, psychiatrist were able to interview and monitor patients progress 

by home visits and teams of support personnel intervened on a daily basis to report 

behavioral observations and assist with daily living.  Replication of these ACT services is 

an evidence based practice within the USA and is easily cost effective in urban settings.   

In rural North Carolina USA (which has many similarities to rural areas of Romania), we 

modified this model to deliver services in a cost effective way and still maintain the 

necessary monitoring and contacts by a team approach for both children and adults. 

With the additional resource of a short term crisis unit, we were able to decrease 

psychiatric inpatient admissions to the State Hospital by 90% in less than 1 year, closing 

the necessity of the one extremely costly State hospital Ward.  Lengths of stay at the 

State Hospital averaged 3-6 months, while stays at the crisis unit were under 5 days.  

Families and local community support was utilized to augment services provided by our 

professionals and the end result was a better quality of life for those who suffered from 

severe and persistent mental illnesses.  This model can also be altered to provide services 

to those who are substance abusers, and dual diagnosed mentally ill substance abusers.  

(Crossroads Behavioral Healthcare, 2006)          

Insurance for the Working and Privileged 

Many EU Nations have a two tiered healthcare system; one of Nationalize healthcare 

benefits and the other of private insurance. If basic care is covered by the nationalized 

healthcare system, prevention, routine and chronic care become the majority of the 

services it provides.  A partnership between an employer and employee exists to cover 

the additional cost of private insurance.  Private insurance should allow the member to 

access care in more locations, with preferred doctors and without delay for non-

emergent health needs.  Private insurance allows for quicker access to medically 

necessary and urgent care needs.   The cost to the employee for their insurance and the 

type of coverage can be an incentive to engage and retain good employees.  Many people 

who are employed with opt to use their private insurance benefits over the nationalized 

policy to gain quicker access to care and to have choice in their provider and location.  

The caution with private insurance is to not allow them to control the reimbursement 

rates or services that can be provided.  When private insurers are allowed to control the 

market, cost escalate (e.g. United States) for all medical supplies and services. This is 

due to an uncontrolled profit margin. Aetna recently claimed to have lost 430 million 

dollars in the subsidized private insurance market, but this is untrue.  They are claiming 

loss for services they project to pay.  The system is designed for insurers to find any and 

all loop holes from payment for services.  Many insurance companies deny all claims 

submitted and require multiple appeals to gain payment.  This is in hope that the 

member stops filing appeals.  Many hospitals spend years refiling claims for services, the 
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cost of this endless system of paperwork creates higher costs for services.  In a system 

where claims must be paid within a specified time period and refusals to reimburse are 

scrutinized creates a more honest payer system. 

Access to providers is the other area private insurers restrict in order to not pay for 

services.  If there are only three providers who are in network with the insurance 

company (where there is maximum benefit for the member) and they are all located at 

a substantial distance, the member will most likely not travel to gain the full benefit.  

Instead the member or client goes to local providers who the private insurer will not 

approve to provide services although they are qualified.  The Provider system must be 

always open to reduce the cost of services and improve access to care.  In the long run 

this is a great cost savings to a nationalized healthcare system, as it will provide care to 

those who are most functional quickly and keep them producing.      

If private insurers are engaged in a long term prospectus of care rather than short term 

gain, they can provide reasonable care to their members.  Unfortunately, many are not 

invested in providing long term services, but are interested in only saving money today.  

The irony is that if they provide care over an individual’s lifetime, it is in their best 

interest monetarily to provide prevention and ease of access to services, because the cost 

of providing more complex and chronic care in the future will be more costly.  An 

example here, may be of preventing a flu illness by offering free vaccines to their 

members, this is less costly than providing an antiviral medication for the flu, or treating 

secondary inflections (like a sinus infection and bronchitis)  that eventually may lead to 

hospitalization (pneumonia or breathing difficulties) and eventually result in chronic 

illnesses such as COPD.  

Ultimately, those who are wealthy can and will always find ways to purchase superior 

healthcare over and above the general population, whether it is through private 

insurance or by simply self-employing medical professions and owning institutions 

outright, or thorough generous donations.  They can infuse money into areas of research 

and help to target areas that are not a priority to the greater population based upon their 

own needs and they also can help to develop a market for medical tourism.   

Healthcare Professionals & Retention 

In order not to lose the best and brightest healthcare providers to the private industry, 

all providers must still work for the state, if there is a nationalized healthcare system.  

This is true unless the benefits of working for the nationalized system become so 

attractive that health professionals are in competition to fill needed slots and services.  

In the case where this is not yet functional, to retain their license to practice, healthcare 

professionals should be mandated to work in some capacity as part of the nationalized 

healthcare system.  Their incentive to provide care to the privately insured becomes 

their interest in providing specialized care to discrete populations, and their personal 

desire to make more money.  If a physician works from 7am to 2pm providing care within 

the Nationalized Healthcare System, they are free to have a private practice from 2pm 

to 7pm, see additional patients and earn more money. If they are a mobile care doctor 

and they are transported to a remote location and ask to stay overnight in an area to 

provide private care, the system should try to accommodate their request, as this will 
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help the overall burdens to the health system.  The Nationalized Healthcare System 

needs to view the private sector as an ally who will help with the cost, delivery and 

quality of medical services provided.   

The private business sector should also be encouraged to invest in financing medical 

tourism and medical facilities for the elite.  This increases revenue for the country, in a 

variety of ways: from the medical services and supplies delivered, to airfares to reach the 

services, to hotels and restaurants the patient, friends and families visit, to tourist 

locations that they include as part of their trip.  The European Union may wish to look 

into providing specialized medical services and medical tourism specialty sites in an 

organized manner throughout Europe.  Just as Universities don’t all over the same 

graduate degrees and often specialize in certain areas, creating a system of specialized 

medical care that is done logically and decreases competition will maximize benefit to 

each provider and country.  For example Romania may become the Substance Abuse 

Treatment Specialist for all Europe- having facilities that are Spa like resorts, for the 

wealthy to come and recover from addictions.  These geographical areas then should 

provide educational facilities nearby that specialize in training treatment providers in 

state of the art practices within this discipline.   The other benefit gained from this, is 

the creation of a surplus of these professionals at a later time that can then also provide 

services for the thousands of drug addicted Roma who need treatment within the 

Nationalized Healthcare System.  

Finding areas that are not already flooded with services, and can also benefit the 

population within the country are the best solutions for investing in medical tourism.  

Belgrade Serbia may serve as an example in what it provides internationally in 

Transgender Care.  For over 20 years, Belgrade has had multiple providers in what is a 

very limited practitioner area, transgender surgery.  This area of medial tourism brings 

in millions of dollars every year into the country and is provided by a small number of 

highly skilled surgeons.  These doctors also work for the Nationalized Healthcare System 

where they provide specialized surgical services and expertise to their residents as well 

and their practice is not limited to only transgender surgeries.  If Serbia were to join the 

EU, it would be advisable for the recommendation to be made for the country to 

promote these specialized care services as part of the national tourism service.  Any 

private area, or specialty service should be promoted by the country to enhance the 

experience of the medical tourist and attract them into coming there for their services.  

The tourism industry can provide packages for hotels, restaurants, day trips, etc. to be 

offer to friends and family who accompany foreign patients and make the experience 

wonderful.  Relying simply on the healthcare providers to do so, is foolish on the part of 

the nation.  Medical tourist should be viewed as, and serve as, ambassadors for a country 

if their experience has been positive.       

MINORITY OUTCOME STUDIES 

Why would we look at only our minorities? 
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First, a minority by definition is a small subgroup of the larger population. Therefore, 

gaining numbers within statistical relevance 10% or higher is more likely than to try to 

evaluate the entire population of a country. 

Second, if minority quality of life is impacted significantly, the majority can be assumed 

to have even higher quality indicators. There are too numerous studies that substantiate 

the state of minorities having less in all areas of quality of life indicators.  

Third, to alter the view of Romania as a poor and underprivileged country that offers 

less than its European Union counterparts, by impacting these populations and showing 

evidence of how the Romanian system can work will provide a new and more accurate 

image of Romania today. There is international data that has been collected about both 

the Roma and people who are transgender in Romania by the European Union.  Being 

able to show a notable change in the care and treatment of these individuals will 

demonstrate Romania as a country that is innovate and is creating cutting edge 

interventions into human rights and minority issues.   

Fourth, the outcome study will cost less to conduct, be useable in more international 

venues and provide better data than a larger more random study.  

Fifth, these focused outcome studies, are being conducted with populations who are 

normally viewed as non-cooperative.  Gaining their trust to cooperative in mainstream 

healthcare systems and outcome studies will provide evidence of the effectiveness of the 

program and generally substantiate its impact and penetration into the greater majority 

population.  

SUMMARY 

When a system is in crisis it creates an opportunity for change.  The Romanian 

Healthcare System is overburden, underfunded and there is a decreasing number of 

healthcare providers willing to provide services for the population.  Reorganizing a 

national healthcare system is rarely undertaken, but offers an opportunity to create a 

system that is both more effective and efficient than the current one.  By creating 

cooperative relationships through Relational Dynamics in working with patients, 

healthcare providers, and medical suppliers and between countries, quality healthcare 

can be delivered at in a cost efficient manner.  

Utilizing existing resources such as trains and train routes decreases the cost of travel 

and by bringing the services closer to home, increases access and compliance with 

medical interventions. Increased compliance yields less costly medical interventions and 

hospitalizations. Paring the delivery of physical health and behavioral health, provides 

comprehensive medical services in the most efficient manner.   

Forming distribution centers and packaging centers for bulk supplies creates new jobs 

within the country.  Making cost effective purchases and negotiating as a continent (or 

even a country) decreases the cost of supplies and medicine for the entire region.  The 

savings can be reinvested in retaining medical doctors and allied healthcare 

professionals, as well as investing in new ventures such as multi-nationally targeted 
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Medical Tourism.  Medical Tourism creates additional jobs and opportunities for 

multiple industries from the tourism and hospitality industries and produces 

international ambassadors who encourage others to not only access healthcare 

specialties but to return as tourist and potential investors and business entrepreneurs. 

To take no action, will result in a true crisis, not only for Romania, but for the European 

Union, as disease and illness spreads quickly in a global society.  Focused outcome 

studies on healthcare services for those minorities who normally are the least likely to 

access quality care within the current system, (the Roma and Transgender people) will 

demonstrate the depth of penetration that occurs due the changes implemented, as well 

as impact the social discrimination and abuse that these individuals currently endure.  

This change in social discrimination also address humanitarian rights that are also a 

focus point of the European Union and should be of all civilized countries.  The cost of 

studying focused minority groups is far less than undertaking a more massive study that 

is cross representational of the country’s population and will most likely provide less 

relevant information.    
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