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The unprecedented progress recorded over the last decades in the field of pre-
vention and management of cardiovascular disease (CVD) has led to a signifi-
cant reduction of premature cardiovascular (CV) mortality across Europe.1 De-
spite this progress, a new reality is emerging and generates serious concerns for 
public health policies. The burden of CVD presents alarming inequalities among 
different European regions, remaining disproportionately larger in low- and 
middle-income countries (LMICs) compared to high-income countries (HICs). 
Moreover, economic constraints at local level involve substantial disparities in 
availability of CV care and services, with dramatic effects on the healthcare ben-
efits of CV patients in LMICs.2 

The recently published map of “ESC Cardiovascular Realities 2019”, a map 
of ESC member countries based on monitoring CV health expenditure, infra-
structure, and workforce across European countries, raised alarming signs for 
healthcare systems regarding the social and economic burden of CVD in differ-
ent regions of Europe.3

From this point of view, Romania presents a concerning reality in all points of 
interest highlighted by the ESC’s call to action: insufficient control of risk factors 
and harmful behaviors, increased burden of CVD, and disparities in availability 
of CV care. 

Extensively investigated, the important influence of potentially reversible 
well-established risk factors in the determination and progression of CVD pro-
vides a strong rationale for giving a higher priority to risk reduction strategies. 
In HICs, the ongoing modern-day epidemics of obesity and type 2 diabetes, par-
ticularly in younger adults, represent the most serious public health challenges 
which threaten to erode the health gains of recent years.4  

In this European context, Romania seems to present inadequate strategies. 
Besides the negligible decrease in hypertension prevalence, poor strategies for 
the identification and effective treatment of people with established hyperten-
sion contribute to the continuing high rates of myocardial infarction and CV 
death. Moreover, the daily intake of large quantities of alcohol, insufficient self-
reported physical activity, and altered nutritional intake proved to be important 
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contributors to the national burden of CV disease encoun-
tered in this country. 

Even if longitudinal data show a steady decline of CVD 
mortality across European regions, mortality burden con-
tinues to show large geographical inequalities. In Romania, 
CVD accounts for more than 50% of all recorded deaths 
compared with below 30% in countries from Western Eu-
rope. In terms of CVD morbidity statistics, inequalities in 
CVD burden are even greater among different European 
countries, in correlation with national economic status. A 
negative association between total health expenditure per 
capita and age-standardized CVD burden has been identi-
fied, Romania reporting a greater than two-fold difference 
of disability-adjusted life years (DALYs) lost to CVD, with 
an average of about 9,000 DALYs per 100,000 people com-
pared with 3,500 in HIC.5 This fact emphasizes that limited 
economic resources and health expenditure derive into in-
equitable health outcomes. 

The ESC map of CVD care delivery across European 
countries highlights the gaps and inequalities in the avail-
ability of appropriate CV care as a consequence of the large 
differences in healthcare expenditure. According to recent 
ESC data, the Romanian healthcare system aligns with the 
group of countries defined by the World Health Organiza-
tion as “lagging behind in infrastructure, human resource, 
and therapeutic procedures, mainly those with a low gross 
national product, typically the ESC member countries of 
Eastern Europe and Northern Africa”.6

In terms of human resources, Romania reported 63.0 
cardiologists per million people, an appalling number com-
pared with other ESC countries such as Greece or the Re-
public of Georgia reporting >250 cardiologists per million 
people. This worrying situation remains the same for in-
terventional cardiology statistics. The number of interven-
tional cardiologists reported by Romania is 4.37 per million 
people, only ahead of countries such as Kyrgyzstan, Azer-
baijan, or Kazakhstan, while the average number reported 
across ESC countries is 11.8 per million people, with an out-
standing value of 30.96 per million in HICs such as Austria. 
The same sad reality was recorded for the density of inter-
ventional centers: 0.7 per million people in Romania com-
pared with 6.6 per million people in Germany. The situation 
is even worse in the field of interventional electrophysiol-
ogy, since Romania, alongside Azerbaijan and Bosnia and 
Herzegovina, reported less than 1 electrophysiologist per 
million people, while other countries, such as Poland and 
Sweden, have an average number of 17 electrophysiologists 
per million people.3,7 The situation is identical regarding 
the number of centers of interventional electrophysiology, 
ablation procedures, and device implantations.8

As at this moment we face a more than 10-fold varia-
tion in healthcare expenditures compared to Western 
European countries, lagging behind in human and capi-
tal healthcare resources is readily apparent in the num-
ber of performed procedures.9 With a mean number of 
4,122 coronary angiograms performed across ESC mem-
ber countries, Romania reported only 1,306 procedures, 
much behind other countries such as Germany which re-
ported 9,392 procedures. In terms of percutaneous coro-
nary interventions (PCIs), only 753 procedures per mil-
lion people were reported in Romania, while the average 
number of PCIs in Europe was estimated at 2,211 per mil-
lion, and Germany reported 3,975 procedures per million 
people. The same disparities are recorded for structural 
heart interventions, Romania alongside Egypt and Turkey 
being placed at the bottom of the list with 25 procedures 
per million people, while more than 150 procedures per 
million are performed annually in Switzerland and Ger-
many. Even worse, Romania is on the last place in Europe 
in terms of both mitral valve percutaneous interventions 
with 0.2 procedures per million people and transcatheter 
aortic valve implantations with only 2.3 procedures per 
million people.2 

These numbers provide a stark image of the gap in hu-
man resources needed for the effective management of di-
agnostic and therapeutic CV procedures in Romania. Un-
doubtedly, much needs to be done in order to bridge the 
gaps in CVD healthcare delivery and to raise the quality 
of care in all European countries. Besides raising measures 
to control the well-established risk factors and harmful be-
havior, it is of vital importance to raise awareness, high-
light inequality, advice decision-makers, and sustain in-
vestments for proper implementation of guidelines across 
all regions of Europe.
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