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SUMMARY 
Aims: National mental health policies must be grounded in accurate assessments of diseases. In the current article we used the 

Global Burden of Disease Study 2016 to examine burden due to mental and substance use disorders in Romania. 

Methods: For each mental and substance use disorder included in the GBD 2016 we reported the yearly estimates for YLL (as a 

measure for non-fatal burden), YLD (fatal burden) and DALY (summing years lived with disability and years of life lost to give a

measure of total burden). 

Results: Mental and substance use disorders were the third leading cause of non-fatal burden in Romania in 2016, explaining 

13.53% of total years lived with disability, the ninth leading cause for fatal burden explaining 0.84% of total years of life lost, and 

were the fifth leading cause of total burden, accounting for 5.52% of total disability-adjusted life years. Among MSDs, depression,

anxiety and alcohol use disorders have the highest rate. Starting 1997 there has been a slow decrease of age-standardized disability-

adjusted life year rates, with no significant change in the last 5 years. 

Conclusion: Global Burden of Disease Study 2016 found that mental and substance use disorders were the fifth leading 

contributors to disease burden in Romania, with anxiety and depressive being the most prevalent. Despite national programs and 

strategies in the area of mental health initiated especially after 1990, the mental health system does not fully meet the needs of the 

patients. Effective population-level strategic measures are still required in order to reduce the burden of disease. 
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*  *  *  *  *  

INTRODUCTION

Mental and substance use disorders (MSDs) are 

considered a major public health concern (WHO 2001), 

around 1:6 (15-20%) people worldwide having one or 

more mental or substance use disorders in 2016. This 

equals to more than 1.1 billion people, the most 

prevalent MSDs being anxiety disorders (3.83%) and 

depression (3.77%) (Ritchie & Roser 2018). Similarly, 

at regional level, Health at the Glance: Europe 2018 

report concludes that mental health problems affect 

more than one in six people across the European Union 

in any given year (OECD/EU 2018). Therefore, 

European Union has recognized mental health among 

the first priorities of the public health agenda (WHO 

2015). Wittchen et al. (2011) estimates a 38.2% one-

year prevalence of any mental disorder for Europe. 

Depressive disorder is twice as common in women as in 

men. About 1–2% of the population is diagnosed with 

psychotic disorders, men and women equally, and 5.6% 

of men and 1.3% of women have substance use 

disorders (WHO 2015). At national level, 1:5 Roma-

nians is affected by mental health problems, and at least 

250,000 Romanians suffer from a severe psychiatric 

disorder (Paziuc & Paziuc 2017). Compared to the EU 

rates, the prevalence for mental health disorders is one 

of the lowest in Romania (less than 15% of the 

population having at least one disorder), but this may be 

due to the fact that there is a great stigma associated 

with the mental illness and therefore less self-reporting 

associated with limited access to mental health care 

services for those who acknowledge the illness 

(OECD/EU 2018). For 2017, National Institute of Sta-

tistics (2019) reports 248,434 discharges of those 

treated for mental and behavioural disorders, a slight 

decrease compared to last years, accounting for 6.2% of 

total in-patient hospital discharges. Eurostate (2018) 

shows that this rate is higher than the value for EU 

countries with available data (5.6%).  

Mental disorders are also a leading contributor to the 

global disease burden. In 2016, 6.77% of global DALYs 

(Disability-Adjusted Life Years), the fourth cause of 

non-communicable diseases after cardiovascular, neo-

plasm and other non-communicable diseases, and 18.73% 

of global YLDs (Years Lived with Disability) were due 

to mental disorders (WHO 2018a). This leads to a 

financial burden of an estimated 800 billion EUR for 

mental and neurological disorders taken together. 40% 

of this was attributed to indirect costs in terms of 

individuals’ loss of production, 37% to healthcare 

costs, and the remaining 23% to social services costs 

(Gustavsson et al. 2011). For EU-28 countries the 

OECD/EU report (2018) estimates the total costs of 

mental ill-health at over EUR 600 billion or an average 
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of 4.1% of GDP in 2015. In 2015, the overall costs of 

mental health related to mental illness are estimated at 

2.12% of GDP in Romania, equating to EUR 3400 

million. This total breaks down into the equivalent of 

0.94% of GDP (or EUR 1,510 million) in direct spen-

ding on health system, 0.46% of GDP (or EUR 737 

million) on social security benefits and 0.72% of GDP 

(or EUR 1,153 million) in indirect costs related to the 

labour market (OECD/EU 2018). 

But we must not forget that mental illness is asso-

ciated with such economic consequences, but also the 

emotional burden on the patients and on their families 

and communities is an important aspect of their rehabi-

litation and successful inclusion.  

Mental health system in Romania 

In a formal definition, mental health system includes 

the institutions and the set of activities whose primary 

purpose is to promote, maintain or restore mental health. 

However, when analyzing the current mental health 

system we should include both the structures within the 

general health system, and also the social services, 

equally essential for mental health care (Dlouhy 2014). 

Romania has experienced major transition in the 

development of the mental health system as a response 

to mental illness, especially after 1989 and with EU 

pressure. Therefore, the following section will summa-

rize the current state of mental health system in the 

country in the areas of: (1) financing, (2) infrastructure, 

and (3) policy. 

Mental health financing  

Mental health is a component of the general health 

system. Romanian health system is financed from four 

main sources: national health insurance funds (NHIF), 

the state budget, local budgets and out-of-pocket pay-

ments (OPP), while voluntary health insurances (VHI) 

are low. Funds from the state budget are used for the 

implementation of preventive national health program-

mes and for investments, while local budgets supports the 

maintenance costs and in-patient meals. OOP payments 

consist mainly of direct payments for services offered by 

private health providers and co-payments for certain 

medicine and other services (Vl descu et al. 2016)  

According to the latest public Eurostat data (2018), 

Romania continues to spend the lowest amount of all 

European Union member states on healthcare. In 2015, 

the total health expenditure (THE) per capita was 400 

EUR meaning 5% of gross domestic product (GDP) 

compared to EU average of 8.4%. Since 2010, OECD/EU 

report (2016) notices a continuous decrease of health-

care spending as share of GDP.  

Although the total is low, the proportion that is 

publicly funded is relatively high, ranking Romania the 

tenth on EU-28, with over 78% of THE being publicly 

funded, which is also above the EU-28 average (72.6%). 

Most public funding came from the health insurance 

contributions to the NHIF – 64% in 2015. The share of 

OOP was the second largest source of revenue for 

healthcare spending (21.3% in 2015), while the contri-

bution of VHI continues to be quite marginal (0.3%). 

The share of informal payments is thought to be sub-

stantial, but the size is not fully known. The latest 

Eurbarometer on corruption (2017) concluded that 19% 

of Romanians made an extra payment, gave a gift or 

made a donation on top of the official fees when in 

contact with the public healthcare system during the 

previous year. Although there was a small improvement, 

the rate remained the highest in EU (EU-28 average: 

4%). While almost all the other countries (except Bel-

gium, Bulgaria, and Latvia) spend more than 50% on 

curative and rehabilitative care services, Romania re-

corded the lowest value of 42.9%. By contrast, the other 

major category of spending is medical goods for which 

it ranks the second after Bulgaria with 39.6%. Expen-

diture related to preventive care exhibited less variation 

within member states, but Romania (2.1%) is placed 

below the EU average of 2.6%. Hospitals generally 

accounted for the highest proportion of current health-

care expenditure in 2015 (39.1%).  

As for specific financing of the mental health within 

the general health financing, in the EU, the mean value 

of mental health expenditure as a share of total health 

expenditure was estimated at 6.8% (Jacob et al. 2007). 

The estimate for Romania was 3%, a little higher than 

Bulgaria (2.5%), but a lot less than Hungary (8%) 

compared to neighboring EU member states. Therefore, 

we may conclude that mental health is relatively under-

financed in comparison to other health components. 

Dlouhy (2014) also concludes that the low financing 

level is a serious problem as in general, the countries of 

Eastern Europe spend a lower share of the GDP on total 

health expenditure, and from this small amount they 

spend a lower share of the total health expenditure on 

mental health services. How this impacts the Romanian 

mental health system is noticed in the current mental 

health infrastructure.  

Mental health infrastructure

The physical infrastructure shows that in Romania in 

2017 there were 576 hospitals, almost two thirds of 

which were public (367). While the number of public 

hospitals has fallen starting 2010, the number of private 

hospitals has seen the opposite trend, with a raise of 

170% compared to 2010. The number of total beds in 

2016 was 132,277 a small raise compared to 2010, but 

keeping the decreasing trend compared to 1990 (National 

Institute of Statistics, 2018). Mental health in-patient 

services in Romania are delivered in long-term care 

facilities, psychiatric hospitals and psychiatric units in 

general hospitals. We noticed 77 acute psychiatric de-

partments in general hospitals, 35 acute and chronic 

psychiatric hospitals (WHO 2015a), 80 community 

mental health centers (National Institute of Statistics 

2018) and day-care centers. Between 2010 and 2015 the 
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number of psychiatric care beds in hospitals, relative to 

the size of population fell in most EU member states, 

but Romania recorded quite a fast growth from 78.4 to 

84.7/100,000, while the EU rate also decreased from 

was 73.4 to 72.0/100,000. The average length of hospi-

tal stays for in-patients treated for mental and beha-

vioural disorders remained constant between in 2010 

and 2015 with 17.7 days, compared to EU average of 

24.3 days. Generally, in-patients with schizophrenia, 

schizotypal and delusional disorders and with demen-

tia and Alzheimer’s disease spent the highest average 

number of days in hospital, whereas those with 

disorders related to the use of alcohol or psychoactive 

substances generally spent less time in hospital in 2015 

(Eurostat 2018). 

Human resource infrastructure shows that while 

there were between 7.6 and 23.6 psychiatrists per 

100,000 inhabitants across those EU member states for 

which data were available, Romania recorded the forth 

lowest rate, 10.6 (Eurostat 2018). Beside psychiatrists, 

the number of social workers and psychologists is under 

dimensioned compared to the needs. All these lead to a 

HAQ (Healthcare Access and Quality) Index of 78.32 for 

2016, a significant improvement compared to last years, 

but the second lowest from EU after Bulgaria (77.16).  

Mental health policy 

Development of Romanian mental health policies 

has benefited a lot from the EU membership, because 

mental health has been an important chapter of negotia-

tions during the accession process (Dolhouy 2014). The 

Mental Health law (no. 487), aiming at improving the 

social and legal position of persons with mental 

disorders as well as the quality of and access to mental 

healthcare facilities, was passed in 2002 and last 

amended in 2012 followed by rules of implementation, 

in 2016. The National Mental Health Programme has 

two components, one for psychiatric and psycho-social 

pathology and another for prevention and treatment of 

drug dependence, delivered in psychiatric hospitals and 

psychiatric departments of the General Hospitals and 

Mental Health Centres. The National Health Strategy 

2014-2020 approved by Government in November 2014 

includes a specific strategic objective, „improving the 

mental health of population” and a series of actions to 

be taken during the implementation period: developing 

prevention programs for mental illness, accurate diag-

nosis and treatment for psychiatric disorders at commu-

nity level, improving the capacity of the health system 

to offer accessible and quality services, and integrating 

persons with mental disorders in the society through 

inter-sectorial collaboration. A key aspect is the adop-

tion in November 2016 of the National Strategy for 

Mental Health for Children and Adolescents 2016-2020 

aiming at early identification of children and youth at 

risk of developing mental health disorders, prevention 

of mental illness, developing specialized interventions 

and complex services.  

The Annual report analyzing the progress of member 

states within the European Framework for Action on 

Mental Health and Wellbeing acknowledges all these 

important steps taken towards updating and improving 

the national mental health legislation, but draws atten-

tion upon the barriers that significantly impacted the full 

implementation of the provisions: inadequate/insufficient 

funding, problems with joint budgeting, lack of avail-

able tools, and low political support (Caldas de Almeida 

et al. 2018). This is not a new issue, as Romanian gene-

ral healthcare system just manages to respond to a little 

extent to current needs and expectations of the popu-

lation, while facing many managerial, structural and 

financial problems (Popescu 2015). 

In conclusion, there are several key-issues facing 

mental health and social care services in Romania: 

a lack of qualified personnel such as psychiatrists, 

nurses, psychologists, social workers; 

poor infrastructure and physical conditions; 

lack training of staff working with people with men-

tal health problems; 

attitudes of professionals and staff towards people 

with mental health problems; 

human rights abuses, disempowerment of people with 

mental health problems; 

inadequate and/or lack of implementation of existing 

legislation, including UN CRPD implementation 

(Mental Health Europe 2017). 

METHODS

GBD 2016 measured burden in terms of disability-

adjusted life years (DALYs), years lived with disability 

(YLDs), and years of life lost (YLLs) due to premature 

mortality. Global burden was estimated for 183 countries, 

age group of 20 years, both sexes and at 5-year intervals 

beginning in 1990. Corresponding 95% uncertainty inter-

vals (UIs), a composite measure to compound uncertainty 

at different stages of the analysis, were calculated for all 

the estimates. The methodology has been previously des-

cribed in other studies (Vos et al. 2016; Wang et al. 2016), 

but also explained in WHO’s technical paper (WHO 

2018a). Therefore, using the latest available data on these 

estimates, this study analyses the relative contributions of 

different MSDs to total burden and explore variations by 

age and sex for Romania in 2016 (IHME 2017). 

The MSDs included in GBD 2016 and used in study 

are grouped in 12 categories: depressive disorders (major 

depressive disorder, dysthymia), bipolar disorder, schizo-

phrenia, alcohol use disorders, drug use disorders (opioid, 

amphetamine, cocaine, cannabis, and other drug depen-

dence), anxiety disorders, eating disorders, autism spec-

trum disorders (ASDs), childhood behavioral disorders 

(attention-deficit/hyperactivity disorder (ADHD) and 

conduct disorder), idiopathic developmental intellectual 

disability (a residual category capturing intellectual dis-

ability not attributable to any other cause) and a residual 

group of other MSDs. 
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Non-fatal burden was measured in YLDs where one 

YLD equates to one year lived in less than ideal health. 

YLDs were calculated by multiplying the prevalence of 

a disorder by a disorder-specific disability weight (Vos 

et al. 2016). The YLLs for a cause are essentially 

calculated as the number of cause-specific deaths 

multiplied by a loss function specifying the years lost 

for deaths as a function of the age at which death occurs 

(WHO 2018a). The DALY estimate is an aggregate 

measure which combines time lost through premature 

death and time lived in states of less than optimal 

health, generally referred to as “disability”, generated 

by summing YLDs and YLLs for each disorder. One 

DALY equates to one lost year of healthy life (WHO 

2018a).  

RESULTS 

Prevalence

Figure 1 shows the prevalent cases of analyzed MSDs 

in Romania in 2016. Anxiety and depressive disorders 

were the most prevalent, followed by other MSDs and 

substance use disorders. This is similar to other Ro-

manian studies, Florescu et al. (2009) showing anxiety 

(4.9%) and mood disorders (2.3%) as the most prevalent 

12 months disorders. Depressive disorder has become 

one of the most frequent disorders in Romania with a 

higher prevalence for women and at older age (Patriche 

et al. 2015). In our study as well, females had higher 

prevalence rate of anxiety disorders (4,553.0 prevalent 

cases per 100,000 of the population, 95% UI: 4,102.2–

5,031.8), depressive disorders (3,650.8 prevalent cases 

per 100,000, 95% UI: 3,337.9-3,963.0), and bipolar dis-

orders (839.1 prevalent cases per 100,000, 95% UI: 

735.9-958.6) than males, while males showed higher 

prevalence of alcohol use disorders (2036.3 per 100,000, 

95% UI: 1,792.8-2297.2), autistic spectrum disorders 

(1,283.9 per 100,000, 95% UI: 1,119.3-1,487.2), ADHD 

(841.4 per 100,000, 95% UI: 757.4-940.7) and conduct 

disorders (627.1 per 100,000, 95% UI: 527.6–736.8) than 

females. WHO study (2018) also reports a 3 times higher 

prevalence rate for males for alcohol use disorders. 

Non-fatal burden 

MSDs were the third leading cause of YLDs in 

Romania in 2016, accounting for 353,485 YLDs (95% 

UI: 258,009–454850) or 13.53% (95% UI: 11.4–15.2%) 

of all YLDs, a small raise compared to 2015, whereas 

starting from 1990 there has been a slow, but steady 

decrease. This equated a rate of 1,825.4 MSD YLDs per 

100,000 of the population (95% UI: 1332.8–2348.9). 

Depression (3.75%) and anxiety disorders (2.52%) 

recorded the highest percentage of all YLDs.  

Fatal burden 

In 2016, MSDs were responsible for 37,569 YLLs 

(95% UI: 33,019–42,848) in Romania, making them the 

ninth leading cause of non-communicable diseases 

(constant since 1998) of YLLs and explaining 0.84% 

(95% UI: 0.7–0.9%) of all YLLs in Romania. The rate 

of MSD YLLs decreased between 1997 (438.9 YLLs 

per 100,000, 95% UI: 404.1–480.1) and 2015 (186.8 

YLLs per 100,000, 95% UI: 169.7–204.7), with a small 

increase in the last year (194 YLLs per 100,000, 95% 

UI: 170.5–221.2), this being driven by alcohol and drug 

use disorders. 

Total burden 

In 2016, MSDs were the fifth leading cause of 

DALYs in Romania after cardiovascular diseases, neo-

plasms, musculoskeletal disorders, and other non-com-

municable diseases. They contributed 391,054.4 DALYs 

(95% UI: 296,114.9–493,710.3), equating to 5.52% 

(95% UI: 4.5–6.4%) of all DALYs in Romania and a 

rate of 2,019.4 DALYs per 100,000 (95% UI: 1,529.2–

2,549.6). This rate did not significantly changed during  

Figure 1. Prevalent cases 
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Figure 2. Substance use disorders

Table 1. The rate of DALYs by disorder for males and females in Romania in 2016 

MSD Total Males Females 

Depressive disorders  506.3 (349.9-680.3) 409.6 (278.8-555.8) 597 (414-806.3) 

Anxiety disorders  340.5 (238.5-460.5) 246.1 (172.3-334) 429.2 (298.7-578.7) 

Alcohol use disorders  262.9 (209.9-322.8) 382.7 (310.9-462.3) 150.5 (113.4-196.8) 

Drug use disorders  189.1 (156.8-222.9) 239.7 (197.4-284.1) 141.7 (114.8-171.9) 

Other MSDs 165 (115.3-235.1) 189.8 (131.5-270.2) 141.7 (98.8-201.7) 

Schizophrenia 163.6 (117.7-211.4) 168.5 (120.8-220.6) 158.9 (113.9-205.7) 

Bipolar disorder  153.5 (95.7-224.1) 137.1 (84.5-201.8) 168.8 (106.1-250.3) 

Autism spectrum dis. 118.7 (80-166.6) 183.7 (123.3-256.9) 57.6 (38.7-83.1) 

Conduct disorder 59.2 (36.2-90.3) 76.5 (47.1-115.9) 42.9 (25.7-67.2) 

Idiopathic developmental intellectual disability      34.3 (14.6-60) 38.8 (17.0-68.1) 30.1 (12.9-53.9) 

Eating disorders  18.7 (11.7-27.4) 10 (6-15.5) 27 (16.7-38.8) 

ADHD 7.27 (4.3-11.5) 10.1 (5.9-16.3) 4.5 (2.7-7.2) 

Note: 95% UIs are shown in brackets. Disorders are ordered as per highest to lowest total DALY rates 

the last 5 years, the highest being recorded in 1997 

(2,263 DALYs per 100,000, 95% UI: 1,745.3–2,820.2), 

the moment when it first started to decrease. If con-

trolled for variations in the age structure of the popu-

lation, the age standardized rate of MSDs in Romania in 

2016 (1,837.3 DALYs per 100,000, 95% UI: 1,386.1–

2,327.4) is the smallest compared to global mean (2,183.3 

per 100,000, 95% UI: 1,627.1–2,766.3), European Union 

mean (2,371.8 per 100,000, 95% UI: 1,769.5–3,022.6) or 

Central Europe (1,932.7 per 100,000, 95% UI: 1,466.3–

2,450.6). Among the neighboring countries (Bulgaria, 

Serbia, Hungary, Ukraine and Moldova), only Bulgaria 

(1,790.9 per 100,000, 95% UI: 1,320.1–2,302.4) had a 

smaller rate, the highest rates being recorded for Moldova 

(2,528.7 per 100,000, 95% UI: 1,966.1–3,139.6) and 

Ukraine (3,074 per 100,000, 95% UI: 2,390.8–3,870.6). 

Within MSDs in Romania, substance use disorders 

(drugs and alcohol) were responsible for 25% and de-

pressive disorders, bipolar disorder, and anxiety disor-

ders were responsible for almost 50% of all DALYs due 

to MSDs as shown in Figure 2. 

Depressive disorders were ranked the 15th leading 

cause of all burden for non-communicable diseases in 

Romania in 2016 (1.38%, 95% UI: 1–1.7%) and alcohol 

use disorders the 29th leading cause, due to its general 

low prevalence (0.72%, 95% UI: 0.6–0.8%). 

The overall DALY rate of MSDs in Romania in 

2016 was higher in males (2,093, 95% UI: 1,616.9 – 

2,609.6) compared to females (1,950.4, 95% UI: 1,439.8 

– 2,478.7). Males experienced higher DALY rates of 

drug use disorders, alcohol use disorders, schizophrenia, 

conduct disorders, ADHD, and ASDs compared to 

females, while females had higher DALY rates for 

depressive disorders, anxiety disorders, bipolar disorder, 

and eating disorders than males (Table 1).  

Figure 3 shows DALY rates in 2016 for each disor-

der by age in Romania. Burden due to MSDs was pre-

sent across the lifespan, peaking during adulthood and 

then declining with age. Depressive and anxiety dis-

orders had the highest rates of burden in most age 

groups, while conduct disorder, ASDs and anxiety disor-

ders contributed the majority of MSD burden during 

childhood. Alcohol use disorder, eating disorders, and 

schizophrenia reach their peak of burden during adult-

hood, while depressive disorders reach their peak during 

75-79 age group.  
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Figure 3. DALY rates in 2016

DISCUSSION 

GBD 2016 found that MSDs remain in the first three 

leading causes of YLDs and the sixth leading cause of 

DALYs in Romania, while there has been no significant 

change in DALY rates between 1993 and 2016. The 

only significant trend over time was an increase in 

YLLs due to drug use disorders. These findings indicate 

that the increased attention MSDs have gained at policy 

level and in research has not been fully translated into a 

significant decrease in burden. This could be explained 

by the fact that the national programs and strategies are 

during their implementation period and the full impact 

will be noticed at the end. So we might say that it is 

quite premature to state that initiatives on mental health 

in Romania are not effective. Multiple structural actors 

need to become more involved in this monitoring pro-

cess. Due to the lack of nationally epidemiological stu-

dies in Romania, very little is known about the general 

population prevalence or severity of mental disorders 

(Florescu 2009). Therefore, Ministry of Health needs to 

promote and sustain further studies on the epidemio-

logy of mental disorders both at regional and national 

level. Government should provide constant incentives 

to hospitals to expand and improve their mental health 

facilities or create new ones in order to meet future de-

mands of the community. Ministry of Education through 

the medical, psychology and social work schools 

should motivate students to specialize in mental health 

training to ensure the necessary number of profes-

sionals with an adequate level of expertise. Ministry of 

Work should create programs to sustain professionals 

to provide constant mental health services, especially 

in rural areas.  

But probably the most important support must be in 

reorientation of mental health services from institu-

tional- to community-based services. The need of urgent 

policy measures is also highlighted by the 2016 Social 

Justice Index which with a score of 3.76 in health 

dimension, places Romania second to last in the EU 

(Schraad-Tischler & Schille 2016). The National Health 

Strategy 2014-2020 as the guiding document of health 

care reforms established the creation of integrated com-

munity health centres as a way to reduce inequalities in 

access to health care, education and other social services 

(Ministry of Health, 2014). However, there is little evi-

dence about the impacts of changes introduced to en-

hance mental health care services on population health 

indicators (Vl descu et al. 2016). For example, it took 3 

years for the Government to approve (May 2019) the 

methodological norms for the organization, functioning 

and financing of medical community care set in the 

National Strategy, providing financing only for 1,556 

community care nurses and 470 health mediators (espe-

cially for Roma communities). In general, we may con-

clude that even if the Government set a list of national 

priorities for mental health care, their provision is not 

yet enforced and the policy in mental health is perceived 
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as being fragmented and discontinued because the 

implementation is dependent on the political will as 

well. For example, since 1989, almost 30 ministers of 

health have stopped and initiated new policies when 

they were appointed.  

Although Global Burden of Disease is the most 

comprehensive collaborative network in assessment of 

disease burden to date, there are some limitations to be 

considered when looking at the findings. GBD looks at 

disability in terms of health loss and does not consider 

the impact of MSDs on later outcomes, families, or 

society as a whole (Wang et al. 2016). Furthermore, in 

GBD, suicide is categorized under injuries rather than 

MSDs. As such, the YLL component does not reflect the 

significantly increased risk of premature mortality in 

people with mental disorders (Chesney et al. 2014).  

CONCLUSIONS  

This paper aimed to examine the burden due to men-

tal and substance use disorders in Romania after several 

years of mental health reforms, using a macroscopic 

perspective provided by Global Burden of Disease study 

2016. Our analysis showed that MSDs remained im-

portant contributors to the total burden of disease in 

Romania. Moreover, due to the current socio-economic 

context, the relative burden of disease of MSD is 

expected to accelerate in the near future.  

As a subsidiary goal, we intended to raise an urgent 

signal of alarm to national public health policy-makers. 

These results ought to lead to improved mental health 

care if policy-makers use them to develop sustainable 

health care policies to meet the needs of population. The 

mental health sector needs to develop more efficacious 

interventions and pay an increased attention to preven-

tion if the burden of MSDs is to be reduced. This it will 

require more efficacious responses from the State in the 

area of financing, developing human resource, and 

specific preventive mental health care policies. 
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