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ABSTRACT
Background: Dermato-venereology, a highly ranked medical specialty, is one of the top five career 

choices of medical school graduates in Romania. This specialty includes a vast palette of pathologies and is 
confronted with various types of emergencies. Health care policy makers refuse to acknowledge such cases 
and frame dermatology as an exclusive out-patient specialty. Over the past years, in Romania and other 
European countries, the health care system in Dermato-venereology has suffered important administrative 
changes. Our aim was to study the behavior and medical road map of patients with severe dermatological 
disorders throughout these changes.

Material and methods: A retrospective, analytical, comparative study was conducted in a University 
Department of Dermato-venereology which analyzed the medical activity in two different time periods, 
February-June 2011 (T1) and February-June 2015 (T2). Data were collected from the Dermatology 
Consultation Room’s registry book of the Hospital archive and was analyzed using Microsoft Office Excel 
2010.

Outcomes: During T1 there were 696 emergency cases, whereas in T2 the administrative changes and 
relocation of the Dermatology Department impeded patients’ access and therefore, the total number of 
emergencies dropped to 163. The most frequent pathologies were urticaria and angioedema. There was also 
an increase in the number of pediatric patients throughout these time periods.

Conclusions: Administrative changes in state owned hospitals from Romania resulted in a significant 
decrease in the total number of patients accessing the dermatological units, with immediate effects on the 
diminishing specialized cutaneous care and long term effects on medical teaching.
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INTRODUCTION

Dermato-venereology, a highly 
ranked medical specialty, is one of 
the top five career choices of 
medical school graduates in Ro-
mania. As this specialty includes a 

vast palette of pathologies, it is often confronted 
with various types of emergencies, such as ad-
verse cutaneous drug reactions, acute allergic 
and immunological reactions, severe bullous 
dermatoses, erythroderma and exfoliative der-
matitis, pustular psoriasis, etc (1). The existence 
of these pathologies is not disputed, but health 
care policy makers refuse to acknowledge such 
cases as emergencies and tend to frame derma-
tology as an exclusive out-patient specialty. Also, 
the health care insurer is not interested in inves-
ting for specialized facilities designated for der-
matological emergencies.

Over the past few years, in Romania and 
other European countries (2), the health care sys-
tem in Dermato-venereology has suffered im-
portant changes due to administrative decisions. 
In Romania, several cost-cutting measures were 
applied, including decreasing the number of in-
patient beds, defining a clear spectrum of der-
mato-venereological pathologies covered by the 
basic medical insurance and using a strict dia-
gnosis-related group system for reimbursement, 
without taking into account the severity and ex-
tent of the underlying pathology. For example, a 
case of psoriasis vulgaris with lesions covering 
50% of the body surface area has the same case 
mix index (CMI) as a patient with a limited form 
of this disorder. This approach does not take into 
consideration the fact that, in the case of a se-
condary or tertiary referral Dermatology Unit, 
many of the cases of psoriasis vulgaris are of ex-
treme severity. The same situation is encoun-
tered in patients suffering from pemphigus vul-
garis, erythema multiforme, etc. 

These changes had a significant impact on 
both the available resources and access to spe-
cialized doctors of patients presenting with der-
matological emergencies.

In the recent history of a Dermato-venerolo-
gy Unit from a University Department in Bucha-
rest, two distinct timeframes were identified. In 
the first period (T1), there was a 24-hour service 
dedicated to out-patient consultations and a 
ward with 35 inpatient beds; in the second pe-

riod (T2), the night shift was suspended, the Cli-
nic was relocated in another smaller building 
and the number of inpatient beds was reduced 
to 25. In T2, the outpatient consultation service 
was available five hours a day during working days.

It is worth mentioning that the unit analyzed 
in our study is one of the top three dermatologi-
cal units at national level. 

Our aim was to study the behavior and me dical 
road map of patients with severe dermatological 
disorders who presented in our unit throughout 
these significant administrative chan ges. q

MATERIALS AND METHODS

A retrospective, analytical, comparative study 
was conducted in a University Department 

of Dermato-venereology in Bucharest, which 
analyzed the medical activity in two different 
time periods, February-June 2011 (T1) and Fe-
bruary-June 2015 (T2). 

These time frames are representative for im-
portant administrative and economic changes: 
in T1, this Department consisted of 35 inpatient 
beds and a Dermatology Consultation Room avai-
lable 24 hours a day, seven days a week. In T2, 
the Clinic was relocated in a smaller facility, the 
number of inpatient beds decreased to 25 and 
the Dermatology Consultation Room was avai-
lable for five hours each day, five days per week. 

The analyzed parameters for patients who at-
tended the Dermatology Consultation Room 
were: diagnosis, age group (0-19, 20-39, 40-59, 
more than 60 years old), gender (male/female) 
and patient environment (urban/rural). Derma-
tological emergency diagnoses were grouped in 
eight major categories: acute urticaria/angioede-
ma, erythroderma, pemphigus vulgaris/paraneo-
plastic pemphigus, Stevens-Johnson syndrome, 
toxic epidermal necrolysis, pustular psoriasis, 
bullous pemphigoid and other severe forms of 
skin disorders (viral, bacterial, mycotic infec-
tions, traumatized benign tumors and contact 
dermatitis); all cases were referred to the hospi-
tal by emergency service. Sexually transmitted 
infections were included as they are considered 
an epidemiological emergency. Skin cancer, in-
cluding melanoma patients, were also included 
as emergencies if the patient was brought in by 
the ambulance city service. 

Data were collected from the Dermatology 
Consultation Room’s registry book of the Hospi-
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tal archive and was analyzed using Microsoft 
Office Excel 2010. q

OUTCOMES

Distribution of patients according to diagnosis, 
gender, age-related groups and demographic 

data can be seen in Table 1 and in Table 2.
During T1 (February-June 2011), there were 

696 emergency presentations, out of which 591 
(84.91%) acute urticaria/angioedema, three (0.43%) 
erythrodermas, seven (1.01%) pemphigus vulga-
ris/paraneoplastic, 21 (3.02%) Stevens-Johnson 
Syndrome/Lyell Syndrome, four (0.57%) pustular 
psoriasis, four (0.57%) melanoma, three (0.43%) 
bullous pemphigoid and 63 (9.05%) other derma-
tological emergencies. Out of the total of 696 
cases of dermatological emergencies, 434 (56.75%) 
were represented by female patients and 262 
(37.65%) by males, and the urban:rural ratio was 
almost 3:1 – 537 (77.15%) urban and 159 (22.84%) 
rural. Regar ding age groups, 47 (6.75%) of pa-
tients were situated in the 0–19 age group, 291 
(41.81%) in the 20–39 age group, 185 (26.58%) 
in the 40–59 age group and 173 (24.85%) in the 
>60 age group.

In T2 (February-June 2015), the administrative 
changes and relocation of the Dermato-venerology 
Unit had a significant impact on the medical ser-
vices. The total number of patients who presented 
with dermatological emergencies dropped to 163, 
out of which there were 100 (61.35%) cases of 
acute urticaria/angioedema, two (1.23%) erythro-
derma, seven (4.29%) pemphigus vulgaris/parane-
oplastic, five (3.07%) pustular psoriasis, five (3.07%) 
melanoma, four (2.45%) bullous pemphigoid and 
40 (24.54%) other dermatological emergencies. 
There were no cases with Stevens-Johnson syn-
drome or Lyell Syndrome. The female:male ratio 
was about 1: females 115 (49.56%) and males 117 
(50.43%). Regarding the patient’s place of resi-
dence, 113 (69.82%) were living in an urban area 
and 50 (30.17%) in a rural area. Regarding the age 
group distribution, 74 (31.89%) of all patients per-
tained to the 0–19 age group, 45 (19.39%) to the 
20–39 age group, 43 (18.53%) to the 40–59 age 
group and 70 (30.17%) to the > 60 age group. q

DISCUSSION

Keeping a full coverage of 24 hours a day for 
seven days per week, the Dermatology Con-

sultation Room brings unquestionable benefits to 
patients who receive quality medical manage-
ment without being absent from work or missing 
personal activities. The over-costs of this non-stop 
program are mainly represented by the staff 
compensation for night-shifts, working during 
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TABLE 1. Distribution of patients

TABLE 2. Distribution of pathologies in age-related groups

Year
2011 2015
n % n %

Pathology
Urticaria/ Angioedema 591 84,91% 108 46,55%
Erythroderma 3 0,43% 2 0.86%
Pemphigus vulgaris/ Paraneoplastic 
pemphigus 7 1,01% 7 3.01%

Stevens-Johnson syndrome and 
Lyell’s syndrome 21 3,02% 0 0%

Pustular psoriasis 4 0,57% 5 2,15%
Melanoma 4 0,57% 5 2,15%
Bullous pemphigoid 3 0,43% 4 1,72%
Others 63 9,05% 101 43,53%
Gender
Female 434 56.75% 115 49.56%
Male 262 37.65% 117 50.43%
Environment distribution
Urban 537 77.15% 161 69.39%
Rural 159 22.84% 71 30.6%
Age groups
0-19 Years 47 6.75% 74 31.89%
20-39 Years 291 41.81% 45 19.39%
40-59 Years 185 26.58% 43 18.53%
>60 Years 173 24.85% 70 30.17%
Total 696 100% 232 100%

Year 2011 2015
Age groups 0-19 20-39 40-59 >60 0-19 20-39 40-59 >60
Urticaria/ Angio-
edema 41 264 167 119 12 30 30 36

Erythroderma 0 2 0 1 0 0 0 2
Pemphigus  
vulgaris/ Para-
neoplastic

0 1 2 4 1 1 2 3

SJN and Lyell’s 
syndrome 2 12 4 3 0 0 0 0
Pustular  
psoriasis 0 0 2 2 0 2 1 2

Melanoma 0 0 2 2 0 1 1 3
Bullous  
pemphigoid 0 0 0 3 0 0 1 3

Others 4 12 8 39 61 11 9 20
TOTAL 696 232
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week-ends and public holidays. In a busy clinic 
like the one we analyze, those expenses are 
outweighed by the society savings from less 
missed work-hours. 

Furthermore, skin pathologies encountered 
in the Dermatology Consultation Room, with a 
high proportion of dermatology emergencies, 
differ from those attending outpatient depart-
ments or community private practice (3). Also, 
emergency dermatological requests are more 
and more frequent (4).

Exposure to a significant number of dermato-
logical cases, many of them arriving as emergen-
cies, provides a clear advantage for the educa-
tional aspect. Therefore, training the medical 
staff (students, nurses, residents, specialists) is 
involved in an intense and vast program of cor-
rect and rapid patient management. 

The National Healthcare System implemen-
ted the same cost-cutting measures (e.g., de-
creased number of inpatient beds, clearly de-
fined pathologies covered by the basic medical 
insurance, strict reimbursement system for medi-
cal activities) in all state medical units, including 
academic hospitals. The necessity for cost reduc-
tion is non-debatable. There are different func-
tioning systems across the world and a compari-
son with the US system may be useful due to the 
pragmatic approach. For instance, the emergen-
cy care in Dermatology in the US is highly vari-
able. In most university centers, with training 
programs, a dermatology resident, while not 
typically living in the hospital, is usually available 
to return to the hospital for true emergencies 
and is per legal statutes in all states backed up by 
an attending dermatologist, who is available by 
phone or in person, though much intra-service 
consultation may take place using digital images 
shared in real time. With the advent of quality 
digital imaging and encryption software for sha-
ring digital images, the communication between 
the emergency department physician and the 
dermatologist on call can often be facilitated and 
in many cases, the need for a face to face en-
counter can be eliminated. While this tele-health 
solution might seem valuable, many hospitals do 
not have dermatologists on call and the care of 
these patients often winds up acutely in the 
hands of a generalist or other specialists who are 
not as skilled in managing skin disease. For ex-
ample, it is believed that many patients admitted 
with a diagnosis of cellulitis actually have stasis 

dermatitis. Instead of inexpensive outpatient 
treatment with support stocking and topical ste-
roid ointments, patients are often unnecessarily 
subjected to days of IV antibiotics and other ex-
pensive and unwarranted interventions. In situa-
tions where a locally available dermatologist is 
not an option, a small investment in training time 
and a camera to capture and transmit images se-
curely could make such care available to patients 
anywhere in the country. 

There are far fewer dedicated inpatient beds 
in dermatology in the USA, a mix of less need 
due to better outpatient treatments for diseases 
such as severe psoriasis, combined with the ge-
neral trend away from inpatient to outpatient for 
most diseases where possible. While conve-
nience and compliance are hallmarks of inpa-
tient care, in the USA a hospital bed is the most 
expensive form of “hotel” in the country due to 
payment policies that favor hospitals, a very 
strong political lobby, over providers.  

With the example of the US existing system, 
it is easier to understand the administrative and 
economical decision to reduce the number of 
inpatient beds dedicated to Dermatology. 

In the course of the health administrative 
changes in Romanian state hospitals, the de-
crease in the number of inpatient beds (in our 
unit, from 35 beds in 2011 to 25 in 2015) and 
the reduction of hours assigned to clinical con-
sultations (in our unit, from 24 hours in 2011 to 
five hours in 2015) resulted in a significant de-
crease in the number of emergency cases seen in 
the dermatological units (in our unit, from 
696 patients in 2011 to 163 in 2015).

At the scale of whole country, those changes 
are illustrated by publicly available figures from 
the National School of Public Health, Manage-
ment and Professional Development – Bucha-
rest, Romania. 

In a 2011 retrospective analysis it was shown 
that, at the national level, the total number of 
dermatological cases was 51 766, of which 
26 163 were “minor diseases of the skin”, with 
12 227 cases being treated in the dermatological 
units, and 25 603 were “major diseases of the 
skin”, with 18 970 cases being treated by derma-
tologists. In 2014, the total number of cases was 
38 377, with 16 855 “minor diseases of the skin” 
(6 697 cases treated in dermatological units) and 
21 522 “major diseases of the skin” (15 196 ca-
ses treated by dermatologists). 

dermatologICal emergenCIes
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These data clearly exemplify the results of the 
implemented measures with the reduction of 
9 304 cases seen by dermatologists. The de-
crease in the number of inpatient beds in Der-
mato-venereology did not result in a significant 
increase of patients with “major diseases of the 
skin”, as initially intended, but in a preservation 
of the previous situation (from 36.64% “major 
diseases of the skin” in 2011 to 39.59% in 2014). 
Authors believe that reducing the number of in-
patient beds is a good economic decision aiming 
to decrease costs in the health care system. In 
Romania, this decision also meant a decrease in 
spaces allocated to dermatological units. There-
fore, the expected consequences of this measure 
– i.e., the increase in numbers of “major skin dis-
eases” as inpatients – were not obtained. Further-
more, the addressability of patients was reduced.

In our hospital, comparing T2 with T1 has 
clearly showed that the absolute number of 
emergency cases was visibly reduced, but the 
number of patients with not so frequent diseases, 
such as erythroderma, pemphigus vulgaris, pus-
tular psoriasis, melanoma or bullous pemphi-
goid, remained constant. 

The large group of allergic skin emergencies 
(urticaria/angioedema) is influenced to the grea-
ter extent by administrative changes. Using data 
from the National School of Public Health, Ma-
nagement and Professional Development – Bu-
charest, Romania, it is possible to follow-up 
these patients. In 2011, there was a total number 
of 6 717 patients with allergic urticaria and der-
matologists were involved in the management of 
3 097 cases (46,1%). In 2014, state hospitals re-
ported a total number of 4 625 patients suffering 
from allergic urticaria, of which 1 817 (42.6%) 
were managed by dermatologists. Allergology, 
being a medical specialty without numerous fa-
cilities and without an Emergency Department, 
can offer only partial care for patients with urti-
caria/angioedema. We can speculate that the 
drop of 31% in the total number of patients with 
allergic urticaria is represented by low severity 
cases that benefitted from treatment outside hos-
pital settings. Regarding the involvement of der-
matologists in treating patients suffering from al-
lergic urticarial, there is a decrease of 41 (33%). 
Those cases are represented by the difficult to 
treat patients and it is presumed that the General 
Emergency Units are involved in the manage-

ment of those patients. The impact of this situa-
tion is not yet measured.

The reduction in the number of patients suf-
fering from severe skin barrier disruption such as 
Stevens-Johnson Syndrome (SJS) and Toxic Epi-
dermal Necrolysis (TEN) – from 21 cases in 2011 
to 0 cases in 2015 – is explained by the interven-
tion of Infectious Diseases Units equipped with 
intensive care facilities. Dermatologists are pro-
viding voluntary external consultations. The mi-
gration of these patients from the dermatological 
units is affecting the routine training of the per-
sonnel (doctors, residents, students, nurses); in a 
foreseeable future, it may become difficult to 
recognize and perform a suitable dermatological 
treatment for patients with skin emergencies (5). 
Without the recognition and appropriate input 
from the dermatologist, any delay can induce an 
exacerbation of the condition. 

It is important not to leave out the significant 
decrease in numbers of patients both from urban 
areas (537 in 2011 to 161 cases in 2015) and rural 
environments (159 in 2011 to 71 cases in 2015). 
These data show the development of dermato-
logical private units that take over urban patients. 
For the rural area, patients are seeking medical 
support at the available non-dermatological units. 

The most common diagnoses seen in the 
Dermatology Consultation Room, both in Eu-
rope and the US, are infectious diseases, urtica-
ria and angioedema (6, 7). This fact is also true 
for the present study, urticaria and angioedema 
being the most frequent diagnoses in both study 
periods. Generally, patients with skin allergies 
are managed as outpatients, as it is the case in 
the US. After analyzing the situation in Romania, 
the authors’ suggestion is to maintain at least one 
hospital dermatology unit in each of the eight 
country’s “Regions of Development” in the frame-
work of state health network, as each “Region of 
Development” is estimated to provide healthcare 
to about three million persons. Those regional 
Dermatology units will provide management of 
severe skin disease cases and will also be involved 
in the active teaching of medical personnel. 

Previously published studies showed a signifi-
cant percentage of patients seeking dermatologi-
cal medical care during “off-duty hours”. For 
e xample, Mirkamali et al. reported that almost 
50% of patients visited the Dermatology Depart-
ment in these time periods (8). In our study, in all 
pathologies, but especially in the case of urtica-
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rial/angioedema, active working patients (age 
groups 20-39 and 40-59 years old) represented 
476 cases (68.39%) in 2011 and 89 (38.36%) ca-
ses in 2015. This decline may be explained by the 
reduction of clinical consultation hours to only 
five hours per working day. Also, this may suggest 
that many cases need dermatological medical care 
overnight. Therefore, authors suggest that the re-
gional dermatological units should have a 24-hour 
avai lable service for dermatological consultations. 

Another issue arising from the data analysis is 
the importance of a Pediatric Dermatology Unit. 
It is known that child population is more often in 
need of specialized dermatologic care and in this 
case, the most frequently seen pathologies in-
clude infections, inflammatory disorders and 
atopic dermatitis (9). Our hospital was the only 
one in the country that benefited from a specia-
lized Pediatric Dermatology Unit since establish-
ment (1938) until 2007 when, by zealous inter-
pretation of “financial efficacy”, it had been 
deemed unnecessary. It was also argued that 
three important Pediatric Hospitals were located 
in the proximity of the hospital. After the 2007 
decision, our hospital data showed constant so-
licitations for pediatric dermatological consulta-
tions with the whole spectrum of dermatological 
diseases, including life-threatening dermatoses. 
Therefore, the pediatric unit has been reesta-
blished in 2015. It is still the only one available in 
the country. As shown by this study, there has 
been a significant increase in number of patients 
pertaining to the 0–19 age group, from 6.75% in 

2011 to 31.89% in 2015. The increasing number 
of pediatric dermatology cases is also economi-
cally beneficial for the Hospital.

Having specialized medical personnel to re-
cognize numerous dermatological disorders is 
crucial for a correct and rapid diagnosis (10). By 
dealing with dermatological emergencies and 
non-emergencies cases, a clear advantage is 
shown for the on-site training of medical staff 
such as students, residents, specialists and nurses 
who will perform their medical activity in a fully-
equipped department. This will also include fa-
cilities for tele-dermatology in order to expand 
the regional unit capabilities even further, for 
e xample in the support of rural patients. 

Administrative changes in state hospitals from 
Romania, such as reducing the number of inpa-
tient beds, resulted in a significant decrease in the 
total number of patients accessing dermatological 
units, with immediate effects on the diminishing 
of specialized cutaneous care and long term ef-
fects on medical teaching, with minimal exposure 
to severe dermatological cases. In order to main-
tain the economic benefits of the implemented 
measures, the development of regional dermato-
logy units is needed in order to maintain specia-
lized care and effective medical teaching. q
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