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Summary		
It	 is	 recognized	 and	 accepted	 that	 social	 economy	 has	 a	 significant	 contribution	
within	 the	 area	 of	 social	 inclusion	 policies.	 The	 intervention	 areas	 regarded	 are	
extremely	diverse:	professional	education	and	training,	employment	policies,	social	
and	 socio‐medical	 services,	 social	 insurances,	 the	 banking	 and	 cultural	 environ‐
ment,	 leisure	activities,	proximity	services	designed	for	the	population	with	social	
exclusion	risk	etc.	This	study	 focuses	on	some	of	 the	ways	where	social	economy	
mechanisms	 could	 be	 introduced	 in	 the	 field	 of	 health	 protection	 from	Romania.	
Accepting	 and	 recognizing	 the	 utility	 of	 the	 mutual	 insurance	 type	 structures	 is	
desirable	for	the	increase	of	the	preconditions	of	a	real	equity	within	the	access	to	
the	 health	 care	 services,	 including	 the	 vulnerable	 groups,	 without	 endangering	
social	solidarity,	focusing	on	the	service	needs	and	guaranteeing	the	active	partici‐
pation	to	the	formation	and	management	of	the	funds	thus	created.	
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Preconditions		

The	European	documents[2]	encourage	the	states	to	develop	national	
policies	 of	 social	 work	 and	 integrated	 structures	 in	 the	 approach,	 to	
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European	 strategy	 for	 growth	 that	 is	 intelligent,	 sustainable	 and	 favorable	 to	 inclu‐
sion”),	 the	 the	Biennial	Report	on	social	 services	of	general	 interest	SEC(2008)2179	
and	 SEC(2010)1284),	 the	 Commission	 Recommendation	 of	 3	 October	 2008	 on	 the	
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focus	on	the	measures	regarding	the	sustentation	of	the	labor	force,	on	
facilitating	 the	 transition	 from	 one	 work	 place	 to	 another,	 on	
supporting	 the	 access	 of	 unemployed	 people	 to	 the	 labor	market,	 on	
increasing	the	opportunities	 for	developing	training	competencies	and	
a	 quality	 education.	 The	 mentioned	 documents	 reaffirm	 and	 support	
the	 social	 and	 economical	 importance	 of	 the	 general	 interest	 social	
services.	 The	 general	 interest	 social	 services	 transform	 the	 social	
fundamental	 rights	 into	 reality,	 although	 they	 depend	 a	 lot	 on	 public	
financing	 in	 order	 to	 ensure	 equal	 access,	 regardless	 of	 wealth	 and	
income;	 contribute	 to	 non‐discrimination,	 to	 the	 equal	 opportunities	
principle,	 to	 the	protection	of	health,	 to	 the	 improvement	of	 the	 living	
conditions,	through	an	active	involvement	of	people	into	the	society.	In	
this	 way,	 the	 social	 services	 providers	 can	 contribute	 to	 the	 social	
inclusion,	 to	 the	 social	 cohesion	 of	 the	 local	 communities	 and	 to	 the	
solidarity	between	generations.	
The	 necessity	 of	 having	 a	 coherent	 social	 protection	 system	 is	

mentioned	also	 in	 the	Governmental	 Strategy	 regarding	 the	 reform	of	
the	social	work	system,	2011‐2013.	The	social	work	reform	is	designed	
in	 accordance	 with	 Romania`s	 undertaking	 of	 the	 European	 Union`s	
fundamental	 objectives	 –	 fighting	 exclusion,	 promoting	 social	 justice	
and	 the	 fundamental	 rights	 of	 the	 human	 being.	 The	 efficient	 social	
protection	 represents	 “achieving	 a	 construction	made	of	 employment,	
health,	habitation,	education	and	social	assistance”	(p.	33).	In	chapter	IV	
of	the	new	social	work	law,	the	importance	of	social	economy	is	recog‐
nized	within	the	actions	that	promote	social	inclusion	[Law	292/2012,	
art.	53	paragraph	(4)].		
We	 could	 say	 that	 the	 deciders,	 but	 also	 the	 social	 actors	 have	

become	 conscious,	 at	 least	 at	 the	 level	 of	 intent,	 of	 the	 necessity	 to	
ensure	a	favorable	environment	for	developing	some	sectors	that	would	
take	over	a	series	of	problems	within	the	social	protection	sector.	The	
preconditions	 for	 developing	 the	 interest	 for	 alternative	 forms	 were	

                                                                                                                            
active	inclusion	of	people	excluded	from	the	labour	market	(C(2008)5737),	the	Report	
“A	Voluntary	European	Quality	Framework	for	Social	Services”	(The	Social	Protection	
Committee	2010)	and,	last	but	not	least,	the	Report	on	the	future	of	social	services	of	
general	 interest	adopted	by	 the	Committee	on	Employment	and	Social	Affairs	of	 the	
European	Parliament	(2009/2222(INI)	(the	De	Rossa	Report).	
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created,	also	in	the	context	of	Romania,	at	all	decision	levels,	recognizing	
the	“limits	of	the	public	and	private	traditional	sectors	in	responding	to	
the	current	challenges	of	 the	 labor	market”	(the	European	Parliament,	
Report	regarding	social	economy,	2009,	p.	15).		
Social	 economy	has	 started	 to	 represent	 one	of	 the	most	discussed	

solutions,	especially	with	regards	to	its	capacity	to	generate	and	ensure	
work	places,	mostly	intended	for	the	social	inclusion	of	the	population	
categories	 considered	 vulnerable	 (Roma	 people,	 women,	 people	 with	
disabilities,	people	with	reduced	incomes	etc.)	
The	 activities	 that	 belong	 to	 the	 social	 economy	area,	 starting	with	

the	reduction	of	unemployment,	the	promotion	of	equal	opportunities,	
ensuring	 the	 security	 of	 the	 labor	 force	 migration	 and	 of	 social	
assistance	 for	 disadvantaged	 persons,	 the	 creation	 of	 new	 jobs,	 the	
promotion	of	the	European	citizenship	 in	a	 local	community	economy,	
might	 be	 able	 to	 generate	 solutions	 to	 urgently	 resolve	 the	 situation	
caused	by	the	current	crisis	(Zamfir	and	Fitzek,	2010,	pp.	2‐3).		
The	importance	of	the	different	social	economy	sectors	is	shown	by	

the	use	of	solidarity	networks	within	the	local	or	regional	communities	
in	 creating	 new	 work	 places	 for	 the	 marginalized	 people.	 The	
organizations	within	 the	cooperative	 system,	 the	association	 sector,	 the	
mutual	 associations,	 including	 the	 welfare	 associations	 are	 just	 few	
examples	regarding	the	ways	to	develop	and	position	the	organization	
and	 the	 operational	 principles	 of	 some	 institutions	 or	 projects	
fashioned	 by	 the	 modern	 philosophy	 of	 non‐discriminatory	 social	
economy	type.	We	also	add	to	these	the	special	emphasize	placed	on	the	
issue	of	the	citizen’s	motivation,	without	which	it	is	not	possible	to	have	
a	local	community	economy	as	a	strategic	objective	of	the	Euro‐regiona‐
lization	 process,	within	 a	 spirit	 of	 competitiveness,	 but	 also	 of	 coope‐
ration	and	mutual	help	(Zamfir	et	al,	2010:3).		
The	 organizational	 structures	 of	 social	 enterprise	 type,	 such	 as:	

cooperatives,	associations,	foundations,	mutual	help	partnerships	within	
the	community	 etc.,	have	at	base	some	specific	 forms	of	entrepreneur‐
ship	with	own	economical	 and	 social	players,	who	have	goals	 focused	
both	on	production	development	and	on	the	social	and	human	effects	of	
this.	Therefore,	the	objective	is	to	increase	the	quality	of	the	vulnerable	
people`s	life.	The	basic	areas	where	social	economy	can	gain	ground	are	
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linked	 to	 the	 area	 of	 social	 inclusion	 policies	 for	 the	 population	with	
marginalization	and	social	protection	risk.	

Equity	in	health	care	and	social	economy	

Equity	and	the	access	to	the	health	care	services	represent	constant	
concerns	for	the	European	health	policies;	there	are	frequently	invoked	
as	 fundamental	 principles	 the	 following:	 accessibility	 for	 everyone,	 a	
high	 quality	 of	 the	 health	 care	 services	 and	 the	 long	 term	 financial	
sustainability.	 Fighting	 social	 exclusion,	 discrimination,	 promoting	
equal	opportunities	and	social	justice	in	social	protection	at	the	level	of	
social	 security	 system,	 these	 are	 important	 milestones	 that	 must	 be	
taken	 into	 consideration	 when	 carrying	 out	 a	 reform	 in	 the	 health	
system	(Şoitu,	Rebeleanu,	2011).		
Equity	in	health	care	implies	the	fact	that	each	person	ideally	has	the	

fair	 opportunity	 to	 reach	 their	 full	 health	 potential,	 respectively,	 no	
person	 would	 be	 detained	 from	 reaching	 this	 potential,	 if	 this	 is	
possible	 to	 be	 avoided.	 In	 other	 words,	 the	 purpose	 of	 the	 health	
policies	designed	for	promoting	equity	is	not	to	eliminate	all	differences	
in	the	health	system,	but	rather	to	reduce	or	eliminate	the	factors	that	are	
considered	 to	 be	 simultaneously	 “avoidable	 and	 unjust”	 (Whitehead,	
1991,	p.	7).	The	evolutions	of	the	economical	and	social	context	of	Ro‐
mania	confirm	and	plead	that	the	political	deciders	should	take	account	
of	this	aspect.	In	order	to	act	in	the	desirable	sense	of	promoting	equity,	
the	 states	 should	 collect	 data	 on	 the	 economical,	 social	 cultural	 ine‐
quities,	 including	 those	 that	 exist	 in	 the	 health	 condition	 of	 different	
population	 groups	 (see	 also	 Vlădescu,	 Astărăstoae,	 Scîntee,	 2010;	
Astărăstoae,	 2010).	 Promoting	 combined	 actions	 (a	 strategy	 that	 is	
mentioned	in	significant	works	 in	 this	area:	Braveman,	2010;	Bambas,	
Casas,	2008;	Oprea,	2010)	is	more	than	desirable	within	the	Romanian	
health	policy,	with	the	purpose	of	promoting	the	so	much	invoked	equal	
opportunity.	 Approaching	 some	 combined	 strategies	 would	 suppose	
focusing	 the	 deciders`	 actions	 on	 the	 reduced	 income,	 the	 work	 con‐
ditions,	 unemployment,	 the	 unhealthy	 living	 conditions	 and	 on	 the	
personal	life	style,	with	strategies	to	preserve	the	access	to	health	care	
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given	 by	 professionals	 at	 the	 level	 of	 health	 care	 assistance,	 but	 also	
with	 strategies	 to	 strengthen	 the	 patients`	 rights	 and	 strategies	 to	
improve	 the	 equity	 of	 the	 system`s	 financing	 and	 of	 the	 information	
regarding	health	care.	
The	structures	of	social	economy	are	strongly	present	 in	 the	health	

sector,	 in	 terms	 of	 prevention	 and	 access	 to	 the	 health	 care	 services,	
through	the	mutual	health	insurances,	but	also	through	the	associations	
and	foundations	that	ensure	socio‐medical	services.	Social	economy	has	
as	 core	 of	 concern	 to	 create	 a	 democratic,	 egalitarian	 and	 inclusive	
society	 that	promotes	 social	 justice,	 the	 fundamental	 rights	 and	 equal	
opportunities	 (Amin,	Cameron,	Hudson,	2002,	pp.	1‐2),	principles	 that	
are	also	invoked	and	desirable	in	any	social	security	system.	
We	 shall	 present,	 hereinafter,	 some	 efficient	 operational	 ways	 of	

social	economy	structures	that	have	an	 impact	on	the	access	to	health	
care	and	to	the	socio‐medical	services.	
Mutual	 health	 insurances	 are	 organisms	 of	 non‐lucrative	 purpose	

that	 intervene	 as	 first	 financers	 of	 the	 health	 expenses,	 after	 the	
mandatory	insurance.	They	take	over	a	part	of	the	expenses	related	to	
the	 services	 outside	 hospitals,	 but	 also	 to	 the	 purchase	 of	 medicine,	
eyewear,	prosthesis	etc.	Despite	 the	 fact	 that	 the	 inequities	within	 the	
health	system	are	an	accepted	evidence	at	international,	European	and	
national	level,	mutual	health	insurances	occupy	a	complementary	place,	
in	relation	with	the	mandatory	social	insurance.	
It	is	real	to	fundament	on	financial	grounds	the	legal	and	institutional	

framework	 in	 the	 area	 of	 health	 and	 social	 protection	 (see	 the	 last	
measures	 to	 transform	 some	 hospitals	 in	 medico‐social	 centers,	 to	
allocate	the	resources	depending	on	the	population	of	a	county/number	
of	 beds,	 the	 law	 of	 social	work	 etc.)	 The	 role	 of	mutual	 insurances	 is	
decisive	 in	 the	 process	 of	 ensuring	 the	 access	 to	 health	 care	 services,	
especially	 for	 the	 ones	where	 there	 is	 a	 low	 or	 even	 inexistent	 reim‐
bursement	 through	 the	 social	 system	 service	 (for	 example	 the	 dental	
services	designed	for	dental	care,	medical	optics,	dental	surgery).	
The	mutual	insurances,	often	criticized	regarding	the	overflow	of	the	

health	 professionals`	 fees,	 take	 into	 account	 the	 demand	 of	 their	
members.	 By	 suggesting	 the	 best	 possible	 quality‐price	 relation	 for	
continuing	a	very	active	prevention	policy,	they	also	help	to	maintain	a	
certain	level	of	health	care	expenses.		
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They	 compete	 with	 commercial	 insurances,	 but	 they	 distinguish	
especially	 because	 of	 their	 will	 to	 select	 their	 members	 not	 only	 on	
criteria	 of	 their	 health	 condition.	 Meanwhile,	 the	 equal	 quality	 of	
medical	 care	 requires	 the	 existence,	 at	 the	 level	 of	 a	 society,	 of	 equal	
opportunities	that	are	based	rather	on	the	needs	than	on	the	influence	
of	being	member	to	one	social	group	or	another;	it	is	desirable	that	all	
the	 service	 providers	make	 the	 effort	 to	 offer	 to	 all	 citizens	 the	 same	
professional	 standard	 of	 medical	 assistance	 (including	 from	 the	 view	
point	of	the	allocated	time).	
Mutual	 insurances	 are	 in	 fact	 social	 economy	 societies/entities,	

alongside	 with	 cooperatives	 and	 associations.	 They	 are	 based	 on	
voluntary	 and	 optional	 membership.	 They	 are	 private	 societies,	 with	
the	role	to	cover	those	health	care	services	that	are	not	covered	by	the	
social	health	insurances.	Their	purpose	is	to	redistribute	the	dues	under	
the	 form	 of	 services.	 Their	 main	 missions	 are	 the	 reimbursement	 of	
health	expenses	and	the	focus	on	preventive	actions.	They	compensate	
the	 losses	 of	 income	 in	 case	 of	 illness	 (reimburse	 medical	 expenses,	
compensate	salary	losses	in	case	of	sickness	by	giving	loans	under	the	
form	of	credits)	and	offer	help	to	those	in	difficulty.	The	due	is	directly	
proportional	with	the	incomes,	which	creates	a	system	of	equality.	The	
compensation	of	incomes	is	also	proportional	with	the	incomes,	and	the	
assistance	 for	 those	 with	 low	 incomes	 supposes	 smaller	 dues	 and	
providing	greater	services	(solidarity).		
In	 the	 current	 context,	 the	 desirability	 to	 extend	 the	 mutual	 insu‐

rance	network	is	justified	by	a	quality	medical	care	without	going	into	a	
profit	logics.	They	are	based	on	democratic	governance.	They	place	the	
human	 in	 the	 core	 of	 concern,	 and	 the	 volunteers	 have	 the	 chance	 to	
present	 the	 ideas	 and	 the	 principles	 of	 mutual	 society.	 They	 do	 not	
exclude	competition	with	the	private	insurance	systems.	If	the	access	to	
health	 services	 is	 guaranteed	 by	 the	 basic	 social	 services,	 fact	 that	
implies	 the	 obligatory	 character	 of	 the	 tax	 between	 the	 insured	 party	
and	 the	 employee,	 then	 mutual	 societies,	 prevention	 institutions	 and	
insurance	societies	intervene	additionally.	
In	practice,	 the	mutual	health	 insurances	are	specialized	on	profes‐

sions,	 age	 categories	 (for	 example	 students),	 status	 (mutual	 for	 those	
with	public	jobs)	or	they	are	generalized.	In	order	to	bind	to	mutuality,	
there	 are	 two	 possible	 ways:	 the	 collective	 way,	 passing	 through	 his	
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enterprise	 (the	 contract	 is	 sometimes	 mandatory),	 or	 the	 individual	
way,	 for	 retired	 people,	 job	 applicants,	 employees	 of	 an	 enterprise	
without	collective	contract	etc.	
For	example,	 in	France,	 for	 the	personnel	working	 in	 the	education	

system,	there	is	Mutuelle	Generale	de	L`Education	Nationale	(MGEN[1]).	
These	are	societies	with	a	non‐lucrative	purpose,	without	shareholders,	
only	members.	The	persons	they	address	to	are	not	just	beneficiaries	or	
clients,	 they	are	partners	actively	 involved	 in	social	economy,	and	this	
principle	leads	to	the	quality	improvement	of	the	inter‐human	relation‐
ships	 (Bleandă,	 2012).	 The	 increased	 satisfaction	 of	 the	 people	 that	
benefit	 from	 the	 goods	 and	 services	 provided	 is	 one	 of	 the	 conse‐
quences	of	mutual	insurances	–	there	is	an	improvement	in	the	quality	
of	 the	 service	 provider	 and	 user	 relationship,	 the	 waiting	 lists	 are	
avoided	etc.	
For	the	people	that	are	in	an	economically	disadvantaged	situation,	it	

is	possible	to	operate	some	health	centers	that	offer	medical	and	social	
services.	Therefore,	in	France[2],	for	example,	there	are	emergency	cen‐
ters	 open	 for	 homeless	 people	 or	 people	without	 a	 stable	 home,	 that	
provided	 medical	 care	 services,	 shelter	 and	 social	 and	 recovery	 ser‐
vices.	
For	people	that	live	in	poor	social	conditions,	who	suffer	from	malign	

or	 severe	 diseases,	 who	 request	 long	 term	 shelter,	 there	 are	 the	 the‐
rapeutic	coordination	apartments.	These	are	managed	through	associa‐
tions	 and	 are	 useful	 for	 those	 people	 who	 do	 not	 require	 hospitali‐
zation,	but	who	are	 in	need	of	daily	medical	monitoring,	psychological	
supervisions	 and	easier	 access	 to	 social	 insertion	help.	There	are	 also	
some	 centers	 for	 people	 that	 do	 not	 have	 a	 fixed	 home,	 who	 are	
independent	 from	 the	 point	 of	 view	 of	 medical	 treatment,	 but	 their	
health	 condition	 requires	 rest	 and	 they	 cannot	 be	 committed	 to	 an	
emergency	center.	
	
	
	

                                                 
[1]	See:	www.mgen.fr	
[2]	See:	www.alternatives‐economiques.fr	



REVISTA	DE	ECONOMIE	SOCIALĂ	

 

118 Vol.	III	•	Nr.	1/2013	

 

Final	thoughts	

If	we	 regard	 the	 characteristics	of	 the	activities	performed	 through	
the	 model	 of	 social	 economy	 (Bleandă,	 2012,	 CIRIEC,	 2007,	 Spear,	
2010),	 the	 entities	 previously	 presented	 have	 the	 objective	 to	 ensure	
the	volume	of	 services	 that	 is	missing	 from	 the	 respective	 community	
population,	because	of	 the	 insufficient	 financial	 resources	at	 local,	but	
also	at	individual	level	(see	the	services	designed	for	homeless	people),	
the	quality	of	the	services	is	comparable	or	superior	to	any	public/pri‐
vate	services,	because	the	motivational	principle	lies	in	social	solidarity	
and	 does	 not	 regard	 only	 profit,	 and	 the	 orientation	 towards	 the	
beneficiary	 is	 greater	 in	 the	 relation	 with	 the	 public/private	 sector,	
most	 of	 the	 time	 the	 programmes	 being	 the	 result	 of	 the	 vulnerable	
people`s	 actions,	 confronted	 on	 one	 hand	 with	 the	 lack	 of	 services	
offered	by	the	mandatory	social	insurances	(they	are	either	outside	the	
system	or	 there	 is	a	poor	access	etc.),	and	on	 the	other	hand	 they	are	
excluded	 from	 the	 private	 health	 insurance	 system.	 Therefore,	 the	
people	 who	 have	 incomes	 from	 transfers	 and	 who	 were	 anyway	
disadvantaged	from	the	view	point	of	the	access	to	health	services	and	
within	 the	 public	 health	 insurance	 system	 (elderly	 population,	 the	
Roma	people,	the	persons	who	have	the	minimum	guaranteed	income,	
families	with	several	children,	the	list	is	not	exhaustive)	may	not	afford	
the	 alternative	 of	 private	 insurance.	 For	 the	 persons	 who	 afford	 the	
double	option,	mandatory	and	voluntary,	in	terms	of	health	insurances,	
there	 is	 the	 alternative	 that	 they	 use	 the	 services	 covered	 by	 private	
insurances,	fact	that	allows	the	preservation	or	the	increase	of	resour‐
ces	 for	 the	 public	 fund.	 For	 both	 categories,	 the	 alternative	 of	mutual	
insurances	may	 seem	a	viable	 reality	of	 the	Romanian	health	 systems	
that	desires	to	focus	on	the	needs	of	the	citizens	(Vlădescu,	Astărăstoae,	
Scîntee,	2010,	pp.	87‐96),	where	the	equal	access	to	the	services	inclu‐
ded	 in	 the	 basic	 package	 does	 not	 depend	 on	 the	 existent	 funds.	 The	
patient,	according	to	Law	nr.	95/2006,	must	have	the	freedom	of	choice,	
while	the	current	system	provides	that	the	insurance	contract	is	signed	
between	 the	provider	and	 the	national	house	of	 insurances.	 In	 theory,	
the	 individual	 must	 have	 the	 opportunity	 to	 choose	 for	 a	 mutual	
insurance	society	or	for	the	private	insurance	system.	Mutual	societies	



JOURNAL	OF	SOCIAL	ECONOMY	

Vol.	III	•	Nr.	1/2013	 119	
	

are	those	who,	according	to	the	rules	and	organization	principles,	allow	
the	 supremacy	 of	 the	 members	 and	 provide	 them	 opportunity	 to	 be	
active	participants	in	the	process	to	increase	the	quality	of	the	provided	
health	services.	
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