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CNAM National Health Insurance Company 

SOMC Specialized Outpatient Health Care 

HHC Hospital Health Care 

PHC Primary Health Care 

PHEHC Pre-Hospital Emergency Health Care 

MHI Mandatory Health Insurance 

TA Territorial Agency 

MTBF Medium-Term Budgetary Framework 

NAC National Anticorruption Center 

CRPD Contracting and Relations with Providers Department 

EFD Economy and Finance Department 

GDQAC General Department for Quality, Evaluation and Control 

IAD Investments and Administration Department 

LD Legal Department 

SMHRD Strategic Management and Human Resources Department 

PD Prophylaxis Department 

BRD Beneficiary Relations Department 

IS and E-TD Informational Systems and E-Transformation Department 
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Introduction 
 

The National Health Insurance Company (CNAM) was founded through Government 

Decision no.950 of the 07
th

 of September, 2001 ‘On Founding the National Health 

Insurance Company’, in order to implement Law no.1585-XIII of the 27
th

 of 

February, 1998 ‘On Mandatory Health Insurance’. 

 

CNAM carries out its activity on the basis of its Statute approved through 

Government Decision no.156 of the 11
th

 of February, 2002 ‘On Approval of the 

Statute of the National Health Insurance Company’. 

 

The MHI system was implemented in the Republic of Moldova starting with 2004, 

this enabling the healthcare system to come out of the financial collapse, by 

strengthening the resources within healthcare institutions. Since then, MHI has 

become an indispensable financial instrument for the viability of the whole country 

healthcare system. In this regard, MHI system development shall be considered in the 

line with reformation of the whole healthcare system. 

 

CNAM is an organization that has passed its first decade of development and has 

fulfilled the main tasks of establishing and managing the MHI system. At the present 

stage, there has appeared the necessity in CNAM and MHI system passing to the next 

development level. Current initiatives should be well integrated and support the 

implementation of other reforms in the healthcare system of the Republic of 

Moldova. 

 

The 2014-2018 Institutional Development Strategy of the National Health Insurance 

Company (hereinafter referred to as the Strategy) represents the main document 

of managerial and strategic planning of institution‟s activity for the medium 

term, sets out the objectives of development of CNAM –  administrator of the 

MHI system –  and establishes the priority measures and activit ies. The 

Strategy provisions have an inherent impact on the healthcare system.  

 

The strategic document is based on Government policies about country‟s 

development in the context of alignment to European Union standards and, as well, 

on those policies that reveal the health sector needs. 

 

The init iatives set out in the Strategy are complex feas ible actions in 

cooperation with pub lic stakeholders, for the purpose of developing the 

healthcare system, correlatively to the society‟s needs and expectations. The 

intersectoral collaboration quality and the performances of each public partner 

are crit ical points for a successful Strategy implementation.  
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The actions exposed in the Strategy are based on policy documents of healthcare 

sector and on the recommendations of the World Health Organization, to which the 

Republic of Moldova takes part. There have been considered the following strategic 

healthcare sector documents: 

 

 Government Decision no.886 of the 06
th

 of August, 2007 ‘On Approval of the 

2007-2021 National Health Policy’; 

 Government Decision no.1471 of the 24
th

 of December, 2007 ‘On Approval of 

the 2008-2017 Healthcare System Development Strategy’;  

 Government Decision no.289 of the 07
th

 of May, 2012 ‘On Approval of the 

2012-2015 Government Action Plan’; 

 Order of the Ministry of Health no.192 of the 01
st

 of March, 2012 ‘On 

Approval of the Road Map ‘Reforms Acceleration: Treatment of Healthcare 

Sector Needs through Investment Policies’’, as amended and completed. 
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1. Context  
 

The financial stability increased and the population‟s access to the main health 

services improved at the same time with MHI imp lementation. A range of 

problems treated through the challenges prism are still relevant in the MHI 

system, in the context of limited financial resources, and are driven by 

increasing population‟s needs for access to the integrated quality healthcare 

services and are escalated by socio-economic disparit ies, technological 

development, demographic and environmental evo lutions.  

 

Coverage of population with Mandatory Health Insurance 

 

Although, according to Law no.1585-XIII from 27 February, 1998 „On Mandatory 

Health Insurance‟ is established mandatory insurance and annual laws grant 50% and 

75% discounts for paying the MHI contribution in the fixed amount, there still 

remains a significant share of uninsured population. About 20% of the population is 

not included in the MHI system and does not benefit from all facilities and full 

financial protection when accessing the healthcare services. According to studies 

performed by the National Bureau of Statistics, more than 75% of uninsured 

population is people of working age (25-54 age group). 

 

State contribution to MHI Funds 

 

The Government has the quality of insurer for 15 categories of persons (children, 

pupils, students, pensioners, unemployed and disabled people, etc.) that constitute  

about 56.6% of the population from Republic of Moldova. At the same time, about 

one third of the uninsured people belong to the I quintile of income and, respectively, 

the state subsidization is not strongly focused on the socially disadvantaged people. 

 

Public expenditures on health 

 

After the MHI implementation, the public expenses for health have increased more 

than 4 times, from 1 105.2 million lei in 2003 to 4 749.8 million lei in 2012, this 

making 13.4% of the total expenses of the national public budget of the Republic of 

Moldova. The public expenses for health in relation to the GDP have been decreasing 

during the recent years, slightly overcoming the figure of 5%. The MHI funds 

constitute 83.2% of the public expenses designed for the healthcare system.  

 

The indicators of population‟s health assessment have not endured significant 

improvements and achievement of the Millennium Development Goals requires 

substantial efforts, particularly those ones of financial nature. The Republic of 
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Moldova must use strategically the extremely limited public resources, in order to 

face the challenges arising as a consequence of diseases that are typical for both 

pauperized and developed countries. 

 

Formal and informal payments  

 

During the recent decade, the total health expenses increased considerably and the 

balance between the shares of public and private expenses have changed 

insignificantly, the state covering from 52% in 2003 to 55.6% in 2012. As a result, 

the household expenses in the healthcare system still persist at a high level, 

particularly – for drugs and pharmaceuticals and constitute 72% of the direct health 

payments.  

 

Informal payments are widespread in Moldova, even among the insured population. 

Thus, the share of informal payments in the direct payments constituted in 2010: 37% 

for the services offered within the framework of the primary and specialized 

outpatient health care, and 94% for hospital services. Informal payments discredit the 

MHI system. 

 

The MHI system implemented on the 1
st

 of January, 2004 in the whole territory of 

the Republic of Moldova, has gone through several development stages till the 

present moment. 

 

Starting with September of 2010, the CNAM has proposed to move the priority focus 

on the beneficiaries of the MHI system. The MHI system development objectives 

were traced and the emphasis was put on: satisfying the insured people, monitoring 

the healthcare quality, as wide as possible informing the population about MHI 

system benefits, increasing the level of MHI coverage, as well as on transparency in 

the activity of CNAM and of the contracted healthcare services providers. 

 

The need for MHI system continuous development determined the elaboration of a 

management and strategic planning document within the institution‟s framework. 

Due to CNAM essential role in financing the healthcare system and to the present and 

future challenges, elaboration and implementation of the 2014-2018 CNAM 

Institutional Development Strategy will strengthen the MHI role as of a financial 

instrument for promotion of the policies on achieving the healthcare system 

development objectives, in order to improve the system and the beneficiaries‟ 

satisfaction.  
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2. Environmental analysis 
 

This chapter comprises the development trends in the reference spheres and the 

expectations of the CNAM stakeholders, having a potential impact on the eventual 

challenges of the institution. Here are also indicated the eventual risks and problems 

that the CNAM has to face during the years to come. 

 

 

2.1 Main development trends in the Republic of Moldova – PEST 

analysis (political, economic, social and technological factors analysis) 
 

Political trends – the political situation in the Republic of Moldova has been 

stabilized during the recent years. The political parties and the president have shown 

increasing cooperation, in order to ensure more sustainable development of the 

political environment in the Republic  of Moldova. The overall trend is to develop the 

state policies on integration into the European Union. The will of the Republic of 

Moldova to adhere to the European Union was officially marked for the first time at 

the Vilnius Summit in November of 2013.  

 

The Government has initiated the restructuring of the ministries, agencies and other 

subordinated institutions, in order to increase the efficiency of public services, to 

optimize the functional activities and to reduce the administrative costs. The 

Government‟s expenses will be under heightened control in the majority of positions, 

including the healthcare and mandatory health insurance positions, during the next 

years. 

 

A priority of the Chisinau Executive Authority is technological modernization of the 

government (e-Transformation), a pillar of the public services reform in Moldova. 

The Government proposes to create authorities‟ performance and state inst itutions‟ 

transparency, to increase access to information and to promote electronic services, 

through widespread application of information and communication technologies. E-

Government redefines the way, in which the state interacts with the community, 

bringing itself closer to citizens and involving the latter in the process of governing. 

 

The general objective of the reform consists in rendering some prompt, accessible, 

transparent and cost-efficient quality services for as great as possible number of 

citizens. 

 

Within the foregoing context, CNAM and Center for Electronic Governance from the 

Republic of Moldova signed a collaboration agreement, the subject of which was the 

Project of the ,,e-CNAM‟ electronic service”. The ,,e-CNAM electronic service” is 
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available 24/24 on the governmental portal www.servicii.gov.md and on the site 

www.cnam.md. This service shall save the time of legal persons and of the 

institutions responsible for activation or deactivation of the staff of employees and of 

those 15 categories of persons insured by the Government. 

 

The 2012-2015 Government Action Plan has established the implementation of new 

economic-financial policies that are designed to eliminate constraints of 

administrative nature in the business environment and that shall: 

 serve for creation of new workplaces and assure the growth of coverage with 

MHI;  

 increase the people‟s incomes and respectively, of contributions to MHI. 

 

Creation of an investment climate, favorable for realization of public-private 

partnership in development of a modern healthcare and cost-efficient system, is one 

of the priority actions in the healthcare sphere, estab lished in the documents of 

governmental policies. In a range of the Government programs approved within the 

period from 2010 to 2013, there are stipulated several init iatives of public-private 

partnership in infrastructure and in rendering the public healthcare services, namely: 

radiology and imagistic diagnostics services, radiotherapy services in the oncology 

sphere and dialysis services. Development of public-private partnership in rendering 

the healthcare services shall encourage competitiveness and provision of quality 

services. 

 

The political decision on granting the access to main healthcare services for the 

whole population has been realized through introduction of modifications into the 

MHI Unique Program of December of 2010, according to which the persons, who are 

not included in the system, benefit from the healthcare services rendered within the 

framework of pre-hospital emergency healthcare, primary healthcare, as well as of 

specialized outpatient and hospital healthcare in the event of some socially 

conditioned diseases that have major impact on public health. Thus, the MHI system 

of the Republic of Moldova has been harmonizing, step by step, with the world good 

practices related to the comprehensive coverage with healthcare insurance. 

 

It has been made possible to apply the citizen‟s fundamental right to healthcare 

services, as a result of this decision, and at the same time, these changes have created 

dilemmas for different social groups with regard to necessity to obtain the capacity of 

an insured person.  

 

Great discrepancies between incomes of the rural and urban population have an 

influence on their capacity to pay the health insurance contribution and on people‟s 

access to the qualitative healthcare services. 

http://www.servicii.gov.md/
http://www.cnam.md/


10 
 

 
Economic trends – according to the forecast of the Ministry of Finance, there is 

expected a slow but steady economic growth during the years to come. The GDP in 

comparable prices shall grow up to 5%, at the same rate with the consumer price 

indices.  

Table no.1  

Forecast of 2014-2016 macroeconomic indicators of the Republic of Moldova 

 
Indicators in 

comparable prices 
Unit 2010 2011 2012 2013 2014 2015 2016 

GDP % 107.1 106.8 99.2 105.5 104.0 105.0 104.5 

Monthly real nominal 

salary 
% 108.2 111.6 108.9 110.0 110.5 110.1 109.7 

Labor real 

remuneration fund % 104.2 107.6 106.0 111.1 107.9 110.5 110.5 

Consumer price index 
% 107.4 107.6 104.6 104.1 104.7 105.3 105.8 

Trade balance mln. 

USD 
-2314 -2974.5 -3051.3 -3200 -3450 -3725 -3975 

Source: Ministry of Economy, dated on October the 02
nd

, 2013, November the 18
th

, 2013. 
 

The increase in the consumer price index presupposes the increase in prices for 

energy, consumables, maintenance services and expenses for healthcare workers 

remuneration, etc., this having an essential impact on the healthcare services costs. 

 

Fluctuation of currency rates increases uncertainty in the sphere of medicines 

purchase and in the sphere of making investments into healthcare technologies. There 

is forecasted the overall increase of healthcare services costs, correlated with 

optimization of the healthcare infrastructure. 

 

The tendency to lower the share of governmental allocations for the healthcare sphere 

(from 66.7% in 2004 down to 52.8% in 2012), growth of the number of categories of 

persons insured by the Government and maintenance of the 7% level of MHI 

contribution in percentage size MHI from 2009 to 2013 may lead directly to 

instability of long-term financing of the healthcare services and, as a consequence, of 

the MHI system. Thus, efficient operation of the MHI system is possible under 

condition of increasing in the MHI percentage size of contribution, this allowing (to 

keep the people‟s access to healthcare services rendered within the MHIS) to avoid 

the aggravation of the economic-financial situation of the healthcare services 

providers. 
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At the same time, the MHIS needs to be developed, in order to increase efficiency 

and quality of the healthcare services, to update medical equipment, to modernize and 

optimize the buildings and to implement new treatment technologies. 

 

For the purpose of risk minimization and continuation of positive dynamics in 

healthcare system development, it is necessary: 

- to maintain at least the 4.5% GDP share of the MHIF, which existed in 2011-

2012; 

- to increase the contribution from 3.5 to 4 percent and, in such a way, to set the 

total amount of the MHIF at the level that will cover at least the forecasted inflation 

rate. 

 

Within the foregoing context, the project of the Law on the 2014 MHI Funds 

included the increase of the percentage-wise MHI contribution, up to 8%. 

  
Social and demographic trends – during the recent years, there have been registered 

negative trends of people‟s migration from the Republic of Moldova. The people‟s 

decision was first and foremost influenced by the economic situation and by the need 

to provide their families with financial support. The healthcare sector was no 

exception and the same trend was also characteristic of physicians and nursing staff. 

 

According to the data of the National Bureau of Statistics, the demographic trends 

have been characterized during the three last years by diminution of both birth rates 

and general mortality rates and, as well, by reduction of the value of the indicator 

,,Natural increase of the population”. The age structure of the population receives a 

characteristic impression of a demographic ageing process induced by birth rates 

decrease, this determining the reduction in the number of young people.  

 

The mean life expectancy at birth increased about two years within the period from 

2008 to 2012, reaching the age of 71, and it is most likely to increase in the future. 

This will lead to increase in healthcare services consumption but at the same time, the 

elderly people‟s contribution to the MHI system will be constantly diminishing. The 

census of the population of the Republic of Moldova shall be carried out in 2014 and, 

as a result, there will be found out its real situation. 

 

Technological trends – development of information technologies has a major impact 

on the population‟s behavior and healthcare services development. There is evident 

the need for a unique integrated healthcare information system that shall provide the 

exact data for different stakeholders in this sector. Information technologies have a 

positive influence on growth of correct comprehension by the population of the 
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healthcare subjects and create a positive pressure on the providers, for the purpose of 

assuring the transparency and correct informing about services provision. 

 

There is an evident need for new healthcare technologies in the health sector in the 

Republic of Moldova and this fact creates a financial pressure on consumers and 

healthcare services providers. Implementation of new up-to-date technologies will 

have a significant influence on services quality and efficiency (reduction in the 

average term of hospitalization; new opportunities for outpatient treatment; fewer 

complications in the course of treatment procedure, etc.). 

 

2.2 Healthcare system reforms and trends in the Republic of Moldova 
 

Relying on the policies documents, the Republic of Moldova is expected to undergo 

significant reforms in the healthcare sphere, which have the influence on the MHI 

system and wherein CNAM plays an extremely important role. 

 

The reputation of the MHI system in Moldova has improved during the recent years. 

The population‟s trust in services and role of CNAM indicates a positive trend and it 

shall be kept up, in order to increase the coverage with MHI. The objective of 

increase of the MHI coverage up to 85% of the population in the course of the next 5 

years, in comparison with 82.1% in 2012, may be achieved upon observance of the 

precondition of maintaining the equity principle for the participants of the MHI 

system. 

 

The following data represent the healthcare system resources and their use in the 

course of the last 10 years. 

 

Table no.2 

Some indicators of resources use in the healthcare system for 2003-2012 
Indicators 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 

Number of beds 

(abs.) 
21813 20752 20457 20265 19856 19997 20021 19838 19785 19840 

Beds to 10’000 

people 
60.5 57.6 57 56.6 55.6 56 56.2 55.7 55.6 55.7 

The average 

annual use of the 

bed (days) 

280 241 265 272 281 291 289 291 296 292 

Average stay in 

bed(days) 
10.6 9.2 9.8 9.8 9.7 9.6 9.5 9.5 9.5 9.5 

Number of GP-s 

to 10.000 people 5.8 5.8 5.8 5.7 5.6 5.5 5.4 5.3 5.2 5.1 

Number of visits 

to GP per 1 

person 

3 2.4 2.8 2.7 2.8 2.8 2.9 2.9 2.8 2.8 
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No of visits to 

specialist per 1 

person 

3.4 3.1 3.2 3.3 3.4 3.5 3.4 3.6 3.6 3.7 

No of emergency 

requests to 1000 

people 
168.8 215.8 254.6 266.2 281.4 282.7 301.9 282.7 279.5 271.1 

Dynamic growth 

of drug prices   +16.2 +23.74 +6.71 +4.85 +15.94 +6.6 -2,15 
 
 

No of doctors in 

MoH 
10978 10753 10833 10767 10646 10723 10784 10619 10657 10570 

No of nursing 

staff in MoH 
24458 23581 23510 22678 22648 22662 23155 23003 22855 22788 

Source: Ministry of Health (National Center for Health Management)  

 

Despite alternative funding options, such as additional private insurance, MHI shall 

and will, for sure, remain the principal financing instrument of the healthcare system. 

The pressure on reduction of direct payments and, particularly, of informal ones shall 

lead to positive effects for the following 5 years period and CNAM plays the first 

mad foremost role in this process. 

 

Maintaining equitable access of the population to healthcare services will be a great 

challenge for all actors in the health sector, particularly for CNAM. The 

infrastructure downsizing and potential increase of treatment costs shall be 

compensated by growing quality of services, elimination of unnecessary services use, 

protection of patient‟s rights during his treatment within the system and enhancement 

of contractual obligations fulfillment by the healthcare services providers .  

 

Modernization of hospital infrastructure will contribute to increase the efficiency of 

the services rendered to the MHI system beneficiaries on the inpatient basis. Number 

of hospital beds in acute state will decrease significantly, hospitals will be merged 

and the number of one-field hospitals will decrease. Mean time of hospitalization will 

be reduced and the emphasis will be put onto quality enhancement and provision with 

high-performance equipment for setting the exact diagnoses. The modernization of 

medical equipment and, as well, raise in salaries of medical personnel are necessary, 

this leading to increase in services cost. Management of hospitals as of economic 

entities needs to be considerably improved. 

 

Importance of primary healthcare will be in continuous growth – as of the 

,,gatekeeper” in the system and, as well, for the purpose of avoidance of ungrounded 

hospitalizations. There are taken actions on ,,decentralizations” through direct 

contracting that will offer autonomy and implicitly, health centers development, for 

the purpose of increasing population‟s access to healthcare services. Enhanced 

responsibility of the family doctors for the services rendered will be applied through 
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introduction of performance-based financing mechanisms. Primary healthcare will 

also have a special importance for rendering the prevention and health-promotion 

services, this having a positive influence on population‟s state of health. As a result, 

number of visits to the specialists will be reduced and people will be directed to the 

family doctors. 

 

While hospital treatment will be turning out to be much more efficient, there will also 

appear the need for rehabilitation and for long-term care and home care. Presently, 

these services are underdeveloped and shall be thoroughly planned and covered with 

relevant financial instruments. 

 

For the purpose of enhancing the cost-efficiency of use of financial assets within the 

healthcare system, there has been implemented a new financing mechanism in 

hospital healthcare, basing on diagnosis related groups – DRG (CASE-MIX) and 

providing the financing of hospital healthcare services providers depending on 

complexity of the treated and rendered case. The DRG payment system has been 

extended throughout the country, starting with 2013, and CNAM became an vested 

institution with powers to regulate this payment mechanism. 

 

The system of free choice by insured people of district level hospitals will be 

implemented in 9 health zones, starting with 2014. Thus, a person will have an 

opportunity to select hospital for planned admission and, as well, will have a 

possibility to choose the optimal option of hospitalization. It will also stimulate 

competitiveness among the hospitals of the same level, this having an influence on 

the quality of the rendered healthcare services. 

 

The data from the reports of national and international organizations denote the fact 

that informal payments are widespread in Moldova, and even show the little increase 

thereof. The problem of hospital services and of payment for medicines at the 

inpatient department is particularly alarming. 

 

Table no.3. 

Direct monthly expenses per capita, according to the type of care 
(lei) 

 
Total expenses 

of which official 

payments 
of which informal payments 

2008 2009 2010 2008 2009 2010 2008 2009 2010 

Primary and 

outpatient 

healthcare 

7.06 4.77 6.28 4.93 3.79 4.36 2.13 0.98 1.92 

Dental 

healthcare 
6.9 14.7 4.7 6.25 14.66 4.65 0.63 0.00 0.01 
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Inpatient 

healthcare 
3.4 6.8 4.9 2.0 3.6 0.6 1.4 3.2 4.2 

Medicines 51.6 61.0 62.1 - - - - - - 

Source: Sergey Shishkin and Matthew Jowett – A review of health financing reforms in the Republic 
of Moldova. 

 

The quality of medical services needs capital investments into material and technical 

resources and abilities to use high-performance technologies. CNAM gives to the 

public institutions an additional opportunity, both to improve their material and 

technical resources and to use up-to-date healthcare standards adjusted to the 

European level, in their practices. This activity of CNAM is a short-term solution and 

a platform for developing the capacities of the healthcare institutions founders in 

realization of the branch investment management.  

 

In order to make the contracting process pro-active, there is imposed the continuity of 

modernization of contracting procedures and mechanisms at all levels of healthcare, 

through: greater focus on quality and reported results of HCIs‟ activity, assessment of 

services transparency, protection of insured people‟s rights and clarification of 

responsibilities. 

 

2.3 CNAM beneficiaries and stakeholders and their expectations  
 

CNAM interacts with many groups of stakeholders, having convergent and divergent 

points with them, in the segments of institution and MHI system activity. Relations 

among the insured persons, healthcare service providers and insurers imply 

equilibration of expectations and needs.  

In this chapter are described the patients‟ expectations and their needs. 

 

Insured people need to be guaranteed: the use of healthcare at the moment of insured 

risk occurrence and throughout their access to healthcare services; assurance of their 

right to be correctly treated and served within the healthcare system and the right to 

free choice of a provider; knowledge of rights and benefits of the MHI system; and 

the volume of services and compensated medicines included in the Unique Program, 

from well-informed sources adapted to the consumers‟ level of perception. 

 

At the same time, insured people have expectations towards healthcare service 

providers, referring to : facilitation of access to primary healthcare services, 

specialized outpatient and high-performance services and elimination of bureaucratic 

barriers, as well as of informal payments.  

 
Uninsured people expect more conditions of facilitating the inclusion into the MHI 

system: extension of deadline for insurance contribution payment, removal of fines 
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and penalties for delayed payment of the contributions and divided payments of the 

contribution. Meanwhile, people agree with keeping up the discounts applied for 

payment of the mandatory health insurance contributions. They have the same 

expectations, as insured people do, with regard to informing.  

 

Uninsured people benefit from a pack of services of major importance within the 

MHI system, using the advantage of insured comfort and do not perceive the need for 

full-fledged integration into the system.  

 

Uncertain trust into state institutions extends, as well, to the MHI system and spills 

over into mass prejudices, according to which informal payment transactions shall be 

arranged, in order to access a quality service, even for the holders of mandatory 

health insurance policies. 

 
Healthcare providers are waiting for realization of a long-term and flexible 

procedure of contracting and for compensation for the services rendered beyond the 

contract. A part of providers would accept the challenge of increased 

competitiveness, while the majority of providers would avoid it. 

 

Ministry of Health and Government are reckoning upon: efficient management of 

the MHI system and growth of population‟s trust into the MHI system, harmonization 

with the provisions of the policies and normative base of the healthcare system and, 

respectively, support in implementation of the reforms in the healthcare system, 

monitoring and efficient control over medical care and funds use, transparency 

enhancement, which also includes operative and high-quality reporting about funds 

execution. 
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3. Internal analysis of CNAM organization and management – 

McKinsey 7S framework 
 
Strategy – starting with 2013, CNAM has possessed a strategic development 

document approved through the Decision of the Management Board of November, 

13, 2012. Annual operational planning with main objectives and activities, approved 

at the level of CNAM executive management, has been elaborated relying on 

strategic themes. The planned objectives and activities have been realized in part and 

the principal reasons were insufficient manifestation of control over Strategy 

implementation, responsibility reduced to the level of subdivisions heads and reduced 

collaboration among subdivisions. There is a need for systematic approach to 

implementation, in order to increase the degree of Strategy realization. 

 
Systems –institutional systemic approach substantiated from the analytical point of 

view by intersectoral dimensions, is insufficient for assurance of high-performance 

operational management. Planning and reporting shall be supported by the 

monitoring and assessment capacities, in order to assure transparency of institution 

management and performance. 

 

There is a need for development of logistic support systems for information flow 

management, of information technologies and communications and of human 

resources competitiveness, in order to enhance the level of institutional approach and 

to redistribute the relevant responsibilities in everyday bureaucratic activity of the top 

management. Main and support processes of CNAM have been identified and 

described and this will facilitate uniform assurance of quality and results of services 

in the territorial units. 

 
Structure – CNAM structure is composed of central and territorial structural 

subdivisions. Activity of the central structural subdivisions is overburdened with 

operational attributions irrelevant to their status and needs decentralization for the 

purpose of strengthening the planning, monitoring, assessment and internal auditing 

functions. Territorial structural subdivisions, which are responsible for rendering 

technical services in the insurance system, need unified methodological support 

developed by the central subdivisions for the purpose of sustaining the everyday 

operations. Activities coordination among the structures is underdeveloped and turns 

reassessment of responsibilities and organization of inter-structural activity to 

indispensable ones.  

 
Style – CNAM has vertical administering and a rather authoritative management 

style, with liberal elements. Initiative of the managers from structural subdivisions is 

insufficient in settlement of existent problems. There still persists continuous rivalry 
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and, as well, poor collaboration among subdivisions heads. Team spirit is not 

sufficiently developed and horizontal cooperation is limited.  

 
Personnel – on December the 26

th
, 2013, there was approved a new structure of 

CNAM and the list of territorial agencies. Thus, CNAM central body is composed of 

115 units of main personnel and there are also 7 territorial agencies. Later, CNAM 

will approve the personnel schedule for CNAM central body and for the territorial 

agencies. As a result, the personnel will be distributed uniformly and its 

responsibilities will be clearly defined through approval of the regulations for the 

subdivisions from CNAM central body, statutes for the territorial agencies and job 

descriptions. 

 
Abilities – CNAM has the reduced abilities in the spheres of analysis, assessment and 

human resources management. Personnel capacities are limited, when it comes to 

knowledge of languages of international circulation. The personnel development and 

training system does not comply with the necessities.  

 
Shared values – the institutional Strategy determined shared values of CNAM 

employees, which shall be strengthened through implementation of efficient internal 

communication management. 
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4. SWOT analysis 
 

The SWOT analysis integrates the above mentioned analysis and assures a 

management summary based on the data that were identified by other techniques. The 

result of the SWOT analysis is the focus but not only a listing of the external 

opportunities and threats, internal strengths and weaknesses. 

 

Strengths: Weaknesses: 

 An institution with 12-year history 

and growing reputation in the healthcare 

system; 

 A significant part of the personnel 

possesses necessary abilities and is able 

to use them for development of 

competencies;  

 A significant part of the team is 

rather young and is open to new 

challenges; 

 Competitive salaries for the public 

sector. 

 

 Reduced capacities for Strategy 

implementation; 

 Insufficient management systems, 

weak instruments for analysis and 

monitoring of the collective and 

individual performances; 

 Weak coordination of processes 

management; 

 Structure and activity organization is 

not balanced enough; the central 

structures are overburdened with 

activities. Responsibilities distribution 

is not uniform; 

 Poor teamwork and insufficient 

cooperation between the personnel and 

structures; 

 Limited abilities and competences, 

poorly developed competence 

management; 

 Poor working conditions; 

 Weak system of personnel‟s 

professional competencies 

development; 

 Insufficient transparency of actions 

and results; 

 Reduced information support and 

lack of the data necessary for main 

processes management. 

Opportunities: Threats: 

 To support the healthcare system 

reforms in the country, to support 

implementation of the strategies and of 

 Decline in demographic trends, 

emigration from the country of the 

working-age people, inclusive of the 
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the documents of Government and MH‟s 

healthcare sector policies; 

 To improve the quality of healthcare 

services and knowledge of healthcare 

service providers about quality; 

 To maintain the population‟s access 

to healthcare services; 

 To increase financial efficiency in 

services rendering and transparency of 

providers‟ performances and results; 

 To protect the insured people‟s rights 

in conformity with their expectations; 

 To cooperate with international 

organizations and to benefit from 

development of CNAM personnel‟s 

abilities; 

 To use the challenges of changes in 

population‟s behaviorist attitude towards 

health, for the purpose of promoting the 

healthy lifestyle and disease prevention; 

 To enhance competitiveness in the 

healthcare services market, to create the 

quality and efficiency value for services 

rendering. 

medical personnel; growth of the 

number of elderly people, etc.; 

 Economic instability of the country 

and threat for MHI sustainable 

development. High rate of 

unemployment and poverty; 

 Low rate of MHIF growth for 

durability of the healthcare system and 

for systemic reforms; 

 Reduced level of legal culture; 

 Very strong traditions and relations 

among social groups, which do not 

follow the up-to-date insurance needs; 

 Strong lobbyism from the part of 

private insurance companies for the 

purpose of MHI system liberalization, 

which may fragment healthcare system 

financing and substantially reduce 

population‟s access to healthcare 

services; 

 Prejudiced attitude and reduced trust 

of the population and mass-media in 

healthcare services (low sanitary 

culture); 

 High level of corruption in the 

healthcare system. 
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5. Strategic themes 
 

Basing on CNAM external and internal analysis, there have been formulated four 

strategic themes for the five-year period to come: 

 

1. Assuring protection of rights of insured people; 

2. Assuring the access to and improving the quality of healthcare services; 

3. Assuring the sustainable development of the MHIF and growth in coverage of 

population with MHI; 

4. CNAM - an efficient institution.  

 

 

6. CNAM vision, missions and values 
 
Vision: 

The population of the country trust in quality of the public services rendered by 

CNAM employees, who ensure financial protection and guarantee equitable access to 

quality healthcare services. CNAM is a key institution in promotion and 

implementation of reforms in the healthcare system from the Republic of Moldova. 

MHI is the main source of healthcare system financing. 

 

Mission: 

Provision of insured people with guarantee of security and financial protection, upon 

their access to quality healthcare services. 

 
Values: 

 ethics and professional integrity – we accomplish our work attributions with 

responsibility, efficiency, fairness and conscientiousness; 

 cooperation – we create the atmosphere of trust both in internal collaboration 

and in cooperation with the stakeholders; 

 responsiveness – we are open and promptly respond to the needs of the MHI 

system beneficiaries; 

 development – we are creative and focused on continuous development of 

organizational competencies and of rendered services, for the purpose of promotion 

and implementation of healthcare reforms.  
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7. Strategic goals, indicators and actions 
 

The Strategy has been developed through road mapping. A road map represents the 

integrated vision of the four strategic themes listed in the foregoing chapter and 

provides visualization of cause-effect relationship among the goals. CNAM road-map 

for the next 5-year period is presented in Annex no.1. 

 

Each goal of the road map is determined by a set of indicators. The indicators have a 

reference level and in the most cases, the level recorded in 2013 is used, however, the 

2012 and 2011 level is applied in some cases. The level to be achieved each year, up 

until 2018, is established for all indicators. The set of indicators is presented in 

Annex no.2.  

 

Information sources for indicators used are: the National Bureau of Statistics, 

National Centre for Health Management, World Health Organization, World Bank, 

International Monetary Fund, health system studies and reports and other relevant 

sources. 

 

The general strategic goal of CNAM is ,,Growth of insured people’s satisfaction 

with MHI” The goal has been assessed and planned as follows : 

 
Indicators Basis 2014 2015 2016 2017 2018 

Satisfaction of insured people 
with the quality of healthcare 
services  

To be 
identified 

     

Satisfaction of insured people 
with access to healthcare services 

To be 
identified 

     

 

The following action is foreseen for measurement of these indicators : 

 
Ord. 

no. 
Actions Term 

Responsible 

authority 

1. 

Organization of sociological studies regarding the 
level of expectations and impact as a result of the 

actions aimed to growth of MHIS beneficiaries‟ 
satisfaction (with access to and quality of healthcare 
services, services rendered by CNAM and out-of-
pocket payments) 

November 
2014, annually 

ICMMSD 

 

Management of the following strategic themes shall allow CNAM realization of 

missions, goals and objectives. 
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7.1. Strategic theme: Assure protection of rights of insured people 
 
The strategic goal ,,Improvement of support for a MHIS beneficiary, in rights 

valorization” has been assessed and planned as follows : 

 
Indicators Basis 2014 2015 2016 2017 2018 

Petitions lodged with CNAM by 

MHIS beneficiaries 
340 600 700 800 800 750 

 

There have been identified the following general and specific objectives, in order to 

guarantee protection of insured people‟s rights . 

 
The objective ,,Improvement of CNAM services for their beneficiaries” has been 

assessed and planned as follows : 
 

Indicators Basis 2014 2015 2016 2017 2018 

Satisfaction of MHIS beneficiaries 
with the services rendered by 
CNAM 

To be 
identified  

     

Average time for settlement of the 
petitions lodged by MHIS 
beneficiaries 

20 days 18 
 

16 
 

13 
 

12 10 

Relative share of people insured 
through electronic channels, in the 
total number of insured people 

25% 30% 40% 70% 75% 80% 

 

The following actions are foreseen for achievement of this objective: 
 
Ord. 

no. 
Actions Term 

Responsible 

authority 

1. 
Launching the Green Line Service for beneficiaries 
informing – Call Centre 

May 2014 BRD 

 2. 
Standardization of thematic answers and establishment of 
reference terms for petitions consideration 

September 
2014 

BRD 

3. 
Development of the beneficiary relations function and 
reorganization of activity on beneficiary servicing at the TA 

December 
2014 

BRD 

4. 
Organization of sociological studies regarding the level of 
satisfaction of MHIS beneficiaries with the services rendered 
by CNAM 

December 
2014, 

annually 
BRD 

5. 
Development and implementation of electronic channels for 
MHIS beneficiaries servicing 

January 2015 BRD 

6. Exclusion of healthcare policies in hard copies January 2015 BRD 

7. 
Acquisition and implementation of an information 
management system of relations with MHIS beneficiaries 

December 
2015 

BRD 

8. 
Introduction of the Institute of Mediation into the process of 
settlement of the disputes initiated by insured people 

December 
2016 

LD 
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The objective: ,,Reduction of informal payments” has been assessed and planned 

as follows:  

 
Indicators Basis 2014 2015 2016 2017 2018 

Share of people, who realized informal 

payments, from the total number of the 
people, who realized direct payments for 
the healthcare services rendered in PHC 
and SOHC 

32% 28% 24% 22% 20%  

Share of people, who realized informal 
payments, from the total number of the 
people, who realized direct payments for 
the healthcare services in HHC  

90% 80% 65% 55% 45%  

Share of direct expenses from the total 
amount of expenses for health 

45% 43% 40% 38% 36%  

 

Complex activities are required for achievement of this objective; however, the 

document stipulates only CNAM activities and, respectively, they shall be deemed a 

part of joint efforts coordinated with different stakeholders. The actions foreseen are 

the following: 
 
Ord. 

no. 
Actions Term 

Responsible 

authority 

1. 
Organization of campaigns on informing about 
rights and obligations of MHIS beneficiaries 
and on reduction of out-of-pocket payments 

Starting with October – 
November 2014, January – 

March 2015, annually 
ICMMSD 

2. 

Enhancement of cooperation with other 
structures for the purpose of informal 
payments reduction (MH, NAC, Court of 
Accounts, etc.) 

December 2014 LD 

3. 

Modification of legislative provisions for the 
purpose of informal payments reduction in the 

healthcare system (standard contract, Code of 
Offences, etc.) 

December 2016 LD 
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7.2. Strategic theme: Assuring the access to and improving the quality 

of healthcare services 
 
The strategic goal ,,Provision of access and improvement of healthcare services 

quality” has been assessed and planned as follows: 

 
Indicators Basis 2014 2015 2016 2017 2018 

Mean duration of waiting 
for the family physician 

To be identified      

Mean duration of waiting 
for the physician 
cardiologist, on the 
outpatient basis 

To be identified      

Mean duration of waiting 
for the hip arthroplasty 

2 years 
1 year 

10months 
1 year 

8months 
1 year 

6months 
1 year 

3months 
1 year 

Mean duration of waiting 
for the surgical treatment 
of the cataract 

 
3,6 months 

 
3 3 2.5 2.5 2.5 

Share of healthcare 
institutions that overpass 
the quality assessment 

level * 

      

Relative share of the one-

day surgery in the total 
number of surgical 
interventions 

 
8.2% 

 
     

Hospitalizations per 1000 
of people 

18 17.5 17 16.5 16 16 

Number of family 
physicians, whom more 
than 2000 people are 
recorded on 

To be identified      

Number of visits on the 
outpatient basis, per 1000 

of insured people 

To be identified      

*The indicator is used only for monitoring 

 
The objective ,,Improvement of the healthcare services quality control” has been 

assessed and planned as follows: 

 
Indicators Basis 2014 2015 2016 2017 2018 

Number of external healthcare 
audits 

0 1 3 5 5 5 

Share of deviations from 

healthcare standards and 
protocols 

0.6% 0.6% 0.6% 0.5% 0.4% 0.3% 
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Share of penalized HCIs in the 
total number of verified HCIs * 

63.7% 
 

     

Share of amounts withheld as a 
result of healthcare services 
invalidation and misuse of the 

financial assets from the 
contracted amount* 

0.7%      

* The indicators are used only for monitoring 

 

The following actions are foreseen for achievement of this objective: 

 
Ord. 

no. 
Actions Term 

Responsible 

authority 

1. 

Implementation of new regulations on HCIs 

assessment and control, of methodology of HCIs 
control planning, basing on the risk criteria analysis 

May 2014 GDQAC 

2. 
Development, testing and implementation of the 
procedure for penalties application for MHIF misuse 

April 2014 GDQAC 

3. 
Organization of the first mission of healthcare 
services external auditing 

November 2014 GDQAC 

4. 
Modification of the normative base for the purpose 
of increase of sanctions and simplification of use 
thereof 

December 2014 LD 

5. 
Realization of information campaigns focused on the 
subjects related to medical care quality and results of 
realized controls 

December 2014 ICMMSD 

6. 
Development of quality indicators, which will serve 
the basis for HCIs assessment 

September 2014 GDQAC 

 
The objective ‘Increase in efficiency of contracting and of payment techniques’  

has been assessed and planned as follows : 

 
Indicators Basis 2014 2015 2016 2017 2018 

Share of the HCI‟s own tariff taken 
as a basis of contracting, in 
correlation with the national tariff 

100% 75% 50% 25% 0 0 

Share of contracting on the basis of 
performance payment, in PHC 

15% 15% 15% 18% 20% 20% 

Share of contracting on the basis of 
performance payment, in EHC 

5% 6% 8% 10% 13% 15% 

Share of contracting on the basis of 
performance payment, in SOHC 

0% 0% 5% 7% 10% 15% 

Case complexity index (CCI) 1.11 1.11 1.12 1.12 1.12 1.12 

Relative share of planned 
hospitalizations, in the total number 

of hospitalizations 

To be 
identified 
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The following actions are foreseen for achievement of this objective: 

 
Ord. 

no. 
Actions Term 

Responsible 

authority 

1. 
Revision of the stimulations program bases on 
performances in Primary Health Care (PHC) 

June 2015 CRPD 

2. 
Introduction of performance-based stimulants for 
improvement of efficiency and quality in Hospital Health 

Care (HHC) 

July 2016 CRPD 

3. 
Modification of the standard contract concluded with 

HCIs 
December 2014 CRPD 

4. 
Development and pilot launch of the system for analysis 

and planning of healthcare services needs 
November 2014 SAHE 

5. 
Development and pilot launch of the system of DRG-

based costs calculation 
August 2016 AHES 

6. 
Improvement of payment technique and of criteria for 
contracting the healthcare services providers 

December 2014 CRPD 

7. 

Putting forward proposals to the MH for the purpose of 
development of the waiting lists concept in accordance 
with the types of health care, stipulated in the Unique 

Program 

October 2014 CRPD  

 

The objective ,,Increase the efficiency of the allocations for compensated 

medicinal preparations” has been assessed and planned as follows : 

 
Indicators Basis 2014 2015 2016 2017 2018 

Relative share of allocations for 
compensated medicinal 
preparations, from the main fund 
of CNAM 

4.1% 6% 7% 8% 10% 10% 

Relative share of expenses for 
medicinal preparations, in the total 
private expenses for health  

71.5% 68% 67% 66% 65% 65% 

Number of sanctions applied for 
prescription and issuance of 
compensated medicinal 

preparations * 

      

Mean share of compensations for 

the medicinal preparations  
71% 

(2012) 
72% 73% 74% 75% 75% 

* The indicator is used only for monitoring 

 

The following actions are foreseen for achievement of this objective: 

 
Ord. 

no. 
Actions Term 

Responsible 

authority 

1. Situation analysis and identification of improvement July 2014 MS 
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and development measures in the sphere of 
compensated medicinal preparations 

2. 
Development and implementation of methodology for 
control over prescription and issuance of compensated 
medicinal preparations; introduction of sanctions 

September 2014 GDQAC 

3. Development of ,,e-prescription” concept December 2015 MS 

4. Launching the electronic network December 2016 IS and E-TD 

 

7.3. Strategic theme: Assuring the sustainable development of the 

MHIF and growth in coverage of population with MHI 
 

The strategic goal ,,Assurance of MHIF sustainable development and growth in 

coverage of population with MHI” has been assessed and planned as follows : 
 

Indicators Basis 2014 2015* 2016* 2017 2018 

MHIF relative share in 
GDP, % 

4.4% 4.5% 4.4% 4.3% 4.3% 4.3% 

Growth of the MHIF +8.4% +11.7% +6.5% +8.1% +8.1% +8.1% 

Real growth of the 
MHIF +4.3% +7.0% +1.2% +23% +2.3% +2.3% 

* As of December the 30
th

, 2013 

 

The objective ,,Growth of the number of insured persons in the target groups, in 

the MHI system” has been assessed and planned as follows : 

 
Indicators Basis 2014 2015 2016 2017 2018 

Degree of coverage 
with MHI 

83.2% 
(as of December the 31

st
, 2013) 

 
83.5% 

 

 
84% 

 

 
84.5% 

 
85% 85% 

Number of people 
insured on the 
individual basis 

58 943 
(as of December the 01

st
, 2013) 

59000 61000 63000 65000 70000 

 

The following actions are foreseen for achievement of this objective: 

 
Ord. 

no. 
Actions Term 

Responsible 

authority 

1. 
Inclusion of the employees from power structures into 
the MHI system 

December 2015 LD 

2. 

Introduction of legal means, in order to establish the 
obligation to possess the insurance policy and to set the 
14-days term for the insurance policy activation, from 
the moment of purchasing thereof 

December 2015 LD 
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3. 

Realization of annual information campaigns for the 
purpose of attraction of the people insured on the 
individual basis and of the uninsured population, in the 
MHI system 

December 2014 ICMMSD 

4. 

Collaboration with other institutions that shall condition 
the mandatory character of the policy, inclusion of 
proposals for legislation modification and revision of 

sanctions for non-observance of the obligations before 
the MHI system 

December 2015 
BRD 

 

5. 
Revision of mechanisms for stimulation of people‟s 
motivation to get engaged into the MHI system 

July 2015 
BDR 

 

 

The Objective ,,Assurance of MHIF financial sustainability” has been assessed 

and planned as follows: 

 

Indicators Basis 2014 2015 2016 2017 2018 

Share of public expenses for 
health, in the total expenses for 
health 

55.6% 57% 60% 62% 64% 64% 

Amount of the percentage size of 
insurance contribution * 

7% 8% 8% 8% 9% 9% 

Relative share of uninsured people 
with low incomes, who belong to 

the I
st
 quintile of income 

27% 26% 22% 22% 22% 22% 

* To be established on the annual basis, in the course of MTBF development 

 

The following actions are foreseen for achievement of this objective: 

 
Ord. 

no. 
Actions Term 

Responsible 

authority 

1. 
Putting forward the proposals for increasing of percentage 
size of the insurance contribution 

February 
2017 

EFD 

2. 
Revision of the technique for calculation of the amount of 
transfers from the state budget for the categories of people 

insured by the Government 

December 
2014 

EFD 

3. 

Reassessment of the concept and techniques for calculation 

of the insurance contribution for the people insured on the 
individual basis (unemployed people, who are eligible for 
payment, patent holders, notaries, lawyers, etc.) 

December 
2015 

EFD 
 

4. 
Revision of the population categories that are eligible to be 
insured by the Government, in order to subject only socially 
disadvantaged people to the state subventions  

December 
2015 

BRD 
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7.4. Strategic theme: CNAM as an efficient institution 
 

Investments and development of human, financial and technical resources are 

required for good operation of the MHI system and, as well, for successful 

implementation of the reforms. There are also required systematic efforts for 

improvement of the entire institutional context and for getting prepared for 

implementation of complex actions. 

 
The Strategic goal ,,Improvement of management quality and efficiency” has 

been assessed and planned as follows : 
 

Indicators Basis 2014 2015 2016 2017 2018 

Quality of action 
plan fulfillment 

65% 75% 80% 85% 85% 90% 

Share of 
administrative 
expenses 

1% 1.2% 1.4% 1.4% 1.4% 1.4% 

 
The objective ,,Improvement in organization of the activity, cooperation and 

communication” has been assessed and planned as follows : 

 
Indicators Basis 2014 2015 2016 2017 2018 

Share of positive mass-
media messages about 

CNAM 

85% 90% 92% 94% 96% 96% 

Growth of likes in the 

social network services 
To be 

identified 
     

Share of 
recommendations 
implemented after 
internal auditing 

missions 

To be 
identified 

     

Share of procedures that 

do not comply with 
described and approved 
ones 

To be 
identified 

     

Collaboration projects 
implemented with 
external stakeholders 

2      

Level of satisfaction 
with activity of the 
subdivisions from 
CNAM central body and 

TA 

To be 
identified 
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The following actions are foreseen for achievement of this objective: 

 
Ord. 

no. 
Actions Term 

Responsible 

authority 

1. 
Improvement of external communication channels, 
inclusive of CNAM web-page 

December 2014 ICMMSD 

2. 
Creation and management of internal 
communication network 

December 2015 ICMMSD 

 

The objective ,,Harmonization of CNAM structure with the Strategy provisions”  

  

The following actions are foreseen for achievement of this objective: 

  
Ord. 

no. 
Actions Term 

Responsible 

authority 

1. 

Introduction of the function on coordination and 
guidance of territorial agencies by the subdivisions of 
CNAM central body, into their Regulations on 
organization and operation 

March 2014 SMHRD 

2. 
Actualization of systemic and operational procedures, 
relying on new structures 

July 2014 SMHRD 

3. 
Identification and implementation of performance 
indicators within the TA 

August 2014 SMHRD 

4. 
Provision of information technologies support and 
identification of solutions in processes management 

May 2014 IS and E-TD 

5. 
Implementation of the actions on team consolidation and 
on promotion of organizational culture and values 

December 2014 ICMMSD 

6. 
Realization of the polling on employees‟ satisfaction 
and on activity of CNAM and AT internal divisions 

October 2014 SMHRD 

7. Preparation of the premises for EU association process December 2018 IRD 

 

The objective ,,Development of CNAM personnel’s competences” has been 

assessed and planned as follows : 

 

Indicators Basis 2014 2015 2016 2017 2018 

Personnel‟s competence 
level 

To be 
identified 

     

 

The following actions are foreseen for achievement of this objective: 

 
Ord. 

no. 
Actions Term 

Responsible 

authority 

1. 
Implementation of the senior personnel competences 
management system  

April 2014 SMHRD 
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2. 
Introduction of new collective and individual 
performance indicators and performances assessment 

January 2016 SMHRD 

3. 
Revision of the collective-and-individual-performance-
based system of labor remuneration and awards payment 

December 2015 EFD 

4. 
Development of competences management system, 
description and assessment of the executive personnel‟s 
competences 

March of 2016 SMHRD 

 
The objective ,,Improvement and development of new IS” has been assessed and 

planned as follows: 

 
Indicators Basis 2014 2015 2016 2017 2018 

Degree of satisfaction of CNAM 

structures with information 
technologies support 

To be 

identified 

  

 

   

 

The following actions are foreseen for achievement of this objective: 

 
Ord. 

no. 
Actions Term 

Responsible 

authority 

1. 
Transfer of the MHI analytical-information system to the 
M-cloud governmental platform 

May 2014 IS and E-TD 

2. 
Development and implementation of the Help-desk 
system, in order to support the IS 

March 2015 IS and E-TD 

3. 
Development of the necessities plan of the subdivisions 
from CNAM central body and TA, in the IS  

June 2014 IS and E-TD 

4. 
Integration of the IS from CNAM with the governmental 
IS of electronic payments (M-Pay) 

January 2015 IS and E-TD 

5. 
IS improvement for healthcare services payment 
(reporting and payment for healthcare services, access of 

all subdivisions to the information in the system) 

December 2014 IS and E-TD 

 

The objective ,,Improvement of the data and analysis quality and strengthening 

the strategic and operational planning” 

 

The following actions are foreseen for achievement of this objective: 

 
Ord. 

no. 
Actions Term 

Responsible 

authority 

1. Adjustment of the operational planning with the Strategy April 2014 SMHRD 

2. 
Improvement of the system for reporting, analysis and 
monitoring over fulfillment of the operational plan and 
Strategy 

June of 2014 SMHRD 

3. 
Improvement of the capacities in finances planning and 
execution, focusing the priority on realization of 

strategic and operational goals 

December of 
2014 

EFD 
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8. Key factors assuring the Strategy implementation  
 

The information about international practices reflects the fact that the majority of 

institutions fail to implement the institutional strategy. The main reasons are poor 

strategy management and lack of institutional capacities for implementation and 

fulfillment, rather than development of inefficient strategies. Key factors to be 

followed in a compulsory way, for successful implementation of the strategy, are 

presented below:  

 

 Leadership in strategy realization – it imposes strong commitment of the top 

management to supervise Strategy implementation. The Strategy shall be 

supervised by a heavyweight manager promoting collective cohesion in 

integral coordination of the strategic actions;  

 CNAM personnel’s knowledge about the Strategy and internal commitment 

of the people to realize the joint activities need the development of well-

managed internal communication allowing each employee realizing his/her 

potential of professional skills through his/her personal contribution to 

performance of goals, initiatives and indicators. There shall be organized 

seminars and meetings to increase the degree of informing and knowledge 

about the Strategy. Introduction of a new system of management of the 

information on Strategy performance is indispensable; 

 Introduction of outcome-related salary schemes for the purpose of enhancing 

the motivation and strengthening the personal relations between the employees 

and the Strategy; 

 Institutional capacities development is essential for strengthening CNAM 

structural subdivisions, systems and processes, management, headship and all 

employees, in order to improve institutional, team and individual performance; 

 Budget correlated to the Strategy needs consists in successful realization of 

complex strategic initiatives on development of CNAM institutional capacities, 

for the years to come, only in the event of coverage with a relevant budget; 

 Cooperation with stakeholders, governmental, non-governmental and 

international organizations presumes reaching the openness to cooperation of 

the stakeholders from and out of the system framework and has a paramount 

role in objectives achievement. A special role is vested on coordinating 

relationship with those healthcare system institutions that develop and regulate 

the branch policies and, as well, with those ones that contract the healthcare 

and pharmaceutical services providers; 

 Quality of reporting and rolling planning imply reflection of activities 

exposed on the basis of the set of indicators, this enabling the dynamical 

assessment of objectives realization and achievement of the strategic goal. The 

activity on Strategy assessment will require a systematic character lasting 
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throughout the entire period of implementation and including the development 

of annual progress reports and final assessment report, basing on the indicators 

of monitoring, and the identification of errors and eventual content and form 

rectifications in the actions planned that are to be presented to CNAM 

Management Board for informing and approval; 

 Transparency of institutional activity resides in continuous information of the 

wide public about the processes and results of the activities included in the 

Strategy and about feed-back system implementation.  

 
 
 
 
 
 
 

 
 
 



Appendix no.1 
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Appendix no.2 

Set of indicators 

 

Goal Measure Definition Unit Formula Frequency 
Responsible 

authority 

Growth of insured 
people’s 

satisfaction with 

MHI  

Satisfaction of insured people 
with the quality of healthcare 
system services 

Opinion of insured people 
about the level of healthcare 
services quality (polling, 
questionnaires) 

% Share/relative share of the insured 
people, who are satisfied with the level 
of healthcare services quality / all 

respondents x 100 

Annually GDQAC 

Satisfaction of insured people 
with access to healthcare 
services 

Opinion of insured people 
about the level/degree of 
healthcare services access 
(polling, questionnaires) 

% Share/relative share of the insured 
people, who are satisfied with the 
level/degree of healthcare services 
access / all respondents x 100 

Annually GDQAC 

Improvement of 

support for a 
MHIS beneficiary, 

in rights 

valorization 

Petitions lodged with CNAM 
by MHIS beneficiaries 

Number of complaints 
addressed to CNAM 

no. Number of complaints during a certain 
period 
 

Annually SMHRD 

Improvement of 

CNAM services for 

its beneficiaries 

Satisfaction of MHIS 
beneficiaries with the services 
rendered by CNAM 

Level of beneficiaries‟ 
satisfaction with the services 
rendered by CNAM (polling, 
questionnaires) 

% Share of insured people satisfied with 

CNAM services / all respondents x 100 

Annually BRD 

Average time for settlement 
of the petitions lodged by 
MHIS beneficiaries 

Average time passing from 
receipt to dispatch of the 
petition 

days Total number of the days for answer / 
number of the petitions settled 

Quarterly BRD 

Decrease of 

informal payments 

Share of people, who realized 
informal payments, in the 
total number of the people, 
who realized direct payments 
for the healthcare services 
rendered in PHC and SOHC 

Share of people, who realized 
informal payments, in the 
total number of the people, 
who realized direct payments 
for the healthcare services 
rendered in PHC and SOHC  

% Patients, who realized informal 
payments for primary medical care and 
specialized outpatient medical care / 
total number of patients, who realized 
direct payments 

Quarterly EFD 

Share of people, who realized 
informal payments, in the 
total number of the people, 
who realized direct payments 
for the healthcare services in 
HHC 

Share of people, who realized 
informal payments, in the 
total number of the people, 
who realized direct payments 
for the healthcare services in 
HHC 

% Patients, who realized informal 
payments for hospital medical care / 
total number of patients, who realized 
direct payments  

Quarterly EFD 
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Share of direct expenses in 
the total amount of expenses 
for health  

Share of cash payments in the 
total amount of expenses for 
health  

% Cash payments / total expenses in the 
health sphere 

Annually EFD 

Assurance of access 

and improvement 

of healthcare 

services quality 

Average time of waiting for 
the family physician  

Waiting time from 
registration to access to the 
healthcare services rendered 
by the family physician 

days Waiting time from registration to 
access to the healthcare services 
rendered by the family physician 

Annually CRPD 

Average time of waiting for 
the physician cardiologist, on 
the outpatient basis 

Average time from 
registration to access to the 
physician cardiologist 

days Waiting time from registration to 
access to the healthcare services 
rendered by the physician cardiologist 

Annually CRPD 

Average time of waiting for 
the hip arthroplasty  

Average time from 
registration to access to the 
hip arthroplasty 

month Waiting time from registration to 
access to the hip arthroplasty services  

Annually CRPD 

Average time of waiting for 
the surgical treatment of the 
cataract 

Average waiting time from 
registration to access to the 
surgical treatment of the 
cataract 

month Waiting time from registration to 
access to the surgical treatment of the 
cataract 

Annually CRPD 

Share of healthcare 
institutions that overpass the 
quality assessment level 

Share of healthcare 
institutions that overpass the 
quality assessment level 

% Contracted healthcare institutions that 
overpass the quality level  
/ all contracted healthcare institutions x 
100  

Annually CRPD 

Relative share of the one-day 
surgery in the total number of 
surgical interventions 

Share of treated and operated 
one-day cases in the total 
number of surgical 
interventions 

% Number of treated and operated one-
day cases / total number of operations 
x 100 

Annually CRPD 

Hospitalizations per 1000 of 
people 

Frequency of admission to the 
inpatient department, per 
1000 of people 

no. Number of patients admitted to 
hospitals x 1000 / mean number of of 
the population 

Annually CRPD 

Number of family physicians, 
whom more than 2000 people 
are recorded on 

Population‟s access to the 
services rendered by the 
family physician 

no. Number of people recorded on a family 
physician in the RM / Number of 
family physicians in the RM. Then 
there shall be chosen the number of 
family physicians, whom more than 
2000 people are recorded on 

Annually, at 
the moment 

of contracting 

CRPD, 
responsible for 
formation of 
interrelationship 
with the DIS and 
E-T 

Number of visits on the 
outpatient basis, per 1000 of 
insured people 

Insured people‟s access to the 
services rendered by the 
specialists physicians 

no. Number of insured people‟s visits on 
the outpatient basis / Number of the 
insured people registered in the RM x 
1000  

Annually CRPD  

 

 

Number of external healthcare 
audits  

Number of external healthcare 
audits, established by CNAM  

no. Number of external healthcare audits 
realized 

Annually GDQAC 
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Improvement of 

the healthcare 

services quality 
control 

Share of deviations from 
healthcare standards and 
protocols 

Share of invalidated cases 
recommended by the records 
on assessment and control 

% Number of cases invalidated as a result 
of realization of the assessment control 
procedure / total number of validated 
cases x100 

Quarterly GDQAC 

Share of penalized HCIs in 
the total number of verified  
HCIs 

Share of HCIs  that were 
penalized as a result of 
controls, in the total number 
of verified HCIs 

% Number of penalized HCIs / number of 
verified HCIs x100                                    

Annually GDQAC 

Share of amounts withheld as 
a result of healthcare services 
invalidation and misuse of the 
financial assets from the 
amount contracted 

Share of MHIF assets used by 
the HCI contrary to the 
destinations established in the 
contractual clauses and in the 
provisions of the effective 
legislative and standard acts, 
in the total amount of 
contracted assets  

% Sum withheld as a result of 
invalidation of the healthcare services 
and misused assets / contracted sum 
x100  

Annually GDQAC 

Increase in 
efficiency of 

contracting and of 

payment 

techniques 

Share of the HCI‟s own  tariff 
taken as a basis of 
contracting, in correlation 
with the national tariff 

Adjustment of the HGI‟s 
tariffs to the national tariff 

% % Own tariff for the previous year + % 
national tariff 

Annually CRPD 

Share of contracting on the 
basis of performance 
payment, in PHC 

Share of allocations for 
performance indicators, from 
the PHC budget 

% Sum of allocations for performance 
indicators in PHC / sum contracted in 
PHC x 100 

Annually CRPD 

Share of contracting on the 
basis of performance 
payment, in EHC 

Share of allocations for 
performance indicators, in 
EHC 

% Sum of allocations for performance 
indicators in EHC/ sum contracted in 
EHC x 100 

Annually CRPD 

Share of contracting on the 
basis of performance 
payment, in SOHC 

Share of allocations for 
performance indicators, in 
SOHC 

% Sum of allocations for performance 
indicators in SOHC / sum contracted in 
SOHC x 100 

Annually CRPD 

Case complexity indices 
(CCI) 

Number (without unit) that 
represents the resources 
necessary for the hospitals, in 
concordance with number and 
type of patients treated 

  Generated by the Information System Annually CRPD 

Increase in 
efficiency of the 

allocations for 

compensated 

medicines  

Relative share of allocations 
for compensated medicinal 
preparations, from the main 
fund of CNAM 

Relative share of allocations 
for compensated medicinal 
preparations, from the main 
fund of CNAM 

% Allocations for compensated medicinal 
preparations / volume of the main fund 
x 100 

Annually MS 

Relative share of expenses for 
medicinal preparations, in the 
total private expenses for 
health 

Share of expenses for 
medicinal preparations, in the 
total private expenses for 
health 

% Cash payments for medicinal 
preparations / total private expenses for 
health 
   

Annually MS 
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Number of sanctions applied 
for prescription and issuance 
of compensated medicinal 
preparations 

Number of sanctions applied 
to healthcare institutions and 
drugstores for prescription 
and issuance of compensated 
medicinal preparations 

no. Number of sanctions applied for 
prescription and issuance of 
compensated medicinal preparations 

Annually GDQAC 

Share of compensations for 
the medicinal preparations 

Share of compensations % Total compensated sum / total sum 
paid for medicinal preparations x 100 

Annually MS 

Assurance of 

MHIF sustainable 

development and 

growth in coverage 
of population with 

MHI  

MHIF relative share in GDP  MHIF relative share in GDP % MHIF expenses / GDP amount x 100 Annually EFD 

Growth of the MHIF MHIF growth, in comparison 
with the previous year 

% Volume of the current-year MHI funds 
/ volume of the previous-year MHI 
funds x 100 

Annually EFD 

Real growth of the MHIF Correlation of the inflation 
rate and MHIF growth with 
the previous year 

% Level of funds growth / inflation rate x 
100 

Annually EFD 

Growth in the 

number of insured 

persons in the 
target groups, in 

the MHI system 

Degree of coverage with MHI Share of insured people, in the 
total number of population 

% Number of insured people / total 
number of people x 100 

Annually EFD 

Number of people insured on 
the individual basis 

Number of people insured on 
the individual basis 

no. Relevant number of people insured on 
the individual basis 

Quarterly IS and E-TD 

Assurance of 

MHIF financial 

sustainability 

Share of public expenses for 
health, in the total expenses 
for health 

Share of public expenses for 
health, in the total expenses 
for health 

% Public expenses for health / total 
expenses for health x 100 

Annually EFD 

Amount of the percentage size 
of insurance contribution 

Amount of the percentage size 
of insurance contribution 

% Amount of the percentage size of 
insurance contribution 

Annually EFD 

Relative share of uninsured 
people with low incomes, 
who belong to the I

st
 quintile 

of income 

Relative share of uninsured 
people with low incomes, 
who belong to the I

st
 quintile 

of income 

% Number of uninsured people with low 
incomes, who belong to the I

st
 quintile 

of income / total number of uninsured 
people with low incomes, who belong 
to the I

st
 quintile of income, x 100 

Annually BRD, EFD 

Improvement of 

management 
quality and 

efficiency 

Quality of action plan 
fulfillment 

Share of successfully 
implemented actions 

% Successfully implemented actions / 
total actions x 100 

Quarterly SMHRD 

Share of administrative 
expenses 

Quality of action plan 
fulfillment 

% Volume of administrative expenses / 
MHIF volume x 100 

Annually EFD 

Improvement of 

organization’s 

activity, 

Share of positive mass-media 
messages about CNAM  

Share of administrative 
expenses 

% Positive mass-media assessments / all 
mass-media assessments, during a 
certain period x 100 

Quarterly ICMMSD 
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cooperation and 

communication 

Growth of “likes” in the 
social network services 

Likes of CNAM Facebook 
page and number of people, 
who saw any actions on 
CNAM Facebook page, 
inclusive of posts, posts of 
other people, advertisements 
on page liking, notes and 
visits 

no. Total number of Facebook page likes 
and total number of people, who saw 
the posts 

Quarterly ICMMSD 

Share of recommendations 
implemented after internal 
auditing missions 

Share of recommendations 
implemented from the Action 
Plan on implementation of 
recommendations carried out 
as a result of realized internal 
auditing 

% Number of recommendations 
implemented / total number of 
recommendations presented x 100 

Annually IAD 

Share of procedures that do 
not comply with described 
and approved ones 

Share of procedures that were 
assessed within the internal 
auditing tasks and that do not 
comply with described and 
approved procedure 

% Number of procedures that do not 
comply with described and approved 
ones / total number of procedures 
assessed within the auditing tasks 

Annually IAD 

Collaboration projects 
implemented with external 
stakeholders 

Number of projects 
implemented with external 
stakeholders 

no. Number of projects implemented  Annually IRD 

Level of satisfaction with 
activity of the subdivisions 
from CNAM central body and 
TA 

Personnel‟s opinion about 
activity organization, 
cooperation and 
communication within the 
subdivisions from CNAM 
central body and TA 
(questionnaire) 

% Personnel satisfied to a certain level / 
all respondents x100 

Annually SMHRD 

Development of the 

CNAM personnel’s 

competences  

Personnel‟s competence level  Personal and professional 
competence level of a group, 
according to the technique 
described 

score Personal and professional competence 
level of a group, according to the 
technique described 

Annually SMHRD 

Improvement and 

development of 

new IS 

Degree of satisfaction of 
CNAM units with information 
technologies support 

Personnel satisfaction with IS 
support, in order to respond  
to IS needs and problems 

score Share granted in accordance with 
satisfactions questionnaire (included in 
the principal satisfaction polling) 

Annually SMHRD 

 
 


