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INTRODUCTION 
 

NHIC was established by Government Decision no.950 of 07.09.2001 
„Establishing the National Health Insurance Company” for the purpose of 
implementing the Law no. 1585-XIII of 27.02.1998 „On Compulsory Health Care”. 

NHIC operates under the Statute, approved by Government Decision No. 156 of 
02.11.2002 „On approval of the Statute of the National Health Insurance Company”. 

Since 2004 the CHI system has been implemented in Moldova, allowing the 
health system to recover from the financial collapse by consolidating resources within 
healthcare institutions. Since then, CHI has become an indispensable financial 
instrument for the country’s health system sustainability. In this respect, development 
of the CHI system must be examined in the context of the reform of the entire health 
system. 

As an institution, the NHIC has passed through the first decade of development 
and achieved the main tasks of creating and managing the CHI system. Subsequently, 
the NHIC and the CHI system have to pass to the next level of development. Current 
initiatives need to be integrated and to support reforms in the health system of the 
Republic of Moldova. 

The NHIC Institutional Development Strategy for the years 2015-2019 
(hereinafter – the Strategy) is the main management and strategic planning document 
of the institution’s medium-term activity, establishing the NHIC’s development 
objectives as the manager of the CHI system, as well as the priority measures and 
actions. The provisions of the Strategy apply to all health system.  

The strategic document is based on the Government’s social and economic 
development policies in the context of compliance with EU standards and those that 
expose health sector needs. 

The initiatives set out in the Strategy are complex feasible actions to be taken in 
cooperation with public partners for the purpose of developing the healthcare system 
adjusted to the needs and expectations of society. The quality of inter-sectoral 
collaboration and the performance of each public partner are essential for the 
successful implementation of the Strategy.  

The actions set out in the Strategy are based on the provisions of the health 
sector policy documents and WHO recommendations that the Republic of Moldova is 
a party to. The following strategic health sector documents have been consulted: 

 Government Decision no.658 of 12.06.2007 „On the national program to 
promote a healthy lifestyle for 2007-201”; 

 Government Decision no.886 of 06.08.2007 „On approval of the National 
Health Policy”;  

 Government Decision No. 1471 of 24.12.2007 „On approval of the Strategy 
for Health System Development 2008-2017”;  
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 Government Decision nr.945 of 13.12.2011 „On approval of National 
Program for emergency health care development for 2011-2015”; 

 Government Decision nr.1032 of 20.12.2013 „On approval of the National 
Public Health Strategy for the years 2014-2020”;  

 Government Decision No. 122 of 12.02.2014 „On public services reform 
program for the years 2014-2016”. 
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1. BACKGROUND  
 

The implementation of the CHI resulted in an increased financial stability of the 
health system and improved the population's access to basic health services. A 
number of issues are dealt with through the current challenges in the CHI system in 
the context of limited financial resources, fueled by increasing population needs to 
access quality integrated healthcare services, enhanced by social and economic, 
technological, demographic and environmental development gaps.  

Coverage of the population with CHI 
Although the Law no.1585-XIII of 27.02.1998 „On compulsory health 

insurance” establishes the mandatory nature of insurance and by annual laws provides 
for 50% and 75% discounts on insurance premium paid for the CHI in fixed amount, 
the share of uninsured population remains to be significant. Around 20% of the 
population are not covered by the CHI system and do not benefit of all services and 
full financial protection in accessing health services. According to studies conducted 
by the National Bureau of Statistics, over 75% of the uninsured are people of 
working age (25-54 age groups). 

State contribution to CHI funds 
The government acts in the capacity of the insurer for 15 categories of people 

(children, students, pensioners, unemployed, disabled, etc.) who account for about 
56.6% of Moldova's population. At the same time, around a third of the uninsured are 
part of Ist quintile of income, i.e. the state subsidies are not strictly targeting the 
socially disadvantaged groups. 

Public spending for health  
After the implementation of the CHI, public health expenditures increased by 

about 5 times, from 1,105.2 mil. lei in 2003 to 5,226.9 mil. lei in 2013 and account 
for 13.5% of the total public budget expenditure of the Republic of Moldova. Public 
expenditure for health, as ratio to the GDP, has been decreasing in recent years, 
slightly exceeding 5%. CHI funds account for 80.9% of public expenditure for the 
health system.  

Health assessment indicators have not undergone essential improvements and 
achieving the Millennium Development Goals requires substantial efforts, 
particularly financial ones. Moldova must use the extremely limited public resources 
strategically to face the challenges arising in consequence of the presence of various 
diseases specific for both the poor countries and the developed ones. 

Direct and informal payments 
In the last decade the total health expenditure has considerably increased, the 

balance between public and private spending share has changed insignificantly, the 
state covering from 52% in 2003 to 55.6% in 2012. As a result, household spending 
in the health system continues to be at a high level, especially for medications and 
pharmaceuticals, which represent 72% of direct payments for health.  
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Informal payments are widespread in Moldova, even among the insured 
population. The share of informal payments out of direct payments amounted to 37% 
in 2010 for services provided in primary care and specialized outpatient care and 94% 
for hospital services. The informal payments disrepute the CHI system. 

The CHI system implemented on 1 January 2004 throughout the Republic of 
Moldova has so far passed through several stages of development. 

Since September of 2010, the NHIC decided to shift the emphasis toward 
beneficiaries of the CHI. The new development objectives of the CHI system were 
drawn, focusing on: satisfaction of insured persons, monitoring the quality of care, 
information of the population about the benefits of CHI, CHI coverage increase and 
transparency in the activity of NHIC and the contracted health service providers. 

The need for further development of the CHI system imposed developing a 
management and strategic planning document within the institution. Given the crucial 
role of the NHIC in financing the health system and the current and future challenges, 
development and implementation of the Strategy will strengthen the role of CHI as a 
financial instrument to promote policies to achieve development goals of the health 
care system in order to increase system client satisfaction level.  
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2. FRAMEWORK ANALYSIS 
 

This chapter outlines the trends of development in the areas of reference and 
expectations of NHIC partners, with potential impact for possible challenges of the 
institution. It also contains the possible risks and problems the NHIC will face in the 
coming years. 
 
2.1 Main trends of development in Moldova - PEST analysis (analysis 
of political, economic, social and technological factors)    
 

Political trends - the political situation in Moldova has been stable in the recent 
years. In order to ensure sustainable development of the political environment in the 
country, political parties and the president are demonstrating an enhanced 
collaboration. The general trend concerns the development of state policies for 
integration into the European Union. For the first time the Republic of Moldova has 
officially declared its will to join the European Union at the Summit in Vilnius in 
November 2013, where the Association Agreement with the European Union was 
initialed, and later in the summer of 2014 the Association Agreement with the 
European Union was signed in Brussels. Subsequently, on July 2, 2014, the 
Parliament of the Republic of Moldova ratified the agreement. 

The Government initiated the restructuring of ministries, agencies and other 
subordinated institutions to improve the efficiency of public services, optimize the 
functional activities and reduce administrative costs. During the next years 
Government spending will be subject to enhanced monitoring for most components, 
including those for health and compulsory health insurance. 

One of the priorities of Moldovan government is the technological 
modernization of governance (e-Transformation), one of the pillars of public service 
reform in Moldova. By widely applying information and communication 
technologies, the Government aims to improve the performances of authorities and 
the transparency of state institutions, to increase access to information and promote 
digitized services. e-Government is redefining how the state interacts with the 
community, bringing it closer to the citizen and involving it in governance. 

The overall objective of the reform is to provide quality, timely, accessible, 
transparent and cost-effective services to a large number of citizens. 

In the context of the above, NHIC and e-Government Center from Moldova 
have signed a cooperation agreement, with e-CNAM Electronic Services as the main 
subject. The electronic service e-CNAM is available 24/24 on the governmental 
portal www.servicii.gov.md and on the website www.cnam.md. This service will 
save the time for businesses and institutions responsible for enabling or disabling the 
status of the employees and the 15 categories of people insured by the Government. 
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The Government Action Plan for the years 2012-2015 sets the need to 
implement new economic and financial policies aimed at eliminating administrative 
constraints in the business environment, which will: 
 help create new jobs and will ensure increased coverage with CHI;  
 increase personal income, and the contributions to CHI respectively. 

Creating a favorable investment climate for conducting public-private 
partnership projects in order to develop a modern and cost-effective healthcare 
system is one of the priorities in health established in government policy documents. 
A number of government programs approved between 2010-2013 include several 
public-private partnership initiatives, related to infrastructure and provision of public 
health services, namely: radiology and diagnostic imaging services, oncology 
radiotherapy services and dialysis services. Developing the public-private partnership 
in the provision of health services will increase competition and the quality of 
services. 

The political decision to ensure access to basic health services to the entire 
population was materialized by amendments to the Single CHI Program in December 
2010, by which people not covered by the health care system would benefit of health 
services provided under pre-hospital emergency health care, primary health care and 
specialized inpatient and outpatient health care for some socially-conditioned 
decisions, with a major impact on public health. Thus, the CHI system of Moldova is 
gradually aligning to the best world practices related to universal health insurance 
coverage. 

This decision allowed applying the fundamental right of citizens to health care, 
while these changes have created dilemmas for different social groups on the need to 
obtain the quality of an insured person.  

Large discrepancies between rural and urban household incomes affect their 
ability to pay the health insurance premium and people's access to quality healthcare 
services.   

 
Economic trends - according to the forecasts by the Ministry of Economy, a 

slow and stable economic growth is expected in the coming years. The GDP in 
comparable prices will rise by 5%, in the same tempo with the consumer price index.  

 
Table no.1  

Macroeconomic Indicators Forecast for the years 2014-2017 
Indicators in comparable prices,  
compared to the previous years 

Unit 2014 2015 2016 2017 

GDP % 104.6 99.0 103.0 104.0 
Average monthly wage, nominal % 110.8 107.9 109.4 109.6 
Labor remuneration fund, nominal % 109.5 106.7 109.6 108.7 
Annual average consumer price index % 105.1 106.4 106.4 105.0 
Trade balance mil. USD -2,977.4 -2,400 -2,550 2,750 

Source: Ministry of Economy, 18.11.2013; 18.03.2015. 
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The increase in consumer price index implies higher prices on energy, supplies, 
maintenance services, healthcare payroll costs etc., with significant impact on health 
services costs. 

Fluctuation in foreign exchange rates increases uncertainty in the purchase of 
medicines and investments in medical technologies. The experts expect an overall 
increase in costs for health services, co-reported to health infrastructure optimization. 

The trend of decline in the share of government allocations to CHIF  (from 
66.7% in 2004 to 51.3% in 2013), increasing number of categories of persons insured 
by the government and maintaining the 7% level of the insurance premium from year 
2009 to 2013 may result in instability of long-term financing of health services and, 
hence, of the CHI system. The effective functioning of the CHI system is possible 
only if the CHI premium as percentage value is increased, as it will allow (maintain 
people's access to health services under the CHIS) avoid worsening the economic and 
financial condition of health care providers. 

In 2014 the CHI premium expressed as percentage value was increased to 8%. 
At the same time, the efficient operation of the CHI system will be possible if the 
CHI contribution expressed as percentage share is further increased, allowing 
avoiding worsening of the economic and financial situation of health care providers. 

Minimization of risks and the continued positive trends in the development of 
the health system require: 

- at least maintaining the existing share of 4.5% in the GDP for the CHIF; 
- increasing the insurance premium from 8 to 9 per cent. 
In the context of the above, increasing the CHI premium expressed as 

percentage share was included in the draft law on CHI funds for 2015 to 9%. 
However, the premium remains the lowest among the European countries. 
 

Social and demographic trends - during the recent years there has been a 
negative trend of migration of people from Moldova, in particular among young 
people and adults of working age. The individuals' decision is mainly influenced by 
the economic conditions and the need to provide the family with financial support. 
The health sector is no exception, with the same trend recorded among doctors and 
nurses. 

According to the National Bureau of Statistics, the ratio between young people 
(20-59 years) and older people (over 60 years) in Moldova has been decreasing. 
While in 2006 this ratio was 4.43, at the beginning of 2014 it decreased to 3.92. 
Ageing poses a significant burden on young people, who work to keep a constantly 
increasing number of the elderly. According to the National Bureau of Statistics, 
Moldovan youth (15-29 years) account for 25 percent of the resident population as of 
January 1, 2014. 

Population aging can reduce budgetary spending for education of young people, 
but also increases spending for health, social assistance and pensions. Access to 
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quality healthcare is a very important aspect if we want a productive population, 
useful for the country’s, though aging population. 

Statistics show that life expectancy in Moldova records a general upward trend, 
71.9 years in 2013, including in men - 68.1 years and women 75.6 years, and most 
likely will continue t increase in the future. 

This will lead to an increase in consumption of health services, while the 
contribution of the elderly to the CHI system will be in a steady decline. In 2014 a 
census was organized in Moldova, which will provide an outline of the real situation.  

 
Technological trends - the development of information technologies has a major 

impact on population’s behavior and development of health services. There is an 
obvious need for a single integrated health information system that will provide 
accurate data for various partners in the sector. Information technologies have a 
positive influence on the growth of accurate perception by the public of health topics 
and create a positive pressure on providers, in order to ensure transparency and 
accurate information about services. 

The need for new health technologies is obvious in the health sector of Moldova, 
which creates financial pressure on consumers and health care providers. The 
implementation of new technologies will have a critical effect on the quality and 
efficiency of services (reducing average length of stay in the hospital, new outpatient 
treatment opportunities, fewer complications in the treatment process, etc.). 
 
 
2.2 Reforms and Trends in the Health System in Moldova 
 

As implied by the policy documents, Moldova will undergo significant reforms 
in health, with a strong impact on the CHI system, where the role of the NHIC is 
particularly important. 

The reputation of the CHI system in Moldova has improved over the past years. 
Confidence in the services and the role of the NHIC indicates a positive trend, which 
must be maintained in order to increase the coverage with CHI. The goal of 
increasing the CHI coverage to 85% of the population over the next 5 years, 
compared to 82.1% in 2012 will be achieved provided that the principle of equality 
for participants in the CHI system is maintained. 

The data presented below show the resources of the health system and their use 
over the last 10 years. 
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Table no. 2 
Indicators 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 

Number of beds 
(abs.) 

23,113 22,961 22,471 21,892 21,798 21,938 22,021 22,031 22,162 20,760 

Beds per  
10,000 
inhabitants 

64.2 64.0 62.7 61.3 61.8 61.6 61.8 61.9 62.3 58.4 

The annual 
average 
duration of use 
of the bed 
(days) 

241 259 269 277 286 281 280 284 281 292 

Average length 
of stay (days) 

9.2 9.8 9.8 9.7 9.6 9.5 9.6 9.5 9.5 9.3 

The number of 
family doctors 
per  
10,000 
inhabitants 

5.8 5.8 5.7 5.7 5.5 5.4 5.3 5.3 5.2 5.0 

The number of 
visits to the 
family doctor 
for 1 person 

5.8 5.8 5.7 5.7 5.5 5.4 5.3 5.3 5.2 5.0 

The number of 
visits to a 
specialist per 1 
person  

3.1 3.2 3.3 3.4 3.5 3.4 3.6 3.6 3.7 3.6 

The number of 
emergency calls 
per 1000 
population 

215.8 254.6 266.2 281.4 282.7 301.9 282.7 279.5 271.1 270.9 

The number of 
doctors  

12,555 12,577 12,674 12,733 12,684 12,783 12,780 12,914 12,794 12,946 

Average 
number of 
health care staff  

26,022 27,966 29,971 27,667 27,378 27,449 27,519 27,448 27,407 26,781 

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

Despite alternative financing options, such as complementary private insurance, 
the CHI must and will remain the main instrument for financing the health system. 
Pressures on reducing direct payments, especially the informal ones, will yield 
positive effects for the next period of 5 years and the NHIC role in this process is 
crucial. 

Maintaining the equitable access of the population to health services will be a 
challenge for all actors in the health sector, in particular for the NHIC. Reducing 
infrastructure and potentially increased treatment costs should be offset by increasing 
the quality of services, eliminating the unnecessary use of services, protecting the 
rights of the patient during treatment and enhancing the achievement of contractual 
obligations by health care providers.  
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Modernization of hospital infrastructure will help streamline the inpatient 
services provided to beneficiaries of the CHI system. The number of acute hospital 
beds will decrease significantly, hospitals will be merged and the number of single 
profile hospitals will decrease. Average length of stay will be reduced, focusing on 
increasing service quality and providing advanced equipment in order to establish 
accurate diagnoses. The modernization of health equipment and increasing the wage 
of health service providers is inevitable, and it will increase the cost of services. 
Management of hospitals as economic units requires considerable improvement. 

The importance of primary health care - as "keeper" in the system and avoiding 
unnecessary hospitalizations will increase. Actions are taken for "decentralization" 
through direct contracting, which will provide autonomy and hence development of 
health centers in order to improve population access to health services. Introduction 
of performance based funding mechanisms will require greater responsibility of 
family doctors for rendered services. Also, primary health care will be of particular 
importance in providing prevention and health promotion services, positively 
influencing population health. As a result, there will be fewer visits to specialists, by 
directing people to family physicians. 

While inpatient treatment will become more efficient, there will be a need for 
rehabilitation, long-term care and outpatient care. Currently, these services are 
underdeveloped and must be planned carefully and covered with relevant funding 
instruments. 

In order to increase cost-efficiency of the health system funds, a new funding 
mechanism is implemented in the inpatient care based on homogeneous diagnostic 
groups - DRG (CASE-MIX), which provides for funding of inpatient health care 
service providers depending on the complexity of the treated case. The DRG payment 
system has been expanded throughout the country since 2013 and the NHIC became 
the institution empowered for the management of this payment mechanism. 

Since 2014 the system of free choice of rayon hospitals by patient has been 
implemented in 9 health zones. Thus, the patient is free to choose the hospital for 
scheduled admission and has the possibility to choose the optimal variant of 
hospitalization.  

Data from national and international organizations reports denotes the fact that 
informal payments are widespread in Moldova and even show a slight increase. The 
existence of informal payments in the health system becomes even more absurd since 
a good part of citizens are insured under compulsory health insurance system that 
provides guaranteed access to health services and primary and pre-hospital 
emergency health care is given free to all persons, regardless of the status of insured / 
uninsured. The problem of inpatient services and payment for medications in the 
hospital is particularly alarming. 
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Table no. 3. 
Monthly direct expenditure per capita per type of assistance 

(lei) 
 

 
Total expenditure, including: 

Official payments Informal payments 
2008 2009 2010 2008 2009 2010 2008 2009 2010 

Primary health 
care and 
specialized care  

7.06 4.77 6.28 4.93 3.79 4.36 2.13 0.98 1.92 

Dental care 6.9 14.7 4.7 6.25 14.66 4.65 0.63 0.00 0.01 
Inpatient health 
care 

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 Siskin and Matthew Jowett - "An analysis of health financing reforms in Moldova." 
 

The quality of health services requires capital investments in material and 
technical basis and skills to use state-of-the-art technology. By creating the fund for 
development and modernization of public healthcare providers, the NHIC gives 
public institutions an extra chance to improve both the material and technical base 
and to apply in practice the modern medical standards, adapted to the European level. 
This activity of the NHIC is a short term solution and a platform for developing the 
capacity of founders of health care facilities to perform the sector investment 
management.  

For the contracting process to become pro-active, modernization of  contracting 
procedures and mechanisms must continue at all levels of healthcare through: greater 
focus on quality and results of IMS work, transparent reporting and evaluation of 
services provided, protection of the rights of insured people and clarity of 
responsibilities. 
 
2.3 NHIC Beneficiaries and Partners and their Expectations  
 

NHIC interacts with several partner groups, with which it has points of 
convergence and divergence concerning the institution's activity segments and the 
CHI system. The relationship between the insured individuals, the health service 
provider and the insurer requires balancing the expectations and needs.  

This chapter describes the expectations and needs of partners. 
Insured persons need a guarantee of their possibility to use the health insurance 

when the insured risk occurs and during the whole period of accessing health 
services, guaranteeing the right to be treated and serviced correctly in the health 
system and the right to free choice of the service provider, knowledge of rights and 
benefits of the CHI system, of the volume of services and subsidized drugs included 
in the Single program from safe sources, adapted to the consumer’s level of 
perception. 
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At the same time, insured persons have expectations from health care providers 
related to: facilitation of the access to primary health care, outpatient specialized care, 
advanced care and removal of bureaucratic barriers and unofficial payments.  

Uninsured persons are expecting more conditions for an easier enrolment in the 
CHI system: increasing the deadline for payment of the insurance premium, removal 
of fines and penalties for late payment of contributions, payment in arrears. At the 
same time, people agree with keeping the discounts on payment of compulsory health 
insurance premiums. Regarding the information, they have the same expectations as 
the insured persons.  

In the CHI system, the uninsured persons receive a package of prime importance 
services, using the advantage of guaranteed comfort and fail to recognize the need to 
fully fit into the system.  

The reluctance to state institutions also applies to the CHI system and 
degenerates into mass prejudices, according to which, for accessing a quality service, 
transactions of informal payments are agreed, even by the holders of compulsory 
health insurance policies. 

Health care providers are awaiting a sustainable, flexible contracting process 
and compensation for the services rendered based on a contract. Some providers 
would accept the challenge of increased competition, while most of them would 
avoid this. 

The Ministry of Health and the Government rely on: efficient management of 
the CHI system and increased confidence in the CHI system, compliance with policy 
provisions and the legal framework of the health system and, respectively, support for 
the implementation of health system reforms, monitoring and effective control of 
healthcare and use of funds, increased transparency, including through timely and 
high quality reporting on the use of funds. 
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3. INTERNAL NHIC ORGANIZATIONAL AND MANAGEMENT 
ANALYSIS - McKinsey's 7S  
 

Strategy – the NHIC has a strategic development document, approved by the 
Board decision of 30.12.2013. Annual operational planning with the basic objectives 
and core activities approved at the NHIC management level is developed in line with 
strategic themes. The objectives and activities planned for 2014 were performed in 
80%, the main reason being the low accountability of the heads of divisions and 
reduced collaboration between divisions. 

Systems – insufficient systemic institutional approach analytically reasoned by 
intersectoral dimensions to ensure efficient operational management. Planning and 
reporting must be supported by monitoring and evaluation capacities to ensure 
transparency in management and proper performance of the institution. 

To increase the level of institutional approach and redistribution of relevant 
responsibilities of the bureaucratic routine of top management, logistic support 
systems must be developed for the management of information flow, information and 
communication technologies and human resources competitiveness. The basic and 
support processes of the NHIC were identified, described, agreed and implemented, 
which facilitated ensuring consistent quality and results of services in territorial units. 

Structure – the NHIC is composed of central and territorial units. The activity 
of the central units is overloaded with operational tasks that are irrelevant to the 
status of the NHIC and requires decentralization in order to strengthen the functions 
of planning, monitoring, evaluation and internal audit.  The territorial structural units 
responsible for providing technical services in the insurance system require a unified 
methodological support developed by the central units to support the routine 
operations. Coordination of activities between the units is underdeveloped and makes 
the reassessment of responsibilities and organization of the inter-structural activity 
indispensable.  

Style – there is a vertical management within the NHIC and a quite authoritarian 
management style, with elements of liberalism. The initiative of structural units’ 
managers in solving the existing problems is insufficient. There is a continuous 
rivalry and poor cooperation between the heads of structural units. The team spirit is 
not developed enough, and the horizontal cooperation is limited.  

Staff – on 26 December 2013 the new structure of NHIC and the list of regional 
agencies were approved.  

Therefore, the upper limit of the central apparatus of the NHIC is 115 staff 
members, except technical and security staff, and territorial agencies are seven in 
number, with 155 units of administrative personnel. 

Following the approval of the new structure of NHIC, its staff was uniformly 
distributed and regulations of the structures of the central office of the NHIC and the 
statutes of territorial agencies and job descriptions were approved. 
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Skills - NHIC has poor analysis and evaluation, and human resources 
management skills. Staff skills related to knowledge of international languages are 
limited. The staff development and training system does not meet the needs.  

Shared values - the institutional strategy establishes the shared values of NHIC 
staff, which must be strengthened through an efficient management of internal 
communication. 
 



18 
 

4. SWOT ANALYSIS  
 

SWOT analysis integrates the above and provides a summary of management, 
based on the data identified by other methods. The result of SWOT analysis is 
focusing on rather than just listing opportunities and external risks, but also the 
internal strengths and weaknesses. 
 
Strengths: Weaknesses: 
 An institution with a history of 13 
years and growing reputation in the 
health system; 
 Organizational structure revised in 
line with strategic goals; 
 The staff have specific knowledge and 
experience in the CHI; 
 Focus on development and 
performance; 
 Staff motivation based on individual 
skills and collective performance skills; 
 Internships abroad to gain new 
experiences. 
 
 

 Low capacities for implementation of 
the Strategy; 
 Poor management system; 
 Unclear division of functions 
between units in the new structure; 
 Poor analysis capacity; 
 Poor coordination of process 
management; 
 Uncompetitive salaries; 
 Poor team work and insufficient 
cooperation between staff and divisions;
 Poor management of skills at the 
level of the executive staff; 
 Poor working conditions; 
 Insufficient transparency of actions 
and results; 
 Poor information support and lack of 
data required for the management of 
basic processes. 

Opportunities: Risks: 
 Ratification of the EU Association 
Agreement; 
 Joining the international CHI network;
 Development of Information System 
for PHC; 
 New targets for the government on 
modernization of the health system 
(quality of health care, access to health 
services, protection of the rights of 
insured persons) 
 Cooperation with international 
organizations and NHIC staff skills 

 The worsening demographic trends, 
emigration from the country of people 
of working age, the increasing number 
of older persons etc.; 
 Shortage of health professionals; 
 Economic instability and risks for the 
country's CHI sustainable development. 
High rate of unemployment and 
poverty; 
 Low level of growth of the CHIF for 
the health system's sustainability and 
systemic reforms; 
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development; 
 Changing behavioral attitudes to 
health value from the population to 
promote healthy lifestyles and prevent 
diseases; 
 Increasing competition in the health 
care market, creating value of quality 
and efficiency in service delivery. 

 Low level of legal culture; 
 Prejudicial attitude and low 
confidence of the population and the 
media for the CHI system. 
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5. STRATEGIC THEMES 
 

Based on internal and external analysis of NHIC, four strategic themes are 
defined for the next five years: 
 

1. ensuring protection of the rights of the insured persons, 
2. ensuring access and improving quality of health care; 
3. ensuring sustainable development of the CHIF and increasing population 

coverage with the CHI; 
4. NHIC - an efficient institution.  

 
 

6. VISION, MISSION, VALUES 
 

Vision: 
The country's population has confidence in the quality of public services 

rendered by employees of NHIC, who ensure financial protection and equitable 
access to quality health services. The NHIC is a key -institution in promoting and 
implementing reforms in the health system in Moldova. The CHI is the main source 
of financing for the health system. 

 
Mission: 
Providing financial security and protection of the insured persons to access to 

quality health services. 
 
Values: 
 ethics and professional integrity - we implement our duties with 

responsibility, efficiency, fairness and diligence; 
 cooperation - we create an environment full of trust in internal collaboration 

and cooperation with partners; 
 responsiveness - we are open and react promptly to the needs of CHI system 

beneficiaries; 
 development - we are creative and oriented towards the continuous 

development of organizational skills and services rendered to promote and implement 
health reforms.  
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7. STRATEGIC GOALS, INDICATORS AND ACTIONS 
 

The strategy is developed through strategic mapping. The strategic map is a 
vision over the four strategic themes listed in the previous chapter, providing 
visualization of the cause - effect relations between goals. The NHIC strategic map 
for the next 5 years is shown in Annex 1. 

Each strategic map goal relies on a set of indicators. The indicators have a 
benchmark, in most cases using the values of 2014 as a reference, while in some 
cases the level recorded in 2012 and 2012 is used. The target level is set for each 
indicator for every year by and including the year 2019. The set of indicators is 
shown in Annex no. 2.  

The sources of information for the indicators are: National Bureau of Statistics, 
National Center for Health Management, World Health Organization, World Bank, 
International Monetary Fund, studies, reports on the health system and other relevant 
sources. 

 
The overall strategic goal of NHIC is “Increasing satisfaction of the insured 

persons with the CHI". The goal is assessed and planned as follows: 
Indicators Reference 2015 2016 2017 2018 2019 

Satisfaction of insured persons with 
the quality of health services 

To be identified      

Satisfaction of the insured people 
with the access to health services 

To be identified     
 

 
To measure these indicators, the following action is planned: 

No. Actions Deadline 
Responsible 

unit 

1. 

Conducting a survey on the level of expectations and impact 
as a result of actions aimed at improving CHI client 
satisfaction (access, quality of health services, services 
provided by NHIC and informal payments) 

 
December 

2015 
 

RBD 

 
Management of the following strategic themes will allow the NHIC to achieve 

its mission, goals and objectives. 
 
7.1. Strategic Theme: Ensuring protection of the rights of insured 
persons  
 

Strategic goal: Improving support to CHIS client in exercising his/her rights 
is assessed and planned as follows: 

Indicators Reference 2015 2016 2017 2018 2019 
CHIS clients’ complaints examined 
by NHIC  

470 700 800 800 750 750 
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They following general objectives and targets to ensure protection of the rights 
of insured persons have been identified. 

 
Objective 1: Improving NHIC services for beneficiaries is assessed and 

planned as follows: 
Indicators Reference 2015 2016 2017 2018 2019 

CHIS beneficiaries' satisfaction with 
the services provided by NHIC  

To be 
identified 

     

The average time for resolving 
complaints received from CHIS 
beneficiaries 

8 days 10 10 10 10 10 

The share of people insured through 
electronic channels of all insured 
persons 

32% 40% 70% 75% 80% 85% 

 
The following actions are planned to be implemented in order to achieve this 

objective: 

No. Actions Deadline 
Responsible 

unit 

1. 
Developing relationships with beneficiaries and increasing 
the level of services provided in the TA  

December 
2016 

RBD 

2. 
Conducting a survey on the level of CHIS beneficiaries’ 
satisfaction with the services provided by NHIC 

Annually RBD 

3. 
Drafting and implementing the procedure for registration 
with the family doctor 

December 
2016 

RBD 

4. 
Developing and implementing a management IS for relations 
with CHIS beneficiaries  

December 
2018 

RBD 

5. 
Developing and implementing electronic channels for 
providing services to CHIS beneficiaries (applications, 
certificates, lists etc.) 

December 
2018 

RBD 

6. Excluding insurance policies on paper  January 2017 RBD 

7. 
Introducing the Institute of Mediation in settlement of 
disputed initiated by the insured persons  

December 
2018 

LD 

 
Objective 2: Reducing direct payments is assessed and planned as follows:  

Indicators Reference 2015 2016 2017 2018 2019 
Share of complaints filed with the 
NHIC on direct payments of the 
total number of complaints (both 
written and verbal complaints) 

To be 
identified 

     

Share of persons who had to fulfill 
some imposed conditions in order 
to receive health care services  

To be 
identified 
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Achieving this objective requires complex activities; the document only 
provides for NHIC activities, i.e. they must be considered part of a joint effort 
coordinated among various partners. The following actions are planned: 

No. Actions Deadline 
Responsible 

unit 

1. 
Conducting communication campaigns about the rights and 
obligations of CHIS beneficiaries and reducing out-of-
pocket payments 

Annually IMCS and SP 

2. 
Drafting a detailed report on direct payments in 
collaboration with stakeholders 

December 
2016 

RBD 

3. Developing a strategic concept for reducing direct payments July 2017 RBD 

4. 
Amending legal provisions so as to reduce direct payments 
in the  compulsory health insurance system 

December 
2017 

RBD 

 
 
7.2. Strategic Theme: Ensuring access to and improving the quality of 
health care services 
 

Strategic goal: Ensuring access to and improving the quality of health care 
services is assessed and planned as follows: 

Indicators Reference 2015 2016 2017 2018 2019
The average length of waiting 
time to see a family doctor  

To be 
identified 

     

The average length of waiting 
time to see a cardiologist under 
outpatient conditions 

To be 
identified 

 

The average length of waiting 
time for hip endoprosthesis 

1 year 10 
months 

1 year 8 
months 

1 year 6 
months 

1 year 
3 

months 

1 year  

The average length of waiting 
time for surgical treatment of 
cataract 

3 3 2.5 2.5 2.5  

The share of health facilities 
that exceed the quality 
assessment level* 

      

Share of one day surgery out of 
the total number of surgeries 

8.2%      

Hospitalizations per 1000 
people 

17.5 17 16.5 16 16  

No. of family doctors with 
which over 2,000 persons are 
registered 

To be 
identified 

     

No. of outpatient visits per 1000 
persons 

To be 
identified 

     

* The indicator is used for monitoring purposes only 
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Objective 1: Improving quality of health services is assessed and planned as 
follows:  

Indicators Reference 2015 2016 2017 2018 2019 
Number of external health audits 

0 6 6 5 5 5 

Share of assessed institutions out 
of the total no. of contracted 
institutions (HCF/Pharmacies) 

50.1/8.4 51.8/8.2 52.9/8 53.7/8.1 54.5/8 55/8 

Share of sanctioned HCF out of 
the total number of HCF subject 
to control* 

78 70 65 62 60 60 

Share of amounts withheld 
following non-validation of 
health services and 
decommissioning of funds in the 
contracted amount* 

0.31 0.35 0.4 0.42 0.42 0.42 

* The indicators are used for monitoring purposes only 
 

The following actions are planned to be implemented in order to achieve this 
objective: 

No. Actions Deadline 
Responsible 

unit 

1. 
Organizing the first external audit of health services February 

2016 
GDQAC 

2. 
Changing the regulatory framework governing the liability 
for the decommissioning of CHIF  

March 2015 LD 

3. 
Conducting information campaigns focused on issues related 
to the quality of health care and the results of checks March 2015 IMCS and SP 

4. 
Developing and implementing the DRG coding audit 
methodology 

December 
2015 

GDQAC 

5. 
Implementing the Regulation for control of services funded 
and contracted from the PMF May 2015 PD 

6. 
Improving monitoring, control and compliance of contractual 
PMF services 

Annually PD 

7. 
Promoting healthy lifestyles through transparent wide-range 
campaigns for different categories of the population with 
messages appropriate for related risks 

December 
2015 

PD 

8. 
Organizing screening for different population categories 
depending on morbidity trends and risks 

August 
2015 

PD 

9. 
Analysis of the use of funds for the purchase of high-
performance services   

July 
2016 

GDQAC 
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Objective 2: Improving contracting and payment methods is assessed and 
planned as follows: 

Indicators 2014 2015 2016 2017 2018 2019 
The share of HCF own tariff used for 
contracting compared to the national 
one  

75% 50% 25% 0 0 0 

Share of performance based payment 
contracting in the PHC 

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

Share of performance based payment 
contracting in the EHC  

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

Share of performance based payment 
contracting in the SOHC 

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

Case complexity index (ICM, 
CASE-MIX) 

1.11 1.12 1.12 1.12 1.12 1.12 

Share of scheduled hospital 
admissions out of the total number of 
admissions 

To be 
identified 

     

 
The following actions are planned to be implemented in order to achieve this 

objective: 

No. Actions Deadline 
Responsibl

e unit 

1. 
Reviewing performance-based incentive program in the 
primary health care (PHC) 

July 2015 DCRP 

2. 
Introducing performance-based incentives to improve the 
efficiency and quality of inpatient health care (IHC) July 2016 DCRP 

3. Amending the framework contract with the HCF July 2016 DCRP 

4. 
Developing and piloting the health services needs analysis and 
planning system  

November 
2018 

AHEU 

5. 
Developing and piloting the costing methodology based on 
DRG 

December 
2016 

AHEU 

6. 
Developing the contracting function and increasing the quality 
of relationships with providers in TA 

December 
2015 

DCRP 

7. 
Developing the concept of the information system for the 
recording of files held in health care facilities participating in 
the CHI 

May 2015 DCRP 

8. 
Improving the mechanism of contracting outpatient health care 
providers 

July 2015 DCRP 

9. 
Developing requirements for the development of Information 
System on the records of advanced health services 

December 
2015 

DCRP 

10. 
Improving payment methods and criteria for contracting health 
care providers 

August 
2015 

DCRP 

11. 
Developing the concept of screening of diseases with major 
social impact at national level and establishing its funding 
sources 

August 
2015 

GDQAC 

12. Developing criteria for evaluation and contracting of service May 2015 PD 
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providers in PMF  

13. 
Approving the Regulations on the organization and monitoring 
of other prevention activities and disease risk prevention 
funded under the PMF projects 

May 2015 PD 

14. 
Improving the methods of contracting from the PMF by 
contracting projects with tangible impact on health 

Annually PD 

 
Objective 3: Streamlining allocations for subsidized medications is assessed 

and planned as follows: 
Indicators 2014 2015 2016 2017 2018 2019 

Share of allocations for 
medications subsidized from the 
basic NHIC fund 

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

The share of expenditure for 
medications out of the total private 
health expenditure 68% 67% 66% 65% 65% 65% 

The number of sanctions imposed 
for illegal prescribing and issuing 
of subsidized medications* 

23 25 25 25 24 24 

Average share of subsidies for 
medications 

71.5% 72% 73% 74% 75% 75% 

* The indicator is used for monitoring purposes only 
 

The following actions are planned to be implemented in order to achieve this 
objective: 

No. Actions Deadline 
Responsibl

e unit 

1. 
Analyzing the situation and identifying measures for 
improvement and development of subsidized medications  

December 
2015 

MU 

2. 
Introducing administrative sanctions for prescribing and 
issuing subsidized medications contrary to law 

September 
2015 

LD 

3. Developing the concept of e-prescription 
December 

2015 
MU 

4. Launching electronic prescription 
December 

2018 
IS and eTD 

5. 
Reviewing the criteria for inclusion of medications in the 
list of subsidized medications 

December 
2015 

MU 

6. 
Developing tools for rational use of medications in the 
outpatient segment through the WHO /INRUD study 

December 
2016 

 
MU 
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7.3. Strategic Theme: Ensuring sustainable development of CHIF and 
increasing the population coverage with CHI  
 

Strategic goal: Ensuring sustainable development of CHIF and increasing 
the population coverage with CHI is assessed and planned as follows: 

Indicators Reference 2015* 2016 * 2017 2018 2019 
CHIF share in the GDP, % 4.5% 4.4% 4.3% 4.3% 4.3% 4.3% 
Increasing the CHIF + 11.7% + 6.5% + 8.1% + 8.1% + 8.1% + 8.1%
Real growth of the CHIF  + 7.0% + 1.2% + 2.3% + 2.3% + 2.3% + 2.3% 
*As of 30.12.2013 

 
Objective 1: Increasing the number of insured people by target groups in 

the CHI system is assessed and planned as follows: 
Indicators Reference 2015 2016 2017 2018 2019 

CHI coverage level 83.5% 84% 84.5% 85% 85% 85% 
No. of individually insured 
persons 

52,000 54,000 56,000 58,000 60,000 60,000 

 
The following actions are planned to be implemented in order to achieve this 

objective: 

No. Actions Deadline 
Responsibl

e unit 

1. 
Reviewing the mechanism of individual insurance December 

2016 
RBD 

2. 

Developing the compulsory health insurance premium payment 
mechanism for cases when a person exists a category of persons 
covered by the compulsory health insurance system and enters 
another category during the year  

December 
2016 

RBD 

3. 
Conducting annual information campaigns aimed at attracting 
people who buy insurance and people not covered by the CHI 
system 

March 2015 IMCS and SP

4. 
Reviewing the sanctions for not fulfilling the obligations 
towards the CHI system 

September 
2015 

LD 

5. 
Reviewing the mandatory health insurance system December 

2016 
RBD 

 
Objective 2: Ensuring financial sustainability of the CHIF is assessed and 

planned as follows: 
Indicators Reference 2015 2016 2017 2018 2019 

Share of public health 
expenditure in total health 
spending  

57% 60% 62% 64% 64% 
 

64% 

The size of the insurance 
premium expressed as 

8% 8% 8% 9% 9% 9% 
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percentage value* 

The share of low-income 
uninsured persons in I quintile of 
income 

34% 33% 33% 33% 33% 33% 

*will be calculated annually in the process of drafting the law of MTBF and the law on CHIF 
 

The following actions are planned to be implemented in order to achieve this 
objective: 

No. Actions Deadline 
Responsibl

e unit 

1. 
Reviewing the method for calculating the amount of transfers 
from the national public budget for the categories of 
individuals insured by the Government 

February 
2016 

EFD 

2. 
Improving the mechanism for applying the principle of 
solidarity in collecting revenues into the CHIF from premiums 
paid by uninsured and self-employed individuals 

December 
2017 

EFD 

3. 
Reviewing the population categories eligible to be insured by 
the Government to ensure subsidization by the state of the 
socially-disadvantaged persons only  

December 
2017 

EFD/RBD 

4. 
Reviewing sources of income from which the compulsory 
health insurance premium is calculated 

December 
2016 

EFD 

5. 
Developing a mechanism for submitting regress actions in 
order to recover the costs from the CHIF 

December 
2017 

LD 

6. 

Reviewing the directions for use of CHI funds: 
- prevention fund 
- development fund 
- reserve fund 

December 
2015 

EFD 
PD 

IMD 
AHEU  

 
 
7.4. Strategic Theme: NHIC - an efficient institution  
 

Proper functioning of the CHI system and the successful implementation of 
reforms requires investments and development of human, financial and technical 
resources. Also, systematic efforts are needed to improve the entire institutional 
context and prepare for implementation of complex actions.   

 
Strategic goal: Improving the quality and efficiency of management is 

assessed and planned as follows: 
Indicators Reference 2015 2016 2017 2018 2019 

Share of administrative expenditure  1.4% 1.4% 1.4% 1.4% 1.4% 1.4%
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Objective 1: Improving work organization, cooperation and communication 
is assessed and planned as follows: 

Indicators Reference 2015 2016 2017 2018 2019 
Share of positive media 
releases about NHIC  

90% 90% 90% 90% 90% 90% 

Increased no. of “likes” on 
social networks 

1500 1700 1900 2100 2300 2500 

Share of recommendations 
implemented after internal 
audit missions 

82% 85% 85% 90% 95% 95% 

Share of processes comply 
with those described and 
approved 

40 % 30 % 20 % 20 % 10 % 
 

10 % 

Ongoing projects 
implemented in 
collaboration with external 
partners 

2     

 

Level of satisfaction with 
the activity of the central 
office of the NHIC and of 
TA 

77.7% 78% 78% 80% 81%   82% 

 
The following actions are planned to be implemented in order to achieve this 

objective: 

No. Actions Deadline Responsible 
unit 

1. 
Improving external communication channels, including the 
website of NHIC  

December 
2015 

IMCS and SP 
IS and eTD 

2. 
Planning and monitoring the actions of NHIC 
Communication Strategy 

December 
2015 

IMCS and SP 

3. 
Creating and implementing the internal communication 
network 

July 2016 
IMCS and SP 
IS and eTD 

4.  
Developing the financial management and control system 
within the NHIC   

February 
2016 

SMHRD 

 
Objective 2: Aligning the NHIC structure to provisions of the Strategy. To 

achieve this objective, the following actions are planned:  

No. Actions Deadline 
Responsible 

unit 

1. 
Assessing the powers and tasks of the structural units of 
NHIC and strengthening the structure of the NHIC 

December 
2018 

SMHRD 

2. Reviewing the system and operational procedures  
December 

2016 
SMHRD 

3. Providing technological information support June 2016 IS and eTD 
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Objective 3: Development of the skills of NHIC staff is assessed and planned 
as follows: 

Indicators Reference 2015 2016 2017 2018 2019 
Level of management 
staff competence 

3.0 3.5 3.8 4.0 4.0 4.0 

 
The following actions are planned to be implemented in order to achieve this 

objective: 

No. Actions Deadline Responsible 
unit 

1. 
Strengthening the skills management system (individual and 
collective) 

March 
2015 

 SMHRD 

2. 
Developing the system of executive staff competence 
management: description and evaluation of the skills of 
specialists in relations with beneficiaries 

October 
2016 

 SMHRD 

3. Optimizing human resources management system 
December 

2019 
SMHRD 

4. 
Strengthening cooperation of NHIC with international 
counterparts and aligning the CHI system with international 
best practices  

December 
2018 

IRS 

 
Objective 4: Improving and developing new SI is assessed and planned as 

follows: 
Indicators Reference 2015 2016 2017 2018 2019

Degree of satisfaction of NHIC 
structures with the technological 
information support 

49% 50% 55% 65% 75% 85% 

 
The following actions are planned to be implemented in order to achieve this 

objective: 

No. Actions Deadline Responsible 
unit 

1. 
Review of Agreement with the e-Government Center (EGC) on 
provision of shared government technology platform (M-Cloud)

March 2015 IS and eTD 

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

December 
2015 

IS and eTD 

3. 
Extending the functionality of the corporate site of the NHIC by 
creating the technological platform of TA websites sub-
domains 

July 2015 IS and eTD 

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

March 2016 IS and eTD 

5. 
Modernization of the automated information system 
"Compulsory Health Insurance" 

December 
2018 

IS and eTD 

6. 
Reengineering the information system “Payment for health 
services" 

December 
2019 

IS and eTD 
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Objective 5: Improving data quality and analysis, strengthening the 
strategic and operational planning. The following actions are planned to be 
implemented in order to achieve this objective: 

No. Actions Deadline Responsible 
unit 

1. 
Optimizing the reporting, analysis and monitoring of the 
operational plan and Strategy execution   

December 
2015 

SMHRD 

2. 
Developing and implementing the IS “NHIC internal 
management control system"  

June 2015 IS and eTD 

3. 
Improving the capacity for planning and executing priority 
measures to achieve strategic and operational goals within 
financial limits 

December 
2015 

EFD 
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8. KEY FACTORS TO ENSURE STRATEGY IMPLEMENTATION   
 

Data on international practice reflects the fact that most institutions fail to 
implement the institutional strategy. The main reasons are poor management of the 
Strategy and insufficient institutional capacity for implementation and enforcement, 
rather that development of ineffective strategies. The following are key factors 
mandatory to follow to succeed in implementing the Strategy:  
 

 Leadership in implementing the strategy - requires strong commitment of top 
management to manage the implementation of the Strategy. The strategy must 
be managed by a manager with authority to promote collective cohesion in 
integral coordination of strategic actions;  

 Knowledge of the Strategy by the NHIC employees and the internal 
commitment of employees in carrying out joint activities requires 
development of a well-managed internal communication, enabling each 
employee to realize the potential of professional skills through personal 
contribution in achieving goals, initiatives and indicators. Workshops, 
awareness raising meetings will be held. It is essential to introduce a system of 
information management for strategy implementation; 

 Introducing salary schemes depending on the result in order to increase 
motivation and strengthen the personal bond between employees and Strategy; 

 Institutional capacity building is essential to strengthen structural divisions of 
the NHIC, systems and processes, management, and all employees to improve 
institutional, team and individual performance; 

 A budget linked to the needs of the Strategy implies a successful 
implementation of complex strategic initiatives and institutional capacity 
development of the NHIC for the coming years only if an adequate budget is 
provided; 

 Cooperation with partners, governmental and nongovernmental, institutions, 
international organizations involves obtaining openness to cooperation of 
partners within and outside the system and has a leading role in achieving the 
objectives.  A special role shall be played by coordinating relations with the 
health institutions that develop and regulate policies in the field and those 
contracting health and pharmaceutical services; 

 The quality of reporting and planning involves reflecting the activities 
exposed based on the set of indicators, which will allow dynamic assessment 
of the objectives and achieving the strategic goal.  The Strategy assessment 
activity will have to be regular, take place throughout the implementation 
period and will include developing annual progress report and the final 
assessment report based on monitoring indicators, identifying errors, any 
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corrections of content and form in the actions planned to be submitted to the 
NHIC Board for information and approval; 

 Transparency of institutional activity implies permanently informing the 
public about the processes and results of the activities included in the Strategy 
and implementing the feed-back system.  

 
 
 
 
 
 
 
 
 
 



Annex no.1 
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         Annex no.2 
Set of indicators 

Goal Measure Definition Unit Formula Frequency 
Responsible 

unit 

Increasing 
satisfaction of the 
insured persons 

with the CHI  

Satisfaction of insured 
persons with the quality of 
health services  

Opinion of the insured 
persons about the quality of 
health services (surveys, 
questionnaires) 

% 

Share / percentage of the insured 
individuals who are satisfied with the 
quality of health services / all 
respondents x 100 

Annually RBD 

Satisfaction of the insured 
people with the access to 
health services 

Opinion of the insured 
persons about the 
level/degree of access to  
health services (surveys, 
questionnaires) 

% 

Share / percentage of insured people 
who are satisfied with the level / 
degree of access to health services / all 
respondents x 100 

Annually RBD 

Improving 
support to CHIS 

client in exercising 
his/her rights  

CHIS clients’ complaints 
examined by NHIC  

Number of complaints filed 
with the NHIC  

no. 

 

Number of complaints files within a 
particular period of time 

Annually SMHRD 

Improving NHIC 
services for 

beneficiaries  

NHIS beneficiaries' 
satisfaction with the services 
provided by NHIC  

The level of client 
satisfaction with the services 
provided by NHIC (surveys, 
questionnaires) 

% 

The share of people satisfied with the 
services provided by NHIC/ all 
respondents x 100 Annually RBD 

The average time for 
resolving complaints 
received from CHIS 
beneficiaries 

Average time between the 
day the complaints is 
received and the day the 
reply is sent 

days 
Total no. of days for reply / number of 
petitions solved 

Quarterly 

RBD 
The share of people insured 
through electronic channels 
of all insured persons 

The share of people insured 
through electronic channels 
of all insured persons 

% 
No of persons insured through 
electronic channels/total no. of people 
insured throughout the year 

Annually 

Reducing direct 
payments  

Share of complaints received 
by the NHIC concerning 
direct payments out of all 
complaints received (written 
and verbal complaints)  

Share of complaints received 
by the NHIC concerning the 
direct payments out of total 
number of complaints 

% 

Number of complaints received by the 
NHIC concerning the direct 
payments/total number of complaints 
received by NHIC 

Quarterly EFD 

Share of persons who had to 
fulfill some imposed 
conditions in order to receive 
health care services 

Share of persons who had to 
fulfill some imposed 
conditions in order to receive 
health care services 

% 

Share of persons who had to fulfill 
some imposed conditions in order to 
receive health care services/number of 
complaints filed by CHIS 

Quarterly RBD 
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beneficiaries reviewed by NHIC 

Ensuring access to 
and improving the 
quality of health 

care services  

The average length of 
waiting time to see a family 
doctor  

Waiting time between 
registration and accessing 
health services provided by 
the family doctor 

days 
Waiting time between registration and 
accessing health services provided by 
the family doctor 

Annually DCRP 

The average length of 
waiting time to see a 
cardiologist under outpatient 
conditions 

The average waiting time 
between registration and visit 
to cardiologist 

days 
Waiting time from registration to 
access to health services provided by 
cardiologist 

Annually DCRP 

The average length of 
waiting time for hip 
endoprosthesis 

The average waiting time 
from registration to accessing 
hip endoprosthesis 

month 
Waiting time from registration to 
accessing services for hip 
endoprosthesis 

Annually DCRP 

The average length of 
waiting time for surgical 
treatment of cataract 

The average waiting time 
from registration to the 
surgical treatment of cataract 

month 
Waiting time from registration to the 
surgical treatment of cataract 

Annually DCRP 

The share of health facilities 
that exceed the quality 
assessment level 

The share of health facilities 
that exceed the quality 
assessment level 

% 
Contracted health facilities exceeding 
the quality level / all contracted health 
facilities x 100  

Annually DCRP 

Share of one day surgery out 
of the total number of 
surgeries 

Share of cases treated by one 
day surgery out of the total 
number of surgeries 

% 
Number of cases treated by one day 
surgery/total number of surgeries x 
100 

Annually DCRP 

Hospitalizations per 1000 
people 

Frequency of inpatient 
admissions for 1,000 people 

no. 
No. of patients admitted to hospitals x 
1,000 / average population number 

Annually DCRP 

No. of family doctors with 
which over 2,000 persons are 
registered 

Population access to family 
doctor services 

no. 

Number of persons registered with 
family doctors in RM / Number of 
family doctors in Rm. Then select the 
number of family doctors where more 
than 2,000 patients are registered 

Annually, 
when 

incurred 

DCRP, 
responsible 

for preparing 
the report IS 

and eTD 

No. of outpatient visits per 
1000 persons 

Accessibility of services 
rendered by specialist 
doctors for insured persons 

no. 
Number of visits outpatient visits by 
insured persons / Number of insured 
persons registered in the RM x 1000  

Annually DCRP 

 
 

Improving quality 
of health services 

control 

Number of external health 
audits 

Number of external health 
audits commissioned by 
NHIC  

no. Number of external audits performed   Annually GDQAC 

Share of assessed institutions 
out of the total no. of 
contracted institutions 

Share of assessed institutions 
out of the total no. of 
contracted institutions 

% 
Number of non-validated cases 
following the evaluation and control 
procedure/ Total no. of validated cases 

Quarterly GDQAC 
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(HCF/Pharmacies) (HCF/Pharmacies) x100 

Share of sanctioned HCF out 
of the total number of HCF 
subject to control 

Share of HCF sanctioned 
following the controls out of 
the total number of HCF 
subject to control 

% 
Number of sanctioned HCF/number of 
HCF where the control was conducted   

Annually GDQAC 

Share of amounts withheld 
following non-validation of 
health services and 
decommissioning of funds in 
the contracted amount 

Share of NHIF funds used by 
HCF contrary to the contract 
terms and provisions set out 
in legislative and regulatory 
documents of the total 
contracted funds  

% 

Amount retained as a result non-
validation of health services and 
disused funds/ contracted amount 
x100  

Annually GDQAC 

Improving 
contracting and 

payment methods  

The share of HCF own tariff 
used for contracting 
compared to the national one 

Adjusting the HCF tariffs to 
the national tariff 

% 
% own rates for the previous year+% 
national rates 

Annually DCRP 

Share of performance based 
payment contracting in the 
PHC 

Share of allocations for 
performance budget out of 
the total budget of PHC 

% 

The amount of allocations for 
performance indicators in the 
PHC/amount contracted in the PMH x 
100 

Annually DCRP 

Share of performance based 
payment contracting in the 
EHC  

Share of allocations for 
performance indicators in 
PHC 

% 
Amount of allocations for 
performance indicators in 
EHC/amount contracted in EHC x 100 

Annually DCRP 

Share of performance based 
payment contracting in the 
SOHC 

Share of allocations for 
performance indicators in 
SOHC  

% 

Amount of allocations for 
performance indicators in 
SOHC/amount contracted in SOHC 
x100 

Annually DCRP 

Case complexity index (ICM, 
CASE-MIX) 

Number (without unit) 
expressing resources required 
for hospitals according to the 
number and type of treated 
patients 

 Generated by the information system Annually 

DCRP 

Share of scheduled hospital 
admissions out of the total 
number of admissions 

Share of scheduled hospital 
admissions out of the total 
number of admissions 
 

% 
Number of scheduled admissions/total 
number of admissions x 100 

Annually 

Streamlining 
allocations for 

subsidized 

Share of allocations for 
medications subsidized from 
the basic NHIC fund 

Share of allocations for 
medications subsidized from 
the basic NHIC fund 

% 
Allocation for subsidized medications 
/ base fund x 100 

Annually MU 
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medications 
The share of expenditure for 
medications out of the total 
private health expenditure 

Share of expenditure on 
medications out of the total 
private health spending 

% 
Cash payments for medications/total 
private health spending 
   

Annually MU 

Number of sanctions 
imposed for illegal 
prescribing and issuing of 
subsidized medications 

Number of sanctions 
imposed on health facilities 
and drug stores for illegal 
prescribing and issuing of 
subsidized medications 

no. 
Number of sanctions imposed for 
illegal prescribing and issuing of 
subsidized medications 

Annually GDQAC 

Average share of subsidies 
for medications 

Average share of 
compensation  

% 
Total subsidized amount/total amount 
paid for medications 

Annually MU 

Ensuring 
sustainable 

development of 
CHIF and 

increasing the 
population 

coverage with 
CHI  

CHIF share in the GDP  CHIF share in the GDP % NHIF spending/share in GDP x 100 Annually EFD 

Increasing the CHIF 
CHIF increase compared to 
the previous year 

% 
CHI funds for the current year/CHI 
funds for the previous year x 100 

Annually EFD 

Real growth of the CHIF  

The correlation between 
inflation and CHIF growth 
compared to the previous 
year 

% Funds growth/inflation level x 100 Annually EFD 

Increasing the 
number of insured 

people by target 
groups in the CHI 

system  

CHI coverage level 
Share of insured population 
out of the total population 

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

Annually EFD 

Number of people insured 
individually 

Number of insured persons 
individually 

no. 
Current number of persons insured 
individually 

Quarterly IS and eTD 

Ensuring financial 
sustainability of 

the CHIF  

Share of public health 
expenditure in total health 
spending  

Share of public health 
expenditure in total health 
spending 

% 
Public expenditure on health / total 
health expenditure x 100 

Annually EFD 

Size of the insurance 
premium expressed as a 
percentage value 

Size of the insurance 
premium expressed as a 
percentage value  

% 
Size of the insurance premium 
expressed as a percentage value  

Annually EFD 

The share of low-income 
uninsured persons in I 
quintile of income 

The share of low-income 
uninsured persons in I 
quintile of income  

% 

The number of low-income uninsured 
people in the Ist quintile of income / 
total number of people in the Ist low-
income quintile x 100 

Annually 
RBD 
EFD 

Improving the 
quality and 
efficiency of 
management  

Share of management 
expenses 

Share of management 
expenses 

% 
Share of management expenses/CHIF 
x 100 

Annually EFD 

 
 

Share of positive media 
releases about NHIC  

Positive and negative media 
coverage of the NHIC in a 

% 
Positive media coverage/all media 
coverage in a particular period of time 

Quarterly IMCS and SP 
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Improving work 
organization, 

cooperation and 
communication 

particular period of time  

Increased no. of “likes” on 
social networks 

Likes on NHIC  Facebook 
page and the number of 
people who viewed any 
activities on the Facebook 
page of NHIC, including 
posts, posts made by other 
persons, invitations to like 
the mage, tags and visits 

no. 
Total number of likes on the facebook 
page and total number of people who 
have seen the information placed  

Quarterly IMCS and SP 

Share of recommendations 
implemented after internal 
audit missions 

Share of implemented 
recommendations from the 
Action Plan on 
implementation of 
recommendations made by 
internal audit  

% 
Number of implemented 
recommendations/total no. of 
recommendations x 100 

Annually IAS 

Share of processes comply 
with those described and 
approved 

Share of processes assessed 
during the internal audit 
missions that fail to comply 
with those described and 
approved 

% 

Number of processes failing to 
comply with those described and 
approved /total no. of processes 
assessed during the audit missions  

Annually IAS 

Ongoing projects 
implemented in collaboration 
with external partners 

Number of projects 
implemented with foreign 
partners 

no. Number of implemented projects  Annually IRS 

Level of satisfaction with the 
activity of the central office 
of the NHIC and of TA 

Staff opinion about the 
organization of work, 
cooperation and 
communication within the 
central office of NHIC and 
the TA (questionnaires) 

% 
Personal pleased to a certain level / all 
respondents x100 

Annually SMHRD 

Development of 
the skills of NHIC 

staff  

Level of management staff 
competence 

Level of personal and 
professional competence of 
the management staff 

score 

The level of personal and professional 
competence of management staff, 
according to the Instruction on the 
assessment of the professional skills 
of managers of NHIC internal 
divisions 

Annually SMHRD 

Improving and 
developing new IS  

Degree of satisfaction of 
NHIC structures with the 
technological information 
support 

Personnel satisfaction with 
the IS support meeting the 
needs and problems of the IS 

score 
Share according to satisfaction 
questionnaire (included in the main 
satisfaction survey) 

Annually SMHRD 

 


