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Foreword 

The Health Care Systems in Transition (HiT) profiles are country-based documents that provide 
an analytical description of the health care system and of any reform programmes under 
development. HiTs form the basis of the information system on health care systems and reforms 
at the World Health Organization Regional Office for Europe (WHO/Europe). 
 
The aim of the HiT initiative is to provide relevant comparative information to support the 
development of health care systems and reforms in countries in the European Region of WHO. 
This initiative has four main objectives: 
 
• to learn about different approaches to financing, organization and delivery of health care 

services in the European Region of WHO;  
• to describe the process and content of health care reform programmes and to monitor their 

implementation; 
• to highlight common challenges and areas that require more in-depth analysis and which 

could benefit in particular from cooperation and exchange of experiences between 
countries; 

• to provide a tool for dissemination and exchange of information on health care systems and 
reform strategies between different countries in the WHO European Region. 

 
The HiT profiles are produced by country experts in collaboration with staff in WHO/Europe’s 
Health Systems Analysis programme. In order to maximize comparability between countries, a 
standard template and a questionnaire have been developed. These provide detailed guidelines 
and specific questions, definitions and examples to assist in the process of developing the HiT 
profile. Quantitative data on health services are based on the WHO/Europe health for all 
database, OECD health data and World Bank data. 
 
Compiling the HiT profiles poses a number of methodological problems. In many countries, there 
is relatively little information available on health care systems and the impact of health reforms. 
Most of the information in the HiTs is based on material submitted by individual experts in the 
respective countries. As a result, some statements and judgements may be coloured by personal 
interpretation. In addition, the wide diversity of systems in the WHO European Region means 
that there are inevitably large differences in understanding and terminology. As far as possible, 
these have been addressed by the development of a set of definitions, but some differences may 
remain. These caveats are not limited to the HiT profiles, however, but apply to most attempts 
to study health care systems. 
 
The HiT profiles are a source of descriptive, up-to-date and comparative information on health care 
systems, which should enable policy-makers to identify key experiences relevant to their own 
national situation. They constitute a comprehensive source of information which can form the 
basis for more in-depth comparative analysis of reforms. The current series of HiT profiles covers 
over half of the countries in the European Region. This is an ongoing initiative with plans to 
extend coverage to all countries in the Region, to update the material at regular intervals and to 
monitor reforms over the longer term. 
 
 
 

World Health Organization 
Regional Office for Europe 

Department of Health Policy and Services 
Health Systems Unit 
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Introduction and 
historical background 

Introductory overview 

The Republic of Moldova is a densely populated but mainly rural republic, largely made up of 
fertile agricultural land. It lies between Romania and the Ukraine and the capital city is 
Chisinau. The population in 1994 was 4.35 million, of whom approximately 64.5% were 
Moldovians, 13.8% Ukrainians, 13% Russians, 3.5% Gagauzi and 2% Bulgarians. Ukrainians 
and Russians are the majority in the territory which lies between the river Dniester and the 
Ukrainian border. In 1993 about 50% of the population lived in urban areas, making the 
Republic of Moldova one of the less urbanized countries of the European Region. The official 
language is Moldovan, but members of the ethnic minorities commonly speak Russian. 
 
From the end of the First World War until 1940, Moldova was part of Romania. It was one of 
the republics of the USSR from 1940 until August 1992 when it declared its independence, 
joining the Commonwealth of Independent States (CIS) in December of the same year. There 
have been significant challenges associated with the transition in status including breakdown in 
trade, inflation and ethnic tensions. Since 1990 the economy has shrunk each year and per capita 
gross domestic product (GDP) is now, in 1996, less than half what it was then.  
 
In a similar way to the other newly independent states of the former USSR, health status has 
declined. The Republic of Moldova in particular suffers from high age-standardized mortality 
rates for all ages. In 1994, life expectancy at birth was 62.6 years for men, which is comparable 
to other newly independent states and 69.7 years for women, which is one of the lowest in the 
European Region. The infant mortality rate in the same year was 22.9 per 1000 live births, 
which is well above the average for central and eastern Europe. Maternal mortality and 
mortality related to digestive and cerebrovascular diseases were also high. While the social 
security system is well developed, the economic crisis and rising levels of unemployment have 
placed demands on the system which it is unable to meet. 
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Fig. 1. Map of the Republic of Moldova1   

Source: Central Intelligence Agency, The World Factbook, 1997.   

                                                   
1 The maps presented in this document do not imply the expression of any opinion whatsoever on the part of the Secretariat of the 
World Health Organization concerning the legal status of any country, territory, city or area or of its authorities or concerning the 
delimitations of its frontiers or boundaries. 
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Historical background 

In the Republic of Moldova the health care system has evolved through a number of distinct 
phases. These have informed the current reform process. Until the eighteenth century there were 
no formal health care institutions as such and no structured provision of health assistance or 
health services. By the early nineteenth century an increasing number of hospitals began to 
open, largely based in the capital Chisinau or in major municipal centres. This focus on 
secondary or in-patient care has continued to dominate the Moldovan system up until the most 
recent reforms. 

The nineteenth and early twentieth centuries 
In 1832, a special Constitutional Law was adopted which instituted hygiene and sanitary 
services to prevent smallpox and other contagious diseases. This early concern for public health 
was followed by further development and expansion during the Zemstvo period. Health care 
delivery became more systematic and public health was extended into rural areas. This was 
particularly marked in the territory of Bessarabia, which is a substantial part of the territory of 
the present day republic. 
 
The years of the Zemstvo-supervised health care system focused increasing attention on 
practitioner-led services and the particular health care issues affecting their client groups. 
Progressive practitioners investigated rural public health issues and developed new forms of 
health care delivery. However, the prerequisites for sustainable development were lacking and 
advances were at best patchy. Despite these shortcomings the role of Zemstvo-led health care in 
Bessarabia was significant in extending the number and scope of both medical centres and 
physicians operating within the territory. By 1914 there were 83 sectors with practising 
physicians, 40 feldscher stations and 115 hospital institutions. Staffing levels for that year are 
not available but in 1912, with a similar level of institutional development, there were 
84 doctors and 262 feldschers. This compares with only 31 feldscher stations and 3 Zemstvo 
hospitals staffed by a total of 13 physicians and 40 feldschers in 1870. 

First World War and post-war period 
The gains made in the early twentieth century were, to a marked extent, overturned by the First 
World War. There was a decline in the activity of the newly established institutions and many 
were subsequently closed. Private health care provision became increasingly dominant and the 
progressive momentum of the Zemstvo period was dissipated. The focus on the control of 
infectious diseases inspired by the concern for public health did continue to exert an influence, 
however, in the guise of a number of remarkable individuals working in the field of contagious 
diseases. 
 
The post-war period (1918–1940) saw the unification of Bessarabia with Romania and was 
influential both culturally and in terms of the territorial organization of health care delivery. 
Health services relied heavily on formal out-of-pocket payments and but at the same time a 
rudimentary Bismarckian insurance scheme emerged which divided health care delivery into a 
three-tier system related to ability to pay.  
 
This period was also one of economic deprivation and resource scarcity. Only 3.8% of the 
Romanian health care budget was allocated to the Bessarabian population. These difficult 
socioeconomic circumstances limited the possibilities of health assistance and may also have 
had a negative impact on the health of the population. At the time there were significant 
increases in the level of infectious diseases such as bacterial dysentery, scarlet fever, malaria, 
etc. Nevertheless, the number of health institutions and in particular, the level of medical 
staffing grew. By 1940, there were 446 health institutions, 1055 physicians and 2400 nurses and 
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midwives. The war, however, was devastating and destroyed about 82% of all health care 
institutions.  

Soviet Socialist Republic of Moldova (SSRM) 
From the inception of the SSRM in 1940, some steps were taken to control communicable 
diseases and prevent epidemics. However, the main health care reforms took place only after the 
Second World War. These sought both to alleviate the consequences of the war and to facilitate 
delivery of health care to the population as a whole.  
 
The Soviet health care system was based on the following principles: 

• state ownership and management 
• health care free at the point of use 
• link between science and practice 
• extension of preventive activities. 
 
Between 1951 and 1957 hospitals were united with polyclinics. This delivered out-patient 
services to the community while extending the dominance of the hospital sector over primary 
health care. From 1956 to 1957 there was a partial reorganization of rural health care. The 
capacity of local hospitals was increased and infant milk provision was organized. There were 
some efforts to develop field health care services and to organize republic, municipal and rural 
health care institutions. 
 
From 1960, public health disciplines played an increasing role in planning and targeting health 
services. Investigations into health status and health needs were performed in order to evaluate 
the public health potential and establish the health assistance requirements of the rural 
population. This led to the clear statement of principles of health care delivery to rural areas and 
a commitment to improve access to and quality of services for the rural population. This was to 
be effected through the establishment of four special categories of clinics and health units. 
 
The SSRM period saw an overall expansion both in the funding and provision of health care. 
Between 1950 and 1960, the number of beds grew from 27 to 44 per 10 000 inhabitants. Capital 
investment in the construction of health care institutions increased from 3.5 million rubles (in 
1955) to 40 million rubles (in 1978). This focus on the provision of bed numbers persisted 
throughout the Soviet period. The capacity of municipal health care institutions increased from 
189 beds (in 1970) to 415 beds (in 1994); and regional hospitals from 110 beds (1970) to 
457 beds (in 1994). Indeed, all indices determining hospital service and staff provision to the 
population increased between 1950 and 1994 (Table 1). 

Table 1. Development of the health care system in the Republic of Moldova, 1950–1994  

Basic indicators 1950 1960 1970 1978 1994 
State expenditure on the health care system and 
physical education million (rubles/leu) 

21.2 50.9 114.2 172.0 315.0 

Expenditure per capita (rubles/leu) 9.1 16.9 31.8 43.8 70.0 

Number of out-patient health care institutions 376.0 405.0 428.0 515.0 559.0 

Number of hospitals 236.0 343.0 364.0 339.0 305.0 

Hospital beds per 10 000 population 45.1 72.3 99.1 116.6 116.0 

Physicians per 10 000 population 10.3 14.3 20.5 29.3 37.9 

Nurses and midwives per 10 000 population 32.6 54.0 77.3 89.5 104.0 
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Post-Soviet health services 
As soon as the Republic of Moldova declared independence from the former USSR in 1992, 
new socioeconomic conditions were created which threatened health status. However, 
significant steps were also taken to allow for the reform of the health care system. 
Implementation of reform was to be facilitated by the introduction of new health legislation.  

This envisaged: 

• introduction of health insurance 

• private sector development 

• prioritization of primary health care and organization of a general practitioner/family 
physician-led service 

• enhanced family planning services 

• reorganization of health service administration and financing 

• improvement of medical education. 

The Moldovan system is thus empowered to undertake extensive and far-reaching reforms when 
economic circumstances permit. Given prevailing conditions, there has been a conscious 
targeting of effort. The main priorities are currently to maintain the health care system at an 
appropriate level: to enhance health care delivery and to improve the health status of the 
population. The reform processes and pilot projects are intended to support these priorities. 
 
 
 





 

Organizational structure 
and management 

Organizational structure of the health care system 

The organizational structure of the health care system is regulated by the Law of Health Care, 
which was adopted by the Parliament of the Republic of Moldova in 1995. The fundamental, 
legally defined goal of health care is health protection and promotion. All related 
responsibilities are assigned to the local and central administrative bodies, directors and 
managers of enterprises and organizations and to citizens. 

Fig. 2. Organizational chart of health care system 

 
Parliament

District/municipal
government Ministry of Health Other ministries

Republic hospitals

Polyclinics

District hospitals

Polyclinics

 Hospitals
(other ministries)

Polyclinics

Specialized institutesHealth centres Health centresPrivate consultants
Private pharmacies  

The role of the Ministry of Health 
The Parliament, the Presidency and the Government of the Republic of Moldova, as the 
sovereign powers of state, officially determine health policy and the broad parameters of 
interministerial coordination in the field of health services. In addition, a parliamentary 
Committee on Health Issues is active within parliament, lobbying for and monitoring health 
reforms. There are Counsellors on health issues within both the Presidency and Government. 
The effective management of the health care system also requires the collaboration of the 
Ministries of Finance, Economy, Justice, Labour and Social Protection, and the cooperation of 
the Departments of the Environment, Statistics, Trade Unions, etc. However, it is the Ministry 
of Health which formulates policy and takes a lead on health care issues. The Ministry’s overall 
mission may, therefore, be defined as: 
 

The promotion of governmental policy of qualified health care delivery to the population 
under newly created conditions of sovereignty of the Republic and its transition to market 
economy. 

 
The Ministry of Health acts as the party effectively responsible for the provision of health 
services to the population of the Republic of Moldova despite the fact that it is not primarily 
involved in the delivery of health care at a district or municipal level and does not disburse the 
majority of health service funding. It is responsible for the funding and, ultimately, the 
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management of certain ‘republic-wide’ services (screening for hepatitis, HIV etc.) and for 
republic institutions (specialist centres including cardiology, oncology and research institutes). 
Out-patient health care in the Republic of Moldova is delivered through over 1000 basic health 
posts staffed by nurses; 189 small health centres, with 3–4 doctors and occasionally a few beds; 
and polyclinics offering 18–21 specialties. In-patient facilities include 44 district or municipal 
hospitals and a number of republic hospitals. In addition, there are a small number of hospitals 
and polyclinics belonging to other ministries. 
 
In the main, funding is delivered either through the Ministry of Health or through local 
government structures (district/municipal) while accountability is chiefly to the Ministry of 
Health. The hospitals and polyclinics reporting to other ministries are the exception in that their 
funds come direct from the relevant ministry and not from the health budget, although the 
Ministry of Health remains responsible for monitoring standards of care, etc. The Ministry of 
Health also has (in conjunction with the Ministry of Education) responsibility for overseeing the 
education, training and development of medical and nursing staff and for ensuring the 
maintenance of service standards throughout the health system. 
 
In addition, the various departments or units of the Ministry take on specific roles which support 
the overall work of the health service. These functions include economic planning and 
forecasting, workforce planning, the collection and analysis of statistical and epidemiological 
data and the monitoring and licensing of pharmaceuticals and medical equipment. The Ministry 
of Health draws on these to fulfil its responsibility in drafting health policy (Table 2). 

Table 2. Functions and responsibilities within the Ministry of Health, 1996 

Function Department/unit 

Definition of the health needs of the population and priority 
setting for health protection 

Department of Health Services and Health Care 
Reform, National Centre of Hygiene and Epidemiology 

Organization of treatment, preventive medicine and 
pharmaceutical assistance to the population and state 
hygiene supervision 

Department of Health Services and Health Care 
Reform, National Centre of Hygiene and Epidemiology 

Development of principles for resource utilization for health Department of Health Services and Health Care 
Reform, Department of Budget and Finance 

Collation of scientific information, development of scientific 
research in the health care field and transfer of technico-
scientific achievements and advanced experience into 
practice 

All departments of the Ministry of Health 

Medical education, continuing education, development of 
health personnel, elaboration of remuneration and social 
insurance systems for field staff under market conditions 

Department of Manpower and Human Resources, 
Social Development and Foreign Relations 

Accreditation of health care and prophylactic units and 
field educational institutions 

Department of Manpower and Human Resources, 
Social Development and Foreign Relations 

Elaboration of standards and recommendations for health 
care delivery, tariffs for health services and supervision of 
their observance 

Department of Budget and Finance, Department of 
Health Services and Health Care Reform 

Provision of health and labour management expertise Department of Health Services and Health Care 
Reform 

 
The Ministry is also the key motor for reform, formulating and developing strategies for 
coherent health services development. This role is particularly significant given the relative 
demoralization of doctors and the weakness of their professional bodies vis-à-vis planning and 
decision-making. The Department of Health Services and Health Care Reform of the Ministry 
of Health is responsible for the responses of the health system to the changing economic 
environment.  
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Other ministries with health service responsibilities 
Prior to the establishment of the independent Moldovan Republic, disparate ministries offered 
health care services in parallel to mainstream state provision. During the negotiations on the 
legislation to govern the reform process it was agreed to retain the separate health services 
offered by these ministries, structured as the following health departments: 

• health care service of Ministry of transport (railway transport and civil aviation) 

• health care service of the Ministry of Internal Affairs 

• health care service of the Ministry of Defence 

• health care service of the Security Committee 

• health care service of the Trade Unions Association 

• treatment and hygiene service of the Government (State Chancellery). 

The bulk of this provision consists of general hospitals, supported by polyclinics, located in the 
capital that cater for the broad needs of the various client groups. These hospitals tend to have 
close links to the various republic level institutions located in the capital and are often 
dependent on them for tertiary care. There are also a number of primary health care posts (in 
particular those of the Transport Ministry) which serve as a first port of call for employees of 
the relevant sector. 
 
All these services duplicate those offered by the Ministry of Health. However, under existing 
legislation the separation of health service delivery persists. The Ministry of Health does not 
fund other ministries’ institutions, rather the Ministry of Finance makes direct payments from 
general taxation to the ministries concerned in order to allow them to fund hospital and staffing 
costs (at similar levels to those within the core health system). While initial accountability is to 
the sponsoring ministry, the Ministry of Health again retains responsibility for monitoring 
standards, the initial training of doctors and nurses and the supervision of junior medical staff. 
 
In addition to those ministries which provide health care directly there are significant areas of 
overlap in terms of a wider responsibility for health. The Ministry of Education is involved in 
the provision of undergraduate medical education while the Labour, Housing and Social 
Ministries and their policy decisions clearly impact on health services. It is the Ministry of 
Health which takes the lead in the coordination of government activity with a health dimension. 

District and municipal governments 
There are 40 districts and 4 municipalities (Chisinau, Balti, Tighina and Tigaspol) each of 
which is responsible for tax collection within their boundaries. With the increasing autonomy of 
hospital directors the influence of government bodies has declined. However, any additional call 
for funds, whether for staff, pharmaceuticals or equipment, must be addressed to the relevant 
tier of local government and a degree of accountability is expected. Reporting on policy matters 
is nonetheless primarily to the Ministry of Health, which retains ultimate responsibility for 
standards and policy matters in district hospitals despite their initial accountability to district or 
municipal governments. It is anticipated that the role of local government will expand over the 
coming years. 

Insurance organizations 
The role of insurance organizations is still in its infancy. There are four joint venture insurance 
firms2 that have been established on a pilot basis but as yet they have very little input into the 
planning or organization of health care. The state holds 49% of shares while 51% are privately 
owned but management is the exclusive preserve of the insurance company.  

                                                   
2 Donduseni, Anenii-Noi, Soldanesti and the Central District of Chisnau. 
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Of the four, only the fund in the capital, Chisinau, is actually functioning and it is primarily a 
means for employers to secure better access to health care for their own employees. While 
insurance funds are technically empowered to negotiate quasicontracts with hospitals and might, 
in the long term, be expected to determine the nature and cost of the care offered, the Ministry 
of Health and hospital directors retain the decisive role. The Ministry of Health continues to set 
prices centrally and as yet insurance funds do not appear to have an impact on the planning and 
structuring of health care delivery. 

Voluntary bodies 
There is very little tradition for a structured voluntary sector of user groups in the Republic of 
Moldova and not-for-profit/voluntary bodies are of minimal significance at the present time. 
However, the emergence of user groups is being encouraged by the Ministry of Health. Groups 
for transplant patients and those undergoing dialysis have been set up and currently offer 
support to members and lobby for additional resources. They are not, however, in a position to 
deliver either care or support services on a formal basis. 
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Nature of providers and interrelationship with third-party payers 
The providers are by and large in the public sector with the exception of 260 medical practices 
which have been licensed for (largely diagnostic) private work and 410 pharmacies sold to their 
managers under privatization. Currently, each district or municipality (with the exception of the 
capital) tends to be served by a single public hospital, with associated polyclinics and health 
posts. Hospital directors typically exert enormous influence over the direction of health care 
delivery within their hospital and in the primary health care units linked to it. The reform 
process has placed a greater onus on them to manage the financial resources of their institution 
and allows them the possibility of generating income and retaining it at hospital level to be 
disposed of in line with priorities established locally. 
 
The relationship between local government and hospitals is still strongly influenced by 
historical precedent. The Ministry sets overall policy objectives and monitors standards while 
the role of local government is primarily a funding source rather than an active partner in 
determining hospital policy. 
 
New legislation, however, has empowered local government bodies to draw up contracts 
specifying the nature and quality of services to be provided, thus allowing for a more active role 
for local third-party payers. To date there is little evidence that such contracts are much used 
and, while there are plans to extend contracting/commissioning, this is seen primarily as a 
means to define service standards and secure the quality of health care. It is not the intention of 
the reform process for local purchasing to significantly redefine the role of hospitals (providers) 
or to force them to compete with other health care institutions. Certainly, there is no suggestion 
that contractual arrangements with external providers be allowed to undermine the position of 
local institutions. Contracts then will be confined to create a greater degree of local 
accountability for standards while functions such as price-setting will be retained by the 
Ministry of Health. 

Recent changes 
The Soviet system was widely held to be overly centralized, bureaucratic and inflexible. While a 
comprehensive package of services was guaranteed it was felt that local management had little 
if any opportunity to innovate and adapt to local circumstances. Hospital directors were bound 
by central decision-making and national resource constraints. There was little, if any, incentive 
to enhance efficiency or the range and quality of clinical interventions. 
 
There have been some departures from the norms of the Soviet period, most strikingly in the 
thinking on local autonomy and the desirability of devolving authority to institutions; in funding 
sources and the role of insurance schemes; and in the private sector. In terms of practice, 
however, the achievements of the reformers have been restricted by the acute resource 
constraints. 
 
There have, though, been structural changes intended to facilitate greater flexibility and allow 
decentralization of power which in turn will pave the way for the implementation of the reforms 
in the long term (Table 3).  
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Table 3. Reforms in structure associated with the Ministry of Health 

Personnel changes within the Ministry of Health 

Consolidation of Deputy Minister posts (reduced from 5 to 2) 

New units created within the Ministry of Health 
The Health Care Reform Unit 

The Unit of Practical Application of Pharmaceuticals and Health Care Equipment 

The Unit of Foreign Relations (within the Human Resources Department) 

New initiatives beyond the Ministry of Health 
The “Moldovafarm” Association was reorganized into a joint stock venture 

Creation of the Research and Production Pharmaceutical Centre 

Creation of the Research Centre of Public Health Care, Economy, Management and Reforms (underway). 

Creation of the National Hygiene and Epidemiology Centre (reducing the Department of Hygiene and 
Epidemiology within the Ministry of Health). 

 
The Ministry of Health and its associated structures have been streamlined with key areas of 
activity assigned to distinct units either within or beyond the Ministry. This ensures clarity of 
focus on the core mission of the various units and allows for greater autonomy from central 
structures (national research centres) or the possibility of changes in ownership, i.e. 
Moldovafarm.  
 
The above changes notwithstanding, the structure of the health system is broadly in line with the 
previous organization of health care. However the first steps have been taken towards 
establishing a more appropriate and responsive structure for the management of national health 
services. The Ministry of Health appears set to retain its strategic role but will look increasingly 
to a devolution of management functions. 
 
Future developments are intended to build on this new openness and to allow increasing roles 
for insurance companies and possibly local purchasers in the form of local government and 
enterprises. 
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Planning, regulation and management 

The Moldovan system remains integrated to a large extent despite the reforms of the health 
sector. While hospitals now have the legal right to exercise greater autonomy, the vast majority 
of provider units are wholly owned by the third-party payers, i.e. the State3. The contractual 
dimension is beginning to emerge in relations between local government and, more 
significantly, between some enterprises and local hospitals or polyclinics, but again this is in its 
rudimentary stages and has little impact on planning regulation or management. The private 
sector is clearly different but appears at this stage to be largely unplanned and to consist of 
opportunistic undertakings without contractual relationships with insurers and subject to the 
Ministry for regulation. 

Planning 
Planning remains the preserve of the Ministry of Health. However the ability to plan services in 
the face of extreme resource constraints is extremely limited and the focus of attention is on the 
preservation of such services as may be consistently offered and the attempt to pay for the staff 
employed.  
 
The Ministry of Health ensures that the collection and analysis of epidemiological and 
demographic data continues and works with the National Hygiene and Epidemiology Centre to 
collate information on the health status and needs of the Moldovan population. While the 
Ministry can identify health priorities, it cannot ensure the ability of the system to respond to the 
health needs deemed most pressing. Problems stem not just from the shortage of resources but 
also from the historical burden on the health system of existing provision, custom and practice. 
 
Primary provision is to this day based on the historic location of health posts and feldscher 
stations and the issue of relocation or reduction of numbers has not yet been formally addressed. 
Providers of secondary and tertiary health care are in a similar position and there are not, as yet, 
formal plans to rationalize the distribution of hospitals or specialist centres. The predominant 
factor in the planning of such services is still custom and practice. 
 
Public health gives greater scope for a nationally planned approach and the network of both 
sanitary and epidemiological services follows more clearly established national priorities. 
However, health targets have been all but abandoned. Regional and local government broadly 
follow inherited guidelines from the Soviet period and Ministry policy but explicit, local 
priority setting has become all but irrelevant in the face of critical socioeconomic conditions. 
The rate of surgical interventions at district level demonstrates the futility of detailed planning; 
currently only 10% of the planned volume of activity takes place and cover is often provided 
only for emergency cases.  
 
There has been virtually no capital expenditure in recent years and there are no immediate plans 
for investment in the infrastructure.  
 
Goals in terms of policy are to proceed with the reforms, decentralize the system and revise 
funding mechanisms. It is the Health Care Reform Unit within the Ministry of Health which 
drives this process forward. The unit draws on epidemiological and demographic data to model 
the implications of proposed approaches; however, the resource constraints are such that the 
planning system is largely unable to implement change. Focus has been on the maintenance of 
existing services rather than the proliferation of new plans. 
 

                                                   
3 Little distinction is made between central and local government in terms of ownership. 
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Workforce planning is a notable exception and is effectively controlled by the human resources 
unit. An ongoing review of staffing levels within the health system has identified significant 
overprovision of both doctors and nurses. The Ministry of Health has responded by curtailing 
the numbers of applicants accepted by medical and nursing schools. 

Regulation 
The regulation of health services in the Republic of Moldova is in a transitional state but is 
intended to ensure the review and control of the quality and standards of medical staff, health 
care institutions and pharmaceuticals. 
 
The Soviet model of ‘attestation’ whereby staff were obliged to undergo a five-year review and 
provide evidence of continuing education, work experience and references is due to be revised. 
The Ministry is in favour of an ongoing licensing process that will allow the maintenance of 
standards of individual medical practitioners and envisages this as the responsibility of the 
Ministry of Health. It is currently responsible for licensing the 260 private medical practices. 
 
Hospital regulation has been considered to a lesser extent but in the long term will allow the 
Ministry to ensure that standards are maintained and that the level of interventions offered are 
appropriate to the medical setting. 
 
The regulation of the purchase and use of new medical technologies is in abeyance given the 
resource constraints which prevent almost all capital expenditure. In theory local government 
bodies can fund the acquisition of the equipment considered appropriate and there are no 
constraints restricting the use of high technology to the tertiary setting. But in practice the 
hospitals and funding bodies are focusing on the maintenance of existing equipment. There are 
limited examples of foreign companies assisting in the acquisition of diagnostic equipment at 
the tertiary level and the regulation system does not impede these ventures. 
 
Pharmaceuticals are increasingly the responsibility of the Unit of Practical Application of 
Pharmaceuticals and Health Care Equipment, the Scientific Centre of Public Health, Economy 
and Management, and the Research and Production Pharmaceutical Centre. Emphasis is placed 
on the development of expertise and supervisory functions in this area to ensure both rational 
acquisitions and quality control. The government continues to license all purchases of 
pharmaceuticals from overseas but allows the retailing of drugs through the private sector. 

Management 
Responsibility for the management of budgets and delivery of services is increasingly vested in 
the hospital director. Funds pass from the relevant tier of government to the district, municipal 
or regional hospital. The hospital director then disburses funds to the polyclinics and primary 
health care posts associated with the hospital. Hospital directors then should be the management 
tier that implements health sector plans; however, resource constraints and weak accountability 
distance them from the planning function. 
 
Contracts may be agreed at local level but purchasing decisions by insurance funds or 
enterprises appear to be made on an ad hoc basis led by historical precedent (services previously 
used by the client group) and without clear reference to priority areas. There is little evidence of 
citizens’ participation in the planning or management of the statutory system. 
 
The future of planning and regulation in the health care system and the increased autonomy of 
local management bodies depends heavily on the wider economic setting and the opportunity to 
resource services other than those already in place. 



 Organizational structure and management 21 

Decentralization of the health care system 

In line with the perception that the previous administration of health services was overly 
centralized, the reform process has sanctioned the passing of powers of decision-making down 
through the administrative structures. The system currently in place allows for a greater 
deconcentration of responsibilities and for the devolution of income generation to the hospital 
level. 
 
The key beneficiaries at this stage would appear to be the directors of hospitals who are now 
able to take employment decisions, sublet space within hospitals and retain the profit, and 
establish agreements with local enterprises on the delivery of enhanced packages of health care 
to enterprise staff. This enhanced autonomy is heavily constrained by the severe resource 
limitations which minimize the ability of directors to vary the staff mix or create new posts. 
 
Again district and municipal autonomy, while sanctioned at an official level, is proving difficult 
to apply in practice given the limited resources available and the core demands set by the 
Ministry of Health. These leave little opportunity for local governments to impact significantly 
on the provision of health care in their areas. Neither are there sufficient concentrations of 
expertise within the local government structure to pay a meaningful role in the planning of 
health care provision or indeed in decision-making. 
 
Plans for the future envisage local government entering into contracts with providers and 
specifying the standards of service and quality of care to be delivered. However, there is no 
suggestion that the local health administration should seek cheaper or more effective treatment 
options beyond their local boundaries. Rather, they will focus on enhancing the service offered 
by their local provider. 
 





 

Health care finance and expenditure 

Main system of finance and coverage 

Financing of Moldovan health care is predominantly through taxation. The amount of funds to 
be allocated centrally to health is determined by the Law on the “State Budget of the Republic 
of Moldova” and agreed by Parliament. The 1996 budget has been set at 4.7% of GDP. 
 
General taxation is levied locally and agreed sums are retained for various local services by 
district or municipal governments. ‘Surplus’ funds are then passed to the central government. 
The state mechanisms, having set the level of global expenditure for health services, also define 
the percentage of revenue to be held at local level for the payment of hospitals and the amount 
to be awarded to the Ministry of Health for the funding of republic services. The figures agreed 
are based largely on historical levels of activity/expenditure. In addition the health system is 
now entitled to raise supplementary funds by charging for services regarded as nonessential or 
complementary, i.e. massage and cosmetic surgery, and to accept foreign assistance thus 
creating the following sources of finance: 

• state budget (35% of formal budget) 

• local budget (65% of formal budget) 

• paid services provided by health care institutions 

• other donations and disbursements allowed by the legislation in force. 

Coverage of the population is universal and based on citizenship and there is no provision for 
‘opting out’. There are plans to switch the financing system to a compulsory health insurance 
basis with fixed-rate premiums deducted from the payroll, paid to and managed by territorial 
insurance funds and bypassing government budgets. Preliminary legislation facilitating this 
move has been passed but it is limited to establishing the principle of health insurance rather 
than elaborating on the detailed mechanisms of the schemes. 
 
The parallel health systems of the Ministries of Transport, Internal Affairs, Defence, the 
Security Commission and the State Chancellery continue to be funded by the Ministry of 
Finance at levels commensurate to those of the mainstream health system and in line with bed 
numbers and out-patient visits. This financing is not deducted from the overall health budget but 
forms part of the allocation to the various ministries. These branches of the health care system 
duplicate existing provision and compound the difficulties of planning a rational range of 
services. It is hoped that in the long term they will be absorbed into the national health service. 
 
The present health system financing remains largely as under the old centralized model whereby 
the state allocates resources, provides and pays for services to the entire population in 
accordance with the number of hospital bed-days and visits to out-patient clinics4. The Ministry 
of Health perceives this approach as both inadequate and unstable and views it as one of the 
main obstacles to health system reform. While the wholesale shift to an insurance-based system 
is clearly some way off, the Ministry of Health intends to press ahead with radical reforms in 
the financing of hospitals and health centres. The plans are to distribute per capita funds in line 
with the population covered and to give greater weight to the actual volume and quality of 
services provided by treatment units. It is also hoped to concentrate resources on priority areas 

                                                   
4 Bed-day and out-patient visit numbers are themselves based on historical bed provision and the number of out-patient facilities.  
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by shifting funding towards state-approved health assistance programmes and disease 
prevention, paying particular attention to maternal and child health, the vulnerable population, 
tuberculosis programmes, etc. At present these proposals are some way from implementation 
and although the pilot territories have reached agreement on per capita financing they await the 
necessary decision by the Ministry of Finance to implement the change in policy. 
 
There are four pilot areas that were to have tested the insurance model. However, only three of 
these have been able to set up insurance funds, only one of which is operational. While the pilot 
schemes make a negligible impact in terms of health service financing, raising the equivalent of 
0.1% of government funds, they have prompted the creation of the necessary mechanisms to 
govern insurance companies5 and their relations with health institutions, enterprises and 
patients. They have also encouraged the development of a framework for contracting, based on 
the principle that hospital directors can retain any profits for reinvestment extended. The 
experience of voluntary health insurance has made the Ministry of Health review plans for 
compulsory insurance and consider the possibility of abandoning employee contributions 
altogether at this stage. 

                                                   
5 They are to be 51% private and 49% government-owned, but privately managed.  
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Health care benefits and rationing 

The Constitution of the Republic of Moldova and the Law on Health Care guarantee each 
citizen, irrespective of personal income, the right to a minimum volume of free health care. The 
concept of a minimum package of health care was introduced only in response to the extreme 
economic conditions facing the newly independent Moldovan State. 
 
During the Soviet period, the population benefited from access to all health services free of 
charge, including the most specialized and expensive. The economic disruption facing the 
country on its independence meant that health institutions were no longer able to provide 
assistance at a maximum level of quality and quantity. In order to alleviate the situation the 
Ministry of Health submitted to the government a draft “basic package” of services6 which 
would be provided free of charge and another list of services which would have to be paid for. 
There have been some delays in accepting the need to charge for health care and in 
implementing user fees. To date only those services deemed to be nonessential on clinical 
grounds, such as massage, cosmetic surgery and reflexology, are subject to charges at cost. The 
price of such treatments is determined centrally and currently 60%7 of such interventions are 
funded by out-of-pocket payments, contributing 5.5 million leu to the system or 1.1% of the 
governmental input to the health sector budget. All dentistry is also paid for out of pocket.  
 
The actual benefits package available to all citizens at the present time is, in effect, limited to 
emergency assistance and acute illness although there appears to be an ad hoc element in 
determining which procedures are offered and where. The volume of the most specialized 
services such as cardiac surgery, renal transplantation and haemodialysis, neurosurgery, etc., has 
fallen by 60–80% while rates of general surgery have dropped to 10% of projected levels. Only 
nonessential services are explicitly excluded from the package of care although many 
procedures are no longer available.  
 
The Ministry of Health hopes to see legislation being passed which will allow cost-sharing. This 
will pave the way for hospitals to charge patients 40% of the cost of desirable, if nonessential, 
treatments and will reduce the burden on hospitals generating income which may be used to 
subsidize core services. This measure is seen as a key to the effective delivery of the basic 
package as originally conceived. 
 
The Ministry of Health further believes that with the recovery of the Moldovan economy the 
basic package of benefits may be extended to cover a wider range of interventions. However, 
the immediate priority remains to ensure the rational delivery of essential, core services to the 
population within existing resource constraints. 

                                                   
6 Consistent with WHO guidelines and the Moldovan economic situation  
7 40% of this income is generated in urban areas and 20% in rural districts. 
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Complementary sources of finance 

The bulk of heath sector finance still derives from taxation. However, there are complementary 
sources of funding which help to bridge the gap between available state revenue (315 million 
leu in 1995 or 4% of GDP) and the estimated needs of the health sector (800 million leu).  
 
The introduction of most complementary sources of finance postdates the Republic’s 
independence and reflects the inability of state funds to meet health sector needs. It is calculated 
that out-of-pocket payments now cover one-third of the estimated cost of the basic package, 
largely in the form of payments for pharmaceuticals and disposables. The remaining sources of 
complementary funding currently make a minimal contribution to the sector’s financing but 
may be expected to rise over time, with the exception of external sources of funding which have 
already started to decline following the abatement of ethnic conflict. Sources of finance for 
1980, 1990 and 1995 are set out in Table 4. 

Table 4. Percentage for main sources of finance 

Source of finance 1980 1990 1995 
Public    

Taxes 100% – – 

Statutory insurance 100% – 315 million leu 
(66.2%) 

Private    

Out-of-pocket payments (private sector) – – 5 million leu 
(1%) 

Out-of-pocket payments (paid services within 
state health institutions) 

– – 5.5 million leu  
(1.1%) 

Out-of-pocket payments (pharmaceuticals, etc.) – – 150 million leu 
(31.6%) 

Voluntary insurance – – 0.5 million leu 
(0.1%) 

Other    

External sources (humanitarian aid) – US $2.5 million8 – 

 
In addition to the above, efforts to cut costs by utilizing inputs like electricity more efficiently 
and reducing expenditure on maintenance, staff, etc., have saved in the region of 5 million leu 
which has been diverted into health care delivery. 

Out-of-pocket payments 

The officially sanctioned out-of-pocket payments that make the most significant contribution to 
health service funding and account for over 30% of health service expenditure are those for 
pharmaceuticals, i.v. fluids, syringes and other disposables, bedclothes, etc. Preliminary 
estimates suggest that a total of 150 million leu is spent out of pocket by or for patients in order 
to cover incidental treatment costs. This is in addition to the 19.4%9 of the 1995 health budget 
devoted to pharmaceuticals. Patients are expected to pay for the costs of their drugs while 
undergoing ambulatory care and to purchase any items not available within hospitals. 

                                                   
8 May be in the region of 6.5 million leu, but this figure is excluded from funding totals due to lack of reliable information. 
9 Equivalent to 61.1 million leu. 
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Virtually all official out-of-pocket payments are new to the Moldovan system but the Ministry 
of Health hopes to increase their significance as a funding source to meet the health service 
deficit, focusing in particular on the development of cost-sharing in the near future. The 
preferred model is co-insurance whereby patients pay 40% of the cost of a service and the third-
party payer (the relevant tier of government) funds the balance. However, the necessary 
legislation has yet to be approved and hospitals do not currently have the wherewithal to 
administer the collection of payments on this scale. 
 
Out-of-pocket payments have, however, been agreed for particular treatments regarded as 
nonessential. All cosmetic surgery and dentistry is funded by patients themselves and the 
majority of treatments like massage and reflexology, together with certain laboratory 
investigations deemed to be unnecessary, are paid for by the service user. A total of 60% of 
such interventions are now funded by out-of-pocket payments generating 5.5 million leu. It is 
unclear whether the higher proportion of this income, raised in urban as opposed to rural areas 
(40% compared to 20% of the total), reflects higher levels of activity in urban areas or the 
inability of rural hospitals to implement charging for services effectively. 
 
Under-the-table payments, which were common practice in the Soviet era, are also believed to 
play a major role in financing the health system although it is impossible to estimate their extent 
or quantify the sums generated by this practice. Certainly the out-of-pocket payments made 
‘under the table’ are closer in worth to those made for pharmaceuticals than to those made 
through voluntary insurance. It seems likely that patients make payments at all levels of the 
system to both physicians and nursing staff and that these vary from gifts in kind in the primary 
health care setting to substantial cash payments for tertiary services. It is telling that while 
abortions continue to be performed free of charge by state health institutions there is believed to 
be a high incidence of surreptitious abortions. This suggests that under-the-table payments may 
exceed the prices charged by ‘unofficial’ abortionists. 
 
While there are concerns that these unofficial payments may restrict access to health care there 
are insufficient resources to pay staff adequate salaries or to meet the demand for health 
services. This creates the conditions of shortage and discontent in which under-the-table 
payments flourish and it is probable that they will continue in the short term. It is hoped that the 
introduction of co-insurance will diminish the practice both by drawing additional funding into 
the health system with which to meet demand and raise salaries and by defining clearly for users 
the cost of interventions and the limitations of their financial contribution.  
 
Finally, patients make out-of-pocket payments to private physicians. The private sector has 
developed since independence but is still confined to a small number of consultancies (260) 
offering diagnostic rather than therapeutic services. Prices for all services are fixed centrally and 
it is estimated that the private sector earns 5 million leu in out-of-pocket payments. This figure 
excludes out-of-pocket payments for pharmaceuticals made to the 41010 private pharmacies and 
payments for dental services which are still normally provided within the state sector and 
charged as nonessential services11. 

Voluntary health insurance 

Health insurance is in its earliest stages in the Republic of Moldova. There are four designated 
pilot areas selected to test a voluntary insurance model12 based on employer and employee 
contributions deducted directly from salary and held by quasiprivate insurance funds13 that were 
49% state owned but privately managed. This was to allow the testing of the preferred model 
and the identification of potential problems in various geographical settings. The insurance 
schemes in the three rural pilot areas are, in practical terms, inoperative due to the extreme 
                                                   
10 Listed elsewhere. 
11 Although a wholly private sector the dental service is now emerging. 
12 A three-year pilot, 1995–1997. 
13 One fund per territory. 
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financial difficulty experienced by local enterprises and employees which preclude the paying 
of insurance contributions14. The fourth pilot area in the Central District of Chisinau is in 
operation but very much on a voluntary basis. Employee contributions have been waived and 
employers pay a flat rate per capita to the insurance fund which has agreed with a local 
polyclinic that those covered will have access to an enhanced treatment package on a fee-per-
service basis. 
 
It is unclear at this stage which employers are involved although 40 000 people are covered, nor 
has it been established whether the premium is realistic. The Ministry of Health has established 
a schedule of prices for all diagnostic and curative procedures allowing little space for the 
purchaser to negotiate favourable contracts and it remains to be seen whether the insurance 
company concerned is able to manage risk under these circumstances. All those covered, 
however, will retain their rights of access to the national health care system making the state in 
effect the underwriter of the insurance company. 
 
While the finances currently committed to voluntary insurance schemes do not make anything 
but a nominal contribution to the provision of health care in the Republic of Moldova and 
insurance funds, as yet, have no influence in planning or prioritizing services, it is hoped to 
extend the system in future years. The Ministry of Health sees the introduction of compulsory 
insurance as a means of ringfencing dedicated health service funding and ensuring that it grows 
as the country’s income base expands. The establishment of regional insurance funds is also 
seen as a key step in the devolution of health service responsibilities. 

External sources of funding 

The level of external funding in the form of humanitarian aid has dropped significantly since the 
cessation of ethnic conflict within the Republic of Moldova. There continues to be some 
bilateral assistance in the form of drugs (in particular insulin) and equipment provided in large 
part by Japanese agencies and German corporations; however, it is not possible to quantify this 
accurately since assistance is frequent to individual hospitals and not fully reported. It would 
appear that external funds meet approximately 2% of the funding deficit, having a value in the 
region of 6.5 million leu. It seems unlikely that there will be any major bilateral or multilateral 
initiatives in the immediate future. 

                                                   
14 Although Donduseni, Anenii-Noi and Soldanesti continue to pilot other health reforms including changes in the primary health 
care system. 
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Health care expenditure 

The level of health care expenditure as a percentage of GDP is low in comparison to western 
Europe (Fig. 3). It was adversely affected by the ethnic conflict of the early 1990s and the 
enormous economic upheaval of the postindependence era but has subsequently climbed to 
preindependence levels (Table 5). However, adjusted figures reveal a very real resource 
constraint in terms of health financing. Inflation and the collapse of much of the country’s 
industrial base have both reduced GDP in real terms and devalued the health sector share of 
revenue. 



 Health care systems in transition —  Republic of Moldova 30

Fig. 3. Total expenditure on health as a percentage of GDP in WHO’s European Region, 
1994 
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Table 5. Trends in health care expenditure in the Republic of Moldova, 1980–1996 

Total expenditure on health 
care 

1980 1985 1990 1991 1992 1993 1994 1995 1996 

Value in current prices,  
per capita (PPP$)a 

– – – – – – – 30.0 – 

Share of GDP (%)b     4.0 4.0  4.4   4.0 3.8   3.6 3.2 3.8   4.7 

Source: aWHO/Europe health for all database; bMoldovan Ministry of Health. 
 
As demonstrated above the resources available compare poorly with the more advanced 
European economies and fall well below spending requirements as estimated by the Ministry of 
Health. Constraints facing enterprises and, indeed, the entire population, limit the possibility of 
additional private funds being vested in health care although a third of the costs are already 
covered by out-of-pocket payments and there are plans for the introduction of co-insurance 
payments. 
 
Investment in construction and equipment, which was relatively high in the Soviet period, has 
all but ceased (Table 6) although considerable resources are devoted to the maintenance of 
existing capital assets. Other trends in expenditure categories are the percentage fall in staffing 
costs and the rise in pharmaceutical spending. The falling salary bill is in part attributable to the 
conscious effort to reduce staff numbers in the interests of economy (chiefly through natural 
wastage) and in part to the failure of salaries to keep pace with inflation. The rise in the 
percentage spent on pharmaceuticals is despite the 150 million leu of out-of-pocket payments 
made to cover drugs and disposables. 

Table 6. Health care expenditure by categories in the Republic of Moldova, 1994–1995 

Indexes 1994 1995 
Expenditure of GDP (%) 3.2 4.0 

Finance per capita 57.0 70.0 

Structure of financing (%):   

Salary 32.0 21.6 

Benefits 9.1 7.4 

Pharmaceuticals15 14.0 19.4 

Food 11.4 11.1 

Equipment 2.3 1.4 

Maintenance 26.2 33.4 

Construction 2.0 1.3 

Other 1.47 5.0 

Source: WHO/Europe health for all database. 

 

                                                   
15 Figures reveal a marked increase even from years 1991 and 1992 when pharmaceutical expenditure accounted for 7.94% and 
8.43% of the TEHC respectively. 





 

Health care delivery system 

Public sector health care is delivered by a range of health care institutions ranging from health 
units served by feldschers and midwives, dispensaries and rural clinics through district and 
municipal hospitals and polyclinics to specialist republic institutes. The division of providers 
into primary and secondary care sectors, however, is not always clear cut given the relatively 
open access to secondary medicine and the subsequent extent to which primary health care takes 
place in a hospital setting.  
 
Provision of care at all levels continues to be based on the historic location of health posts, 
feldscher stations, hospitals, etc. and the issue of relocation or reduction of numbers has not yet 
been formally addressed. 
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Primary health care and public health services 

Primary health care in the Republic of Moldova is organized to ensure that even the smallest 
communities have access to care. It is delivered through a network of health posts in villages or 
‘sectors’ (districts) with a population of up to 3000 people and through polyclinics in localities 
with a population of over 3000.  
 
The health posts, of which there are 1011, are typically staffed by a feldscher, a midwife and 
assistants offering a basic package of primary health care including: general cover, maternal and 
child health services, comprehensive developmental checks, immunization, health education and 
rudimentary 24-hour emergency cover. The policy of feldscher or nurse-led practices draws on 
prewar Moldovan traditions and is a cost-effective means of delivering care in rural areas. 
Feldscher or nursing staff are easier to attract than fully qualified physicians and typically live 
within the village or sector and are thus accessible to patients. All cases beyond the scope of 
their qualifications will be referred either to a district or municipal polyclinic or directly to a 
hospital setting. Similarly in emergency cases of some gravity the nearest physician or 
ambulance service will be called to assist. All feldscher stations/health units are publicly owned 
and staff are employed by the health unit itself. Rather than receiving funds directly from the 
nearest hospital, as is the case with polyclinics, financing is via the village government with the 
nearest hospital providing only an informal supervisory relationship.  
 
There are also a small number of health centres (189) in rural areas which are staffed by 3–
4 doctors and which may have a number of beds. These offer a service more akin to that of 
polyclinincs with an internist and paediatrician typically on the staff and the capacity to carry 
out minor surgical interventions. Accountability will tend to be directly to the nearest district 
hospital. The general practitioner or family doctor role, with a single physician offering primary 
health care to all patient groups, has yet to be properly developed although it is being promoted 
within the pilot areas together with innovations in per capita funding.  
 
Towns or sectors with a population of more than 3000 inhabitants have a polyclinic. As a rule, 
these institutions are staffed by physicians of internal medicine, paediatrics, obstetrics and 
gynaecology and dentistry in addition to nurses, midwives and medical assistants. The levels of 
staffing, even in rural areas, comply with the following norms: one internal medicine physician 
to 1750 people, one paediatrician to 800 children under 14 years of age and one obstetrician-
gynaecologist to 3500 people. Each practitioner is assisted by two medical nurses. Norms also 
determine that a sector practitioner will receive 20 patients per day and perform four home 
visits. 
 
Polyclinics in a large centre of population may offer between 18 and 20 medical and surgical 
specialties on an out-patient basis. While they provide primary health care for the local 
population and manage the follow-up care of patients discharged from the secondary or tertiary 
sectors, polyclinics are one of the areas in which primary and secondary medicine merge. The 
range of services provided will include sophisticated investigations and advanced ambulatory 
care as well as primary health care issues. This reflects, in part, the current underdevelopment of 
the gatekeeper role in primary medicine. It also reflects the fact that polyclinics are funded 
through hospital budgets and that hospital directors prioritize more advanced secondary care. 

Planned changes to primary care 
The Ministry of Health plans to divide in-patient and out-patient facilities by separating 
polyclinic and hospital funding in order to counter the bias towards secondary medicine. This 
approach has already been piloted in Chisinau leading to an overall reduction of hospital beds 
by 10% and a 13% drop in staffing levels. In light of this experience, reforms to payment 
mechanisms are being pursued as a means of weighting primary health care at the expense of 
secondary medicine, rationalizing the services offered and generating efficiency gains. 
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The Ministry of Health plans to enhance the gatekeeping role and to restrict access to secondary 
care to those referred by a general practitioner. However, at the present time patients continue to 
self-refer to secondary centres. This reflects both the absence of established family practitioners 
and the traditions of the Soviet period, when the patient’s right of access to any level of care 
was enshrined in the Constitution. 
 
This right of access to physicians, which persists as demonstrated by the practice of self-referral, 
was distinct from the right to choose one’s own physician. Under the Semashko model patient’s 
were typically assigned a general practitioner according to their place of residence. The reform 
process envisages creating genuine patient choice. While in the current primary health care 
setting the geographical isolation of many communities minimizes the options available, it is 
hoped that the extension of the general practice model and the shift to a per capita funding 
model will allow patients a real choice of family doctor. 
 
The future development of primary health care will focus on the training and development of 
generalist, family doctors (200 have already been trained and are active in pilot areas) the 
promotion of the gatekeeping role and the restructuring of the payment of physicians to 
encourage efficiency and quality of care and facilitate the reduction of primary health care 
outposts to more sustainable levels. 

Public health services 

A network of sanitary and epidemiological services was established during the Soviet period 
with a ‘San-Epi’ station covering each district or municipality. These continue to monitor 
communicable diseases, exercise control of infectious outbreaks and review and regulate 
environmental hazards. Formalized communications with republic institutes ensure both that 
national policy is implemented and that relevant data is passed to the centre. 
 
Health promotion and health education are integrated into the primary health care structure with 
practitioners offering advice on smoking cessation, diet, etc. In addition, there are republic-wide 
initiatives sponsored by the Centre of Health Education of the Population and the AIDS Centre, 
both part of the Ministry of Health. 
 
Standard preventive measures include: 
 
• family planning and antenatal care; 
• immunization programmes for children and the vaccination of at-risk adults against tetanus, 

polio, diphtheria, measles, tuberculosis, etc. (immunization levels are on a par with those in 
western Europe – Fig. 6); 

• quarterly medical check-ups of employees working in potentially hazardous conditions and 
staff in communal organizations deemed to be at risk; 

• health checks in schools; 
• republican led screening programmes (hepatitis, HIV). 
 
Many of these services are routinely delivered through the primary health care network but 
some, particularly in rural areas, may be coordinated through interdepartmental programmes. 
 
The Ministry of Health plans to maintain current public health standards and increase the 
emphasis on preventive measures, possibly through incorporating health promotion and 
prophylactic measures in the funding formula for general practitioners. 



 Health care systems in transition —  Republic of Moldova 36

Secondary and tertiary care 

Secondary health care is organized on territorial principles with at least one hospital per district 
or municipality, the Central District (Regional) Hospital (CDH), with a polyclinic attached to 
each hospital. The population density of municipal areas may warrant extra hospitals and in 
those rural areas where there are problems of access, a smaller ‘rural’ hospital may provide care 
in addition to that offered by the larger CDH.  
 
Such rural hospitals serve a population of 10 000–15 000 and are estimated to provide only 20% 
of in-patient care to the rural population, the remaining 80% being delivered in central district 
hospitals. This suggests that rural hospitals are used less intensively than CDHs since on 
1 January 1996, regional hospitals (CDHs) had 27 633 beds while rural hospitals had 8500, just 
over 30% of the regional total. All rural hospitals and their out-patient clinics perform blood and 
urine analyses and some 30% can also carry out more complex laboratory or biochemical tests. 
Eighty per cent of rural hospitals and polyclinics are equipped with x-ray facilities. They offer a 
restricted package of services that includes the core specialties and basic surgery only and refer 
more complex cases to the regional hospital. All rural hospitals offer 24-hour emergency cover 
with physicians available on an on-call rota system from home. 
 
The CDHs have an average of 457 beds each and cover the full range of specialties. The average 
length of stay in 1994 was 17.3 days, rising to 18.0 days in 1995. Standard diagnostic tools 
available in CDHs include a comprehensive battery of laboratory, clinical and biochemical 
investigations, endoscopy, etc. Sixty per cent of CDHs have ultrasound and other specialized 
radiology equipment. In the past CDHs were able to cover most surgical eventualities but 
deteriorating economic conditions have led to severe restrictions on surgical activity at 
district/regional level. In many areas surgery is now only carried out in case of emergency and 
as much as 90% of the estimated need remains unmet16. 
 
Like rural hospitals, CDHs are responsible for an associated polyclinic offering out-patient 
services. CDHs, however, offer a far higher degree of specialization with 18–20 distinct services 
being offered in the out-patient setting including internal medicine, cardiology, endocrinology, 
neurology, paediatrics, etc. The average CDH polyclinic has 500 visits per day which will 
include self-referrals and referrals from primary health care centres, rural hospitals, etc. 
 
Tertiary care is provided by specialist republic level hospitals and polyclinics, research institutes 
and by some of the more advanced municipal hospitals and polyclinics, almost all of which are 
located in the capital. These provide services/care to patients referred from district and 
municipal health institutions. The gatekeeper role functions more effectively in this instance and 
more patients treated in the tertiary setting have previously consulted a physician ‘lower down’ 
in the system. Specialist clinics also provide the opportunity for postgraduate medical training, 
which is run in conjunction with the State Medical University. 
 
Republic level services are funded by the Ministry of Health at a fixed percentage of the health 
service budget (35%). No budget follows patients referred from outlying areas. The Republic 
Clinical Hospital covers over 30 specialist areas including various types of cardiac surgery, 
complex neurosurgery and kidney transplantation, some of which are not offered anywhere else 
in the Republic of Moldova. Other specialist institutes or single-specialty hospitals include 
(among others): 
 
• Institute of Oncology 
• Centre for Cardiology 
• Research Institute for Mother and Child Health 

                                                   
16 Only 10% of the number of anticipated operations took place in 1995 in contrast with 1989–1990 when 70–80% of the planned 
volume of work was completed. 
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• Hospital of Infectious Diseases 
• Republic Psychiatric Hospital 
• Republic Diagnostics Centre. 
 

This last offers a complete range of laboratory and diagnostic tests including computerized 
tomography, etc. 
 
The system described above is wholly publicly owned. With the exception of pharmacies and a 
small number of private consultancies there are no privately owned facilities and certainly no 
private in-patients institutions at either the secondary or tertiary level. Nor are contracts making 
significant inroads into the health care sector and both in-patient and ambulatory care are 
provided according to the integrated model. Conditions in hospitals have declined over recent 
years due largely to the collapse of the investment programme. Equipment and facilities fall 
short of the aspirations of both policy-makers and providers. Furthermore the range of services 
offered is now so constrained by economic conditions that clinical services can no longer meet 
the needs identified. 
 
Despite these resource constraints the number of beds per thousand population has only fallen 
slightly and admissions per hundred population and average length of stay have remained 
relatively high (Table 7 and Fig. 4). 

Table 7. In-patient facilities utilization and performance in the Republic of Moldova, 
1980–1995 

In-patient 1980 1985 1990 1991 1992 1993 1994 1995 
Hospital beds per 1000 population 12.05 12.22 13.15 13.12 12.79 12.48 12.22 – 

Hospital beds * – – 12.6 12.6 12.1 11.8 11.6 11.4 

Admissions per 100 population 22.0 25.0 24.0 23.0 22.0 22.0 22.0 – 

Average length of stay in days 17.9 16.5 16.4 16.7 17.3 17.6 17.3 – 

* Moldovan Ministry of Health figures. 
Source: WHO/Europe health for all database 

Fig. 4. Hospital beds per 1000 population in the Republic of Moldova and selected 
European countries, 1970–1994 
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Source: WHO/Europe health for all database. 
 
The Moldovan health system then has continued to see and treat a high volume of patients in the 
face of marked resource constraints. The average number of physician contacts per person for 
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1995 was eight, with 21.7 hospital admissions per 100 population and an average length of stay 
of 17.3 days. There were 11.4 beds per 1000 population and an occupancy rate of 89.5%17. 
There was clearly a tendency to follow the Soviet approach to in-patient care but the ability of 
the system to function under arduous conditions was nonetheless remarkable. Moldovan health 
sector performance is set out in the international context below.  

                                                   
17 Source: WHO/Europe health for all database. 
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Fig. 5. Physician contacts per person in WHO’s European Region, 1994 

 
Source: WHO/Europe health for all database. 
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Fig. 6. Levels of immunization against measles in WHO’s European Region, 1994 
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Fig. 7. Hospital beds per 1000 population in WHO’s European Region, 1980 and 1994 
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Table 8. In-patient facilities utilization and performance in WHO’s European Region, 1994 

Country Hospital beds per 
1000 population 

Admissions per 
100 population 

Average length 
of stay in days 

Occupancy 
rate (%) 

Austria 9.4 26.5 10.3 80.0 
Belgium 7.6 19.7 a 12.0 a 83.5 a 
Denmark 5.0 a 20.5 a 7.6 a 84.8 a 
Finland 10.1 25.1 13.1 90.3 
France 9.0 23.4 a 11.7 a 80.5 a 
Germany 10.1 b 21.3 b 15.8 b 86.6 b 
Greece 5.0 a 13.1 b 9.8 b 70.0 c 
Iceland 15.8 b 28.2 c 17.8 c 84.0 c 
Ireland 5.0 a 15.5 a 7.7 b – 
Italy 6.6 15.5 b 11.2 b 69.6 b 
Luxembourg 11.8 a 20.3 b 16.5 b 81.4 b 
Netherlands 11.3 11.2 32.8 88.6 
Portugal 4.3 11.5 9.5 68.7 
Spain 4.2 c 10.0 a 11.5 a 77.0 a 
Sweden 6.4 19.5 a 9.4 a 83.0 a 
Switzerland 8.7 14.6 b – 82.6 c 
Turkey 2.4 5.8 a 6.7 a 57.8 
United Kingdom 5.0 a 21.6 10.2 a – 
Albania 2.8 8.07 8.98 71.8 
Bulgaria 10.2 17.71 13.6 64.4 
Croatia 5.9 12.78 13.78 81.6 
Czech Republic 9.8 20.61 13.5 77.7 
Estonia 8.4 17.82 14.2 83.0 
Hungary 9.9 22.76 11.3 —  
Latvia 11.9 20.14 16.4 78.7 
Lithuania 11.1 20.6 15.9 79.1 
Poland 8.2 d – – – 
Romania 7.7 21.1 10.3 77.4 
Slovakia 7.9 a 17.8 12.74a 76.6 
Slovenia 5.8 15.8 10.6 79.4 
The Former Yugoslav 
Republic of Macedonia  

5.3 c – – – 

Armenia 7.6 7.6 16.32 – 
Azerbaijan 10.1 8.52 17.9 41.5 
Belarus 12.4 24.65 15.3 83.2 
Georgia 8.1 5.5 15.2 28.3 
Kazakstan 12.1 18.17 16.8 68.9 
Kyrgyzstan 9.6 17.7 15.4 77.9 
Republic of Moldova 12.2 22 17.3 – 
Russian Federation 11.9 21.6 16.8 – 
Tajikistan 9.1 16.44 b 14.5 b 58.3 b 
Turkmenistan 11.5 17.01 15.1 66.6 a 
Ukraine 12.7 – 16.91 – 
Uzbekistan 8.8 19.3 14.3 – 

 a 1993, b 1992, c 1991, d 1990  

Source: OECD health data, 1996; WHO/Europe health for all database; Slovakian data from Ministry of Health. 
 
The Ministry of Health is developing a strategy for a gradual shift of resources from the 
secondary and tertiary levels into primary health care. It is hoped that the gatekeeper role of the 
primary sector will be enhanced but also that the specialized services provided by physicians in 
polyclinics will be replaced by a network of general practitioners or family doctors offering an 
extended package of care in a more cost-effective, community setting. There are also plans to 
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review secondary provision during 1996 and to separate short-stay from long-stay beds so that 
different hospitals deal with the different case loads. 
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Social care 

Social care is provided according to an integrated model by the joint efforts of the Ministry of 
Labour and Social Protection and the Ministry of Health. 
 
There are seven homes for the elderly under the auspices of the Ministry of Labour and Social 
Protection and the Republic Red Cross Association, which with the help of nurses provides 
medical assistance to 900 old people living alone. All the chronically or mentally ill elderly are 
admitted to statutory health institutions. Home visits are performed by medical staff from health 
institutions in accordance with general rules. There are no other public community care 
institutions like nursing homes or day-care centres in the Republic of Moldova. The chronically 
or mentally ill are in a similar position being treated within mainstream hospitals rather than in 
nursing homes or long-stay institutions. 
 
The Ministry of Health regards this situation as inappropriate, and hopes that on-going reforms 
will reserve beds in secondary/tertiary health institutions for patients requiring medical 
assistance and treatment while transferring long-stay beds from the Ministry of Health to a 
structure for special care groups. 
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Human resources and training 

The general education policy of the Republic of Moldova is determined by the Ministry of 
Education. The Ministry of Health is responsible for graduate and postgraduate professional 
training of physicians, pharmacists, dentists, medical nurses and midwives. 
 
The education and training of doctors is carried out at the Chisinau State Medical University 
which offers a six-year undergraduate course with an additional three years of postgraduate 
residency for those going into surgical specialties. From 1996, a two-year postgraduate 
residency has been instituted for medical specialties also. The clinical input to both graduate and 
postgraduate training is provided by republic and municipal clinics and hospitals in Chisinau. 
 
Over the last few years, serious employment problems have emerged for health care providers 
due to the “hyperproduction” of medical graduates (Tables 13 and 14). The Ministry of Health 
has identified this as a priority area and has taken decisive steps to stem the overproduction of 
doctors. The number of admissions to the Medical University has been reduced by 40% and 
there is increasing focus on optimizing the quantity of providers and meeting health care needs. 
In addition to the introduction of postgraduate training for medical specialists, the Ministry is 
considering the most appropriate training package for general practitioners and is reviewing the 
experience of pilot areas to clarify the role and training needs of family doctors. New forms of 
employment, in particular the introduction of contract-based work, are being considered and 
general practitioners in pilot areas have moved over to new contracts. 
 
There are a further seven special medical colleges which prepare ‘middle-level’ staff, i.e. 
feldschers, medical nurses (general and paediatric), midwives, laboratory assistants, 
pharmacists’ and dental assistants. The duration of study in these areas is from 2–3.5 years. 
 
According to the regulations currently in force, every physician and all middle-level medical 
staff have to take ‘refresher’ training courses in their field once every five years. Completion of 
such continuing education is part of the licensing system for all practising physicians in the 
statutory as well as private sectors. 
 
The core challenges facing the human resource specialists of the Ministry of Health include the 
reduction of staff numbers and the creation of sustainable staffing levels. However, they are also 
addressing the need to enhance the quality and effectiveness of care by providing appropriate 
specialist training. There is a growing emphasis as well on the need for management training for 
physicians if they are to respond to the strategic and financial demands of their changing roles. 
In the pilot areas, senior medical staff have been trained in management and health economics. 
 
The issues of staff morale and the humanity of care offered by a disenchanted workforce are 
more difficult to grapple with given the economic pressures experienced by both the health 
system and the staff within it. However, it is hoped that reductions in staff numbers together 
with changes in the payment of physicians will ultimately create a better rewarded and better 
motivated workforce who prioritize patient satisfaction and abandon the practice of under-the-
table payments. 
 
Staffing levels and international comparisons are set out in Table 9 and Figs. 8–10. 
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Table 9.  Health care personnel in the Republic of Moldova, 1980–1994  

Number per 1000 population 1980 1985 1990 1991 1992 1993 1994 
Active physicians 2.82 3.30 3.55 3.48 3.51 3.56 3.56 

Active dentists 0.3 0.4 0.4 0.4 0.4 0.4 0.4 

Certified nurses 7.8 8.9 9.8 10.0 10.1 10.2 9.9 

Midwives* 1.3 1.3 1.3 1.2 1.2 1.1 1.1 

Active pharmacists 0.65 0.75 0.77 0.76 0.72 0.70 0.68 

Physicians graduating* 0.12 0.14 0.10 0.10 0.14 0.15 0.17 

Nurses graduating* 0.61 0.72 0.69 0.71 0.66 0.63 0.40 

* Figures provided by the Moldovan Ministry of Health are significantly lower. 
Source: WHO/Europe health for all database. 
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Fig. 8. Number of physicians and nurses per 1000 population in WHO’s European 
Region, 1994 
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Fig. 9. Physicians per 1000 population in the Republic of Moldova and selected 
European countries, 1970–1994 
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Source: WHO/Europe health for all database. 
 

Fig. 10. Nurses per 1000 population in the Republic of Moldova and selected European 
countries, 1970–1994 
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Pharmaceuticals and 
health care technology assessment 

Pharmaceuticals account for a significant proportion of health care expenditure in the Republic 
of Moldova. An estimated 19.4% of hospital budgets were spent on pharmaceuticals in 1995 in 
addition to out-of-pocket payments totalling up to 150 million leu18. Health institutions 
encounter great difficulties in obtaining pharmaceutical supplies. Local pharmaceutical 
production is practically nonexistent with the exception of the 60 items produced at “Farmaco” 
factory (tinctures, tablets, powders, etc.). 
 
The Ministry of Health is working on the list of essential drugs, but its powers to manage 
pharmaceutical acquisition rationally are constrained by the fact that the bulk of 
pharmaceuticals are imported and that the limited health budget can cover only 10–15% of the 
estimated needs. In practice there are shortages of antibiotics, anesthetics, analgesics, anti-
tuberculosis drugs and agents used in oncology, etc. 
 
State pharmacies have been (or are being) privatized. They are normally sold to those 
individuals who have been staffing them for some years with purchase by means of the voucher 
system19. The vouchers appear not to be tradable in any way and thus no new capital has been 
generated for the health system The newly private pharmacies (over 400 units) and the 
privatized statutory pharmacies (60 units) have improved the pharmaceutical market, but have 
not been able to offset the shortages of essential drugs as listed above.  
 
The Ministry of Health and the Ministry of the Economy use licensing and import controls to 
manage and coordinate the activity of the private pharmaceutical sector and the Ministry of 
Health has started to introduce measures to control drugs costs, including the use of price caps. 
The Ministry of Health hopes to further develop the concept of a statutory pharmaceutical 
service working in tandem with the private sector to ensure certain guaranteed provision without 
precluding the benefits of market mechanisms. The appropriate organizational structure is 
currently being detailed and it is hoped that it will be presented for adoption to the relevant 
decision-making bodies in March 1996. 
 
A similar situation applies in the sphere of medical equipment. There is no local production and 
the state is unable to fund necessary acquisitions. For approximately the last six years there have 
been no centrally funded purchases of equipment for statutory facilities although there is 
evidence that some tertiary centres have acquired equipment through international humanitarian 
efforts or corporate sponsorship. According to rough estimates, around 70–80% of equipment in 
use is outdated or lacks spare parts. The private sector trade in medical equipment is weak so 
far. Given the pressing demands on other sectors of the health care system, equipment needs 
have tended to take a low priority and continue to do so. 
 

                                                   
18 The figure of 150 million leu (31.6% of health care expenditure) includes the cost of ‘disposables’, i.e. i.v. fluids, sheets, etc. 
19 All citizens were issued with vouchers and pharmacists have combined with colleagues or family to ‘buy out’ their businesses. 





 

Financial resource allocation 

Third-party budget setting and resource 
allocation 

Health care in the Republic of Moldova is divided into republic and regional (district/municipal) 
responsibilities. All districts and municipalities are expected to fund the basic package of care as 
determined by the Ministry of Health while the Ministry of Health directly finances republic 
hospitals and the following centrally funded services, which are, at least in theory, available to 
the entire population: 
 
• kidney transplantation and hemodyalisis 
• vaccine procurement 
• AIDS and hepatitis testing and diagnosis 
• reagents for the production of blood derivatives for blood transfusion departments 
• radioactive isotopes, etc. 
 
The republic health care budget20 is calculated by the Ministry of Health which carries out an 
annual budget review in October–November of each year. The Ministry of Health evaluates the 
previous year’s expenditure, the cost of any newly established remuneration norms and orders, 
the latest prices of drugs, food and running costs and calculates the state budget for accountable 
health institutions for the following year. This global budget estimate is submitted to the 
Ministry of Finance which verifies expenditure forecasts and submits the whole to the 
Government which in turn will submit the budget to Parliament for approval. 
 
Every district and municipality follows the same procedure, with the health department of the 
relevant local government body basing their estimates of future spending on historical costs 
upgraded in line with inflation and any new statutory obligations. Parliament, through the 
annual Law on the State Budget, will determine budget levels for health for each region as well 
as setting the republic or state budget. 
 
The total of the agreed republic and regional budgets make up the consolidated health budget of 
the Republic and will fall within the spending targets set by Parliament. While it is the 
responsibility of the districts and municipalities to raise revenue that covers the cost of local 
expenditure, in those instances where less developed regions are unable to generate sufficient 
income to meet health care costs or where high activity levels mean that expenditure outstrips 
revenue, the Ministry of Finance will provide subsidies for health care coverage. 
 
Current economic constraints make it extremely difficult to fund existing services and all but 
impossible to redistribute funds between priority areas in a rational manner. While it is the 
intention of the Ministry of Health to see more resources devoted to primary health care, it is 
not practicable at the present time to divert funding from other areas to bolster core 
programmes. Capital investment is at a standstill and the allocation of capital is not, therefore, 
an issue. 
 
The predominant feature of resource allocation at the present time is custom and practice. 
Historical activity levels and bed numbers tend to dominate the nature of provision and ongoing 

                                                   
20 Covering Ministry of Health costs and all spending on republic hospitals and services. 
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allocative decisions. Numbers of beds, polyclinics, etc. were traditionally determined by 
demographic norms with population levels per district governing the distribution of services 
across geographically diverse areas. Attempts to adjust funding formulae to more closely reflect 
activity levels have included the factoring in of occupancy levels and numbers of visits to out-
patient facilities. However, the tendency of supply to induce demand and difficulties in 
evaluating interventions at a local level have lessened the impact of such measures and the 
number and size of exiting health care institutions continue to be central in shaping allocative 
decisions. 

Fig. 11. Financing flow chart 
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Payment of hospitals 

Global budgets continue to dominate the financing of the Moldovan health system. Local 
governments (or in the case of republic hospitals, the Ministry of Health) finance hospitals from 
state funds in line with the provision of inputs, i.e. the numbers of staff and the volume of bed 
days/numbers of out-patient visits and hospitals in turn disburse funds to their associated 
polyclinics21. 
 
Most ‘republican’ services (transplant, dialysis, etc.) are carried out in republic level hospitals 
which are funded entirely by the Ministry of Health. However, where regional hospitals carry 
out screening or other services that are part of the centrally agreed republic package, hospitals 
may be reimbursed on a fee-for-service or case payment basis with prices set by the Ministry of 
Health.  
 
The year-by-year increase in hospital budgets tends to be based more on historical 
incrementalism than on actual increases or decreases in activity levels. Hospital budgets are 
formally divided into spending headings including: salary, benefits, pharmaceuticals, food, 
building maintenance expenses, staff deployment, purchase of equipment and disposables. 
Hospital directors, following the institution of the reforms, now have greater autonomy than 
under the Soviet system but are allowed only very limited discretion in varying budget 
allocations within their own institutions.  
 
However, hospital directors now have the autonomy to levy charges in certain instances and are 
permitted to retain any income generated by their hospital to supplement state budget 
provisions. While opportunities for earning income are still limited, this represents a significant 
break from Soviet precedent. Sources of supplementary hospital income include: 
 
• Sublet space: it is now legally permissible22 to lease surplus space in health institutions to the 

private sector and to retain the rent earned to cover ongoing expenses. There is some 
pressure for the space to be rented only for health-related activities, i.e. pharmacies, private 
consulting rooms, etc., but there is also evidence of cafeterias and card/flower shops being 
established. The income they generate has not been measured and it is not possible to 
estimate the contribution ‘rental relations’ makes to hospital income. 

  
• Charging for nonessential services: those services deemed by the Ministry of Health to be 

nonessential on clinical grounds, i.e. massage, reflexology, certain laboratory tests, etc., may 
be offered to patients on a fee-for-service basis at prices set by the Ministry of Health. 
Hospitals retain income to be disposed of in line with local priorities. It appears that such 
treatments generate 5.5 million leu or 1.1% of health care expenditure. Not all hospitals, 
however, are able to collect the potential revenue, lacking as they do appropriate 
infrastructure for billing patients and collecting payment.  

  
• Contracting: hospital directors now have the right to enter into contracts with insurance 

companies, enterprises, etc. to offer coverage to agreed patient groups on a fee-for-service 
basis. Again the Ministry of Health determines the prices of all interventions, but hospitals 
are able to keep any savings made. This practice is still in its early stages and only one of the 
pilot insurance schemes is actually in operation in Chisinau. It also seems that some hospital 
directors are entering into agreements with collective farms whereby preferential care is 
offered to enterprise employees in exchange for payment in kind. Hospitals receiving grain 
or wine under these arrangements will then sell the produce further to realize cash benefits. 

 

                                                   
21 Resources are currently divided between in-patient and out-patient care in the ratio 80 to 20. 
22 Following legislation on ‘rental relations’ within hospitals. 
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Despite this new flexibility, supplementary earnings are marginal and hospitals continue to rely 
on state funding. The existing financial system does not offer sufficient incentives to hospitals 
to undertake their own income-generating activity and the state’s virtual monopoly of health 
care precludes the selling of services on a large scale. While contracting is now permissible, 
local government (third-party payers) do not negotiate contracts with hospitals or attempt to 
specify either the quantity or quality of services to be delivered. 
 
The Ministry of Health plans to institute major reforms of the financing of hospitals, extending 
the use of contracts to ensure that payment will be on the basis of volume and quality of 
services provided. It also plans to separate polyclinic from hospital funding with polyclinics 
contracted separately on the basis of volume of activity or capitation fees. The reorganization 
will oblige local executive bodies to establish a contract system with regional hospitals, with the 
Ministry of Health setting out the schedule of payments for all activity. It is not yet clear 
whether fee-for-service, per diem charges or case payments will be preferred. While districts 
and municipalities will be expected to monitor the quality and volume of local hospital activity, 
the Ministry of Health will continue to establish and maintain health care standards. It is not the 
intention of the proposed reform to introduce competition between district hospitals or to press 
prices down and there are no plans to encourage extraterritorial contracting which might 
threaten the position of local providers. Rather, contracts are seen as a way of ensuring quality 
and breaking away from the burden of financing the health system in line with historically 
determined bed numbers. 
 
There is also serious discussion on the introduction of cost-sharing as a means of financing 
hospital and polyclinic activity although there appears to be some political reluctance to adopt 
the measures recommended by the Ministry of Health. The Ministry envisages a system in 
which the Government continues to bear 60% of the cost of any treatment or range of services 
and the patient covers the remaining 40% of the cost23. A degree of flexibility would be built 
into the reform to ensure that patients unable to pay would continue to have access to a 
minimum package of essential care free of charge. Hospitals would retain all income generated 
and it is hoped that this would encourage a greater focus on quality of care and patient 
satisfaction. In addition to delays in passing relevant legislation there are concerns that hospitals 
have no mechanisms in place for charging patients and collecting income. However, the 
Ministry continues to pursue this approach, seeing it as a means both of generating additional 
funding and reducing the practice of under-the-table payments. 

                                                   
23 All prices to be determined by the Ministry of Health. 
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Payment of physicians 

Physicians and middle-level medical staff are paid a salary that reflects their hours at work 
rather than their levels of activity. Salaries are fixed by the Law on Remuneration of the 
Republic of Moldova with the amount any physician receives being determined by years of 
service, qualification and position held. This approach means remuneration tends not to reflect 
the levels of responsibility assumed by health care personnel nor to encourage them to upgrade 
their professional skills. The salaries of medical staff are very low, on average only US $35 per 
month, and this creates low morale and conditions for under-the-table payments. 
 
The Ministry of Health plans to incorporate changes in labour remuneration into the health care 
reform process, seeing it as an essential step in enhancing morale and both the quality and 
efficiency of care. Experiments with the payment of general practitioners in pilot areas, whereby 
a basic salary is ‘topped up’ by capitation fees, are already underway. It is hoped to extend this 
model throughout the primary health care network, possibly introducing bonus or target 
payments to encourage the achievement of particular objectives. It is unclear, as yet, how 
hospital physicians’ remuneration will be tailored to encourage efficiency without pushing up 
health care costs. 
 





 

Health care reforms 

Determinants and objectives 

The health care reforms were, in many respects, driven by necessity. The economic crisis 
following independence and the country’s ethnic conflict left the health system desperately short 
of funds and unable to meet the health care needs of the population. The reform process is also 
underpinned by a belief in the need to move away from the Soviet model of health care delivery 
to a more flexible and decentralized model, better able to respond to patient needs. The core 
objectives of the reform process are defined by the Strategy of Health Care System Reform and 
Development. They are to: 

• halt the decline in the health system; 

• optimize the use of available resources through the reorganization of financial mechanisms 
and the introduction of greater economic autonomy for health institutions; 

• mobilize additional extrabudgetary resources through the creation of a health care market; 

• achieve cost-effective services while improving the quality of care. 
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Content of reforms and legislation 

In 1992, the Parliament of the Republic of Moldova adopted the Law on “Health Assistance 
through Health Insurance” on its first reading, thus paving the way for the shift to an insurance-
led system. However, due to difficult social, political and economic conditions, this law had not 
yet been ratified in 1996. 
 
On 7 December 1994, the Decision of the Government on “The Organization of the Health 
Insurance Experiment” was adopted, setting up the mechanisms for a pilot scheme in four 
districts; the central sector of Chisinau, Anenii Noi, Dondusheni and Sholdaneshti. The scope of 
the experiment was to include: the reduction of bed numbers, new models of delivering primary 
health care, and the creation of voluntary health insurance funds. The introduction of 
compulsory health insurance funds was ruled out as not feasible at that time. The governmental 
decision of December 1994 did not touch on the rules regulating taxation or labour 
remuneration. 
 
On 28 March 1995, Parliament adopted the basic Law of Health Care which identified three 
forms of health assistance (statutory, private and insurance-based); determined the relative 
responsibilities of the local and central authorities, managers of enterprises and citizens; and 
confirmed the necessity of health care system decentralization and financial reform. It also 
postulated the introduction of charges for health care services and defined the patients’ rights to 
choose their physician and services. 
 
On 4 August 1995, the Government adopted the Decision of “Approval of the State Programme 
for Health Care System Development under the new conditions for 1995–1997” which 
emphasized the necessity of the following: 

• elaboration and implementation of state programmes and plans for certain key policy areas, 
i.e. vulnerable population groups, mother and child health, tuberculosis, sexually transmitted 
diseases, etc.; 

• health insurance development; 

• development of a private sector in health; 

• introduction and development of charges for services; 

• licensing of health care institutions and providers; 

• definition of a “basic package” of state services and its implementation; 

• creation of a framework for the managerial and financial autonomy of health institutions; 

• development of contractual relationships in the health sector; 

• making primary health care a priority. 

The above legislation has redefined what is possible within the Moldovan health system 
although it does not, in itself, guarantee the successful implementation of the reforms. 

Health for all policy 

The Ministry of Health is committed to the objectives of health for all and its work in promoting 
health sector reforms is informed by this policy. 
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Reform implementation 

It is the Ministry of Health which has been largely responsible for the moves to reform the 
health care system. Broadly speaking, the Ministry of Health’s position on the need to make 
decisive changes to the health care system has been understood and supported by the top level 
decision-making bodies. The minimal legislative framework required to enable the reform 
process, i.e. the Basic Law of Health Care (April 1995) and various other laws and decisions 
proposed by the Ministry of Health, has been approved by Parliament and adopted. However, 
the implementation of the reforms as set out above has been patchy in places due both to 
resource constraints and some delays in passing the more detailed legislation required. 
Notwithstanding these difficulties, the reform process continues. 
 
The whole structure and all the functions of the Ministry of Health are being reorganized in an 
effort to decentralize decision-making and to give more administrative and financial autonomy 
to lower levels of the health administration. The Ministry of Health is also in the process of 
reviewing the existing principles of planning in the health care system. In addition: 
 
• The private sector in health services is being developed as envisaged in the legislation. 

During the last two years, the Ministry of Health has issued 240 licenses for private medical 
practice and more than 400 for private pharmacies and opticians. 

• The division of in-patient and out-patient facilities has been tested on a pilot basis and has 
generated considerable efficiency savings (bed numbers reduced by 10%, staffing levels by 
13%). The principles of general/family practice are being developed and implemented. More 
than 200 family practice physicians have been prepared already and are operating in pilot 
areas. 

• A voluntary health insurance fund has been established on a pilot basis, testing the principles 
agreed by Parliament. 

• The number of independent functions carried out by the leaders of health care institutions 
has increased significantly in line with the policy on decentralization. Hospital directors are 
now able to select and recruit staff independently (within the constraints of existing budgets), 
charge for nonessential services, agree upon contracts and undertake other income-
generating activities including the renting out of space within hospitals – retaining all income 
within the hospital to be spent on ongoing costs. 

• A number of public organizations and associations have been organized within the Republic 
of Moldova extending participation in health sector consultation; these include groups of 
homeopaths, chemists, health assistants, diabetics and transplant patients. In addition health 
information has become more readily available to the general public through better 
cooperation with the mass media and people have got more involved in health sector debates 
through participation in health-oriented NGOs, patients’ associations, etc. 

 
Furthermore, the Ministry of Health has built up meaningful contacts with international 
agencies, first and foremost WHO, and with the newly established health-sector NGOs. It draws 
on their consultative and technical assistance in a number of different areas, including the 
training of health administrators in problems of health economics. These bilateral links are 
helping to extend the application of internationally approved standards, regulations and health 
indicators to the planning and delivery of health care in the Republic of Moldova. 
 
It is hoped that, as the reform process deepens, the role of health care providers and their 
professional bodies (NGOs, insurance organizations and user groups) will develop and they will 
play a more active part in promoting the reforms. In the short term, the Ministry of Health 
seems likely to continue its role as the key motor for the reform process. 
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Despite the successes outlined above, the reform process has yet to achieve many of its aims. 
This is not primarily a political problem. The Ministry of Health has managed to build a 
consensus in favour of restructuring the health care system. Although there is a degree of 
political caution about the pace of the reforms, and while there have been some difficulties in 
securing parliamentary approval of the detailed legislative changes required to implement 
change, the overall direction of the reform process is not in doubt.  
 
The delays are not due to a lack of technical or managerial capacity. It is clear that in order to 
deliver all the objectives defined by the legislature, the Moldovan health sector will have to 
expand and deepen its skill base in the management of both finance and information systems. 
However, it is not the shortage of administrative expertise which is delaying change. Rather, the 
difficulties in introducing new approaches to health care delivery are rooted in the severe 
resource constraints which continue to hamper the Moldovan health system. 
 
The pressure of trying to maintain a minimum standard of health care with inadequate finances, 
while it underscores the need for reform, also effectively frustrates progress. Efforts to 
reorganize the financing and management of the system, which would in the long-term release 
resources, are constantly deflected by the need to respond to the immediate crises facing the 
system. Reform implementation is frustrated, above all else, by a shortage of money. 
 
 
 



 

Conclusions 

The Republic of Moldova has opted to move towards a more decentralized health system which 
will allow district or municipal government, and ultimately regional insurance funds, the 
opportunity to define health care priorities for their local populations. It has recognized the 
imbalance between primary and secondary care and chosen to move resources away from high 
technology interventions towards community-based general practice. It seeks to involve a wider 
range of citizens, not just in the debate about the health system, but in efforts to take personal 
responsibility for their own health. And despite the recognition of the need to introduce user 
fees, it remains committed to the provision of a minimum package of care to all citizens 
regardless of their ability to pay. 
 
Plans to shift towards an insurance model and to introduce contracting are underpinned by a 
desire to see health funding protected and to ensure that quality of care and humanity are given 
high priority. The entire reform process, including the limited introduction of market 
mechanisms and the sanctioning of a private sector, is intended to build a health system that is 
able to respond to health needs as efficiently and effectively as possible. 
 
The Ministry of Health and the Parliament of the Republic of Moldova have displayed 
considerable flexibility and a lack of ideological dogmatism in attempting to piece together a 
managerial framework and funding mechanisms that will enable the health care system to 
deliver affordable and appropriate health care. They have been constantly frustrated by the 
economic constraints facing the system, constraints that were themselves instrumental in 
creating the demand for reform. The lack of finances at a national level, as well as within the 
health sector, is clearly a major brake on change. However, there is a high degree of 
commitment to the reform process and compelling evidence that the reforms themselves will 
release health sector funds that are currently being wasted. The reform process will, no doubt, 
continue albeit at a slower pace than its supporters would wish. 
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