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 Abbreviations 

FDr  Family Doctor (General Practitioner) 
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GDP  Gross Domestic Product 
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MOH  Ministry of Health and Social Protection 
MOJ  Ministry of Justice 
MTR  Midterm Review 
NGO  Non-governmental Organization 
NIS  Newly Independent States 
NPV  Net Present Value 
OSI  Open Society Institute (a.k.a. SOROS Foundation) 
PAD  Project Appraisal Document 
PCIMU  Project Coordination Implementation and Monitoring Unit 
PHC  Primary Health Care 
PSRC  Public Sector Restructuring Credit 
RM  Republic of Moldova 
RN  Registered Nurse 
SAC  Structural Adjustment Credit 
SIDA  Swedish International Development Agency 
STI  Sexually-transmitted Infections 
TB  Tuberculosis 
UNAIDS United Nations AIDS Program 
UNICEF United Nations International Children’s Fund 
US$  United States Dollar 
WB  World Bank 
WHO  World Health Organization 
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Executive Summary 

1.1 Background and objectives 

1. The objective of the evaluation has been to consider three questions: 
•  If the problem to be solved with the project still exists in the same terms as 

originally presented 
• If the impact on the beneficiaries and the environment have been relevant 
• If the programming execution of the process has been effective 

 
2. In 1999 the situation in Moldova was dramatic. After almost 10 years of transition, 

health and economic indicators were both poor and worsening. In the intervening 
period great improvements have been made although health status in the country is 
still poor (average life expectancy 68), the economy weak and incomes low (average 
US$720/Capita) when compared to EU countries.1 But life expectancy has stabilized 
and great improvements have been made in terms of key indicators such as infant and 
mortality rates. Infectious disease rates will need to be monitored closely. 

 
3. The current situation is therefore still difficult but more stable. Considerable long-

term challenges exist to improve the health status of the population but the situation is 
no longer one of crisis. 

 
4. In terms of public health care enterprise(s), the HIF project provided a lifeline. 

Roughly equivalent to the annual turnover of the MOH in 2000, the importance of the 
project to the survival of public health care enterprise(s) cannot be underestimated. 
As the bulk of the population, and certainly those in the rural areas, depend on 
publicly provided services for their health and social care needs, the scope and 
ambition of the project was considerable.  

 
5. The strategy of the project was to refocus the public health care (Shemashko) system 

from specialist care, provided through a vaste, degraded and unaffordable network of 
hospitals; to relatively more cost-effective General Practice and ambulatory care. 
While General Practice (which came to be called ‘Family Medicine’) is widely 
practiced and accepted in Western Europe, and had been piloted in Moldova as early 
as 1993, it was still not recognised as a medical speciality in Moldova in 2000. 
Family Medicine was seen as a viable means to provide universal access to essential 
services. 

 

                                                      
1 CSPPHHCM 2005 and the Official Website of the Government of Moldova. 
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1.2 Methodology and data collection 

6. The approach taken was to develop a list of questions based on a matrix linking the 
project and its activities to the background to and implementation of the health sector 
reform. The development of the Project-Reform matrix is given in Annex 1. The 
matrix resulted in 7 groups of questions. The evaluation questions can also be clearly 
linked to the key indicators as specified in the Project Appraisal Document. 

 
7. The question matrix was used to guide data collection using both qualitative and 

quantitative techniques and data sources. These guiding questions were further 
broken down or reformulated where relevant in terms of evaluation method or 
stakeholder, data source. The evaluation methods used included: 
• Focus Groups (Full method and report in Annex 3) 
• Structured interviews (see Inception Report) 
• Literature review (see References consulted) 
• Expert based assessments and review (Annex 4 and 5) 
• Data collection and analysis on available Statistics (see References consulted) 
The cost benefit calculations of the PAD could not be repeated in the time available.2  
  

8. During the evaluation, the team was faced with a number of challenges and risks: 
• The short period for the evaluation 
• Availability problems for some key stakeholders due to vacations and moves to 

new positions (particularly outside the country) 
Despite these challenges the team managed to visit 10 of 35 Rayons. Those 
interviewed were open and frank. Structured interviews were also held with more 
than 30 key stakeholders. 

 
 

1.3 Project implementation 

9. Family medicine is now an established concept in Moldova. The HIF project has 
played a key role in this achievement. The project has renovated 100 of 430 need 
facilities, provided equipment in 360 of these facilities, established retraining courses 
and facilities, and provided re-training to 750 of approximately 2500 needed 
physicians, and 1500 nurses. 

 
10. These achievements were realized despite 4 changes in Minister and a reorganisation 

of public administration from Judets (11) to Rayons (35) that fundamentally changed 
the original planning base for investments and led to considerable repetition in work 
and delays. 

 
11. In terms of down sizing the hospital sector bed capacity reduced from 106 to 58 per 

10,000 between 1998 and 2004. The major gains were made early in the project. The 
project aimed to stimulate restructuring in the hospital sector by linking the 
availability of funds to invest in primary care facilities to restructuring targets. 

                                                      
2 The concentration of funding with Rayonal Chief Physician would make data collection with respect to direct benefits (cost 

savings, for example on utility costs) an extensive exercise. 
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Managerially, this ‘competitive mechanism’ failed to recognise that the upsides and 
downsides fell to different parties, and undermined its own efforts to stimulate 
planning and project management capacity at peripheral levels by adjusting the value 
of funding to investment projects planned by a coefficient linked to a score based 
primarily on restructuring targets; with no consideration as to how this might have 
affected the implementability of the original plan made. 

 
Recommendation: 

The need for continued down-sizing and reengineering in the public hospital sector is well appreciated by 

Moldova and a second phase of planning is underway. The focus now is re-engineering, i.e. not only down 

scaling but also up-grading the remainder. External funding agencies might also consider how restructuring pain 

in the hospitals market might also be alleviated in the hospital market to support a difficult managerial process. 

 
12. In the event, planning of investments became relatively informal, certainly in terms of 

infrastructure projects, but the HIF Project management proved highly effective and 
flexible in leveraging funding at local levels to maximize results on individual sites. 

 
Recommendation: 

A great success of the project as an Investment Fund has been its ability to use available funding to leverage 

additional finance for infrastructure – “if you pay for the cosmetic work I will pay for the roof” – while this has 

happened somewhat informally, planning and contract formalisation (both at site and network level) would 

certainly need to improve for bigger capital projects, it shows great potential. The project limited itself to local 

public funding but a greater deal of finance is available in the private sector and from doctors themselves. 

Ownership issues with respect to the assets would then arise, and subsequently how public services might be 

contracted from public-private facilities but the problems are not insurmountable and examples exist both within 

Moldova and Internationally. 

 
13. Almost all stakeholders agree that there is no turning back from Family Medicine, but 

the path has not always been smooth. Numerous trade-offs exist. The project itself 
illustrates how the concept must compete with other needs and requirements. For 
example, US$4 million was spent on ambulances that may have resulted in patients 
by-passing Family Medicine. Spent on Family Medicine, for example, approximately 
75% of facilities could have been upgraded and no by-pass risk would have been 
created.  

 
14. While the training courses have been well received retraining existing cadres in only 

4 weeks to take on an increasingly medical role, i.e. that of Family Medicine has 
limitations. The Medical University itself is now carrying the baton forward through 
compulsory Continuous Medical Education, but as the medical knowledge of Family 
Doctors deepens and widens this is likely to have knock on effects for the social work 
these same people did and still do. Interviews and site visits illustrated that while 
some now Family Doctors feel comfortable with, for example, rectal touché, others 
clearly do not, and have a strong preference for their community work and/or mid-
wife/paediatrics functions. The fact that Family Doctors have to fulfil all these 
functions is putting them under an increasing strain of responsibilities; and associated 
administration. In rural areas Family Doctors can be responsible for the social and 
medical needs of up to 6000 people. 
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Recommendation: 

The issue of the workload of Family Doctors should be examined. At the very least a reduction of administrative 

work will be necessary. In the longer-term, if Family Doctors were to become more (general) medical specialists, 

then their sector/ social/maternal and child well-being monitoring duties will come under pressure or have to be 

relieved. As Family Doctors relieve and support hospitals so other (even separated) organistions/ cadres might 

relieve and support Family Doctors – and indeed provide more specialised and focused public health, social and 

well-being services. Comparative work might be useful to see what options might exist in a Moldovan context. 

 
15. Increasing responsibilities and poor terms of conditions are making Family Medicine, 

particularly in rural areas, a very unattractive proposition for young doctors. The 
medium to long-term sustainability of the achievements of the project are now 
threatened by a new problem, instead of accelerating, the replacement of retrained 
older cadres with young and fully trained Family Doctors is actually decelerating. 

 
 

1.4 Project Impact 

16. The impact of the project went beyond its immediate activities. It is of course 
difficult to precisely correlate project activities to policy and management changes in 
the public health care sector but the financial size of the project relative to state 
budget would suggest, and stakeholder interviews confirmed, that the project created 
strong incentives. The use of targets, linked to disbursement to the project was the 
prime link. The targets related to: 
• Inputs and process: the level of funding and the organisation of financing within 

the public health care network 
• Outputs: universal access to an essential services package 

 
17. A significant increase in public funding to public health care providers has been 

achieved. Increased public funding, in part financed by an earmarked 4% pay roll tax, 
under a Compulsory National Health Insurance Scheme introduced on January 1, 
2004. The introduction of compulsory insurance under a national Health Insurance 
Company finally lead to a key indicator level of 35% of public health care 
expenditure (not less that MDL 430 million) being spent on primary care. The 
Medium Term Expenditure Framework would seem to indicate that this increased 
level of funding to the public health sector is secure in the medium term. 

 
Observation: 

Despite the increase in funding Moldova still runs a number of parallel health services under different ministries. 

These parallel services account for approximately 40% of bed capacity nationally. Unifying these streams 

remains a challenge. Reported data do not always make clear whether these services are included or not in 

discussion on public sector health services. 

 
18. The National Health Insurance Company provides cover to its beneficiaries for an 

essential service package (programul unic). The essential package is also free at the 
point of use. Both Key Performance Indicators. While registered coverage is not 
universal the eligibility criteria for the non-formally employed mean that key target 
groups amongst the young, mothers and the elderly are covered and access to 
essential services amongst these groups has improved significantly. 
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19. The National Health Insurance Company estimated that approximately 25% of the 

population, principally amongst the un- and informally employed, are uninsured. A 
challenge will be to make insurance products which are attractive to these people. 
Indeed as private predominantly out-of-pocket expenditure still accounts for a large, 
potentially even the bulk of health care expenditures (but no reliable data exist), there 
is also the challenge of making health insurance products which will be attractive to 
the formally employed. This might include changing the scope of medical products 
and services covered under the programul unic 

 
Recommendation 

Recommendations to widen the coverage are made elsewhere (Kacevicius G. 2005b.). These are not repeated 

here and are beyond the scope of this evaluation. One additional option hotly discussed at the time but little 

reported in available literature could be allow private and/or regional insurance companies to compete or create 

contestability with the HIC to administer the compulsory insurance package.3  

 
20. The scope of the essential service package is subject to much discussion. While 

benefits could always be increased it is clear that there will be trade-offs first 
between, for example, the ability of the central government to raise a compulsory 
levy, the scope of the package and the level of co-payment on the package. Benefits 
under the package are frequently seen as only relevant to those who have no other 
choices. 

 
Recommendation: 

More transparent decision tools for composing the programul unic would not seem out of place. For example: 

Medical Technology (and Procedures) Assessment, Fiscal Impact Assessments and Price elasticity calculations 

could be considered as a basis for a more evidence based approach to the formation of the programul unic to 

increase its health impact and transparency for patients and insured persons. The use of co-payments could 

also be part of such analysis. 

 
21. Despite the tangible benefits of the free essential service package, particularly for 

vulnerable groups, the price has been a growing pressure on providers and medical 
professionals. Doctors particularly feel ‘unprotected’. Blame frequently focuses on 
the HIC. In the decade prior to reform patients had grown used to paying out-of-
pocket for services. The project financed an intensive campaign around the free 
essential service package. As insureds demanded these rights, chaotic scenes in 
clinics and hospitals ensued. 

 
22. If a number of critical targets under the project had been pursued falling (formal and 

informal) incomes for physicians and other medical staff could have been 
compensated by increased income as providers: 
• became financially independent 
• where directly contracted for services 

                                                      
3 This is not without precident, the compulsory universal component of health insurance in the Netherlands, the exceptional 

medical expenses act, is administered by the local/ chosen insurer of the insured. Supplementary and compulsory 

insurance components are then administered for the client by one party. 
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Unfortunately, while these goals may have been achieved de jure, de facto they were 
not achieved. Instead at the beginning of 2004 primary and hospital providers were 
fused at a Rayonal level to form integrated health care providers under unified Rayon 
Chief Physician management. Physicians and staff have remained salaried civil 
servants, and secondary incomes came under pressure as patients demand free care. 

 
23. The medium to long-term consequences of these events is now becoming clear. The 

medical profession – and family medicine in rural areas in particular – is no longer a 
viable career option for the highly educated people needed. The profession of Family 
Medicine in particular is in danger of imploding and with it, in the medium to long-
term, so to will Family Medicine in Moldova. 

 
24. In principle the problem is not only financial. If, as officially stated is the case, each 

insured person is worth a capitation fee of MDL.90 the average allocation to a Family 
Doctor under the essential package is approximately MDL.140,000 for a list of 1,500 
patients. Where is the money going? On drugs? On maintaining still large 
infrastructure? The discussion cannot be de-linked from that of transparent priority 
setting in the essential package. 

 
Recommendation: 

Increasing the life time earnings prospects of physician and nurses is urgent. Interviews suggest a target 

income of approximately US$300 for Family Doctors. More fundamentally, steps will ultimately have to be made 

in the direction of financial autonomy and direct contracting as originally foreseen in the project but never 

realised. Negotiations around such a process would also provide information on the kind of financial space 

available for non-wage and infrastructure related benefits, i.e. drugs, under the essential package.  

 
25. After almost 15 years of constant change, reform exhaustion is apparent at all levels. 

A slogan that kept emerging at all levels throughout the evaluation, however, was ‘we 
can’t turn back, so lets move forward’. The creation of the HIC, while much 
improvement is needed, creates an institutional structure in which difficult choices 
can be made more managerial, than political. If however the MOH is to move to a 
more coordinating role a primary challenge for the MOH will be to free itself of the 
burden and potential conflict of interest in managing a large number of (republican) 
facilities including the bulk of significant public hospitals (and, indirectly, emergency 
services). 

 
Recommendation: 

Financial autonomy equally applied to the republican providers the MOH directly manages. 

 
26. This brings us back to a number of key conclusions from the Health Investment Fund 

project experience. Restructuring is as much a question of management as policy, 
particularly in a national health care enterprise (or system/ network of). A basic 
textbook lesson in management is to delegate/ equate authority with responsibility. 
Secondly, management motivation can be linked to the goals you want to achieve. 
The HIF Project experience has demonstrated that there are managers willing and 
able to mobilize and leverage additional funding if they feel they will profit from the 
venture. The importance of the private sector to both patients and physicians would 
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suggest normalizing these transactions will be fundamental to the health of the sector 
itself. 

 
27. What applied to investing in Family Medicine under the Health Investment Fund 

Project will apply in equal measure to investing in the Centre of Excellence hospitals. 
Motivated and engaged physicians and medical staff are the prime pre-requisite to 
access to services, whether essential or otherwise. Achieving this is becoming urgent. 
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2 Evaluation Objectives and Approach 

2.1 Evaluation Objectives 

28. The objectives of the evaluation are to assess the effectiveness of the Moldova Health 
Investment Fund project in the context of health reform implementation. Evaluation itself 
aims to determine: 

• If the problem that was to be solved with the project still exists in the same terms 
as originally presented (relevance); 

• If the impact on the beneficiaries and the environment have been relevant 
(effectiveness); 

• If the programming execution of the process has been effective (implementation 
and efficiency). 

 
 

2.2 Approach and Methodology 

29. The approach taken was to develop a list of questions based on a matrix linking the 
project and its activities to the background to and implementation of the health sector 
reform. The development of the Project-Reform matrix is given in Annex 1. The 
matrix resulted in 7 open questions (Table 1.1.). The evaluation questions can also be 
clearly linked to the key indicators as specified in the Project Appraisal Document 
(PAD). 

 
 Table 2.1 Evaluation questions 

Evaluation Question 

(Data Collection) 

Discussion 

(Data Analysis) 

Relevance 

1. Before the reform there was talk of an economic and health 

crisis, how has the situation changed and how might this affect 

any future direction? 

2. What impact as the creation of Compulsory Health Insurance 

Company (splitting: patients, providers, purchasers/financiers, and 

regulators) had on other actors in the health sector?  

(Change in) Sector 

Context and impact 

on Reform 

3.a. Can and have Family Doctor services substituted (inefficient 

and out-dated) hospital services? 

3.b.  Do you think health care services providers have (particularly 

Family Doctors) have changed in the way they provide, manage 

and ‘sell’ (contract) their services? 

Impact on Health 

Care Provision 

Effectiveness 

4. Has access, particularly amongst the young and poor, to 

essential services increased; and what is the relevance of the 

essential service package (‘unique program’)? 

Impact on users and 

the poor  
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5. Do you think the (State) Health Insurance Company gets ‘value 

for money’ when ‘buying’ (contracting) health care facilities to 

provide services? 

Impact on Health 

Care Financing 

Implementation 
6. Do you think the Ministry of Health needs to change in what it 

does and how it does it? 

Impact on Sector 

Management 

Efficiency 

7. What has been the contribution of the Health Investment Fund 

to the reform and ultimately to the on-going development of the 

health sector? 

Impact of the Project 

 
30. The questions in Table 1.1 were used to guide data collection using both qualitative 

and quantitative techniques and data sources. These guiding questions were further 
broken down or reformulated where relevant in terms of evaluation method or 
stakeholder, data source. The evaluation methods used included: 
• Focus Groups (Full method and report in Annex 3) 
• Structured interviews (see Inception Report) 
• Literature review (see References consulted) 
• Expert based assessments and review (Annex 4 and 5) 
• Data collection and analysis on available Statistics (see References consulted) 
The cost benefit calculations of the PAD could not be repeated in the time available.4  
  

31. During the evaluation, the team was faced with a number of challenges and risks: 
• The short period for the evaluation 
• Availability problems for some key stakeholders due to vacations and moves to 

new positions (particularly outside the country) 
Despite these challenges the team managed to visit 10 of 35 Rayons. Those 
interviewed were open and frank. Structured interviews were also held with more 
than 30 key stakeholders (Annex 8). 

 
 

2.3 Structure of Final Report 

32. In the first following section the context of the project, country and sector 
background, at appraisal is presented along with a description of the project and 
significant changes made to the project during implementation. In section 3, the 
implementation of the project is discussed. In Section 4, findings are presented in 
terms of the impact of the project across the dimensions stated in Table 1.1. In the 
final Section 5, recommendations and conclusions are given. 

 

                                                      
4 The concentration of funding with Rayonal Chief Physician would make data collection with respect to direct benefits (cost 

savings, for example on utility costs) to extensive an exercise. 
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3 Project background and initial objectives 

 
 

3.1 Context and the rationale for investment 

33. In January 1999 the Country Assistance Strategy (CAS) identified critical needs to 
both reverse decline health indicators and create a sustainable macro-financing 
framework. The situation in the health sector was considered sufficient severe to 
warrant continued work in the health sector despite delays to the Structural 
Adjustment Credit at that time (World Bank 2000). 

 
34. The key issues were: 

• Poor and declining health status. Life expectancy in Moldova in 1999 was 66.6 
years compared to 70.4 in Hungary and 76.9 in the UK. In addition, the incidence 
of infections diseases was rising, in some cases dramatically (for example: 
hepatitis, TB, and sexually transmitted infections). 

• Insufficient Resources. The economic crisis at the time had a marked impact on 
the availability of resources of the public health (care) system. Between 1990 and 
1999 GDP declined 60% requiring a drastic reduction in public expenditures, 
including therefore the public health care system. In 1999 alone the health care 
budget was reduced by 35%. Relative allocations of public resources to health 
care came became comparable to low income countries. At the provider and 
patient level this translated to the growing importance of out-of-pocket (formal 
and informal co-payment) expenditure.  

• Excessive capacity. Despite the financial challenges the GOM was trying to 
maintain a network approximately 3 times that of the UK, with 0.5% of the 
resource. Immediately prior to the project in 1999 a dramatic reduction in 
capacity was achieved. The number of hospitals, accounting for approximately 
70% of expenditure, reduced from 260 in 1998, to 90 (officially) in 1999. Further 
reductions were however foreseen during the project period. 

• Inefficient resource use. Not only was the volume of capacity extensive but the 
scale and scope of facilities created excessive financial burdens at the 
institutional level. Utility expenses and arrears (financing costs) accounted for 5 
in every 10 lei spent at the facility level. 

• Poor quality care, inaccessibility and low satisfaction amongst patients was the 
final result. Limited resources and out-dated medical practices, focused on 
specialized and hospital care limiting the ability of the system to provide 
universal access to an essential service package. 
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3.2 Key Development Objectives 

35. Against such a challenging background the key development objectives of the project 
were: 
• To guarantee access to a minimum package of health services 
• Modernize emergency services and primary health care 
• Reduce excess capacity in the health sector 
• Strengthen health sector institutional capacity 
• Support the development of TB and HIV/AIDS strategies 

 
36. Key Outcome Indicators (Key Performance Indicators: Impact) and links to the 

evaluation questions are given in Annex 2. At the project component level these 
indicators were repeated. 

 
 

3.3 Project design 

37. To achieve these steps a project was formulated in three components: 
Component 1: Policy Development and Institutional Strengthening of the Ministry of 
Health (US$1.7 million) 

• Health Policy Development 
• Communication of Health Sector Reform 
• Management and Technical Training Program 

• General Practice and Family Medicine 
• Health Facility Management 

Component 2: The Health Investment Fund (US$17.7 million) 
• Emergency and Primary Health Care 
• Hospital Refurbishment 

Component 3: Project Management and evaluation (US$0.6 million)  
• Project Management 
• Project Evaluation 

 
38. Key Output Indicators (Key Performance Indicators: Outputs and Results) are 

specified in Annex 2.  
 
39. Component 1 was to finance the development of the health reform strategy, key 

policies, respective legislation, public communication campaigns (and other 
communication activities), and technical training (and training of trainers) programs 
in health (facility) management (at different provider levels) and general medical 
practice for doctors and nurses. Medical practice training included the development 
of certain treatment protocols for Family Medicine. Finally, component 1 also 
included the development of a strategy for communicable diseases, particularly TB 
and HIV/AIDS. 

 
40. Component 2 was to establish a Health Investment Fund (HIF). First, the HIF would 

manage a ‘competitive mechanism’ to make investments in “small civil works…; 
information systems; medical equipment and supplies; pharmaceuticals; and 
ambulances” (PAD para 24). At the same time, it was envisaged as “possible” that the 



End-of-Project Evaluation 19 

HIF could be an appropriate means to operationalize the implementation of health 
insurance (PAD para 25). The process of establishing the insurance function was less 
clear. The borrower (GOM) was to submit to the IDA for review a proposal for the 
establishment and operation of the HIF by September 30, 2001. The review would be 
completed by December 31, 2001. Pending the result of the review the necessary 
instruments for the operation of the new HIF would be enacted no later than July 31, 
2002. This ‘plan for a plan’ was included in the Credit Covenants. 

 
41. The operation of the competitive mechanism was an important innovation. First, local 

level health authorities (at the time 11 Judets (Regions) later 35 Rayons (Districts)) 
were to submit investment proposals (to a technical committee of the Health 
Investment Fund) specifying provider network restructuring plans. The plans were to 
include down-scaling excess capacity (particularly in number and scale of in-patient 
care facilities) and up-grading particularly primary care capacity (in terms of physical 
infrastructure, buildings and equipment, and human resource training needs).  Local 
authorities were incentivized to work towards the overall goals of the project as their 
proposals where scored on a scale of 0- 100, against a specific set of criteria which 
reflected the overall project goals (Annex 6) 

 
42. The investment sum requested in local ‘investment proposals’ was then adjusted by a 

co-efficient equal to the score. For example, a Rayon costed capital investment needs 
at 200,000 lei, scored 65%, then received Lei 130,000. A ceiling was placed on 
funding that could be allocated to an administrative region (Judets at the time). This 
ceiling was broadly proportional to the population. Unallocated funds were to be 
returned to the general fund to allow successful Judets to increase their total 
allocations. Full procedures were set out in the Project Operational Manual. 

 
43. Finally, at the national level, the financing of the Health Investment Fund itself was 

linked to disbursement ‘triggers’ on the credit and grant. The triggers were linked to 
overall restructuring and reform objectives. The GOM was therefore also incentivized 
to pursue the overall objectives of the project. There were to be three disbursements 
(PAD): 
• May – October 2000, US$0.6m available for primary care investments mainly in 

Chininau and surrounds 
• October 2000 – December 2001, US$6.8 m 
• December 2001 – November 2005, US$10.3m. 
In the event the effective signing date for both the Dutch grant and the IDA credit 
was 11 April 2001.  

 
44. Component 3 would create a Project Management Unit (the UCIMP) and monitoring 

and evaluation process and indicators (Baseline, Mid-term, End-of-Project) to 
manage the project and guide these change strategies. 

 
45. The project was financed through three participations: 

• The Government of Moldova (US$1.6 million) (covered by a grant from the 
Dutch Government); 

• The Government of The Netherlands grant (US$8.4 million); 
• An IDA credit from the World Bank (US$10 million). 
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3.4 Changes to the Project 

46. No radical changes were made to the design of the project but two changes affected 
the implementation of the project. First, the project was formulated after a reform to 
public administration in the late 1990’s reduced the number of administrative districts 
(35 Rayons) to 11 larger ‘Judets’. With the accession to power of a new 
administration after elections in 2003 this decision was reversed (Public 
Administration Law 123-XV.2003 and decisions 688 and 689).5 As will be discussed 
this had a fundament impact on the project. Secondly, it should be noted that at 
approximately the same time, the Bank’s team leader for the project changed from a 
technical (health sector) specialist to an operations officer. 

 
47. It should also be noted that in a number of crucial dimension the project definition 

included little more than ‘plans for plans’. This might be said of both the capital 
investments to be made and the financing architecture (policy development) of the 
health care sector (and the public health care service (system)). On the one hand it 
might be said that this made the structure of the project highly flexible, on the other 
hand, it could be said that the outputs of the project became abstracted to outcome 
indicators. As outcome indicators are more difficult to directly attribute to 
interventions in the health sector this can only have made the impact of the project 
more difficult to monitor. 

 
48. The release of the final tranche did on follow the original schedule and was finally 

released after mid-term reviews in 2003/4. 
 

                                                      
5 Monitory of Republic of Moldova Nr 49/211. 19 March 2003. 
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4 Project Implementation and Outputs 

4.1 Project preparation and design 

49. The project was prepared at a challenging time (See paragraph 7). Without the project 
it is a widely held belief that the (public) health sector would have collapsed. Health 
indicators were poor and worsening. A KPMG report (1999) was uncompromising in 
with respect to the case for change, “(public) health care services in Moldova are 
operating on a “knife edge” with virtually no capital replacement when equipment 
becomes non-functioning. Meanwhile, the system is mounting up debts… the service 
will run into financial ‘melt-down’”. In 1999, public health sector budget was reduced 
by 35%, the total budget amounted to less that US$40m or approximately US$10 per 
capita. Comparable to rates in the least developed countries in the world. 

 
50. Against this background the need for action was perhaps urgent and while a 

Structural Adjustment Credit (SAC) at the time was delayed, the health sector was 
exempted. It can only be speculated whether this contributed to on the one hand what 
was perhaps a loosely defined set of project activities and on the other quite 
demanding credit conditions. This affected both major components of the project. 

 
51. In terms of Component 1, health policy development, substantial changes in the 

organisation and financing of the health sector were foreseen but not in place. The 
role and potential role of the Health Investment Fund (see paragraph 13) itself was 
unclear and the credit covenants stipulated a clear proposal to be made during the 
second disbursement (Sept 2001). The autonomy of health care providers was a key 
indicator and phase 2 (pilot being phase 1) disbursement condition ‘b’ (PAD p. 16). 
Changes in medical practice paradigms and the introduction of Family Medicine 
(General Practice) were implicit rather than explicit in key indicators for the 
development of a critical mass of trained personnel. 

 
52. In terms of Component 2, capital spending and investments, plans were neither in 

place at the conglomerate (‘system’) or business unit (‘facility’) level. The production 
of a restructuring plan at the system level was a credit covenant and disbursements 
were linked to sector level restructuring objectives. The specifics, which units where, 
was effectively delegated first to Judet level authorities and subsequently Rayon level 
authorities under the so-called ‘competitive mechanism’. Plans focused, according to 
the scoring system, primarily on what was to be closed rather than what was to be 
build up. 
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53. The result in terms of the project formulated has been an investment fund that has 
operated more as a needs based participative capital spending program.6 While 
having advantages, it is clear that a primary of objective of the project was a change 
to a medical operating paradigm, (more towards General Practice). This change was 
not necessarily familiar to, or agreed with by, the front line staff. This increased 
implementation difficulties. Secondly, as financial autonomy, as opposed to legal 
autonomy, was not achieved, ‘investment planning’ as this might normally be 
understood (comprehensive physical infrastructure and systems (HR) investment 
leading to planned workloads and, depending on the system more or less certain 
operating cash flows into the future) remained an abstract concept. 

 
54. Finally, there was no clear exit strategy. 
 
 

4.2 Disbursement to and by the project 

55. Funds under the project have however been successfully disbursed, albeit not exactly 
within the initially foreseen timeframe but with Bank approval. 

 
56. The PCIMU has worked in compliance with the loan agreement and the established 

regulation in the operation manual. Procurement of goods, civil works and 
consultants have been done in accordance with the provisions of the corresponding 
World Bank guidelines. The disbursement procedures are also fully in compliance 
with the requirements of the WB for accounting of Bank financed projects and also 
meet the GOM requirements. There is an acting information system and the 
accountancy is subject to regular audits from the Bank and the local audit institutions. 

 
57. Figure 3.1 illustrates that the project got off to a slow start. The project was also 

extended for 6 months and is due to close on August 30, 2006 by which time all funds 
will have been disbursed. Figure 3.1 primarily reflects the results under Component 2 
as this accounted for the 88.5.% of the budget. US$1.18 million remained unallocated 
after phase II and the mid-term. The final Phase III disbursement to the project was 
made in December 2003. The resulting pressure on disbursements by the project was 
identified as a risk for phase three at the time of the mid-term. 

 

                                                      
6 In fact at the grass roots facilities only facility managers were given a limited choice of ‘kits’ from which to choose and horse 

trading on potential elements of building works (heating, gas, roof etc) (See Summary building inspections, Annex 7. 

Do you have a plan B? 
 
Investment planning 
typically includes 

sensitivity and risk 
analysis. 
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 Figure 4.1 Financial execution under the HIF project 
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Source: Project Information System 
 
58. Elections and the change of administration in 2002/3, and the subsequent return to 

Rayon administrations meant that the entire planning process had to be revisited. 
Plans that were made by Judets were scrapped and plans were remade at the Rayon 
level. This caused considerable delays. The slow start can also be attributed to the 
fact that much preparation work was to be done in the project. While this is not 
unusual, there are differences of opinion as to how well it was agreed and understood 
what was needed in terms of submitting ‘investment proposals’. 

 
59. At project inception it was further envisaged that there would be a capitation 

weighted allocation of capital spending under the project across Judets. While 
relatively positive progress on this was reported at the mid-term stage, it is no longer 
possible to determine (the financial value of) allocations across geographical areas 
(See 3.4.). In fact, the PCIMU does not routinely account the value of capital goods 
and investments (equipment and training) received at the facility level. This means it 
is also not possible to comment on the execution of Component 2.2 – limited hospital 
refurbishments - within the scope and time available for this evaluation. Nor is it then 
possible to determine clearly what proportion of investment funds (building, 
equipment and training) were spend on individual primary care facilities (General 
Practice,) or therefore primary care as a whole. 

 
 

4.3 Changes affecting implementation 

60. The return to Rayon local administrations (Law 123/2003, Decisions 688 and 689, 
June 2003) had a dramatic effect both on the project procedures and likely outcomes 
(see next chapter). In terms of project procedures it meant that all 
investment/restructuring plans made at the Judet level (11) had to be repeated to 
apply to the Rayon level (35) and Municipalities (2). In terms of the outcomes of the 
project the public administration (re-)reform as applied to the public health care 
sector (MOH Regulation 190) meant that primary care (all three levels) and hospital 
services were first integrated as one organisation and secondly brought under the 
authority of a Chief Rayonal Physician.  
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61. The effect of concentrating authority with a the Rayonal Chief Rayonal Physician, 
was strengthen by January 2004 with the introduction of a compulsory state Health 
Insurance Company (HIC).7 The HIC makes three block (cost and volume) contracts 
with the Chief Rayonal Physician for; hospital, primary and emergency care 
respectively. While these contracts stipulate that 35% of spending is to be allocated to 
primary care (which accords to the conditions of the HIF project and credit), in reality 
funds under Chief Rayonal Physician control are highly fungable.  

 
62. These changes considerably undermined the goals of the HIF project, or at least made 

very difficult to assess progress towards them (See 3.4). This affected both the down 
scaling of inpatient and hospital capacity and the up-scaling and roll out of General 
Practice (Family Medicine).8 In terms of a number of Key Performance Indicators, 
particularly that of the financial autonomy of providers, the moves were clearly a flat 
contradiction (Annex 2).9 This only became clear after the third tranche was 
disbursed. 

 
63. There have been four ministers for health during the course of the project and in 2005 

the Ministry was fused with Social Protection to become the Ministry of Health and 
Social Protection. 

 
 

4.4 Monitoring and Evaluation 

64. A project monitoring and evaluation system was set up under the base-line study. A 
junior monitoring and evaluation officer was only appointed (date after start). The 
base-line, mid-term and final have all been tendered separately reducing continuity 
and support to the monitoring and evaluation officer. Question marks as to the 
usefulness of this system were set at the mid-term evaluation. At the close of the 
project it is clear that particularly the key indicator software is filled in, but not used 
by the project management.10 Instead, different and more specific sub-information 
systems were used as appropriate and where data are available.  

   
65. The situation is perhaps best illustrated using the management concept of circles of 

interest and circles of influence (Figure 3.2). Clearly in a project to reform an entire 
industrial (service) sector there is a significant difference between; that which the 
project management is able to influence (inner circles) and, that which in which the 
project management is interested (outer circles). 

 

                                                      
7 Hereafter The Health Insurance Company (NHIC) 
8 This risk was foreseen in both the internal Mid-term Review, Doganov B (2003) and the external pre-mid-term review report 

Ciobanu S. (2003). 
9 Here it should be noted that de jure, and hence officially, facilities are ‘autonomous’ this however is clearly not the same as 

financial autonomy. In all primary care facilities visited that Health Centre Coordinators did not even have control over petty 
cash (for example to buy batteries for procured medical equipment). Avoiding fruitless semantic discussions on this issue is 
difficult (see recommendations). 

10 Careful examination of the database reveals considerable inconsistencies and missing data. 
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 Figure 4.2 Interest and Influence applied to sector level and reform projects and programs 

 
 
66. In highly donor dependent countries with poorly developed private sectors it can be 

said that circles D and E expand to cover large parts of C and B.11 However in a 
transitional economy such as Moldova, even at low income levels when compared to 
the OECD, it is clear that not only is there a large and, in urban areas, vibrant private 
sector, and that donor projects, even those as large as the HIF project, account for 
only a relatively small proportion of all activity in the public sector.12  

 
67. The monitoring and evaluation of the project as set out in the baseline focused 

heavily on an information gathering tool in area D, assuming that it covered and 
could control all other circles, while neglecting to recognise differences in circles of 
influence and interest. A unified performance measurement system cannot be a 
subsitute for management and leadership and; the delegation of authority (as opposed 
to responsibility).13 The project management itself had to tread carefully to support 
policy development on many front while respecting various jurisdictions. 

  
68. This issue was emphasised strongly but politely in the mid-term review with 

numerous reference to the need for a lead group within the MOH to co-ordinate and 
lead a new strategy for on-going health sector development at the end of the 1997-
2003 Health Reform Strategy period. In the event, no new strategy was developed. 
The reform (on-going development) effectively drifted from 2003 and was strongly 
buffeted by the winds of public administration reform. The HIF project management 
progressively reduced its focus to a point where it is almost entirely focused on 
procurement (Area E). In the procurement area World Bank PRINCY software is 
systematically used for management reporting purposes. 

 
69. For the purposes of routine project reporting national statistical sources are used for 

data in Area A. Information on the health market as a whole is weak (See World 
Bank 2006 for rough calculations). The initiation of National Health Accounts is 
strongly recommended. Information on the public sectors available through public 

                                                      
11 To illustrate this point in 2000 the project value was equivalent to the turnover of state health care enterprises under the MOH. 

In 2005, US$20m was equivalent was less than 18% of MOH and NHIC turnover. 
12 In fact sector projects could also support private sector actors in either provision or insurance although this is still quite rare. In 

this case circle ‘d’ would overlap ‘c’ and ‘b’. 
13 It should be noted health system performance-based indicator frameworks have been the subject of much debate particularly 

within WHO and a report on the matter is available within the project (Kacevicius G. 2005). 
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accounts but the MOH focuses on facilities under its jurisdiction and that of the 
Health Insurance Company. This can be confusing, and classification differences 
must surely account for differences in reported figures across sources, when trying to 
measure the extent of restructuring or the level of public health care financing both 
key indicators for the project. 

 
70. In conclusion, any future project should eliminate circle D and focus instead on 

building data quality in the various circles of responsibility and analytical and 
evidence based decision making both within each sub-system/ organisation but also 
within the MOH or a – to give it a name – ‘on-going strategic development and 
operations research department’. Recognising the difference between circles of 
interest and circles of influence and control. 

 
 

4.5 Performance and value for money 

Component 1: Policy and Institutional strengthening 
 
71. The component consisted of three sub-components: health policy development, 

communication of the health sector reform, management and technical training.  
 
72. Inputs in to policy development sub-component consisted primarily of: the purchase 

of ITC and network capacity and computer training for the Ministry of Health 
(US$250k) A TB/AIDS strategy was and surveillance system (approximately 
US$50k (with a further $50k on antiretrovirals and lab equipment), and partial 
financing for the development of clinical protocols (Parks 2005). Both the TB/AIDS 
strategy and clinical protocols illustrate the ability of the Health Investment Fund to 
leverage additional financing for activities. In the case of TB/AIDS this must be 
considered highly successful as the HIF Office now also manages an approximately 
US$17m five year program for TB/AIDS financed through Global Fund and World 
Bank. 

 
73. Protocols and treatment guidelines in diseases required under the key indicators were 

prepared but are not available in English and could not be translated and reviewed in 
the time available for this evaluation. Site visits indicated that protocols and material 
made available during trainings were considered useful. Guidelines and materials 
produced in collaboration with UNICEF were particularly valued.  

 
74. The leverage of additional funding, and the management thereof under the HIF office 

makes it difficult to distinguish what is an input/ achievement of the project and what 
is managed by the HIF as an organisation. The procurement of consulting services 
relevant to the goals of the project were in fact for a large part procured under World 
Bank PHRD grants  and not the HIF project (Health Insurance and Insurance MIS 
expert (Kacevicius 2005), Health System Optimization Planner (Boulton 2005), 
Human Resource Planner (Conseil Santé 2006), Architectural and Engineering 
Assessment for Hospital Consolidation, Hospital Equipment Management Plan). 
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75. While each of these outputs have provided useful input into the activities of various 
agencies it remains a fact that since the end of the 1997 – 2003 strategic plan for 
health reform there has been no overall plan for the health sector into which these 
inputs clearly fit (MOH 1997). The urgent need for both medium to long-term 
strategic planning and plans, and a dedicated group within the MOH to own and drive 
these plans was stressed at the mid-term phase. This call remains relevant. As 
recently as August 2006, however, a number of working groups have been formed to 
formulate a new strategy document.14 

 
76. Inputs into the public communication sub-component consisted mainly of a large 

public awareness campaigns (US$750k (2002-2004) extended in a further contract for 
18 months to Oct 2005 (US$250k)). The public awareness campaign was considered 
highly successful but focuses heavily on the positive changes implemented under the 
reform (particularly free services) (Mid-Term Review 2003). The lack of promotion 
for Family Medicine has been bemoaned by some observers (World Bank 2003). At 
an operational level a small number of doctors interviewed gave amusing accounts of 
patients at the initial stages coming and demanding free drugs and treatment – even 
people who were not sick! Patient doctor relationships came under great strain and 
almost all focus groups felt the campaigns have lead to widespread public feelings of 
being misled (Annex 3). More problematically, however, the campaign coincided 
with what has been a continuous exodus of physicians from: public service jobs, 
Family Medicine education, the medical profession and even the country (see 
unintended consequences and impacts on providers below). 

 
77. Inputs into training and capacity development can be divided into a number of stages: 

international consultants to develop strategies and curriculum and train trainers 
(General Practice retraining (US$84k) and Health Management (US$84k), civil 
works and equipping a Model Clinic and Family Practice training facility at the State 
University of Medicine and Pharmacy (www.usmf.md, and www.public-health.com) 
and five regional training centres (≈ US$200k), Contracts with local training 
institutions for retraining existing cadre to Family Medicine (≈ US$600k (implying a 
not unreasonable average cost per participant ≈3,250 Lei), and flagship courses for 
senior MOH staff (≈ US$150k). 

 
78. The project achieved the objectives of (re-)training 750 Family Doctors 

(approximately 1/3), 1500 Nurses (approximately ¼) and 300 health managers (Key 
Indicators Annex 2). Both the Training of trainer and the actual courses were highly 
rated by participants.  

 
79. The initial strategy for re-training mainly therapeuts and paediatricians to Family 

Medicine foresaw an 18 week training course. In the event, financial constraints lead 
to compression to a four week course (course development co-financed by UNICEF). 
It is clear that 4 weeks is too short to retrain someone who may have worked for 20 
years in a lower skilled and resource poor environment. Nevertheless, the courses 

                                                      
14 Activities coordinated by Svetlana Stefanet (Scientific and Practical Centre for Public Health and Health Care Management 

and EU Tacis Public Health Reform Project). The expected timing and outputs from these activities is not clear at the time 

of writing. 
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have proven so popular that the medical university is currently considering options to 
more clearly link first the 4 week course to the regulatory 400 hours Continuous 
Medical Education (CME) every 5 years. Currently such CME is not structured and 
physicians may choose any course. Typically these courses are more orientated to 
specialist medicine than to General Practice. 

 
80. The majority of Mid-level managers did not receive the Family Medicine training and 

hence failed to appreciate the improved capacities of physicians at the primary level. 
This is essential if Family Doctors are to be given the practice responsibility for 
which they are trained and being retrained. 

 
81. Training development must be considered one of the major achievements of the 

project. While there is far to go, it is equally clear that great distance has been 
travelled. At the start of the project Family Medicine barely existed as a concept. 
Again the HIF has effectively acted as a catalyst leveraging funding from multiple 
sources. 

 
82. As for manager training while the training was well appreciated it is also the case that 

few managers in the system actually carry financial authority equivalent to their 
responsibilities. Until facilities actually become financial autonomous, a missed key 
indicator, management training can only remain an abstract exercise, however well 
performed (See chapter 4, impact on providers). 

 
83. Achievements in institutional development are therefore mixed. Much has been 

achieved in terms of push factors, for example, developing organisations and 
individuals with the capacity to provide appropriate retraining for existing cadres. On 
the pull side however, factors attracting young and more highly qualified (resident) 
Family Doctors, there are strong warning signs of an impending crisis, particularly in 
rural areas. Of 86 Family Medicine graduates in 2004 only 4 signed on to MOH 
positions! (Annex 4 and impact on providers below). 

 
Component 2: Health Investment Fund 
 
84. Investments in health care infrastructure under the HIF have been the principal 

instrument for pushing developments in primary care and driving restructuring in the 
hospital sector. The project was designed around a so-called ‘competitive 
mechanism’ linking these objectives. Funds for capital from the HIF investments 
were released on receiving restructuring plans from first Judets and subsequently 
Rayons. 

 
85. Of 431 primary care facilities 360 have received at least basic equipment and 99 have 

been wholly or partially refurbished. The project did not define objectives in terms of 
the scale or scope of such investments. 
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 Figure 4.3 Primary care facilities receiving capital investment under the HIF 
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86. During the project period the overall number of hospitals decreased from 253 to 65 

by 2004, under the Ministry of Health.15 The number of beds has decrease from 
45.665 to 20.752 (figure 3.5). There was a total winding up of all rural hospitals with 
the capacity of 50-100 beds, which were medically and economically inefficient. 
Chisinau Municipal Children Hospital No. 2 has been closed. Chisinau Narcological 
Dispensary has been merged with the Republic Narcological Dispensary and more 
than 200 ancillary facilities have been closed.  

 
 Figure 4.4 Hospital Beds per 10,000 
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87. No specific targets were set and restructuring plans were approved by the Bank. The 

bulk of restructuring took place before the project but has continued at a slow but 
steady rate. More problematically the project’s aim to stimulate restructuring in the 
hospital sector by linking the availability of investment capital for primary care 
facilities to restructuring targets, failed to recognise that managerially, the carrot and 
the stick fell to different parties! 

 
88. In terms of civil works US$2.07m were spent on 105 sites (Range: US$2k – 

US$148k). 39 different contractors were used. Overall works were performed to an 
acceptable standard (Annex 5). As the range of expenditures/ facility indicates there 
was considerable variation in the scope and scale of works. US$148k was spent on a 
model university clinic. In the bulk of facilities the HIF once again leveraged funds, 

                                                      
15 These figures and those reported in progress reports do not include 12 hospitals under the MOD, 11 under MOJ, 11 under 

Borders Service and 8 under various other government ministries and departments (2004) (Source: CSPPHHCM 2005). 
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this time principally from local authorities, by offering to finance reparation of 
essential structural works (almost all facilities received new roofs) and essential 
installations (i.e. water, sanitation and heating systems). In a small number of cases 
cosmetic works were performed and windows installed under HIF funding. 

 
89. A problem stated in a number of areas was difficulties in coordinating works where a 

number of contractors were involved. The piecemeal approach to financing different 
components makes integrated project management difficult. While this is relatively 
less important, but not without problems, in simple and small scale projects such an 
approach would not work in larger scale projects. 

 
90. Equipment for primary care facilities was in place and represented a marked 

improvement on the historical situation – where in fact primary care medical staff 
operated with little or no modern equipment. The composition of kits procured was 
appropriate for function (Annex 5). Knowledge in the use some equipment, even 
relatively simple equipment, for example ocular tonometers, was lacking in some 
sites visited. Local user training or peer to peer training might be strengthened. 

 
91. The procurement of non-primary care equipment accounted for an important 

proportion of project expenditures but neither expenditures per facility nor 
specifications and prices were available in electronic form for easy value for money 
checks. This also makes it difficult to comment on the geographical or ‘level of care’ 
distribution of expenditures and benefits. Once again however the situation at the 
outset of the project was one of total obsolescence or absence of equipment and hence 
any and all improvements were welcomed at the operational level. A small number of 
items outside the kits were covered on a more or less ad hoc basis. 

 
92. 75 ambulances with first aid capacity were purchased for US$3.9m in two lots. 
 
93. The PCIMU has worked in compliance with the loan agreement and the established 

regulation in the operation manual. Procurement of goods, civil works and 
consultants have been done in accordance with the provisions of the corresponding 
World Bank guidelines. One reservation might be that the PCIMU has relied 
completely on the tender process to ensure value for money and has no further 
systems in place to check whether this may or may not have produced optimal results. 

 
94. From the outset there have been difficulties with the foreseen ‘competitive 

mechanism’. Delays to procurement in the early stages are generally attributed to a 
lack of understanding at the operational level as to how this mechanism worked. It 
was the role of the PCIMU to train local promoters in how this might work. At the 
same time it is clear that the PCIMU has played a very proactive role in negotiating 
and leveraging local funding to co-finance investments. While activating local 
authorities to contribute to capital projects in primary care particularly is widely seen 
as a great achievement of the HIF, it also illustrates the limitations in the 
implementation of the competitive mechanism. 

 
95. The reality is that a competitive mechanism never really existed. ‘Investment 

proposals’ from Judets and later Rayons were little more than rough ‘wish lists’ for 
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numbers of equipment kits.16 The structure of the proposals is weakly reminiscent of 
participative needs based assessments, but even then, the link between for example; 
epidemiological profile of population => services to be provided => equipment 
needed; is weak or absent in proposals. In fact facilities were confronted with a 
simple choice between a number of ‘kits’ (bundles of basic equipment), the content of 
the kits being laid down by the MOH. Site visits indicated, for example, a strong 
demand for items not on the lists of available options, for example, Personal 
Computers and medical furniture. 

 
96. Achievements have therefore become highly depended on the ‘attitudes’ of the local 

Rayon chief doctors and heads of facilities. There is considerable variation, even 
within Rayons. In a majority of sites visited it would seem that approach has been, 
“preserve what we have” in the hope perhaps that addition funding will come on-line 
at some point in the future. This is illustrated by the focus on roofs, i.e. that part of 
the building essential to prevent further or rapid structural decay. In some cases very 
large facilities – policlinics - were roofed but little further works done. One exception 
was visited where an outsized facility was sold, a smaller and more economical 
building bought and completely refurbished. 

 
97. The failure to financially autonomize facilities must once again be seen as a major 

factor affecting the output and outcomes of the project. Where management bears 
little or no financial pressure or benefits to restructuring, at either the facility or sub-
network level, then few incentives to support the process. The ability of the HIF 
management to ‘go with the flow’ at the local level might therefore be criticised in 
terms of the degree to which it pushed needed restructuring but on the other hand, it 
has managed to book solid gains, stay operating and become widely appreciated 
during a five year period of almost constant change (see Sustainability below). 

 
Component 3: Project Management 
 
98. The project management component consisted of two sub-components, project 

management and project evaluation. 
 
99. In addition to comments under monitoring and evaluation, with a staff of just 4 – 7 

persons (including temporary co-ordinators), the PCIMU is widely appreciated for 
having done a remarkable job. The focus on hardware and ‘tangible things’, and the 
extremely modest use of particularly international consulting services, is frequently 
mentioned positively. However, this focus has also narrowed the skill base of the HIF 
to little more than a procurement office. A number of key procurement staff have 
already left to international positions as the project winds down. 

 
100. While poorly specified in the PAD it would seem that a greater role for the HIF 

was foreseen. A number of possible directions existed. In the event: the ‘think tank’ 

                                                      
16 In fact the paternalistic nature of the mechanism is illustrated by the fact that there mechanism itself actually broke the link 

between any plan and subsequent finance for it. If a plan failed to score sufficient points on targets not related to the 
investment project to be developed (i.e. the upside of what was being planned) the funding to the project was 

proportionately cut. Surely this itself then undermines the relevance of the original plan? 
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function of the MOH seems to be gradually focusing on the CSSPHHM; The Health 
Insurance company also grew out of the CSSPHHM; and finally the competitive 
mechanism moved more in the direction of the capital spending (procurement 
management) program rather than a structural fund (investment management fund).  

 
101. The HIF as a Fund of US$20 m is now spent. A rolling fund (i.e. not necessarily 

profit making outside reserves), active in financing and leveraging larger scale 
investment – particularly those much needed in the hospital sector - would require 
considerable capacity building within the HIF. Outside the HIF two essential changes 
would have to take place: 
• Providers would finally have to be financial independent or private if this is the 

only legal channel to realise this, and; 
• The Health Insurance Company would have to find a mechanism to directly 

contract service level entities, and, as importantly, incorporate the recurrent and 
capital expenses of contracted facilities in the pricing structure of contracted 
services.17 

 
102. Monitoring and evaluation is discussed in section 3.4. 
 
 

4.6 Sustainability of outputs 

103. With respect to civil works: The relatively high quality of civil works, the focus 
on structural elements essential to preserve buildings and the relatively long technical 
and economic life of buildings would imply that the sustainability of civil works 
performed under the project is long. 

 
104. As discussed in the previous section ‘investment proposals’ as prepared under the 

competitive mechanism included only lists of kits needed, absent were: 
• Needs assessments and market analysis linking required capital investments to 

likely use and workload 
• Technical drawing or plans, maps etc for i) restructuring across the network or ii) 

rebuilding at the site level   
• Financial analysis, life cycle cash-flow analysis (capital and recurrent financing) 
• Environmental or social impact assessments. 

 
105. In the Rayons visited limited plans for rural health services were being drawn up 

in some areas under the President’s “Satul Moldovenesc” or Moldovan Village 
development strategy. Plans for specific hospitals exist but strategic or medium to 
long-term development plans for the public network or the provider market as a 
whole do not exist.18 

 

                                                      
17 With respect to this later point there is a danger that the Health Insurance Company will is starting to directly finance capital 

investments. In one site visit in the east of the country a Lei 6 million participation was currently under discussion for the 
construction of a 170 bed surgical facility!  

18 A TACIS workshop on this subject is organised for 11 august 2006 
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106. At a central level the State Medical University is considering how to embed 
developments in training into Continuous Medical Education but no rolling plan for 
training beyond these already trained under the project exists. Now that the HIF is 
being rolled up it is not clear who would be responsible if no future project is 
developed. Again we can only point to the need for exit strategies during project 
formulation (paragraph 54). 

 
107. If there is a second project, and there is an universal belief that this will be the 

case, focus groups amongst key stakeholder, including NGOs, indicate a strong fear 
that if there is not a clear strategy further money will be wasted (Annex 3). 

 
108. The sustainability of impacts is discussed under the relevant sections is the next 

chapter. 
 
 

4.7 Linking outputs and impact 

109. The fundamental link between the outputs and the project and its impact on 
public health and the health sector must be the durability of Family Medicine and 
essential services at the primary level. At the outset of the project the concept of 
General Practice was barely known by the public at large and perhaps barely accepted 
either by public or the medical profession as a specialty. The concept is now 
established. At the same time, the long-term sustainability of Family Medicine and its 
benefits will, in the final analysis, rely on: 
• A strong supply of (progressively more) qualified doctors and nurses pushing the 

concept 
• A strong demand for Family Medicine and essential services pulling the concept 
 

110. The outputs of the HIF project were more focused on supply side factors: 
building facilities, buying equipment, training personnel. However, demand side 
factors, strengthening and improving finance for primary services were also 
important objectives of the project. Finally, achieving a balance between on the one 
hand considerable needs and on the other hand limited resources (and only partial 
control over all resources available) will require judicious and careful market 
intervention by regulatory authorities. This was also an objective of the project. 
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5 Project Impact and Outcomes 

5.1 Health impact and a changing context 

111. In 1999 the health situation was considered urgent. During the period of the 
project key indicators have stabilized and improved (Figure 4.1). From 1999 – 2003, 
average life expectancy increased from 67.6 to 68.1 years, exceeding 68 years for the 
first time since 1990. Life expectancy remains however, one of the lowest in Europe 
(approximately 12 years below the EU average) and the FSU. During the project 
period (data available to 2004), infant mortality declined by approximately 35%, well 
on target to meet the 40% reduction in ten years for which the project aimed. 

 
 Figure 5.1 Improvements in key health indictators 
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Source: CSPPHHCM 2005 
 
112. Health indicators suggest that while the health situation has improved and 

stabilized there is still considerable room for improvement when compared to the EU 
(See World Bank Health Policy Note 2006 for a longer discussion). This represents 
an important change with respect to the period prior to the project and suggests that 
the reasons for urgency and haste in the preparation of any new project or phase are 
now reduced. 

 
113. The extent to which these benefits can be attributed directly to the project is of 

course difficult. There has been a similar improvement in the general economic 
situation with GDP/ Capita improving from US$308 – 720 between 1999 and 2004. 
Neither the health nor economic situation however, gives cause for complacency. At 
the same time it is universally accepted that without the HIF project the health sector 
in 1999 would have completely collapsed. The impact of this on health status can 
only be speculated. 
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114. The mixed burden of illness, an increasing dependency ratio, high incidences of 
working age morbidity and accidents, social inequality and increasing vulnerability in 
some target groups reflect the need for a more comprehensive and balanced strategy 
to cover, for example: (de-medicalization of) social care for the elder and target 
vulnerable groups (particularly amongst the young), attention to hospital services, and 
attention to lifestyles, in addition to the need to further strengthen Family Medicine 
and primary care. A comprehensive strategy would also cover the dynamics between 
these various areas. 

 
115. The situation with respect to restructuring the provider market is discussed under 

4.2. 
 
116. The situation with respect to health care financing and expenditure is discussed 

under 4.4. 
 
117. There is much still to be done, but the reduced urgency of the situation should 

imply that more time can be taken to more carefully consider a medium to long-term 
strategy for the progressive improvement of health and health care and, we would 
argue, social and community services. 

 
 

5.2 Impact on the provider market 

118. Family medicine is at once the greatest beneficiary of the Health Investment Fund 
but also perhaps the greatest loser in a changing health care provider market. 

 
119. First, what has not changed is that most physicians, be they hospital or primary 

physicians are still salaried workers in public integrated health care system. Small 
private practices have emerged strongly in the last five years, particularly in dentistry 
and ophthalmology and particularly in urban areas (Figure 4.2). Focus groups and 
stakeholder interview indicate that there is still a strong perception that private 
practice means moving being paid on an out of pocket basis by patients and stepping 
away from public, Health Insurance Company, reimbursements (Annex 3 and 4).  

 
 Figure 5.2 Registered Private Ambulatory (out-patient) clinics 
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120. One example of a private physician contracted to provide (ultrasound) services 
under the essential package was encountered during site visits. With respect to 
(general) hospital sector, of which none exist outside the public sector, the situation is 
more complex. There are formally paid services but anecdotal evidence strongly 
suggests various forms of private investment (!) and practice in public hospitals are 
taking place at departmental levels. 

 
121. With respect to restructuring significant gains were made in reducing inpatient 

capacity. This was particularly true early in the project (see Chapter 3). However, the 
more demanding question is whether any substitution is taking place between in- and 
out-patient services. Figure 4.3 illustrates that there may be reasons to question the 
extent to which this is happening.19 At worst, the similarity in visit levels illustrates 
what qualitative studies would seem to indicate, namely that the gatekeeper function 
is perceived as little more than an unnecessary step in getting hospital and specialist 
services. 

 
 Figure 5.3 In- and Out-patient visits and emergency calls 
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122. The need for a second wave of restructuring is well appreciated within the MOH 

and HIF. At the time of writing a new hospital sector restructuring plan is being 
finalized. An important change in emphasis, and lesson of experience – perhaps 
exhaustion - of almost constant reform, is that the plan not only emphasis the need for 
down scaling but also what needs to be build up (MOH 2006). The principle will be 
to draw resources away from the centre (Chisinau) by building up a limited number 
of hospital ‘Centres of Excellence’. 

 
123. Data on referrals, a key indicator, are not routinely collected. 
 
124. The second question is whether the use and access to primary care and 

particularly Family Medicine is increasing. Again while much has been achieved in 
terms of pushing Family Medicine, figures 4.3 and 4.4 illustrates that since 2003/4 

                                                      
19 In fact the graph also illustrate not only an approximate parity between in and outpatient contacts, presumable contacts in 

ambulatory care including family medicine should be considerably higher, but also a very high contact rate with ‘medical 
services’ per capita when compared to EU countries. This must be due to the fact that both in and outpatient facilities 
include a heavy burden of what in EU countries might be considered social service ‘cases’ / clients. A detailed examination 

of this issue is beyond the scope of this evaluation. 
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progress has faltered. In some urban areas, large Consultative and Diagnostic Centres, 
with more specialist services, provide an alternative although they still employ 
Family Doctors. 

 
125. Developments in the emergency services have not helped. Operated as a separate, 

and since 2004, national entity (under the Emergency Hospital and hence MOH) 
receiving fee-per-call payments, the number of emergency calls has increased 
dramatically. The HIF may inadvertently have supported this development with the 
procurement of 75 ambulances. In addition, in many cases, the emergency services 
share space with Family Doctors putting pressure on available space. As Family 
Doctors are increasingly seen as Health Insurance Company institutions and 
Emergency services as MOH providers, competition for paying clients has increased 
and with this the relations between the two services have deteriorated, in the case of 
one site visit to the point of open conflict. 

 
 Figure 5.4 Numbers of Family Doctors 
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126. Most alarming for the future of Family Medicine is that fewer young residents 

(fully trained higher quality Family Doctors) are taking up positions. The situation is 
now critical in rural areas. The situation is described in detail in Annex 4. Various 
stop gap measures are proposed, such as ‘golden hand shakes’ of 30,000 Lei for 
taking up rural practice or giving cars but what is evident is that if salaries do not 
increase the future of Family Medicine looks extremely uncertain.2021 As the older 
retrained cadres retire, the average age is of many Family Doctor practices and 
policlinics is already above 50 and, if no new blood joins, the medical labour market 
will implode (Conseil Sante 2005). The affect of this on family medicine is illustrated 
in Figure 4.5 (Annex 4). 

 

                                                      
20 The situation may also apply to medicine as a whole. 
21 While there is much discussion on HR policies in health care, economic theory and empirical evidence point to life time 

earnings expectations as the primary driver in (personal) investment in education. 6 years basic plus 3-4 years residency 
training – even when subsidized – is clearly a heavy price to pay for a starting salary of US$35 per month raising to a 

maximum of US$60-70. 
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 Figure 5.5 The future of Family Medicine 
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127. In addition to the poor conditions of employment, the Family Doctors have 

become the Cinderella’s of the public health care system. Administrative duties have 
expanded to a point were as much as 60% of time is spend filing reports (for both the 
MOH and HIC) to feed up to various higher authorities (Annex 3 and 4). 
Responsibilities have expanded as: i) medical skills and responsibilities expand, and  
ii) ‘sector’ (i.e. community and social service responsibilities) remain. 

 
128. The pressure is then particularly high on rural doctors and nurses where Family 

Medicine is most relevant. In some cases, Family Doctors are where the buck stops 
for social and medical services for populations of up to 6000. The current take home 
pay for such a physician is approximately Lei 1000/ month (≈US$70). If such a 
doctor were a Fundholding Practice receiving directly the capitation payments 
currently paid by the Health Insurance Company (≈Lei90) to Rayonal Chief 
Physicians for managing Family Medicine, such a doctor would be managing 
approximately 500,000 Lei (≈US$36,000) per year! The money is therefore in the 
system; priorities seem to need re-examination (See health financing below). Tough 
choices lie ahead as the opportunity cost of free services and high overhead and 
transaction costs, is an imploding medical labour market. 

 
129. The sombre conclusion must be that despite the great efforts and achievement of 

the project in pushing and supporting the build up of Family Medicine, through 
training, equipment, civil works and practice materials from courses, the forces 
pulling its further development are weak. Most particularly, not only are salaries low 
and responsibilities great, but seemingly there is insufficient confidence among 
young graduates that the situation will ever improve to motivate them to start the long 
journey of taking up medical education and practice (See section on health care 
financing). 

 
130. The concept of Family Medicine is therefore under threat. Ironically, all 

stakeholders interviewed felt it would survive, indeed that there was ‘no turning 
back’, but its relevance will be greatest in rural areas. In urban areas, the policlinic/ 
specialist model of ambulatory care still dominates. Urban ambulatory care facilities 
are also bolstered by stronger effective demand from out-of-pocket services. In rural 
areas, there is little effective demand outside the essential service package of the 
Health Insurance Company. In Taraclia, for example, 96% of visits to ambulatory 
facilities are by those falling under the Health Insurance Company. 
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5.3 Impact on patients and targeting the poor 

131. A key indicator was that patients should not pay for services under the essential 
service package, the ‘programul unic’. In each facility visited the lists of free goods 
(drugs and diagnostics) and services are clearly indicated. The scope of the package is 
determined annually by the MOH and HIC. While the scope of the package could 
always be greater it has been implemented. 

 
132. The programul unic is widely accredited with significantly improving access to 

essential services and drugs for the poor, young and elderly and particularly in rural 
areas. Combined with the capital program of the HIF and the training of physicians, 
services in many rural areas have been transformed. In terms of physical access only 
100 of 430 ambulatory centres in the public sector have been upgraded although 
almost all have received equipment. Access is not universal, again a key indicator for 
the project, but the eligibility criteria means that services are available to key target 
groups amongst the young, mothers and the elderly. Rationing is primarily through 
waiting lists and the queues in the mornings are long. 

 
133. Nevertheless there is some cynicism around the package, particularly amongst the 

formally employed (it is financed by a 4% payroll tax and central budget transfers, 
see next section). The drug and other goods based benefits covered are limited and 
the service benefits are vaguely described leading to strains in patient-doctor relations 
during its introduction and now strong popular feelings of being misled (Annex 3 and 
4). The common view that the programul unic is only for those who have no other 
options. 

 
134. A number of national programs and associated facilities are also administered 

separately by the Ministry of Health to so-called social groups of non-insured (TB, 
oncology, psychiatry, HIV/AIDS etc). Current legislation does not allow for the 
coverage of health services provided to these groups. Put another way, services in 
these areas are still provided by institutions falling under the MOH budget. 

 
135. 40% of inpatient facilities fall outside the MOH and HIC budgets and provide 

ear-marked services to principally security service personnel and there families. 
 
136. The private sector is evidently significant but few reliable estimates exist. 
 
137. The cumulative impact of much of the reform for much of the population is 

therefore limited. Patients still follow ‘the system’, the system does not follow the 
patients. For example, in theory clients can freely choose their Family Doctor but as 
these are salaried employees and in practice there is little or no incentive to improve 
quality, performance or responsiveness to clients. Patients outside urban areas still 
fall under a ‘sector doctor’, i.e. their abode dictates the doctor to whom they are 
allocated. Once in the system, the road typically leads to Chisinau and Republican 
facilities under the MOH. Provincial hospitals being even weaker than republican 
hospitals. 
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5.4 Impact on health financing and the insurance market 

138. The HIF project performed few activities that can be said to be directly linked to 
the activities of health financing agencies. A health insurance advisor procured under 
a PHRD grant was managed by the HIF office. The major impact of the project with 
respect to health care finance therefore relates to the large number of key indicator 
targets and financing conditions related to it (Annex 2): 
• Increase in health care spending as a % of GDP 
• 35% (not less than Lei 450 mil) on primary health care 
• universal access to a minimum package of services 
• no user charges on the basic package 
• other user charges normalized22 
• a population based resource allocation mechanism 
• financial autonomy for providers 
• health care providers receive funds on a contractual basis for the basic package 

 
139. Gross Domestic Product (GDP) has certainly increased during the project period. 

The Official government websites indicates that GDP rose from US$1,170 million in 
1999 to US$2,595 million in 2004 (assumed in constant $). Total health expenditure 
as a % of GDP over the same period grew from 2.9% to 3.6% (WHO Health for All). 
Health spending as a % of GDP has therefore increased. The indicator seems 
relatively meaningless. The usefulness of GDP figures aside, data on actual health 
spending in Moldova is remarkably difficult to establish with confidence (World 
Bank 2006). 

 
140. With respect to the public sector, figures used principally reflect expenditure 

under the National Health Insurance Company (HIC) and the Ministry of Health. 
Both in terms of capital and recurrent expenditures numerous other Ministries 
establish and run health facilities, a detailed analysis to establish precise figures is 
beyond the scope of this evaluation. Similarly, estimations of private expenditure are 
beyond our scope. Different sources at different times estimate that at least 50% of all 
health sector spending is accounted for by private, including pharmacy related, 
transaction. Under the circumstances to put numbers on health expenditure maybe as 
misleading as it is informative.23 What is clear, is that something like National Health 
Accounts are urgently needed, if for no better reason than to provide some common 
definitions of what the public health sector includes (and indeed its limits). 

 

                                                      
22 informal and off balance sheet activity 
23 It is interesting to note that the MOH own statistical compendium (256 pages) does not include any data on expenditures. 
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 Figure 5.6 Public spending on health NHIC and MOH 
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141. Despite these reservations, the introduction of the Health Insurance Company in 

2004, and the associated 4% payroll tax, certainly improved the level of public 
finance to the sector (Figure 4.5).2425 The HIC also allocates funding to Rayons on a 
population based allocation formula. 35% of the allocation is used to contract primary 
care providers. 35% of the HIC budget meant the MDL 430 million target for primary 
care was finally reached in 2005. Health care providers were made ‘legally’ 
autonomous. The primary care providers are contracted to provide the bulk of 
services under the programul unic. While coverage is not universal, the HIC 
estimates that approximately 25% remain ‘uninsured’, the composition of the 
programul unic means that key target groups are covered. Users do not have to pay 
user charges on programul unic benefits. In one move, in the year after the mid-term, 
all critical key indicators were finally achieved! 

 
142. Public spending of health care has almost certainly increased, however, in terms 

of other key indicators the devil is in the detail. The status of providers is the most 
telling. While ‘legally’ autonomous, in 2004, Rayonal Hospitals and Primary Care 
facilities were also fused into single organisations under a single Rayonal Chief 
Physician. For a short time there was even a single account for three contracts 
(emergency services, hospital services, and ambulatory and primary services) but 
there are now accounts for each contract, practically speaking however funds are 
obviously high fungable at the Rayon level. Summary data are not available. This 
means that it is impossible to say with certainty what is spent on primary level 
providers. As for provider being contracted for services, the situation for service level 
staff, include Family doctors, has not changed. They remain salaried staff (paragraph 
100).  

 
143. Comparing Family doctor salaries with the presumed allocations to primary care 

and it becomes extremely difficult to see how it might add up. Detailed analysis is 
beyond the scope of this study. A Public Expenditure Tracking evaluation might 
throw light on the situation. One explanation might be that the pharmaceutical 
benefits under the programul unic weigh heavily. Another possibility that site visits 

                                                      
24 The figure does not include MOF transfers to local authorities before the introduction of NHIC 
25 The Medium Term Expenditure Framework would also seem to indicate that this funding level is secure despite some intense 

discussion as to the management of funds under the HIC at the time of writing. 
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seems to confirm is that the infrastructure (much of that renovated under the HIF 
project, was of older and larger scale buildings) is still (too) expensive to run and not 
necessarily relevant to a Family Medicine model. Numerous other explanations may 
exist. Unfortunately there is no way of knowing without detailed analyses of local 
authority accounts. 

 
144. The key performance indicators have then been met more in word than spirit. 

How to move forward? Any number of suggestions can be made. The recent Health 
Policy note makes a raft of suggestions (World Bank 2006). The one that is not 
suggested is the only key indicator that was clearly not reached – the financial 
autonomy of providers. 

 
145. First, the means by which the programul unic is determined is also unclear. The 

list of free drugs includes for example 12 cardiology drugs out of 28 reimbursed. 
Family Physicians also receive bonus, i.e. performance payments, for prophylactic 
controls for heart disease for person over 20. Low incidence below 50 is unlikely to 
make this a cost effective use of money. More transparent decision tools for 
composing the programul unic would not seem out of place. For example: Medical 
Technology (and Procedures) Assessment and Fiscal Impact Assessments could be 
considered as a basis for a more evidence based approach to the formation of the 
programul unic to increase its health impact and transparency for patients and insured 
persons. 

 
146. Secondly, and more problematically, resource use is likely to be so distorted that 

‘costing’ services, many of which are outdated, to produce some kind of appropriate 
price structure for either capitation payments to Family Doctors or, for example, a 
case-based systems for Specialist service is likely to prove fraught with 
difficulties.2627 Primary amongst these difficulties, and perhaps the most important 
lesson of the HIF project experience, is that some mechanism to include capital costs 
in the recurrent financing of hospitals will have to be found if essential infrastructure 
is to be build, maintained and sustained. 

 
147. The key, however, may lie with the key impact indicator most clearly missed – 

the financial, as opposed to legal, autonomy of health care providers. 
 
148. An alternative option much discussed by stakeholders, but little written about, is 

simply to privatize facilities (Annexes 3,4, and 7), and negotiate and build consensus 
from that point.28 This need not be an end to social medicine. Family Doctors in the 
UK and the Netherlands, for example are in fact private practitioners, this is 
somewhat hidden by a combinations of professional labour organisation and, 
especially in the UK, a monopoly health insurance market (as is the case in 
Moldova). In the Netherlands, a Family Doctor buys into a practice that has been 

                                                      
26 Wage ‘costs’ are a graphic example, effectively ‘regulated’ at below market clearing levels (i.e. nobody is joining the 

profession any more) an appropriate shadow price (price to reflect a true cost) could be as high as 4 to 5 times current 

levels.  
27 Some work in this area was mentioned under the EU Tacis Public Health Reform Project but could not be followed up. 
28 While the word privatize is sometimes sensitive it is used here deliberately to avoid legal semantics on the nature of 

autonomy. 
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built up. The reason is simple, an established practice has a solid cash-flow into the 
future because, simply stated, the doctor gets a fee for each client on his books from 
client insurers. A doctor will therefore invest because the asset has a sale value! 
Tentative moves in this direction are already being made in Family Medicine in some 
Rayons and Municipalities. Given the crucial problem of attraction young doctors 
into the profession it might be rolled out quicker.  

 
149. With respect to hospitals a similar process might apply but it would be more 

complex to implement. Infrastructure is generally severely degraded. Investment 
costs will be considerable. But once again the key might be to finance the capital 
assets, potentially with multiple public and private participants including the doctors 
and staff themselves, through the recurrent cost side, i.e. secure flows of payments for 
services being a base of risk sharing across participants.2930 

 
 

5.5 Impact on Sector management 

150. The HIF fund is an instrument of sector management and is focused on the 
procurement of goods and services for the Ministry of Health, the sector manager. 
Relevant procurements have been discussed in the sections above. While individuals 
within the HIF play an active, expert and positive role in debate, the HIF has no 
institutional role in the policy development process. 

 
151. The project did contribute to the launch of many policy discussion through 

financing study tours and other training. 
 
152. After almost 15 years of constant change, reform exhaustion is apparent at all 

levels. Considering all the options open to the GOM, and MOH as its final arbiter, in 
moving things forward is beyond the scope of this evaluation. A slogan that kept 
emerging at all levels throughout the evaluation, however, was ‘we can’t turn back, 
so lets move forward’. The creation of the HIC, while much improvement is needed, 
creates an institutional structure in which difficult choices can be made more 
managerial, than political. If however the MOH is to move to a more coordinating 
role an primary challenge for the MOH will be to free itself of managing a large 
number of (republican) facilities include the bulk of significant public hospitals (and, 
indirectly, emergency services). 

 
 

5.6 Unintended consequences 

153. On the positive side, an unintended consequences of the project may potentially 
relate to local authorities. Through trying to leverage funding from local authorities it 
is suggested by some stakeholder that the HIF has been instrumental in increasing the 
engagement of local authorities in health care services. 

                                                      
29 This is infact the basis of Private Financing Initiatives and PPPs. 
30 Similary arguement might be applied to the health insurance market for which, changes in the provider market would clearly 

have effects. 
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154. On the downside, the use of targets as opposed to executable actions with respect 

to health financing has potential set off chains of unintended consequences. 
 
155. First, an impact of the targets under the project may simply have been to make an 

opaque financial situation even less transparent, making any serious analysis of 
activity in the sector based on reliable expenditure, revenue and activity data almost 
impossible. 

 
156. Secondly, there will be a trade-off between the size of the free package (including 

drug and other benefits) and the ability of public finance to meet real wage and 
infrastructure costs. Short term squeezing to artificially deflate capital and labour 
costs is having the long-term and visibly damaging affect of declining infrastructure 
and a hollowing out of the medical labour market. The results of the later could 
potentially be catastrophic. If nothing is done to restore confidence in life-time 
earnings for the medical profession the entire medical labour market could collapse. 
If current trends continue, the first victim is likely to be Family Medicine! 
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6 Conclusions and Recommendations 

157. The objective of the evaluation has been to consider three questions: 
•  If the problem to be solved with the project still exists in the same terms as 

originally presented 
• If the impact on the beneficiaries and the environment have been relevant 
• If the programming execution of the process has been effective 

 
158. In 1999 the situation in Moldova was dramatic. After almost 10 years of 

transition, health and economic indicators were both poor and worsening. In the 
intervening period great improvements have been made although health status in the 
country is still poor (average life expectancy 68), the economy weak and incomes low 
(average US$720/Capita) when compared to EU countries.31 But life expectancy has 
stabilized and great improvements have been made in terms of key indicators such as 
infant and mortality rates. Infectious disease rates will need to be monitored closely. 

 
159. The current situation is therefore still difficult but more stable. Considerable 

long-term challenges exist to improve the health status of the population but the 
situation is no longer one of crisis. 

 
160. In terms of public health care enterprise(s), the HIF project provided a lifeline. 

Roughly equivalent to the annual turnover of the MOH in 2000, the importance of the 
project to the survival of public health care enterprise(s) cannot be underestimated. 
As the bulk of the population, and certainly those in the rural areas, depend on 
publicly provided services for their health and social care needs, the scope and 
ambition of the project was considerable.  

 
161. The strategy of the project was to refocus the public health care (Shemashko) 

system from specialist care, provided through a vaste, degraded and unaffordable 
network of hospitals; to relatively more cost-effective General Practice and 
ambulatory care. While General Practice (which came to be called ‘Family 
Medicine’) is widely practiced and accepted in Western Europe, and had been piloted 
in Moldova as early as 1993, it was still not recognised as a medical speciality in 
Moldova in 2000. Family Medicine was seen as a viable means to provide universal 
access to essential services. 

 
 

                                                      
31 CSPPHHCM 2005 and the Official Website of the Government of Moldova. 
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6.1 Project implementation 

162. Family medicine is now an established concept in Moldova. The HIF project has 
played a key role in this achievement. The project has renovated 100 of 430 need 
facilities, provided equipment in 360 of these facilities, established retraining courses 
and facilities, and provided re-training to 750 of approximately 2500 needed 
physicians, and 1500 nurses. 

 
163. These achievements were realized despite 4 changes in Minister and a 

reorganisation of public administration from Judets (11) to Rayons (35) that 
fundamentally changed the original planning base for investments and led to 
considerable repetition in work and delays. 

 
164. In terms of down sizing the hospital sector bed capacity reduced from 106 to 58 

per 10,000 between 1998 and 2004. The major gains were made early in the project. 
The project aimed to stimulate restructuring in the hospital sector by linking the 
availability of funds to invest in primary care facilities to restructuring targets. 
Managerially, this ‘competitive mechanism’ failed to recognise that the upsides and 
downsides fell to different parties, and undermined its own efforts to stimulate 
planning and project management capacity at peripheral levels by adjusting the value 
of funding against investment projects planned by a coefficient linked to a score 
based primarily on restructuring targets; with no consideration as to how this might 
have affected the implementability of the original plan made. 

 
Recommendation: 

The need for continued down-sizing and reengineering in the public hospital sector is well appreciated by 

Moldova and a second phase of planning is underway. The focus now is re-engineering, i.e. not only down 

scaling but also up-grading the remainder. External funding agencies might also consider how restructuring pain 

in the hospitals market might also be alleviated in the hospital market to support a difficult managerial process. 

 
165. In the event, planning of investments became relatively informal, certainly in 

terms of infrastructure projects, but the HIF Project management proved highly 
effective and flexible in leveraging funding at local levels to maximize results on 
individual sites. 

 
Recommendation: 

A great success of the project as an Investment Fund has been its ability to use available funding to leverage 

additional finance for infrastructure – “if you pay for the cosmetic work I will pay for the roof” – while this has 

happened somewhat informally, planning and contract formalisation (both at site and network level) would 

certainly need to improve for bigger capital projects, it shows great potential. The project limited itself to local 

public funding but a greater deal of finance is available in the private sector and from doctors themselves. 

Ownership issues with respect to the assets would then arise, and subsequently how public services might be 

contracted from public-private facilities but the problems are not insurmountable and examples exist both within 

Moldova and Internationally. 

 
166. Almost all stakeholders agree that there is no turning back from Family Medicine, 

but the path has not always been smooth. Numerous trade-offs exist. The project 
itself illustrates how the concept must compete with other needs and requirements. 
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For example, US$4 million was spent on ambulances that may have resulted in 
patients by-passing Family Medicine. Spent on Family Medicine, approximately 75% 
of facilities could have been upgraded and no by-pass risk would have been created.  

 
167. While the training courses have been well received retraining existing cadres in 

only 4 weeks to take on an increasingly medical role, i.e. that of Family Medicine has 
limitations. The Medical University itself is now carrying the baton forward through 
compulsory Continuous Medical Education, but as the medical knowledge of Family 
Doctors deepens and widens this is likely to have knock on effects for the social work 
these same people did and still do. Interviews and site visits illustrated that while 
some, now Family Doctors, feel comfortable with, for example, rectal touché, others 
clearly do not, and have a strong preference for their community work and/or mid-
wife/paediatrics functions. The fact that Family Doctors have to fulfil all these 
functions is putting them under an increasing strain of responsibilities; and associated 
administration. In rural areas Family Doctors can be responsible for the social and 
medical needs of up to 6000 people. 

 
Recommendation: 

The issue of the workload of Family Doctors should be examined. At the very least a reduction of administrative 

work will be necessary. In the longer-term, if Family Doctors were to become more (general) medical specialists, 

then their sector/ social/maternal and child well-being monitoring duties will come under pressure or have to be 

relieved. As Family Doctors relieve and support hospitals so other (even separated) organistions/ cadres might 

relieve and support Family Doctors – and indeed provide more specialised and focused public health, social and 

well-being services. Comparative work might be useful to see what options might exist in a Moldovan context. 

 
168. Increasing responsibilities and poor terms of conditions are making Family 

Medicine, particularly in rural areas, a very unattractive proposition for young 
doctors. The medium to long-term sustainability of the achievements of the project 
are now threatened by a new problem, instead of accelerating, the replacement of 
retrained older cadres with young and fully trained Family Doctors is actually 
decelerating. 

 
 

6.2 Project Impact 

169. The impact of the project went beyond its immediate activities. It is of course 
difficult to precisely correlate project activities to policy and management changes in 
the public health care sector but the financial size of the project relative to state 
budget would suggest, and stakeholder interviews confirmed, that the project created 
strong incentives. The use of targets, linked to disbursement to the project was the 
prime link. The targets related to: 
• Inputs and process: the level of funding and the organisation of financing within 

the public health care network 
• Outputs: universal access to an essential services package 

 
170. A significant increase in public funding to public health care providers has been 

achieved. Increased public funding, in part financed by an earmarked 4% pay roll tax, 
under a Compulsory National Health Insurance Scheme introduced on January 1, 
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2004  finally lead to a key indicator level of not less that MDL 430 million to primary 
care being achieved in 2005. The Medium Term Expenditure Framework would seem 
to indicate that this increased level of funding to the public health sector is secure in 
the medium term. 

 
Observation: 

Despite the increase in funding Moldova still runs a number of parallel health services under different ministries. 

Unifying these streams remains a challenge. 

 
 
171. The National Health Insurance Company provides cover to its beneficiaries for an 

essential service package (programul unic). The essential package is also free at the 
point of use. Both Key Performance Indicators. While registered coverage is not 
universal the eligibility criteria for the non-formally employed mean that key target 
groups amongst the young, mothers and the elderly are covered and access to 
essential services amongst these groups has improved significantly. 

 
172. The National Health Insurance Company estimated that approximately 25% of 

the population, principally amongst the un- and informally employed, are uninsured. 
A challenge will be to make insurance products which are attractive to these people. 
Indeed as private predominantly out-of-pocket expenditures still account for a large, 
potentially even the bulk of health care expenditures, there is also the challenge of 
making insurance products which will be attractive to the formally employed to bring 
out of pocket expenditures into pooling mechanisms. This might include changing the 
scope of medical products and services covered. 

 
Recommendation 

Recommendations to widen the coverage are made elsewhere (Kacevicius G. 2005b.). These are not repeated 

here and are beyond the scope of this evaluation. One additional option not mentioned elsewhere could be 

allow private and/or regional insurance companies to compete  (add contestability to) with the HIC to administer 

the compulsory insurance package.32  

 
173. The scope of the essential service package is subject to much discussion. While 

benefits could always be increased it is clear that there will be trade-offs first 
between, for example, the ability of the central government to raise a compulsory 
levy, the scope of the package and the level of co-payment on the package. Benefits 
under the package are frequently seen as only relevant to those who have no other 
choices. 

 
Recommendation: 

More transparent decision tools for composing the programul unic would not seem out of place. For example: 

Medical Technology (and Procedures) Assessment, Fiscal Impact Assessments and Price elasticity calculations 

could be considered as a basis for a more evidence based approach to the formation of the programul unic to 

                                                      
32 This is not without precident, the compulsory universal component of health insurance in the Netherlands, the exceptional 

medical expenses act, is administered by the local/ chosen insurer of the insured. Supplementary and compulsory 

insurance components are then administered for the client by one party. 
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increase its health impact and transparency for patients and insured persons. The use of co-payments would 

also be part of such analysis. 

 
174. Despite the tangible benefits of the free essential service package, particularly for 

vulnerable groups, the price has been a growing pressure on providers and medical 
professionals. Doctors particularly feel ‘unprotected’. Blame frequently focuses on 
the HIC. In the decade prior to reform patients had grown used to paying out-of-
pocket for services. The project financed an intensive campaign around the free 
essential service package. As insureds demanded these rights, chaotic scenes in 
clinics and hospitals ensued. 

 
175. If a number of critical targets under the project had been pursued falling (formal 

and informal) incomes for physicians and other medical staff would have been 
compensated by increased income as providers: 
• became financially independent 
• where directly contracted for services 
Unfortunately, while these goals may have been achieved de jure, de facto they were 
not achieved. Instead at the beginning of 2004 primary and hospital providers were 
fused at a Rayonal level to form integrated health care providers under unified Rayon 
Chief Physician management. Physicians and staff have remained salaried civil 
servants, and secondary incomes came under pressure as patients demand free care. 

 
176. The medium to long-term consequences of these events is now becoming clear. 

The medical profession – and family medicine in rural areas in particular – is no 
longer a viable career option for the highly educated people needed. The profession 
of Family Medicine in particular is in danger of imploding and with it, in the medium 
to long-term, so to will Family Medicine in Moldova. 

 
177. In principle, the problem is not only financial. If, as officially stated is the case, 

each insured person is worth a capitation fee of MDL.90 the average allocation to a 
Family Doctor under the essential package is approximately MDL.140,000 for a list 
of 1,500 patients. Where is the money going? On drugs? On maintaining still large 
infrastructure? The discussion cannot be de-linked from that of transparent priority 
setting in the essential package. 

 
Recommendation: 

Increasing the life time earnings prospects of physician and nurses is urgent. Interviews suggest a target 

income between US$300 – US$500. More fundamentally, steps will ultimately have to be made in the direction 

of financial autonomy and direct contracting as originally foreseen in the project but never realised. Negotiations 

around such a process would also provide information on the kind of financial space available for non-wage and 

infrastructure related benefits, i.e. drugs, under the essential package.  

 
178. As civil servants themselves the MOH equally faces the challenge of attracting 

and maintaining and developing skilled and motivated staff. Off-budget, special 
programs and organisations, are already used as an instrument but will need to be 
used judiciously to avoid inadvertently overburdening the care providers and insurers.  

 
Recommendation: 
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Technical work at a regulatory level is already performed, to a large extent, by staff working on donor financed 

projects and programs. Together with the recently formed donor coordination platform a limited number of 

supervisory authorities, some of which already exist, could be developed in a number of key areas: 

• A Quality and Accreditation Agency developing accreditation and licensing procedures and 

instruments that lighten the burden of controls on providers and, prospectively, could be applied to 

any provider irrespective of ownership with the sole goal of improving quality; 

• A Medical Technology Assessment Agency developing evidence based procedures and instruments 

to progressively increase transparency in essential package formulation; 

• A Autonomous Pricing Agency or Health Insurance Authority, potentially in coordination with HIC, 

MOF or MOE, separate but coordinated with the essential package formation group to research how 

prices may slowly be brought in line with costs; 

• National Health Accounts as a part of the Scientific and Practical Centres own efforts to up-grade the 

annual statistical compendium; 

• A group within the MOH to coordinate. 

 
179. After almost 15 years of constant change, reform exhaustion is apparent at all 

levels. Considering all the options open to the GOM, and MOH as its final arbiter, in 
moving things forward is beyond the scope of this evaluation. A slogan that kept 
emerging at all levels throughout the evaluation, however, was ‘we can’t turn back, 
so lets move forward’. The creation of the HIC, while much improvement is needed, 
creates an institutional structure in which difficult choices can be made more 
managerial, than political. If however the MOH is to move to a more coordinating 
role an primary challenge for the MOH will be to free itself of managing a large 
number of (republican) facilities include the bulk of significant public hospitals (and, 
indirectly, emergency services). 

 
Recommendation: 

Financial autonomy equally applied to the republican providers the MOH directly manages. 

 
180. This brings us back to a number of key conclusions from the Health Investment 

Fund project experience. Restructuring is as much a question of management as 
policy, particularly in a national health care enterprise (or system/ network of). A 
basic textbook lesson in management is to delegate/ equate authority with 
responsibility. Secondly, management motivation can be linked to the goals you want 
to achieve. The HIF Project experience has demonstrated that there are managers 
willing and able to mobilize and leverage additional funding if they feel they will 
profit from the venture. 

 
181. What will apply to the Centre of Excellence hospitals applied in equal measure to 

investing in Family Medicine. Motivated and engaged physicians and medical staff 
are the prime pre-requisite to access to services, whether essential or otherwise. 
Achieving this is becoming urgent. 
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Annex 1: Project-Reform Matrix 

 
Evaluating (before and after, with and without) a project that has as its direct goal, the 
transformation of an entire sector of the economy ((service) industry) and aims beyond 
that to impact on the health status of an entire population is clearly not a simple task. The 
task is further complicated by the fact that this is to be achieved against the background 
of a country undergoing a longer-term transitional process. A project of such complexity 
and variety both in terms of potential stakeholder and interventions (sub-projects and 
‘work packages’33) does not lend itself easily to one evaluation method.34 In fact, almost 
all methods are necessary. If we consider that all method shares three basic steps: 
• Data: data collection 
• Information : findings and results 
• Knowledge: analysis and recommendations 
 
Our approach is to set-up a data collection matrix based on first, a comprehensive list of 
questions related to the context of the project and health sector reform and their 
implementation and secondly, different methods and sources of data. Different sources 
are then synthesized to produce final recommendations. The approach is illustrated in 
Figure 2.2. The multi-disciplinary team covers such areas as: medicine, engineering, 
sociology and economics and finance. 
 

 Figure 0.1 Evaluation Framework 

 
 

                                                      
33 The word ‘work package’ is used here in the sense typical in profession Project Management literature (www.pm.org).  
34 For an overview of evaluation methods see World Bank (2004) 
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Of all methods of data collection for evaluation, the most relevant omission in this 
evaluation will be primary data collection through representative surveys. Unfortunately, 
the scope and timetable of the evaluation mean that the study team will have to rely 
primarily on existing data sources, some participative and rapid assessment research 
results, expert based inspections and site visits (See work plan). 
 
Context 
 
The principle parameters with respect to the context and objectives of the project can be 
summarized as: 
 

• The health (epidemiological) situation in Moldova 
• The macro economic and public finance situation in Moldova 
• The health care market situation in Moldova with respect to: 

o Overall sector performance 
o Individual provider performance 
o Finance (demand) public and private 
o The level of access (provision and financial) to essential services 

• Institutional setting structure and strength (see below) 
 
These parameters can be considered from a quantitative, statistical, perspective, or form 
the perspective of perceptions and public opinion. 
 
In the evaluation both approaches will be taken. In terms of quantitative data the base-line 
study set up a comprehensive data collection system. Baseline results will be compared to 
the end-of-study situation. Key indicators according to each of these parameters as 
specified in the baseline study are given in Annex 5. In terms of the perceptions and 
qualitative methods focus group studies conducted as an earlier monitoring exercise will 
be repeated (Moldova Moderna 2002). 
 
The institutional setting and reform is considered in detail below under reform and project 
interventions. 
 
A summary of the current situation with respect to these parameters is given in the next 
chapter. 
 
Summary of Context Questions: 
 

• Has the health situation in Moldova improved or worsened since 2000? 
• Has the macro-economic situation (and public finance situation) in Moldova 

improved or worsened since 2000? 
• Has the performance of (public) health care providers in Moldova improved or 

worsened since 2000? 
• Is an essential service package available to all? 
• Has the level of finance to the public health care sector in Moldova improved or 

worsened since 2000? 
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Reform and interventions 
 
The scale of the challenges faced in 1999 when the project was conceived was 
considerable, but their scope and nature were similar to those confronting other 
transitional economies in the 1990s. The approach taken to addressing these challenges 
was then perhaps a combination of first, a tried and tested policy framework, and; 
secondly, a somewhat more innovative implementation strategy (next section) in terms of 
addressing the challenges.  
 
In terms of the policy framework, the approach taken was to support wide ranging 
reforms to the health care sector. The process can be compared to the on-going creation 
of the ‘internal market’ in the UK National Health Service (NHS) or the move towards 
Social Health Insurance in a number of transitional countries.  
 
In terms of an implementation strategy figure 1.2 breaks the process down into a number 
of steps.  
 

 Figure 0.2 Implementing health reform in Moldova  

 
 
 
The key steps were: 
Step 1: 
 
Separate Purchasing health 
care (and financial risk 
pooling) from both health 
care services provision and 
market regulation 

Objective: 
 
The aim is to create a more transparent institutional 
setting in which subsequent steps can be taken (OECD 
1992). The old system which is split more horizontally 
between different ‘health systems’ run by line ministries 
and financed through public budgets (lines) then split 
more vertically between technical functions: 

• Medical: providing health care and related goods 
and services (the ‘supply side’) 

• Financial: (financial) risk pooling and purchasing 
services (the ‘demand side’) 
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• Legal: Market/system regulation and supervision 
(see step 5) 

 
Step 2: 
 
Correct previous supply side 
distortions particularly 
substitute away from less 
cost effective inpatient 
medical service to more cost 
effective primary 
(outpatient) services 

Objective: 
 
This step was to some extent specific to Moldova. 
Pressing financial restraints in the late 1990s made the old 
specialist and hospital orientated medical system 
increasing difficult to pay for. 
 
The step would address the key issues of: poor health 
status, excessive services capacity, and low quality and 
access from the macro level (top down) by substituting 
away from less cost-effective hospital care to more cost-
effective primary care. Raising both benefits (appropriate 
and quality services from providers) and reducing 
expenses (i.e. benefits in terms of cost savings). 
 

• gradually increases the quality if Primary Care 
service providers and service volumes 

• gradually reengineer over capacity in the hospital 
reducing capacity volumes but increasing 
productivity, quality and technology 

• Developing strategies for (collective) preventive 
health care (in, for example, infectious disease 
areas: TB, HIV/AIDS) 

 
Step 3: 
 
Create conditions and 
incentives for individual 
provider organisations to 
operate more efficiently by 
increasing their autonomy 
and changing the basis of 
their financing (input to 
output base payments) 

Objective: 
 
Again the aim was address the key issues of: poor health 
status, excessive services capacity, and low quality and 
access but now from the health care institution (micro) 
level through: 
 
1. Pull Measures - improving the operating environment 
and empowering ‘front line’ staff to improve services 
(increased provider autonomy, investment in people and 
infrastructure): 

• Improved capital assets (buildings and 
equipment) 

• Improved human capital: 
o Training in modern medical practices 
o Training in the improved management of 

facilities 
 
2. Push Measures - creating incentives for better services 
by changing health care provider reimbursement from an 
input (budget lines) to output (services produced) base. 
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• Giving facilities more operational freedom to 
determine and control costs 

• Changing the way providers are were paid 
moving from input to output base financing (see 
section on current situation for more details) 

• Defining an essential service package  
 

Step 4: 
 
Creating an health insurance 
or financing agent to pool 
funds and become an cost-
effective purchaser of 
services 

Objective: 
 
In the Moldovan context, the plan was more to formulate 
a plan than a clear direction: 

• In terms of financing and financial risk pooling; 
somewhat implicit in the project formulation was 
first to increase the level of ‘public’ (compulsory) 
financing and secondly, a desire to simplify and 
consolidate a complex web of overlapping 
financing responsibilities.35 

• In terms of purchasing and service contracting the 
primary focus was:  

o the definition of an essential service 
package (i.e which would then be 
purchased for all) 

o Change mechanism for paying providers 
 

Step 5: 
 
Move from direct control 
and planning of agents in the 
system to indirect control 
and so-called ‘steering’ (of 
the market or system) 
 

Objective: 
 
The final step would address the need to first steer a 
complex change and reform process and, and then in the 
longer-term move to an evidence based ‘market 
management’, and; second, ensure a widespread 
understanding and support for a complex and, potentially, 
controversial set of changes both amongst key 
stakeholders but also amongst the population at large. 
 

 
To complicate an already complex picture, clearly each step is in itself a highly complex 
change process involving many stakeholders. Secondly, the steps are not independent of 
one another, to some degree overlap, and differences in the speed or effectiveness of 
change(s) in any one area can affect or be affected by the changes in another area. 
 
However, the steps in the reform process can clearly be linked to the components and 
activities of the project (Table 1.1.). 
 

                                                      
35 This is clearly linked to the cost of services issue under step 3 and is again discussed along with provider payment in the next chapter on 

the current situation. 
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 Table 0.1 Linking the Project Implementation and the Reform 

Project Component 

 

Reform Area 

Component 1 

 

Policy Development 

Component 2 

 

Health Investment Fund 

Component 3 

 

Project Management 

Step 1: Split purchasing 

provision and regulation 

- Study tour s and 

simulating debate 

- Leveraging other funding  

 

 - link to step 5 

 

Step 2: Substitute 

outpatient for inpatient 

care 

 

- Strategies for HIV/AIDS 

and infectious diseases 

- Investing in 

infrastructure and 

equipment 

- medical training 

- Implementing the 

competitive mechanism 

for investments 

Step 3: Improve provider 

level quality and efficiency 

- Training trainers 

- developing Essential 

Service protocols 

 

- Investing in Human 

capital (training) 

- management training 

 

- initiating training 

institutes 

Step 4: Create a health 

financing (insurance) 

organisation 

  

- communication 

strategies for Compulsory 

health insurance 

 - Leveraging other funding 

 

Step 5: 

- Re-orientate the MOH  

- Increase public 

understanding 

- Developing the capacity 

of the Ministry of Health 

- Communication capacity 

MOH 

 

- Mass communication 

campaigns 

- providing procurement 

services and expertise in 

to the MOH and related 

institutions 

 
In terms project impact and steps towards the development aims of the project, 
Component 1 is taken to cover Steps 1, 3, 4 and 5. Component 2 is taken to be primarily 
focused on Steps 2 and 3. Key Impact Indicators (Key Performance Indictors: Impact) are 
specified in Annex 2. 
 
In terms of the project, outputs from the various activities undertaken can therefore be 
clearly placed in the context of the aimed for results and impact. Outputs themselves can 
be more directly measured. Key Output Indicators (Key Performance Indictors: Output) 
are specified in Annex 2. 
 
Finally, in terms of our evaluation framework (figure 2.2) we can now group reform and 
project stakeholders and issues together to produce a set of question to link both different 
evaluation methods and data sources. Each question can, and will, be answered from a 
quantitative and qualitative perspective (See work plan). 
 
Summary of Reform, Project and Implementation Questions 
 
1. Split: 

• Has a structural reform (purchaser, provider, and regulator) split taken place? 
• What are the strengths, weakness, opportunities and threats of the steps taken to 

date? 
• How has the HIF project contributed to the reform process? 
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2. Focus on primary care and re-engineering secondary care: 

• Is the focus on primary care and emergencies services working?36 
o Are the facilities and equipment in place?  
o Are the people trained and motivated? (Conseil Sante 2006)  

• Has the restructuring of the secondary care sector been successful? 
• Can we talk of a ‘shift in thinking’ and in medical practice and attitudes towards 

Family Medicine; are primary care and emergencies service really being 
‘modernized’? 

• Have, given on-going changes in organisation, effective and ‘future proof’ 
strategies to combat infectious diseases (particularly TB and HIV/AIDS) been put 
in place? 

• Can/ should what has been achieved to date be sustained? 
• Has the HIF competitive mechanism been an appropriate mechanism to achieve 

the shift in focus towards primary care and was the mechanism implemented 
efficiently? 

 
3. Provider quality, incentives and efficiency: 

• Has the quality of primary care and emergency services improved in terms of 
facilities, skills, services and motivation? 

• Is the essential service package appropriate? 
• How has paying for services changed and, if so, what are the impacts on service 

provider behaviour? 
• Have there been changes in the rights and responsibilities of providers to manage 

the day-to-day running (enterprise operations) of facilities? 
• Do facility managers feel prepared to take on the challenges of increased 

operating autonomy? 
 
4. Financial (‘risk’) pooling and service procurement (‘purchasing’): 

• Has there been an increase in the level of funding to the sector? 
• Has the introduction of an Health Insurance Company been an effective 

mechanism in terms of: 
o pooling financial resources 
o using available financial resources more effectively in terms of: 

� purchasing more appropriate services (the essential package) 
� achieving better value for money 

• Has access to care improved (financial barriers to access reduced); is there 
widened access (particularly amongst target groups: youth, elderly and poor) to 
the essential service package? 

 
5. Regulation, supervision and public opinion: 

• Has the role of the Ministry of Health changed? 
• Has the capacity of the Ministry of Health to respond to changes developed: 

                                                      
36 Questions in this area are subject to expert review and more detailed questionnaires, interview and analysis, using theory and 

expert based evaluation methods (see work plan particularly in terms of: facility inspections, clinical protocol and training 

review) 
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o Institutionally, in terms of necessary supervisory authorities and sector 
intelligence (statistics, monitoring and evaluation information) 

o Individually, in terms of manpower development and skill and 
knowledge retention 

• How has the reform as a whole been managed by the MOH and GOM? 
• What are the public’s perceptions of the reform? 
• Has access to services, particularly amongst the poor, increased? 

 
6. Project Management and link to the reform 

• Has, and how has, the HIF project directly contributed to the reform? 
• Has the project been well managed: 

o By the PIU 
o By the bank 

• What has been the link (and harmony) between the HIF and other donor activities 
in the country? 
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Annex 2: Key Indicators and link to Evaluation questions 
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Annex 3: Summary of Focus Group Report 

Six focus groups were organized as part of the evaluation. The full methodology and report is 
available in Romanian. The following section is a summary of findings. 

 
1. The impact of the Health Insurance Company 
 
Doctors (FD and Specialists from  rural and urban areas) 
 
Family doctors in rural area say that there is no more link between the MHSP and the doctors in the 
countryside. The doctor totally depends on the HI Company. It is important to have independent 
financing; to have a better awareness of the price formation policy (Why the ultra-sonography 
examination in the rural area costs 28 lei but in Chisinau - 250 lei?).  
 
The specialistst in  rural areas say that being independent without money means they are out of 
system. They want to be involved when the essential package is discussed and approved. Essential 
package has increased the obligations of the FD. 
 
FD and the specialists in  ruban area. The urban primary care providers say that there is a problem 
with referrals; they need to come with lots of justifications when referring the patients to expensive 
diagnostic examination. All of them say that the HI Company is just a controlling body that does not 
provide any support. The essential package has solved just the problems of the vulnerable people. 
They also say that the HI Company agents should ask for a high quality service when they are loading 
the primary care providers with so much paper work. 
 
Patients  
 
Less then a half of the patients are pleased with the HI policies and they are quite confident with the 
reform. They say that the essential package is just enough to cover very simple diseases unlike is in 
the cases of serious diseases. The interviewers say that the drugs are not accessible for lot of 
population and there are people that can’t afford buying insurance policies. Even if they address a 
doctor they have to pay because they would like to be provided with high quality service. 
 
Other categories (Trade unions, HC Managers, NGOs, Private health care providers)  
 
Most of them think that it had a positive effect because the amount of financial resources targeted for 
the health sector has increased, even if it is much lower compared to the EU countries. It is based on 
solidarity principle: the richest has to help the poorest, but the population is against that. Population 
claim that the medical services should be provided for free and it creates a conflict situation between 
the doctor and the patient.  
 
Trade Unions propose to allocate 20 % of GDP to the Health Sector and provide indexation in 
accordance to the inflation rate. The doctors have a miserable salary which is far to cover their needs. 
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The doctors are contracted by the HIC to provide health care services at a very low cost. Trade unions 
say that the patients get a higher value for money paid based on the solidarity principle. 
 
HC Managers  say that the Government contributes with 2/3 in HI Budget formation but nevertheless 
it is not enough because the price for gas and electricity is going up. They say that the senior 
management as well as the HI Company is guilty for creating such a situation. (The system is too 
bureaucratic and the doctors are not interested to work). If somebody has to go into the hospital he/she 
has to travel about 50 km carrying bed clothes with them. They complain that they do not get value 
for money. People say that the price for policies should vary according to the revenue of the person. 
Most of the people do not know how the prices are formed (state secret). 
 
NGOs state that the essential package should cover the whole range of medical services and thus the 
relationship between the doctors and the patients will improve. 
 
Private health care providers It’s impossible to provide quality for the money that the HIC pay (high 
cost of equipment, drugs, and electricity bills) and the state should provide a very rigorous control 
over the public money. 
 
 
2. Impact of the Family Doctors Centers  
 

• Respondents opinion on the relationship between the doctor and the patient and viceversa 
• Bureaucracy of the Health System   

Most of the respondents say that the situation has considerably improved compared to 90s, better 
access to medical services and to free drugs has been registered as well as better nutrition in the 
hospital.  
 
Doctors 
 
FD  in rural areas say that the problem of the nation is that the health condition is not a priority and 
people address the doctor when the disease is quite advanced, that’s why the visits to the doctor 
exceed the norm by 2-3 times. They usually do not address the doctor for prophylaxis measures. That 
is why instead of having 18-20 patients per day, they have 40-50. 
 
The relationship between the doctor and the patient is improving slowly. They say that specific 
measures have to be undertaken in order to impose the patients to address the doctor on time. 
Institution of FD will progress when they will know more about the health condition of the family 
members.  
 
Specialists in rural areas say that the patients do not often have enough confidence in doctors, that’s 
why people often use non traditional medicine. Doctors do not have enough time for examining the 
patient. In former times specific types of examination was mandatory (e.g. fluorography) now the 
patients come already with the advanced forms of diseases. A special policy should be created by the 
state in order to encourage people to maintain a healthy way of life and address the doctor regularly. 
 
 FD and Specialists in the urban areas 
 
The relationship became tense: the patients are aggressive regardless if the doctor is good or bad. The 
doctor does not have normal working conditions. In order to get a referral to the specialist, you should 
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stay in queue to the FD for two hours. That’s why people who come from the office/work create 
problems because they do not have time to wait for long.  
 
Primary care providers in rural and urban areas waste lots of time on working with documents. The 
patients are unpleased because they do not receive enough attention from the doctor. There is a need 
to revise the set of documents (number of registers – 12 at the moment and the recipes and develop a 
special software that will replace the manual work and save time. 
 
Patients  
 
The patients say that during the last 4-5 years, the relationship between the patients and the doctors 
has worsen. Some of the respondents say that if you have money and behave quite tough, you’ll be 
treated very well at any policlinic. Because of the bureaucracy the doctor can’t pay enough attention 
to patients. If the patients are not pleased with the services of the FD they go to a private Health Care 
Provider, saying that if they pay  here it is cheaper for them then to buy the HI Policies. The number 
of patients need to be reduced per FD. There is a need for more nurses. All the patients have 
supported the idea that the material situation of the doctor should be improved. They also mentioned 
that if the need be, they first go to the FD, but very often he /she is just playing the role of the 
dispatcher. 
 
The problems faced by the FM (patients’ opinion) 

• The doctors are overloaded. If they have less work they will know the family situation of the 
patients much better and provide a more efficient service. 

• Lack of information (it would be nice to automatize the system) 
• Bureaucracy (70 % of the time - paper work) 
• Bad image/low prestige of profession (no transport, no equipment, lots of time spent at the 

university to end up with a miserable salary. No young specialists coming. Existing doctors 
get older and nobody replaces them. 

 
Other categories 
 
Trade unions say that the FD Institute has been created because of the following reasons: the 
specialists have not been enough trained, the mentality of the doctors has not been changed, because 
of the low salary the staff turnover is very high. Money spent for re/training of the FD will be a waste 
if normal working conditions are not going to be created for them. At the moment the FM is not 
directly treating the patient, but just as an intermediary doctor who refers the patient to the specialist 
for investigation. Trade Unions say that once with the implementation of the HR the relationship 
between the doctor and the patient has worsen 
 
NGOs  support that the HR has been launched just to please the patients’ needs. FD training will last a 
longer period because in the future everything will depend on them. That’s why the insatisfaction of 
the FD is because the workload went up but not the salary. 
 
Managers of the HC have mentioned very clearly that if we do not change the existing level of 
remuneration, we’ll end up with lack of staff in the Health Care Sector, as such we’ll have to import 
cheap labor forces from abroad (Africa) that will study in Chisinau and experiment on Moldovans. 
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Private Health Care Providers insist on having a better professional training of the staff at the 
University level. 70% of the time should be allocated to professional training and 30 % general 
training. 
 
3. Corruption in Health Care System 
 
Doctors 
 
FD and Specialists in rural areas 
 
The society treats doctors as corrupt people, but the attitude of the Government should change and the 
salaries should be increased in order to improve the image of the doctors. Money which the doctors 
receive it is not corruption. This amount should be levied with relevant taxies. There are real 
corruption/fraud cases when the doctors have very big cottages and villas.In some cases the salaries 
do not even cover commodities; as such the doctors should either receive those payments or go and 
work abroad. It is impossible to have corruption in a poor area, it’s more about the big cities where 
money is around..  
 
FD and Specialists in urban areas 
 
Doctors say that what they do is not corruption. When money is received before the service is 
provided it can be assessed as corruption if it is after this is an acknowledgement.  They say that 
they’re spending 9 years for becoming a doctor in order to end up with a salary of 800-900 lei in the 
best case. For the superior category just 40 lei is added to the salary. The salary is lower then the 
minimum consumption basket. The fact that the doctors are arrested it’s just a show 
 
Patients said that because the salaries of the doctors are really low they have to pay both for the HI 
Policies and to the doctor personally in order to be provided with a high quality service.  
 
Other categories:  The bad reputation of the doctors is explained by the President’s declaration which 
says that teachers and doctors are the most corrupt.  
 
Private Doctors disagree with that, saying that the amounts of money paid by population, it is just 
recognition/acknowledgement and it does not have anything in common with corruption. It is a politic 
game and purposefully advertised in order to hide real corruption cases. They ask why those who pay 
the bribe are not accountable for whar they do?  
 
4. Feeling of Ownership   
 
Doctors 
 
FD and Specialists in rural areas 
 
The skeptics say that it is impossible at the moment to become the owners of the buildings because of  
the low salaries. (E.g. Even at the doctor’s day having a bonus of 7 lei instead of 200  lei for the 
doctors day). At the moment it is impossible to cover the very high costs of building maintenance 
(commodity services, equipment, recurrent reparations). In the rural areas it will be difficult to survive 
because mostly the insured people will address the doctor, whereas in the city lots of uninsured come 
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and pay quite well for the services. Others say that the state is corrupt and it is very difficult to start a 
business, there are lots of controlling bodies. 
 
The optimists from this group support this initiative and some of them have already seen western 
practice and are ready to implement it here.   
 
FD and Specialists (Chisinau) 
 
They say that each family should conclude a contract with a family doctor and commit themselves in 
following the treatment. There are lots of doctors that do not have their own home, so they are 
definitively not thinking about investments 
 
Patients: the younger people say that the idea of ownership is a good one because thus the doctors will 
be encouraged to provide a higher quality service. Those doctors working in the state service have 
much lower salary compared with those working in the private sector.  Elder population say that 
private practice is not sustainable, if the business goes wrong, the doctor will just close it and the 
patient will have anybody to go to.  
 
Other categories 
 
NGOs  are afraid to support the ownership among doctors because in this case the doctor will become 
independent and will dictate the price on the market. Private doctors have expressed their worries that 
they might loose their jobs in state clinics. 
 
5. Training Courses 
 
Doctors 
 
FD and Specialists in rural area  
 
Considering that the FD should cover a wide range of specialties they need a permanent training and 
access to information. At the moment there is no internet connection, no good professional materials. 
The training courses are extremely useful but very long and expensive. It would be nice to have two 
weeks courses but focused on the new methods not on the material that has been acquired at the 
university during 7 years of study. The biggest problem is for rural doctors, it is a problem to leave the 
small kids or/and the household for such a long period of time. It would be a very good idea to 
organize the continuous training courses in the rayon. It would be nice to go abroad and have some 
exchange of professional experience. Professional literature is very expensive.   
FD and Specialists in urban area 
 
Doctors very often do not  know anything about their rights, like e.g. when smbd is on holidays there 
should be a supplement in salary provided to another doctor who is replacing him. The doctors today 
are doing more statistics and accounting rather then medicine. Young doctors do not want to come 
into the system because of the salary and huge workload or they just come and shortly live.  
 
6. Respondents’ opinion on the impact of the MHSP and HIF in the Health Sector Reform 
Implementation 
  
Doctors 
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FD and Specialists in rural area  
 
We are not supported by the Ministry, it happens that the HI Company manages the Ministry. There 
should be just one manager over funds. Some of the respondents say that the HI Company should be 
subordinated to the MH. Former structure of the MH was better then Ministry of Health and Social 
Protection. In Moldova The MHSP does not communicate with the population. It seems like there are 
two managers HI Company and the MHSP. Some of the doctors in the rural area say that there should 
not exist HI Companies and everything should be covered by the state because they are managed by 
the HI and not protected by anybody. 
 
FD and Specialists in urban area  
 
The doctors receive lots of letters of complaint from the Ministry of Health, thus it  has become a 
Ministry of Complaints.  
 
Patients say there is much space for improvement, but anyway it is a step forward. If this system 
turned to be successful in Europe then we should just follow the same way. There is a need to provide 
close coordination between the Government and Donor organizations. The FD are unpleased with the 
reform saying it is a stronger headache for them and the specialists as well. The essential package is 
very constraint and does not really improve the health condition too much. NGOs say that it is more 
economically effective to open the Health Centers in Judeti rather then in Rayons.  
 
Other categories 
 
Private Health Care Providers say that the MH is not just inefficient; moreover it is an obstacle in 
private medicine development. The big number of control bodies generates corruption and 
intimidation. 
 
NGOs say that it is more economically effective to open the Health Centers in Judeti rather then in 
Rayons 
 
7. 7. 7. 7. Attitude about the HIF     
 
Patients and the Doctors say that they know about the HIF because with their help the HC have been 
repaired/renovated and provided with equipment. More of the problems can be solved in the village 
rather then sending each patient to the rayon. The HIF is also organizing training courses. Some of the 
FDs say that the HIF provided them with equipment that can’t be used and beds that do not work.  
The Reform made the Health Care System to pass by the collaps situation, it is just necessary to keep 
it sustainable 
 
Other categories 
 
NGOs say that the WB should allocate money into a certain sector if there is a concrete strategic 
policy there. 
 
8. Recommendations  
 
Doctors 
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Family doctors (rural area) 
 

• Stimulate the doctors not to leave abroad 
• The patients are unpleased because they have to wait for long at the door.  
• A special subject should exist at school where pupils will learn how they could protect their 

health condition. 
• It is crucially important to increase the salaries.  
• Working conditions of the doctors should be improved.  
• The doctors should be more protected.  
• The local managers should be responsible for the budget because they know better the needs 

and the problems.  
• The doctor should be responsible for a smaller amount of patients then the quality will not be 

affected.  
• There is no competition among the doctors that’s why quality suffers. 
• People should be responsible for their health condition not the doctor 

 
Specialists (rural area) 
 

• 25 % of the population is not insured, that means that the package is not accessible for 
everybody. 

• Provide equipment and training 
• Need to change the mentality of population 
• Primary care should work together with consultation section 
• The hospital should be half closed because it is not fully used and generates high costs 
• The MH should manage the situation and be responsible for the HI 
• The salary should be increased depending on the workload 
• Competition should exist the HI Companies  

 
FD and Specialists in urban area 
 

• Insurance policies should be different those who pay more should get more. 
• The FD should not be responsible for those patients from the sector who address other FD  
• The salaries should be increased and the  lowest should amount 3000 lei 
• Provide Information on price formation policy (drugs, packages) 
• Many of the doctors take maternity leaves with a hope that smth will change 
• Development of a special software for the doctors 

 
Patients 
 
Most of the respondents believe that the situation has considerably improved in last 5 years. It is 
important to keep it sustainable and allow  further development. 
 

• The salaries of the employees should be increased by two times folded. 
• To decrease the workload 
• To develop specialized software for the FD so as to allocate 90 % of the time to the patient 

and 10% for the work with documents. 
• Medical services should be of a higher quality 
• A great focus should be on diagnostics 
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• To develop and monitor immunization programs 
• Need to found a diagnostic center in the rural areas and provide relevant training  
• Need to focus on sanitary measures in the rural area like control over water and foodstuffs 

sold on the market 
• People in the village would like the specialized doctors to examine them  
• A special PT class should be developed for schools 
• The price for drug should get down (patients) 

 
Some of the people have a very negative view on the reform. They say that the HI Company should 
be liquidated and the MH should be the owner 
 
Other categories 
 

• Increase salaries  
• Create normal working conditions 
• Regulate the relationships between the doctor and the patient 
• Train  nurses and increase their level to the EU standards 
• Relevant education of the young population 
• Provide autonomy to the medical institutions 
• The Parliament should oblige the Local Public Administration to procure equipment and 

provide capital reparation of the buildings 
• Reduce the workload with papers  
• Develop a legal framework with the same rules for all the health care providers 
• Reduce corruption among the controlling bodies 
• The state and the HIF project should regularly inform the population on the reforms 
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Annex 4: General Practice Development 

 
 
General remarks 
 
Transition to Family medicine as a form of provision of primary care in Moldova has started in 2000. 
This was preceded by adoption of the Governmental decision No 1134 (09.12.97) “With regard to 
development of primary care”, which stipulated FP as a key figure in primary care. The decision was 
followed by MOH order No 163 (21.05.98) “With regard to continuing reforms of primary care 
rendered by GP and FP” The order has outlined the scope of practice of family physicians and 
primary care nurses, requirements to their professional qualifications named prefessiogramme as well 
as their performance indicators, rights and responsibilities. 
 
Training family physicians in Moldova 
  
Training of family physicians in Moldova started as an experiment in 1993 by re-training of primary 
care internists and lasted until 1994. Re-training resumed in 1998 and was carried out until 2006. 
Curriculum for this form was initially 6 months long, having been reduced to 4.5 months in last years. 
Residency training of family physicians was initiated in 1997, the curriculum being 3 years long. 
Beside this, a series of courses are available now for doctors, including family physicians, as 
continuous education. With HIF project, additional training became available for family physicians 
and primary care nurses. 
The concept of continuous medical training in Moldova 
 
According to Governmental decision, in 2003 a scheme of training medical doctors has been 
introduced in Moldova. In concordance with this scheme, future family physicians have their 
undergraduate training at the faculty of general medicine during 6 years. Postgraduate training of 
family doctors is performed in 3 year residency. On graduating from residency, family physicians 
have to acquire not less than 400 hours of continuous medical education during each 5 consecutive 
years of practice for their professional re-certification. Additional 50 hours are required in form of 
participation at different scientific events, publications, etc. General scheme of family physicians 
training is presented in figure 1. 
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Figure 0.1 The scheme of continuous professional training of physicians in Moldova 

 
 
  
Forms of training 
 
At the undergraduate level, the curricula are identical for every medical specialty except dentistry and 
pharmacy. An important feature is that undergraduate curriculum doesn’t provide training (even 
general or superficial) in the field of family medicine. Training in this medical specialty begins with 
residency.  
 
It should be mentioned that since 1994 until 2002 a part of university graduates was trained as GPs 
via 1 year internship. It has not proved to be efficient form of training and was discontinued in 2002. 
Another reason for refusal to internship was that both residency graduates after 3 years training and 
those trained in internship had the same rights to fill in the positions of family doctors. By this form, 
1778 GPs were trained during 1994-2002.. 
 
Residency 
 
As it can be seen from figure 2, residency curriculum provides training in main areas that constitute 
the scope of family medicine. During the first year of residency, students have an 4 weeks 
introductory course in family medicine, followed by two major cycles of internal diseases and 
pediatrics. During the second year, residents in family medicine pass through the cycles in obstetrics 
and gynecology, general surgery, and subspecialty rotations in surgery and internal diseases, such as 
ENT, ophthalmology, endocrinology, etc., which are followed by psychiatry, neurology. In their third 
year, residents have the longest rotation on family medicine that is divided into two segments – urban 
and rural, followed by social medicine, and short courses in elective problems of pediatrics and 
internal diseases. 
 

Figure 0.2 Residency Training Curriculum 
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 In general, the content of the residency curriculum in family medicine provides the opportunity to 
residents to get exposure to majority of the problems that will be encountered in their practice as 
family physicians.  One essential drawback of the program is that they are not in family practices 
most of the time wit exception of one rotation in family medicine during the first year, and one long 
family medicine rotation during the third year. In their non-family medicine rotations they are taught 
by subspecialists who have insufficient perception of the scope of practice in family medicine, thus 
providing teaching poorly adjusted to real residents’ needs. Besides, family medicine residents, during 
these subspecialty rotations loose their connection with family practices. 
 
Primary re-training in Family medicine  
 
As mentioned above, primary re-training in family medicine of internists and pediatricians practicing 
in primary care settings started as experiment in 1993-1994. During these years, 194 physicians took 
this course. After resumption in 1998, it lasted until 2006 with curriculum of 4.5 months long, and 
since than decision was made to keep these courses only for those who will return into the system 
from abroad or from long leaves wishing to practice as family physician. A total number of 1952 
physicians were re-trained in family medicine according to MoH&SP data during 1993-2006. 
  
Continuous medical education for family doctors 
 
As mentioned above, physicians have to acquire 400 hours of CME for their re-certification. The 
faculty of qualification improvement of SMPU N. Testemitsanu offers a series of courses for 
physicians in different specialties. For family physicians, the following courses are available covering 
main areas of family practice’s scope: 
 
Mandatory cycles: 
(2 weeks long) 

• Family medicine 
• Emergency care 
• Internal diseases (selected topics) 
• Pediatrics (selected topics) 

 
Optional cycles:  
(Vary in duration from 1 to 2 weeks) 
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• Surgery 
• Hematology 
• Infectious diseases 
• Neurology 
• Psychiatry 
• Tuberculosis 
• Obstetrics and Gynecology 
• Otorhinolaringology 
• Ophthalmology 
• Oncology 
• Endocrinology 
• Epidemiology 

  
 
Courses provided by HIF 
 
As the result of TOT program performed by the International Health Development Group (IHDG) 
contracted by HIF in 2002, a Training Strategy in general practice was developed based on the family 
physicians’ and family nurses’ training needs. Two curricula - for family physicians and family 
nurses, 18 weeks long each, covering essential areas of practice in family medicine (see IHDG final 
report, 2002).  Initially, these courses were intended to substitute the primary re-training in family 
medicine. On financial considerations, these modules were compressed to 4 weeks each, attempting to 
keep most important topics for family doctors and nurses, and became a part of CME, supported by 
HIF. The outline curriculum for the 4 week course in family medicine is provided in appendix 1. 
SMPU N. Testemitsanu was selected as implementing agency for the training component. 
 
As criteria for admission to this course, practicing in institutions covered by HIF project, age under 50 
and primary re-training in family medicine should be mentioned. Assuming these selection criteria, 
best impact of the course upon the system was pursued. The course was divided into 4 modules, 1 
week each: 
Module 1 Family medicine in contemporary health systems 
Module 2 Multidisciplinary character of consult in family medicine 
Module 3 Pre-hospital emergency care and attitude towards main signs and symptoms 
Module 4 Management of patients with most frequently encountered diseases 
  
The course had several goals: 

• To deepen understanding of family medicine as a specialty 
• To provide training in application of medical equipment and instruments provided by HIF 

project 
• To train the students in rendering emergency care and management of frequently encountered 

health problems 
• To train the students in management of most frequently encountered diseases in family 

practice based on actual practice guidelines 
 
As a result of multiple recommendations of international agencies, these modules were supplemented 
by the fifth one “DOTS strategy in TB treatment” supported by AIHA. 
 
By January 1, 2006, 750 family physicians specialized primarily in family medicine and 1500 primary 
care nurses took the 4 week training. During 2006, additional number of 44 family doctors and 1542 
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family nurses were trained within the initial budget and with permission of MoH&SP and HIF. The 
implementation agency developed and keeps the data base that is used for monitoring the students’ 
progresses as well as quality of training and organization. Analysis of initial and final evaluations of 
participants shows substantial progress in knowledge and skills acquired during four weeks of training 
both by family physicians and nurses. Evaluation of the course by participants shows high ratings of 
the course in its content, relevance to everyday practice, methods of training, and organization. 
(Please, see the operational report of implementing agency as of 30.11.2005, contract no. CO/27/DG) 
 
System’s needs in family physicians 
  
MoH&SP estimates the needs in family physicians as 2438, and needs in primary care nurses as 5930. 
As of 01.01.2005, there were 2046 family physicians and 5705 primary care nurses in the system. The 
estimations have been made from the average ratio of 1 family physician and 2 nurses for 1500 
population. These accounts may underestimate the real needs, as they do not consider some additional 
numbers needed to cover physicians who are on vacations, seek leaves, CME courses, etc. 
 
According to the data hold by MoH&SP as of 01.01.2006, 4219 family physicians were trained for the 
system. Their distribution by form of training is represented in figure 3: 
- Internship – 1778 
- Primary re-training – 1952 
- Residency training – 489  
- TOTAL – 4219 
 

Figure 0.3 Number of trained doctors by type 
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As it can be deduced from the data provided, despite having trained 4219 family physicians, there is 
still deficit of them in the system. Projected back for the period 1993 – 2005, it can be estimated that 
drop out rate on different reasons is 137 (approximately 5.5%) per year. Thus, even for maintaining 
the status quo, 137 new family physicians should be trained annually for the system. 
 
As it can be seen from figure 4, during the last 12 years several forms of training family physicians 
were applied to assure the system with doctoral staff in primary care. This brought about a variation in 
their skills, competences and character of practice. By 2006, system’s needs were almost entirely 
satisfied by all the forms of training. Because of discontinuation of internship in 2002 and intention to 
keep primary re-training in family medicine only for limited number of physicians left unspecialized 
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in family medicine since 2006, residency training has become the main source of family physicians 
supply for the system.  
 

Figure 0.4 Trained family doctors 
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This form is considered the best in training family physicians as stated by international experts and 
national health authorities, because it meets most of the requirements for professional training in 
family medicine specialty, providing multilateral and comprehensive training. Figure 5 shows the 
numbers of family medicine residency graduates and the numbers of graduates who accepted the 
distribution to fill in open positions in the system. Simple calculations show that in order to feel in all 
the doctoral positions, provided all the residency graduates accept the distribution, 30 years will be 
needed.  
 

Figure 0.5 Numbers of Family Medicine graduates 
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Keeping in mind the degree of acceptance the job positions that is close to 60% in the last three years, 
the time needed could be estimated as 50-60 years. Taking into account the rate of drop out from the 
system, which is about 5.5% per year, achieving the goals of filling all the FP positions with residency 
graduates becomes very questionable. Simplified projected rates of substitution of acting family 
physicians with residency graduates are presented in figure 6.  
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Figure 0.6 The future of Family Medicine? 
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According to these raw estimations, if actual acceptance rate is kept, the system’s needs could be met 
only close to 2050. According to MoH&SP, real numbers of residency graduates who reach their 
destinations according to distribution document signed are even lower. Thus, estimated period of 50-
60 years is an optimistic one, because it doesn’t take into account the proportion of FP attaining 
pension age during this period of time, the fact being known that acting family physicians are not in 
the beginning of their professional careers, and first promotions of residency graduates will attain 
their pension age about 2030.  
 
Introducing the withdrawal rate of 5.5% per year starting with residency promotion of 2002, which 
will attain their pension age about that time, brings about the pessimistic estimation of the situation 
with human resources in the system after about 30 years. 
 
Correspondence of training to the scope of family practice 
 
As mentioned in the World Bank report nr. 32354-ECA, due to health system reform, endowing PHC 
facilities with standard equipment, and re-training family physicians and primary care nurses provided 
by HIF, the spectrum of medical problems solved at the level of primary care has broadened, although 
remaining far enough from the spectrum of care provided by family physicians in countries with well 
developed specialty of Family Practice. The report states that family physicians from regions with 
advanced reforms (those who underwent training in HIF program) provide services of better quality in 
family planning, preventive and pediatric care, obstetrics and gynecology, internal diseases, minor 
surgery, etc., although differences are seen between rural and urban areas. It also mentions growing 
degree of patient’s satisfaction with PHC.  
 
There is no doubt that 4 week re-training course can not substitute for full 3 years residency training, 
although even this (being tailored according to actual practice-determined training needs) shows 
visible results in improving spectrum and quality of primary care rendered to population.   
 
Challenges to Family Medicine in Moldova 
  
Thus, besides the challenges mentioned in the WB report nr. 32354-ECA, - type of management 
(approach from top to bottom), concentration of power in rayon hospitals and setting hospital 
priorities first, insufficient specialty recognition and prestige, little autonomy in decision making; 
dependence on specialists in referrals to higher levels of the system, opposition on specialists’ side, 
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limited access to professional training and specialty information, - there are two that worth special 
mentioning:  
• lack of incentives to acquire the family practice as medical specialty, and to practice it in rural 

areas 
• potential future constrains in human recourses in primary care 
 
Lack of incentives 
 
Many of family physicians mention too wide area of practice, high responsibility, excessive volume 
of bureaucratic work and low wages as main factors of dissatisfaction with the job. Although the 
salaries of family physicians and nurses were considerably increased during the last three years, these 
are still insufficient to reflect the workload and responsibility burden placed onto family physicians 
and nurses. The average salaries of family physicians are somewhat higher in rural areas, being 
virtually the same as salaries of specialists. According to MoH&SP, in 2006, average monthly salaries 
of family doctors were close to 1600 lei RM (which is close to 100 € per mo.). It should be mentioned 
that according to the WB report nr. 32354-ECA, despite low degree of satisfaction with the job, 
mostly due to unjustified and unpaid efforts, only 10-15% of family physicians would have accepted a 
switch to a non-medical job, and some proportion has done so.  
 
As shown above, family physicians’ withdrawal rates from the system pose serious risks on its 
functioning. Besides, increase in these rates can be expected in near future due to migration to Russia, 
where salaries of primary care physicians have recently been considerably increased, and there is no 
need of national certification because medical diplomas obtained in Moldova are recognized. 
Similarly, low levels of acceptance of distribution to the vacancies, especially in rural areas, and even 
lower degree of arrival to the destination arguments for both placing the accent on re-training and 
skills improvement of the acting family physicians, and taking simultaneous steps in making the 
specialty more attractive for the undergraduate students, increasing the numbers of places in family 
medicine residency, and influencing the acceptance rates by providing attractive practice conditions in 
rural areas. 
 
Recommendations 
 
Training improvement 
• Curriculum development for and introduction of Family Medicine course at the undergraduate 

level of training medical professionals. This step is intended to orient future residents in acquiring 
family medicine as preferred specialty instead of accepting it as the last possible choice 

• Improving residency training curriculum in Family Medicine for keeping the residents in 
permanent connection with the family practice centers, and making the training more practical 
and problem-based  

• Revision and improvement of HIF training curricula for family physicians and primary care 
nurses with considering transition to 16 week training programs in skills improvement proposed 
by HDG 

• Extending HIF program training to cover all the family physicians and nurses practicing in 
primary care. 

• Developing practice guidelines for primary care and training family physicians and nurses based 
on practice guidelines developed. This might be an element of curriculum improvement process 
for HIF programs, and CME courses provided by the SMPU  

Faculty of Qualification Improvement 
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• Further elaboration and implementation of incentives for accepting jobs in family medicine, 
especially in rural areas, which would include: 

• Attractive salaries. Re-consideration of wages system for primary care workers, which would take 
into account their real workload, spectrum of services provided, and performance indicators. 

• Social benefits package for family doctors and primary care nurses 
• Better opportunities for professional development 
• Better opportunities of academic affiliations in future 
• Medical training on contractual basis, which would envisage free university and residency 

training for 3-5 years of mandatory practice in rural area 
• Rendering prestige of profession 
• Reviving the activity of national Association of Family Physicians by organizing specialty forums 

with international participation, and national nurses’ organizations 
• Obtaining international membership for national Association of Family physicians 
• Participation of national AFP in international projects and professional training activities 
• Transfer of the rights for professional certification to the national Association of Family 

Physicians 
• Establishing national journal in Family medicine and/or website 
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Annex 5: Medical Equipment  

An expert opinion on equipment procured was not considered a necessary part of the evaluation. 
Information on prices and specification was also difficult to establish. Given the focus on Family 
Medicine however the following section gives comments on that specification information that was 
made available on the likely ranges of costs. This may be useful to future evaluations. 
 

1. Tables 1 and 2 contain price estimates for equipment supplied to the Health Service in 
Moldova based on two submitted Excel spreadsheets: ‘PrimaryCareKitsProcured.xls’ and 
‘Equipmenthospitals.xls’.  Equipment descriptions found in these spreadsheets have been 
reproduced in the tables.  Spelling errors have not been corrected to allow for easy reference 
to the original data.  In some cases, the item of equipment to which reference is made is not 
clear, so it has not been possible to suggest a price for these items.  Notes in the tables specify 
when particular assumptions have been made. 

2. No detailed specifications for individual items of equipment were available, so a wide range 
of prices based on a simple description of equipment type is possible.  Some judgement has 
been exercised to avoid even wider price ranges. 

3. Equipment costs have been considered by comparison with manufacturer’s list prices, 
published cost comparisons, prices for recent purchases that have been made in the UK and 
prices of equipment supplied through other projects. 

4. Estimated equipment costs are those for equipment of European, North American or Japanese 
manufacture.  Since the spreadsheets contained prices for hospital equipment, it is possible to 
compare these with the estimated prices.  Generally, the estimated prices are rather higher 
than the prices contained in the spreadsheet.  Possible reasons for this are that the equipment 
is of East European, Indian or Chinese manufacture or that special prices have been 
negotiated with the supplier. 

5. There are no obvious important omissions from the family doctor’s equipment list, unless 
small items such as a tongue depresser, laryngeal mirror, tourniquet and doctor’s bag were to 
be included as part of the package.  The item described as ‘sterilizer’ has been assumed to be 
an instrument boiler, since it is part of a basic package.  Instrument boilers do not kill spores 
reliably, particularly when used at altitude, even though they are often used.  The preferred 
option is a pressurized steam sterilizer. 

6. The hospital equipment list may be incomplete, unless a specific decision has been made to 
restrict the departments benefiting from supply of new equipment.  Although individual 
hospitals vary greatly in the number of specialisms they offer, it might have been expected 
that at least departments such as obstetrics and gynaecology, paediatrics, general surgery and 
internal medicine would all have been represented. 
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.  Price Estimates for Primary Care Kits and Equipment 

 
Description Quantity Minimum (€) Maximum (€) Comments 

     

Basic package (1 per 3 FDs)     

     

Refrigerator 1 200 300  

Sphygmomanometer 2 60 150  

Stethoscope 2 20 60  

Scale, adult 1 75 150  

Length measuring, children 1 8 10  

Infusion set 2 10 20 An infusion set, also known as an administration set would typically cost about € 2–3, but one of 

these is required for each patient.  Since only two were supplied, it seems unlikely that ‘infusion 

set’ refers to this.  Price estimates refer to a rectal or ear syringe, either of which is more likely to 

have been included as part of a basic family doctor’s package. 

Table for instruments 2 150 225  

Tablita visus, maturi,copii 2 10 25 The function of this item is not clear, but price estimates refer to a vision testing chart. 

Ocular tonometer set 1 1,350 1,800 Price estimates refer to non-contact tonometers.  A Schiotz tonometer would probably cost about 

€ 150. 

Pelviometer 1 30 45  

Oglinzi ginecologice 20 15 25 The function of this item is not clear, but price estimates refer to vaginal speculae. 

Neurological examination set 2 20 40 The function of this item is not clear, but price estimates refer to tendon and patella hammers. 

Anti-trauma stretcher 1 150 225  

Table for examination of newborn 1 150 300  

Ginecologic chair 1 750 2,250  

Electronic scale for children 1 75 150  
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Description Quantity Minimum (€) Maximum (€) Comments 

Heating pad 2 10 15  

Emergency oxigen unit 1 750 750 The function of this item is not clear, but price estimates refer to an oxygen cylinder, regulator, 

flowmeter and trolley, rather than to an oxygen concentrator. 

Electrocardiograph portable, single-

channel 

1 750 2,250  

Sterilizer 1 500 800 Price estimates refer to an instrument boiler.  A transportable pressurized steam sterilizer would 

typically cost € 2,000–6,000 

Mnisurgery set 1 750 1,500  

Stetoscope ultrasound 1 500 800 Price estimates refer to a foetal heart detector. 

     

Complex lab (FDCs)     

     

Biochemical analyzer 1 30,000 45,000  

Hematological analyzer 1 11,000 18,000  

Urine clinical analyzer 1 1,200 1,500  

microscope binocular 1 1,000 1,500  

Set of semiautomatic droppers 1 300 600 Price estimates refer to a set of pipettes. 

Certified chronometer 1 15 75  

Portable hemoglobinometer 1 375 750  

     

Emergency setn for casualty wards     

     

Fibrogastroscope 1 7,500 15,000  

ECG Apparatus 1 1,500 7,500  

Set og instruments for wound handling 1 375 1,500  

Tracheal intubation tubes 20 75 150 Price estimates refer to a set of six. 
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Description Quantity Minimum (€) Maximum (€) Comments 

Regular suction, portable 1 750 1,500  

Illuminator, portable 1 375 1,125  

Sphygmomanometer 3 60 150  

Set for conicotomy 3   The function of this item is not clear. 

Cardiomonitor 1 6,750 10,500  

Defibrilator 1 6,000 9,000  

Device for artificial ventilation 1 7,500 30,000  

Stethoscope 3 20 60  

Resuscitation chart 1 5 15 Price estimates refer to a wall mounted chart displaying details of resuscitation procedure. 

Wheelchair 1 150 600  

Set thoracocentesis 1 120 150  

Set laparocentesis 1 120 150  

Air cuschion splints 5 150 225 Price estimates refer to one splint. 

Oto-ophthalmoscope 1 225 375  

Resuscitator ambu, adult 1 75 225  

Resuscitator ambu, children 1 75 225  

Laringoscope 1 225 375  

Biochemical analyzer 1 30,000 45,000  

Hematological analyzer 1 11,000 18,000  

Set of semiautomatic droppers 1 300 600 Price estimates refer to a set of pipettes. 

     

Portable Kit (each FD)     

     

Sthetoscope 1 23 60  

Sfigmomanometer aneroid 1 60 150  

maturi, copii     The function of this item is not clear. 
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Description Quantity Minimum (€) Maximum (€) Comments 

Oto/ofthalmoscope 1 225 375  

Termometer 1 1 2 Price estimates refer to a bulb thermometer, rather than an electronic tympanic membrane 

thermometer. 

Lantern 1 8 15  

Peakflowmeter, adults 1 225 300  

Peakflowmeter, child 1 225 300  

     

Complex equipment (Family Doctors 

Centers) 

    

     

Ultrasound 1 15,000 45,000  

Colposcope 1 7,500 15,000  

Fibrogastroscope 1 7,500 15,000  

Spyrometer 1 1,500 6,000  

Stetoscope ultrasound 1 500 800 Price estimates refer to a foetal heart detector. 

     

Basic lab (HC)     

     

Biochemical analyzer 1 30,000 45,000  

microscope binocular 1 1,000 1,500  

Set of semiautomatic droppers 1 300 600 Price estimates refer to a set of pipettes. 

Certified chronometer 1 15 75  

Photoeloectric hemoglobinometer 1 375 750  
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.  Price Estimates for Hospital Equipment 

 

Description Quantity Minimum (€) Maximum (€) Comments 

     

Casualty wards     

     

Portable EKG, 6-12 channel 1 5,250 10,500  

Suction unit, portable 1 750 1,500  

Portable illuminator 1 375 1,125 Price estimates refer to a mobile examination lamp. 

Consumables    No specification has been given, so no estimate is possible. 

Cardiomonitor, portable 1 6,750 10,500  

Artificial ventilation unit 1 7,500 30,000  

Resuscitation chart 1 5 15 Price estimates refer to a wall mounted chart displaying details of resuscitation 

procedure. 

Non-automatic wheelchair 1 150 600  

Otoscope-ophtalmoscope 1 225 375  

Oxigen unit, adults 1 75 225 Price estimates refer to a manual resuscitation bag. 

Oxigen unit, children 1 75 225 Price estimates refer to a manual resuscitation bag. 

Larongoscope with blades, adult and child 1 225 375  

     

Operating theatre / surgery     

     

Surgery table 1 15,000 30,000  

Artificial ventilation and anaesthesia unit 1 22,500 37,500  

Surgic Lamp  1 7,500 22,500  

Stationary suction unit 1 750 1,500  
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Description Quantity Minimum (€) Maximum (€) Comments 

Coagulator 1 3,750 7,500 Price estimates refer to an electrosurgical unit. 

Cardiomonitor 1 6,750 10,500  

Defibrilator 1 6,000 9,000  

Laringoscope with blades, adult and child 1 225 375  
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Annex 6: Scoring system for proposals 

Equity 15

% Deviation in Per Capita Expenditure (@ Judet Level)  

> 20 % over average -15 

>0 and <=20% -10 

`= AVG 0 

<0 and > -20%  10 

<=20%  15 

  

Judet Performance 30 

% Budget Execution Previous Year  

< 50 % 0 

>50% and <= 60 % 5 

>60 and <=85% 10 

>85and <=100%  15 

% of all general practitioners trained in family medicine  

< 10 % 0 

>10% and <20 % 5 

>20 and <=40% 10 

>40%  15 

Execution of Reform Program 35 

(a) Proposal to Restructure Judet Health Facilities (hosp + polyclinics) 2 

(b) Closure of ancillary buildings  3 

(c)  Closure of circumscribing hospitals 5 

(d) Consolidation of all Raion Hospitals 5 

(e) Closure of Polyclinics 5 

(f) Consolidation into one Judet Hospitals 5 

(g) Implementation of Hospital Payment Mechanisms in Hospitals 5 

(h) Number of facilities operating as State Enterprises:  (0 min, 5 max) 5 

Investment Proposals 20 

(a) Investment Plan Presented 1 

(b) Business Plan for Judet Hospital 2 

(c) Environmental impact of investment evaluated 2 

(d) Economic Impact of Project Evaluated 5 

(e) Sustainability of Recurrent Costs Demonstrated 5 

(f) Training Plan Presented for Managers and all medical/non-medical  Staff 5 

Total Score 100 
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Annex 7: Summary of site visit findings 

Site Visit Structured Interviews 
 
conducted structured interviews with managerial and doctors’ level in 10 randomly 
selected rayons, also reviewed project proposals submitted to HIF in terms of 
infrastructure, equipment and training needs. 
 
1. The services level assessment was conducted in parallel to the site visits by the 
engineer. The objective of service level assessments was to investigate the human 
resource and manpower planning aspects of the investment and integrate these with the 
infrastructure investment assessment to produce an assessment of the improvements in 
the quality and efficiency of services. 
 
Activities included: 
 
• Review of investment proposals from the Rayon level 
• Site visits to 10 randomly selected Rayons  
• Control the availability of equipment 
• Assessment of competitive mechanism  
• Complete structured interviews with Rayon directors and medical personnel 
 
Outputs: 
 
• Structure interview notes 
• A summary report on the impact of investment on the quality, efficiency and 
availability of primary care services. 
 
2. The greatest investments of the project have been in infrastructure and equipment. The 
objective of this activity will be to assess the quality of the initial investment plans, assess 
the execution of these plans in terms of the appropriateness of works and value for 
money. 
 
Activities included: 
 

• Review of planning documents 
• Site visits to 10 randomly selected Rayons (a check list for site visits is given in 

Annex 8) 
• Control the availability of equipment 
• Assess the arrangements for the physical maintenance of the buildings and 

equipment 
• Assessment of competitive mechanism (see TOR) 
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• Value for money check on procurements 
 
Outputs: 
• Completed site visit checklists 
• A summary report on the appropriateness and execution of works 
• Value for money summary report 
 
 
1. Findings:  
 
Investment proposals were reviewed in the HIF office before going to site visits. Most of 
the proposals were structured more or less in three main chapters:  

• Introduction ( general information about rayon: statistical data, geographical 
situation; medical background: statistics on mortality, morbidity, number of 
medical units and personnel 

• Investment proposal in terms of equipment and infrastructure 
• Trainings for medical staff 

All reviewed proposals are similarly structured, and were designed for the first time with 
soft assistance of HIF experts (source: structured interviews with medical managers).  
 
Conclusions: 

• HIF investments in equipment and infrastructure were distributed almost equally 
to all rayons (number of refurbished facilities varies from 1 to 5 per rayon, most 
of rayons have a medium of 2-3 refurbished facilities; equipment was distributed 
in the same ratio, depending on the number of family doctors and Health Centers 
in the rayon)  

• Submitted proposals don’t include an exit strategy and sustainability of project 
investments ( ex. equipment and infrastructure maintenance) 

• Time schedule for the execution of the project is not included in the proposals 
In general proposals are mainly structured based on most stringent needs of rayonal 
health care system: a minimum wish list in terms of equipment, infrastructure and 
training 
 
Local experts visited 10 randomly selected rayons in different parts of Moldova: north, 
east, west and south rayons as per list bellow: 
• Anenii Noi 
• Soldanesti 
• Balti 
• Cahul  
• Ciadir Lunga 
• Comrat  
• Ocnita 
• Rezina 
• Singerei  
• Ungheni 
 
Before executing site visits two types of questionnaires were prepared. 
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One type of questionnaire was prepared for structured interviews with rayonal medical 
management, the other one for family doctors. 
Were interviewed: 
• 12 managers in 10 rayons 
• 28 doctors in 10 rayons 
 
Total number of interviews: 40 medical staff 
 
Findings from interviews with manager level: 
 
1. Project proposals, submitted to HIF were the first experience for all managers 
2. All rayons prepared a so called development plan for 5 to 10 years of rayonal 
health care system according to Governmental Strategy for development of rural areas 
“Satul Moldovenesc”; in 70% percent of cases development plan included only 
responsible parties for its execution, with no forecast budget for the development period. 
All development plans are based on minimum health care needs, envisaged for the 
following 5-10 years in terms of equipment and infrastructure allocations. 
3. Plans that had been submitted to HIF were realized about 98% in accordance with 
proposals  ( some infrastructure allocations were redirected due to inconsistencies in 
rayonal proposals ex. Funds requested for roof reparation in Geamana village, Anenii Noi 
were redirected to another village, where the need in reparation was more stringent) 
4. Most of managers couldn’t show the total local contribution to HIF investments 
or a financial report; there is a burden in programming local contribution funds: from 
rayonal council, mayoralties, National Insurance Company etc. 
5. None of rayons has an investment plan based on real cash flow (recurrent 
financing); few rayons used the opportunity to sell some old buildings and reinvested 
earnings in      reparations of Heath Centers. 
6. The annual needs based plans could be reformulated for a potential donor to come 
in, stated most of managers 
7. 100% of respondents are positive that there is no turning back from the primary 
health       care reform. According to managers’ opinion following should be done in 
order to move forward: 
• Solve staff shortages ( it is a big problem for most of rayons, number of missing 

doctors varies from 6 to 22; in the last five years there are almost no young doctors 
coming in primary health care) 

• To continue invest in infrastructure and equipment 
• To solve transportation issue ( in many of Health Centers there is no available 

transportation for doctors’ visits) 
• To reform social sector ( doctors are in the situation of solving different social 

problems of their patients, which is an impediment in performing professional 
medical services) 

• All population should be covered by an insurance policy either state one or private 
• Increase medical staff remuneration ( a minimum proposal varies from 250 USD to 

1000 USD: most of managers preferred to propose it in hard currency ) 
• To continue invest in professional development of medical staff 
• Reduce paper work 
8. About 40% of managers were positive to implement private principle in family 
medicine. 



End-of-Project Evaluation 88 

9. All managers would invest in infrastructure, equipment and staff salaries if no 
budget constraints; however their mentality is based on minimum health care needs, no 
investment planning skills among managers. 
10. 100% of managers were positive that family medicine has improved access of 
poor people to essential services mostly due to free drugs covered by compulsory 
insurance, and HIF investments in medicine 
11. Noteworthy that about 90% of managers attributed a big importance to modern 
ways of communication: internet connection and email addresses are present in eight 
rayons out of ten. 
 
 
Findings from interviews with family doctors: 
 
1. On 100% of doctors stated that family medicine improved access of poor people 
to essential services. 
2. The driving force for improvement of access is mainly due to free drugs for 
socially vulnerable people covered by compulsory insurance. In a less extent HIF 
investments also improved access to medical services through equipment and 
infrastructure 
3. It is to mention that most of interviewed doctors are being regularly up dated 
through different training programs, new medical guidelines and standards elaborated 
with HIF assistance. The access to modern medical literature is less available, only 50% 
rayons up date their medical libraries by subscribing to medical journals and procuring 
modern medical literature. About 90% of doctors mentioned UNICEF, HIF, UCIMP, and 
Medical University as important training suppliers. About 70% of doctors attributed big 
importance to pharmaceutical companies as sources of regular professional up date. 
4. About 56% of work time is being spent for paper work, which has become 
excessive since the implementation of Health Insurance Reform in 2003. 
5. 100% of doctors stated that primary health care reform should continue. 
Following common opinions were presented in order to move forward with reform: 

• Compulsory insurance should cover more drugs for patients with chronic diseases 
• New international practices should be implemented at both managerial and doctor 

levels 
• There should be invested in computers and specialized software in order to 

reduce excessive paper work 
• Solve staff shortage issue, young doctors coming to family medicine 
• Mobile phones to every family doctor 
• Increase doctors’ salaries ( minimum proposal varies from 250 USD to 1000 

USD) 
• Ensure transportation for every family doctor 
• Almost 50% of doctors stated that pediatrics should be apart from family 

medicine competences 
• To increase number of insured people 
• Further investment in professional development 

- Increase sanitary culture of people 
 
6. About 95% of doctors reported an increased feeling of ownership of medical 
services since the family medicine reform and compulsory insurance implementations. 
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7. Most preferable professional development is high quality modern trainings on 
different medical topics, conducted by top professionals.  
8. Most doctors reported insufficient knowledge in high specialized medical areas 
such as: Neurology, pediatrics, ophthalmology, surgery etc. 
9. Most common constraints in daily activities of family doctors: 
• Low sanitary culture of population: poor life style and neglect attitude toward 

personal health ( about 60% of doctors) 
• Excessive paper work 
• Limited transportation 
• Low salaries 
• Too many patients (some of doctors serve about 6000 patients instead of 1500) 
• Lack of practical skills in doing some manipulations and using some modern 

equipment (ex. ocular tonometer) 
• Office space limitations 
• Solving social issues of patients 
 
10. All doctors report that the attitude of their patients has changed to positive 
11. Private medicine for family doctors is attractive for 50% of interviewed doctors. 
 
 
Findings on Equipment use: 
 
Equipment is being used on a daily basis in most of visited places; sophisticated 
equipment such as ultra sounds and endoscopes is all functional. There is an issue with 
sphygmomanometers: many of them were reported as broken in 40% of visited facilities. 
Many doctors still need additional trainings for use of equipment; ex. Ocular tonometer   
 
In conclusion, equipment maintenance remains an issue, as no budget framework is 
available locally for its support after the warranty expires 
 
 
HIF Infrastructure Assessment Report 
 
The evaluation has been carried out by „CONSELIT-PRIM” Ltd in the period between 
17th of July 2006 and 11th of August 2006. 
 
Ten rayons have been selected where 18 Health Centers have been visited out of 100 
renovated. 
 
The total amount disbursed by the HIF for reconstruction is 2 075 009$. That means that 
in average about $ 19 000 has been allocated for each HC. 
 
Renovation works have taken place in 2002-2006. 
 
Reconstruction of the Health Centers and Family Doctor Centers in the rural areas 
included capital reparation of the roof (where needed), renovation of the water supply 
system/network, cold and hot water supply, renovation or provision of the heating and 
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sewage system, reparation of the outside part of the building, decoration of the  territory, 
full or partial replacing of the power system.  
 
Financing of the works has been done based on the investment proposals developed and 
submitted by the Health Care providers in the rayon/village.  
 
The target was to create working  conditions for the doctors and enable them to work in 
any season of the year.  
 
Most of the buildings were in a devastating condition. The biggest problem occurred with 
roofs that were leaking. Out of those 18 HC visited, the HIF has financed the renovation 
of the roof in  16 HC. The new roofs have been built using new technologies and 
materials that will allow the utilization of the building for longer period of time. 
 
E.G. In the HC Mereni, Anenii Noi  the roof has been partially repaired, as such funds 
have been saved and retargeted for covering other needs of the HC. 
 
After visiting the HC Puhăceni, Anenii Noi, it has been found out that the roof of the HC 
needs capital reparation and if it will delay it might affect the cosmetic reparation 
provided inside the building.  
 
There were also complaints about the quality of the roofs that have already been 
renovated like HC IgnăŃei and Slobozia Mare. The problem with  roofs represents a 
priority at the moment and their renovation is a step forward. 
 
There are centers which are underutilized (e.g. IgnăŃei, Colibaşi, Copciac). In such cases, 
it would be reasonable to sell these old buildings and procure newer ones, which will 
create savings especially in the cold seasons of the year. An example would be the HC in  
CinişeuŃi, Rezina). 
 
Most of the centers are provided with independent gas heating system. Internal network 
consist of polypropylene pipes, metal-plastic or metal linked to iron convectors. 
The HC in Colibaş, CinişeuŃi are heated up with wood and coal. 
 
The heating system in IgnăŃei has not been finalized. The heating system has not been 
tested. Convectors have not been properly fixed so as to take the air out of the system. 
 
The heating system in the HC Lipnic, OcniŃa is in a dangerous condition. The 
heater/furnace  and internal network have been installed without approving the project by 
“Moldova-Gaz”, which forbids to connect the system to the heater.  
 
Water supply in most of the cases is provided from wells or tanks placed on the territory 
of the center, with the help of pumps which are connected to the network. In the HC 
Colibaşi and Corneşti there is no  water supply system, water is extracted manually from 
the neighbor wells. 
 
In the HC Lipnic just an internal network  has been installed, water supply system and 
connection works will be covered fromnt he local contribution.   
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In order to provide hot water in most of the case a boiler with a capacity of 80-160 l has 
been installed.  
 
Sewage networks are laid from PVC pipes connected to the disposals, and then connected 
to the central network of the locality. 
 
HIF has covered financially such works as:  
• Finalizing the outside part of the buildings 
• Replacing doors 
• Replacing windows 
• Inside plastering and painting 
• Tiling the floors 
• Refurbishment of the  ceilings 
• Renovation of lavatory rooms  (bathrooms and toilets) 
• Refurbishment of the floor 
 
Conclusions: 
Generally the renovation of the HC and Family Doctors’ centers have been assessed as 
good. The engineer networks are functional (besides of the gaps identified).  
 
Recommendations: 
• There is a need to develop and approve a project of the building before starting the 

renovation works. 
• Need to coordinate the work between different contractors. 
• Involve specialists when the object is commissioned and accepted. 
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Annex 8: Map 
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Persons Interviewed 

Name Institution Tel E-mail
 Catanoi Victoria Health Investment Fund Coordonator 373 22 202 438 vcatanoi@ucimp.moldnet.md
 Jelamschi Lilia UNICEF Moldova 373 220 034

 Lozan Oleg
State University of Medicine and 
Pharmacy

373 22 205 205     
373 692 40 379 olozan@usmf.md

 Menon Rekha World Bank Consultant  373 22 200 706 rmenon@worldbank.org

 Mocanu Victor
Association of Sociologists and 
Dimographers of the RM

373 22  739026     
373 69  135261 atitudine@mail.md

 Murzac Alexandru UNICEF Moldova
373 22 220034      
373 69142917 amurzac@unicef.org

 Palanciuc Mihai
State University of Medicine and 
Pharmacy

373 22 205 205      
373 691 53 216         mpalanciuc@usmf.md

 Pasecinic Inga Public Health Reform 373 22 280 472 i.pasecinic@healthreform.md

 Rufa Mariana
Assciation of Professional 
Interpreters 373 693 17 564 mashteru@yahoo.co.uk

 Sava Valeriu Public Health Reform 373 22 280472 v.sava@healthreform.md
 Savin Victor Chishinau Municipality Council 373 22 228084 drsavin@mtc.md

 Turcan Lilia Project officer; UNICEF
373 22 220034       
373 69116575 iturcan@unicef.org

 Ursu Pavel World Health Organisation 373 22237348 pursu.who@un.md
Berdaga Viorica Project officer; UNICEF 373 691 28 386 vberdaga@unicef.org
Beregoi Mihai BUMAD Program 373 22 593120 mberegoi@un.md
Bivol Gregore Head of the Family Medicine Chair 27 15 57

Buliga Valentina 
Chairman of the Committee for Social 
Protection, Health and Family 373 22 233472 vbuliga@parlament.md

Curocichin Ghenadie
Training of Family Doctors State 
University of Medicine and Pharmacy

373 69149267       
373 22 205226

Gheorghe Rusu
Head of the Health Insurance 
Company 373 22 22 31 66

Gherman Liliana SOROS Moldova

373 22 274480      
373 22 270031      
373 22 270232        lgherman@soros.md

Mosneaga Cristina
EU Commission Delegation To 
Moldova 373 22 505210 Cristina.MOSNEAGA@cec.eu.int

Renita Ion Moldova Moderna 373 694 48800

Sabine Koch-
Gensecke Public Health Reform

373 22 280 472     
373 22 838 311      
373 22 838 312 sabine.koch-gensecke@epos.de

Semeniuc Marina

Head of the Health Care and Social 
Protection Financing Division, 
Ministry of Finance 373 22 233575

Stasiuc Victor

Head of the Financing Division, 
Ministry of health and Social 
protection 373 22 72 93 81

Turcanu Ghenadie
MOHSP Director Analysis and 
Communication 373 200 706

 Lupan Dana

Monitoring and Evaluation 
Specialist/Economist HIF World 
Banc 373 22 202438

Ciocanu Mihai

Head of the Scientific Practical 
Center of Public Health and Sanitary 
Management

373 22 72 73 86           
373 691 37 353 mciocanu@mednet.md

Volovei Victor Executive Director HIF 373 22 2024 36 vvolovei@ucimp.moldnet.md

 
 



End-of-Project Evaluation 96 

Site Visits 
 
Municipality / 
Region

Rayon/village Health Center 
doctors

Chief Doctor/ Head of the Primary 
Care

Gagauzia Cernev Nicolae
Comrat Tatiana Ribalco Albertean Petros Protescu Raisa

Congaz Frangu Elena
Ciadir-Lunga Barbov Stepan Constantinova Valentina

Copceac Jaloma Irina
Nadejda Baboglo

Cazaclia Elena Pabeli
Elena Terzinova

Ungheni Uncuta Victor Scurtu Lilia
Cornesti Natalia Chirinciuc?

Natalia Munteanu
Zinaida Balan 
Ana Virtosu

Rezina Storoja Lilia Florea Maria Petru Peru
Cinisauti Ludmila Atamanenco
Ignatei Dumitru Ioncu
Singerei Tudor Besliu Malcoci Vasile Eleonora Tartacovshi
Pepeni Ion Spinachi
Biruinta Tatiana Bleandur
Anenii Noi Victoria Terescenco Cibotari Victor Victor Golban

Valeriu Sirbu
Mereni Bucuceanu Boris

Larisa Butnarencu
Puhaceni Ana Bizgu

Soldanesti Palii Veceslav Constantin Balanici
Vadul Rascov Stati Mariana
Cotiujenii Mari Gheorghe Harbur

Cahul Chistruga Victor Hadjioglo Alexandru
Slobozia Mare Saghina Elena
Colibasi Voloceai Maria

Stefan Voda Boian Parascovia Haret Mariana

Ocnita Aliona Ciubuc Dutca Tudor Mircea Ciocoi
Lipnic Antonina Pruneanu

Balti Maria Dumbraveanu Batir Veceslav Postolache
Valentina Dumbraveanu

Elizaveta Ojog Nicolae  
 


