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1. The process of writing the submission

MONFEMNET organized its annual forum 
“Through Women’s Eyes” under the theme of 
“Air Pollution and Maternal and Child Health.” 
The forum took place on May 8-9, 2019, drawing 
together over 200 participants. The annual 
forum is a longest-standing independent public 
platform, designed to draw public attention to 
policy distortions and/or issues that must be 
put on the policy agenda. This year, the forum 
included analyses and discussions on the 
economic costs of air pollution for individuals 
and families. This submission was developed 
based on these deliberations and the forum’s 
outcome documents. 

2. Recommendations received from the II 
UPR cycle and their implementation 

Mongolia received 5 recommendations related 
to improving the basic healthcare services for 
the population from the II UPR cycle. In this 
connection, while efforts have been made to 
reduce maternal mortality, government action 
has been insufficient in terms of strengthening 
national and regional basic healthcare service 
delivery systems, increasing the scope of and 
access to the services, and addressing other 
challenges in the health system as stated in the 
recommendations (108.145). 

3.   The situation and challenges: 

In 2016-2020, the Government stated an 
objective to overhaul the health insurance system 
to ensure universal coverage, to create enabling 
conditions for all citizens to access quality 
healthcare services without facing financial 
barriers, regardless of their income status, and to 
increase health financing in 2 stages.1 Although 
some steps have been taken at the level of health 
insurance policy, the current system continues 
to be inadequate in covering people’s health 
risks. The following challenges exist in the health 
financing and health insurance systems:

1	 	2016-2020	Program	of	Action	of	the	Government	of	Mongolia.

1. The out-of-pocket payments for 
healthcare are continuing to rise, 
leading to impoverishment for 
many. 

Mongolia has a mixed health financing system. 
It consists of 1) the Ministry of Health (MOH) 
budget derived from tax revenues, 2) Social 
Health Insurance Fund (SHIF), and 3) out-of-
pocket payments by individuals. Currently, 40% 
of healthcare services are financed from the state 
budget, 20% from the SHIF and up to 40% from out-
of-pocket payments by citizens.

The WHO estimated that when out-of-pocket 
expenses exceed 20%, health-related costs 
exacerbate poverty and economic inequality. 
Although the government strategy on health 
financing states that measures will be taken to 
ensure that direct payments by citizens do not 
exceed 25%,2 these payments currently reach 
40%, constituting a substantial financial burden on 
families.3

In Mongolia, poverty rate has increased and 
inequalities have deepened. That poverty rate has 
not declined in the last 20 years and 1 in 3 people 
remains poor indicates that poverty is increasingly 
entrenched. In 2014, poverty rate was 21.6% and 
reached 29.6% in 2016. In 2018, the poverty rate 
declined slightly to 28.4% but 15% of the population 
are at high risk of falling under the poverty line 
should they face any negative changes due to 
fluctuations in the economy, price increase, climate 
conditions or health risks.4 In 2016, the multi-
indicator poverty index of Mongolia was 0.043, 
indicating that people are sliding into poverty as a 
confluence of multiple factors related to income, 
health and education. Mongolia’s development 
is facing a severe challenge due to the deepening 
of inequalities and the increase in the number of 
people who are at high risk of being “left out of 
development.”5

2	 	Health	Financing	Strategy,	2010.
3	 	Assessment	of	the	Structure	of	Health	Payments	in	Mongolia,	The	

World	Bank,	MOH,	2013.
4	 	Main	 results	of	 the	2018	 socio-economic	 survey	of	households,	

National	Statistical	Office,	1212.mn.
5	 	National	Voluntary	Report	of	Mongolia,	The	Implementation	of	the	

Sustainable	Development	Goals,	2019.	
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while the state is paying 3,200-6,400 MNT (1.2-2.4 
USD) only. The state contributions are thus 7-14 
times lower than the average amounts of employed 
policy holders’ contributions. 

As health insurance is mandatory, its coverage is 
high at 80-90%, with 58.2% of the policy holders 
being people whose health insurance is financed 
by the state. However, the contributions paid for 
this cohort constituted only 11.2% of the  health 
insurance fund revenues. By comparison, while 
employed policy holders account for 25.7% of all 

policy holders, their contributions constituted 
80.5% of the health insurance fund revenues. 
Furthermore, while the state-financed policy 
holders whose contributions make up 11.2% of 
health insurance fund revenues accounted for 
58.4% of the fund’s expenditures, the employed 
policy holders whose contributions make up 80.5% 
of the fund’s revenues only accounted for 14% of 
the fund’s expenditures.  

So long as the state has not increased public 
financing for healthcare and the health insurance for 
state-financed policy holders, the health insurance 
fund shall remain weak even if measures are 
taken to enforce the payment of health insurance 
contributions. This is a major factor in perpetuating 
the limited scope of healthcare services covered by 
health insurance, inadequate amounts of insurance 
payments, and, as a result, high out-of-pocket costs 
for people.  

Mongolia ranks high in cancer-related mortality 
rates. The situation is exacerbated to an alarming 
degree by the air pollution, increasing pressures 
for the healthcare budget. The economic cost of 
air pollution was estimated to equal 18-28% of 
Ulaanbaatar city’s GDP and 8-13% of the national 
GDP.

2. Contributions to health costs 
paid out of the state budget and 
the state-managed SHIF are both 
too low. 

а) The WHO recommends that developing countries 
allocate at least 5-6% of their GDP to finance 
health care from their state budget. In Mongolia, 
the percentage is only 2.6%. State financing of 
healthcare did not significantly increase even 
during the high economic growth periods6 (Figure 
2.1.).

Figure 2.1. Trends in GDP Growth and the Share of Health and Education Expenditure in GDP, 2007-2017
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Source: NSO, www.1212.mn

б) The amount of state contributions to the health 
insurance of people whose insurance is borne by 
the state is set too low. An analysis of the 2019 
budget revenues of the Health Insurance Fund’s 
shows that 65.5% of the revenues are derived 
from the contributions paid by and for employed 
insurance policy holders and only 20.6% are derived 
from state contributions for people whose health 
insurance is borne by the state.7

Based on the average salary of 1,157,000 MNT 
as calculated by the NSO, the average monthly 
contribution to health insurance paid by and for 
employed policy holders is 46,280 MNT (17.4 USD8) 

6	 	National	Voluntary	Report	of	Mongolia,	The	Implementation	of	the	
Sustainable	Development	Goals,	2019.

7	 	In	the	case	of	people	who	pay	their	own	insurance	contributions,	
i.e.	employed	people,	the	amount	of	insurance	is	set	to	be	no	less	
than	4%	of	their	salary	or	comparable	income,	with	the	employee	
paying	 2%	 and	 employer	 paying	 2%	 respectively.	 The	 state	 is	
responsible	for	paying	health	insurance	contributions	for	children	
under	 18,	 with	 the	 contribution	 amount	 set	 at	 1%	 of	minimum	
wages,	 which	 is	 currently	 3,200	 MNT	 (1.2	 USD)	 per	 child	 per	
month	 and	 38,400	MNT	 (14.4	 USD)	 per	 year.	 Furthermore,	 the	
state	pays	health	 insurance	contributions	for	citizens	who	do	not	
have	 incomes	 other	 than	 pensions,	 mothers	 (fathers)	 caring	 for	
their	 children	 at	 home	until	 the	 child	 is	 2	 years	 old	 (3	 years	 old	
in	 the	 case	 of	 twins),	 army	 conscripts,	 members	 of	 households	
that	 require	 social	 welfare	 assistance,	 and	 prison	 inmates,	 with	
the	contribution	amount	set	at	2%	of	the	minimum	wages.	These	
contributions	are	transferred	from	the	state	budget	to	the	health	
insurance	fund.	

8	 	Mongol	Bank	exchange	rate	on	September	30,	2019.	
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In 2018, Mongolia ranked 6th on the list of 73 
countries with highest air pollution. The capital 
city of Ulaanbaatar ranked 5th among the 63 
most polluted capital cities of the world and 
was categorized as a city that is hazardous for 
the population’s cardiovascular and respiratory 
systems. 

The impact of air pollution is heaviest on children, 
adolescents and the elderly. Across Mongolia, 
the mortality rate associated with environmental 
pollution has increased for infants and children 
under 5 years of age and healthcare expenses have 
increased substantially for families. Ninety per 
cent of all households are spending 10% of their 
expenses outside the basic expenses such as food 
and housing on healthcare. Families are also losing 
income due to the need to care for sick children.9 

Based on the 2018 study by UNICEF, the failure to 
reduce air pollution will result in an increase of 
healthcare expenditure for children by 5 billion MNT 
(1,877,582 USD) per annum.10 In such a situation, 
out-of-pocket costs for citizens will continue to rise 
if the state does not increase health financing and 
the amounts of health insurance contributions it 
pays for state-financed policy holders.     

3. The Health Insurance Fund is unable 
to mitigate citizens’ health risks. 

Although the health insurance system is based on 
the solidarity principle, policy holders should also 
share the risks in case of health issues. However, 
the employed policy holders who are paying 
4% contributions (2% by themselves and 2% by 
employers), especially the youth and middle-aged 
policy holders have limited opportunities to benefit 
from the health insurance schemes when they 
encounter health issues. 

A policy holder is entitled to receiving up to 2 
million MNT (751 USD) per year from the health 
insurance fund for 13 types of health services. In 
addition, the law was amended to allow health 
insurance policy holders to transfer from their 
entitlement to up to 2 million MNT per year to pay 
for healthcare services for a family member whose 
annual limit has been reached with a permission 
of only one family member.11 However, in practice, 
9	 	National	Voluntary	Report	of	Mongolia,	The	Implementation	of	the	

Sustainable	Development	Goals,	2019.
10	 	Mongolia’s	Air	Pollution	Crisis	and	Child	Health,	UNICEF,	2018.
11	 	 The	 annual	 limits	 do	 not	 apply	 in	 the	 case	 of	 some	 high-cost	

healthcare	services	and	items,	hospital	equipment,	some	types	of	
pipes,	prosthetics	made	for	rehabilitation,	orthopedic	equipment,	

this provision is not implemented and it is hard to 
make this transfer. 

On one hand, the limited scope of healthcare 
services covered by health insurance leaves no 
option for policy holders but to pay out of their 
own pockets for services that are outside the 
health insurance coverage. On the other hand, 
policy holders are often unable to access healthcare 
services due to limited access and availability of 
public healthcare services and overcrowding and 
long queues at public hospitals. Thus, they are 
often forced to turn to private healthcare providers 
who are not linked to the national health insurance 
system, necessitating out-of-pocket payments.  

Although the government stated an objective 
to "reduce the financial burden on citizens by 
increasing the amount of health insurance payments 
for private healthcare providers’ services and by 
developing the legal environment for financing 
high-cost procedures such as MRI diagnostics and 
some high-cost surgeries from the health insurance 
fund”12 and the health insurance coverage was 
extended to chemotherapy and radiation treatment 
for cancer patients and high-cost drugs, citizens are 
still not able to access these services due to the 
high workload at public hospitals.   

Many citizens with serious health problems are 
losing their lives, unable to access required health 
services in their home country. Those who can afford 
to are going abroad to receive essential treatment 
(insurance does not apply if policy holders receive 
treatment abroad). Some are organizing fundraising 
campaigns to finance their treatments and only few 
of them succeed in doing so. 

Case 1. Story of Sh.13

I am representing 12 women aged 38-58 who 
have been receiving breast cancer treatment from 
March 2018 to February 22, 2019. We worked in 
the country for 15-35 years and paid our social 
insurance and health insurance contributions 
and our population income taxes. I worked in the 
education sector for 35 years. I am a teacher. I 
went to the National Cancer Research Center on 
March 24, 2018 but due to long queues, I had to 
wait for 20 days to have an appointment. In order 

radiation	and	chemo	therapy	for	cancer,	etc.
12	 	2016-2020	Program	of	Action		of	the	Government	of	Mongolia.
13	 	From	the	video	documentation	of	the	“Health	 Insurance	System	

and	 Law	 Implementation”	 discussion	 organized	 by	 	 the	 Health	
Insurance	 Policy	 Holders’	 Oversight	 NGO	 and	 the	 Mongolian	
National	 University’s	 Association	 of	 Senior	 Lecturers	 and	
Professionals.			
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not to lose time, I was compelled to turn to the 
private Intermed Hospital and had a surgery there 
to remove 17 infected glands from my right breast. 
I underwent chemotherapy there 8 times. In total, I 
paid 30 million MNT (11,265.5 USD). 

As I needed to receive radiation therapy in a month, 
I went back to the National Cancer Research 
Center but again I had to wait for a month to 
have an appointment. In order not to lose time, I 
paid additional 220,000 MNT (82.6 USD) to have 
the radiation therapy there. 48 hours before the 
radiation therapy, I had to have a chest ultrasound 
that used a coloring agent and I paid 482,000 MNT 
(181 USD) for that. Although I was referred to the 
National Hospital No. 1 for bone analysis, they told 
me they have absolutely no appointments until 
February 6. In order not to lose time, I paid 80,000 
MNT (30 USD). Then I paid 80,000 MNT (30 USD) 
to have markers with a coloring agent. I went for 
25 radiation sessions and the radiation equipment 
broke down 3 times during this process. The 
equipment is very old, I heard it is a model that is no 
longer used in the Russian Federation after 2013. 

During this time I needed to have detailed blood 
analysis every 10 days. However, the National 
Cancer Research Center had ran out of their chemical 
supplies. So I had the tests done at a private clinic 
and paid 8,000 MNT 3 times. Although radiation 
therapy was concluded on December 28, I had an 
inflammation in my armpit area and suffered from 
2nd degree burn due to radiation. So I had to have 
treatment at home and bought medicaments for 
320,000 MNT (120.2 USD) for that purpose.

As the likelihood of relapse of cancer is very high, 
I was advised to receive 2 injections every 21 days 
for a year. As the injections imported by MONOS Co. 
Ltd. from Sweden cost 4 million MNT (1,502 USD), 
I could not afford to buy them, so I decided to buy 
hormonal medicine to take orally. It is imported 
by MONOS Co.Ltd. and 30 pills cost 139,000 MNT 
(52.2 USD). As I cannot afford the injections, I must 
take this medicine for 5 years.      

Currently, I am working reduced hours as a teacher. 
My salary is 700,000 MNT (262.9 USD). Of this, I 
pay 128,000 MNT (48.1 USD) in social insurance 
and health insurance contributions and population 
income tax. Also, as I have mortgage, I pay 413,000 
MNT (155 USD) to the bank. In the last 5 years, I 
have paid 22 million MNT (8,261 USD) to social 
and health insurance. However, in real life, this 
insurance is not mitigating my health risk.  

4. Health Insurance Fund spending is 
misdirected and inefficient. 

While the burden for healthcare 
financing is exponentially increasing and citizens are 
bearing most of this burden through out-of-pockets 
payments, the health insurance fund revenues 
are being squandered. For example, in 2017, an 
amendment was made to the Health Insurance 
Law to include certified fitness, yoga, sports and 
active lifestyle services in the list of services eligible 
for health insurance payments. To implement this 
amendment, 2 billion MNT (751,033 USD) were 
allocated to be used from the health insurance 
fund revenues. 

Further, the National Health Insurance Council 
developed draft regulations on “making incentive 
payments from the health insurance fund for 
attending sports and fitness sessions at certified 
sports clubs and implementing oversight.” 
According to these draft regulations, a policy holder 
who is herself/himself responsible for their health 
insurance contributions is entitled to receiving 
incentive payments from the health insurance 
fund if they attend a sports club for 3 months, for 
a minimum of 1 hour each time, in total no fewer 
than 24 times. In 2020, they estimated to pay for 
1-4 sessions for an average 8.3-33.3 thousand 
policy holders at an average of 35 sports clubs.14 

The purpose of a health insurance fund is to protect 
citizens from health risks when they face health 
issues. Yet making such a decision when the health 
insurance fund is severely inadequate to fulfill its 
central function is a blatant violation of the core 
principle of health insurance. This is a decision 
that did not consider the different health-related 
needs and factors faced by citizens and did not 
appropriately prioritize the different health risks 
faced by people.   

5. The health insurance system is 
dependent on one sector and one 
line ministry, and the policy holders’ 
participation and oversight are minimal.  

In line with the long-term strategy of health 
insurance development15 and the revised 2015 
Health Insurance Law, the health insurance fund 
was separated from the social insurance fund and 

14	 The	National	Health	Insurance	Council’s	presentation	of	the	draft	
regulations	 on	 “making	 incentive	 payments	 from	 the	 health	
insurance	fund	for	attending	sports	and	fitness	sessions	at	certified	
sports	clubs	and	implementing	oversight,”	2019.

15	 	The	first	long-term	policy	document	on	improving	health	insurance	
services	and	reforming	the	system	(2013-2022).
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the General Authority on Health Insurance was 
established in 2017 as an implementing agency. 
These are steps towards developing an independent 
system. 

However, these changes fell short of a full reform 
and the lack of independence of the health 
insurance system is being exacerbated. The fund 
leadership remains directly dependent on the 
Government and especially on the Health Minister 
who receives a certain amount of financing from 
the fund. 

As policy holders purchase healthcare services 
from the health sector and healthcare providers,16 
the health insurance fund is the customer and 
the MOH and health organizations are service 
providers. As clients, citizens should have the ability 
to choose doctors and health organizations and 
order services. The health insurance fund, acting 
on behalf of policy holders, should select health 
services and organizations that satisfy defined 
standards and purchase health services based on 
an established tariff (sample prices).

If the health insurance fund is able to procure 

medicaments from independent suppliers, 
the financing system will be less distorted and 
conditions will be created to ensure more regular 
supply of quality products at reasonable prices. 
The current system of procurement does not 
allow for appropriate quality control, enables 
price speculation and swapping of products, limits 
competition, affords too much advantage and 
power to suppliers, and is prone to undue influence 
by the leadership of health organizations. 

The National Health Insurance Council, the 
governing body of the fund, is chaired by the 
Health Minister. Also, the operational funding for 
the central body that is in charge of managing, 
implementing and overseeing the health insurance 
16	 	 	According	to	the	law	on	healthcare	services,	a	health	insurance	

organization	will	collect	revenues	for	the	health	insurance	fund	and	
purchase	healthcare	services	on	behalf	of	policy	holders.	

fund is included in the budget of the Health Minister 
and the chair of the central body is also appointed 
by the Minister of Health. Thus, the state budget 
for healthcare financing and the health insurance 
fund resources are both controlled by one budget-
holder and decision-maker, i.e. the Health Minister.     

The health insurance fund is thus not independent 
but is fully controlled by the service-providing 
sector, which leads to privileging the interests of 
the sector over those of the policy holders. In the 
current situation whereby the health insurance 
fund is acting as a funder and not procurer of health 
services and its governing body is controlled by the 
health sector, the risk is real that the fund will serve 
the interests of the service-providing sector at the 
expense of the interests of its policy holders.  

In the 2019 budget of the fund, the approved amount 
of revenues was 407.7 billion MNT (152,835,148 
USD) and the approved amount of expenditures 
was also 407.7 billion MNT (152,835,148 USD). In 
2018, the fund’s revenues were 376 billion MNT 
(141,194,142 USD), its expenditures were 341.3 
billion MNT (128,163,725 USD), and its surplus was 
34.7 billion (13,030,417 USD).  

The tables show that the health insurance fund’s 
revenues exceeded its expenditures in previous 
years and the fund had a surplus every year despite 
the fact that people’s health needs were far from 
being met.17 However, fully expending the fund 
revenues does not mean the funds should be used 
to subsidize budget deficit in health sector. These 
funds should be used appropriately and effectively 
to mitigate health risks faced by policy holders. Yet 
decisions made by the fund leadership in 2018 and 
2019 clearly show the dire need for policy holders’ 
oversight in the health insurance system. 

Oversight mechanisms for the insurance fund 
revenues and expenditures are sorely lacking 
currently. The participation and oversight of policy 
holders is extremely limited. The Health Council is 

17	 	Social	Insurance	and	Welfare,	National	Statistical	Office,	2017.

Table 5.1.  Health Insurance Fund revenues, mln MNT, 2008-2017
2008 2009 2010 2011 2012 2013 2014 2015 2016 2017

62 425.2 71 825.8 91 257.5 121 
492.2

166 
612.8

204 
087.2

231 
728.0

248 
068.4

302 
608.0

366 423.2

Table 5.2. Health Insurance Fund expenditures, mln MNT, 2008-2017
2008 2009 2010 2011 2012 2013 2014 2015 2016 2017

65 051.0 76 610.8 102 
516.2 91 585.7 119 

022.6
126 

314.5
177 

342.0
204 

941.2
273 

069.5
293 

885.9
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supposed to function as a representative governing 
body mandated to draft health insurance fund’s 
expenditure budget, monitor and evaluate the 
implementation of approved budgets, propose 
recommendations, review and resolve complaints 
related to health insurance, review and monitor 
the fund’s policy decisions such as the approved 
list of services and supplies to be covered by health 
insurance and maximum entitlement amounts for 
insurance payments, and protect the rights of policy 
holders. However, citizens are unable to exercise 
their right to participation and oversight through 
this council as the council itself is largely controlled 
by the Government and the line ministry.

Policy holders and employers are supposed to 
participate in the national health insurance system 
via their representatives in the National Council. 
In practice, the policy holders’ representation in 
the council is highly inadequate. According to the 
law, the council members are appointed by the 
parliament for 5 years based on nominations of 
3 members each by the Government (Ministers 
of Health, Finance and Labor), policy holders and 
employers.  However, the law did not provide 
for procedures to nominate 3 representatives of 
employers and 3 representatives of policy holders. 
This selection process remains highly unclear and 
ineffective. 

CONCLUSION

That people are financing up to 40% of the health 
expenses from their own pockets is deepening 
income inequalities18 and exacerbating the risk 
of impoverishment due to high health costs. The 
health insurance fund is not fulfilling its key purpose 
to mitigate health-related financial risks for people. 
Although people of all income strata a suffering 
from increased financial pressure related to health 
costs, young families that are dealing with illnesses 
exacerbated by the air pollution are among the 
most heavily affected. 

18	 	 The	 Human	 Development	 Index	 that	 considers	 inequalities	 in	
education,	health	and	income	declined	to	0.639,	National	Voluntary	
Report	 of	 Mongolia,	 The	 Implementation	 of	 the	 Sustainable	
Development	Goals,	2019.

RECOMMENDATIONS

• Include amendments to the laws on health, 
health services and health insurance to ensure 
that health insurance policy holders are 
protected from financial risks when they face 
health problems;  

• To ensure universal and equitable health 
insurance coverage, maintain the solidarity 
and equity principles underlying the health 
insurance system while balancing contributions 
by employers and policy holders and maintaining 
the principle of state responsibility for health 
insurance contributions of children, the elderly, 
and vulnerable social groups. 

• Improve the structure of health financing by: 1) 
Increase the state budget allocation for health 
services to match 5-6% of the GDP, 2) increase 
the contribution amounts for state-financed 
policy holders who make up nearly 60% of all 
policy-holders, i.e. for pensioners, children, 
pregnant women, army conscripts., so as to 
approximate the average contribution amount;    

• Develop an independent health insurance 
system that is client-centered and procures 
health services and products based on the real 
needs of policy holders; 

• Separate the procurer of health services and 
products, i.e. the health insurance fund, from 
the service provider, i.e. the MOH, and ensure 
the oversight of policy holders over service 
providers; 

• Introduce private health insurance schemes and 
develop a legal environment for a dual health 
insurance system to give citizens more options 
when faced with health problems; 

• Ensure the transparency of the health insurance 
fund and develop social oversight over the fund; 

• Legislate to broaden the choice for policy 
holders in terms of the type of health services 
and products; 

• Improve the availability of and access to 
healthcare services and products covered by 
health insurance. 


