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1. INTRODUCTION 
 

The COVID-19 pandemic has caused severe strain on the healthcare systems around the world, 

as well as in Mongolia. The necessity of uninterrupted provision of essential health services (EHS), 

along with combating COVID-19 infection has led to serious challenges for all levels of healthcare 

provision. However, with the adoption of revised professional guidelines, use of appropriate 

managements and controls, disruption to essential health services can be mitigated.1 

The WHO declared the COVID-19 outbreak to be a global public health emergency of 

international concern on January 30th 2020, and on March 11 of 2020 the outbreak was 

reclassified as a pandemic under the rules of the International Health Regulations. The spread of 

COVID-19 has led to delays and cancellations of essential and non-essential health services, 

highlighting the need to revisit the care provision guidelines. The health services most acutely 

disrupted by the pandemic were, according to the WHO, the preventive medicine and early 

detection of diseases, vaccinations, diagnosis and management of non-communicable diseases, 

family planning services, mental health, prenatal care and cancer follow-ups. 2  

The WHO has published “Continuity of essential health services: Facility assessment tool” which 

was designed to assess challenges facing the health facilities in maintaining uninterrupted 

essential health services during the COVID-19 pandemic by measuring workforce management, 

financial capacities, changes in health service delivery and utilization, infection prevention and 

control (IPC) capacities and COVID-19 primary care services. 3  

Therefore, using this tool, it is necessary to perform quick and objective evaluation of the current 

challenges facing the health facilities (HF) in providing the uninterrupted essential services and 

develop the evidence-based strategies to ensure the same. 

 

2. GOAL AND OBJECTIVES 
 

Goal: To assess the current status of EHS delivery at various HFs and develop recommendations 

to improve the provision of care.  

Objective 1: To conduct a comparative (pre- and during-pandemic periods) analysis on the key 

aspects of EHS including HF utilization, budget, and workforce.  

Objective 2: To develop a rapid Facility Assessment Tool to evaluate key aspects of the EHS with 

case studies of three levels of the health facilities that provide healthcare service to the 

population. 

 
1 “Maintaining essential health services: operational guidance for the COVID-19 context”, WHO  2020 
2 Impact on Essential Health Services, The Independent Panel for Pandemic Preparedness and Response, 2021 
3 “Continuity of essential health services: Facility assessment tool” A module from the suite of health service capacity 

assessments in the context of the COVID-19 pandemic INTERIM GUIDANCE, WHO, 20 November 2020 
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Objective 3: To develop recommendations to safeguard continuity of the EHS’s during the COVID-

19 pandemic 

 

3. ASSESSMENT METHODOLOGY 
 

The following two methodologies are to be used: 1) comparative analysis on the key indicators 

of HFs providing the EHS, 2) a case-study analysis using the quick assessment tool. 

1) Comparative analysis on the key indicators for HFs providing the EHS.  

The key indicators for a health facility: i) the utilization of healthcare service, ii) the healthcare 

workforce and iii) the budget/funding situations will be compared as prepandemic to 

postpandemic periods.  

The data was divided into prepandemic 2019 versus the pandemic year of 2020 and the first 9 

months of the 2021 as the active outbreak year. 

i) The utilization of healthcare services: 

The key indicators were selected using the tools developed by the WHO and the 

UNICEF as guidelines and methodologies to ensure, monitor and assess continuous 

provision of EHS4. The situation at the HFs were captured as a snapshot of the moment 

during the pandemic.  

There were four groups of indicators developed for the primary level HFs: the family 

and soum health centers and the Referral level Hospitals (RH): the district and aimag 

general hospitals, specialized public-owned hospitals and privately-owned hospitals.  

Challenges facing the continuous provision of EHS at the primary level will be assessed 

from the point of view of the service provider with tools developed by the WHO. Even 

though, this is a subjective assessment, the study authors think that it will give a 

valuable vantage point into the main causes of disruption and into which services are 

being interrupted, with subsequent possibilities of correctly addressing the problems.  

ii) The healthcare workforce 

The study will conduct a comparative assessment of workforce management practices 

of the HFs during the pandemic that was aimed at infection control. These will include: 

- Main changes to the workforce at pre- and pandemic periods  

- Methods and forms of alteration introduced and their results 

- Availability of employees5 involved in the delivery of the EHS 

- Along with probing ways of improving the workforce capacity to control the 

pandemic, certain indicators will be further analyzed into specialties and gender.    

 
4 WHO-2019-nCoV-essential_health_services-2020.2-eng, Background-paper-8-Impact-on-Essential-Health, WHO-2019-nCoV-EHS_continuity-

survey-2020.1-eng, WHO-2019-nCoV-essential_health_services-monitoring-2021.1-eng 
5  These include employees involved in preventive medicine, physicians, family and sexual medicine, geriatric care, monitoring, management 

and prevention of commonly occurring non-communicable disease medicine, emergency medicine, diagnostics, laboratory and transfusion 
medicine.  
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Any changes to the workforce management will be correlated to that of the EHS utilization and 

funding. Comparisons between the primary and referral levels will be performed, along with 

analyzing the general patterns.  

iii) The budget/funding 

The study will examine the budget and funding of the health sector. These will include: 

- The health sector budget approved by the Parliament and its execution 

- The expenditures and incomes of the health sector. To assess that, we will 

compare the budgets for 2019, 2020 and 2021 and various items of expenditure 

in those budgets as  percentage of the annual budget and as differences between 

the same quarters of other years, as  percentages and as absolute amounts of the 

approved budget. This will provide information on annual change of financing and 

expenditure. 

- Planning and delivery of healthcare services in 2019, 2020 and 2021. We will 

obtain incidence and financing reports according to the Decree number 3 of the 

NCHI. These services include inpatient treatment, outpatient care service, 

diagnostics, day treatment, drug reimbursement, four items of service provided 

by the primary HFs, group of preventive medicine service, hemodialysis and 

chemo and cancer treatment. The financing of the anti-COVID-19 measures will 

be weighted per each item of healthcare service as per Ministerial decree number 

A/387/99 from 2021.  

The following reports were obtained from the HFs: 

- From the RHs (aimag and district general hospitals, specialty hospitals) and 

contracted privately operated HFs that provide home call services, the reports on 

amounts and sources of funding in order to assess the planned and delivered 

healthcare services (incidences and amounts spent) and evaluate the budget 

(incomes and expenditures) as per Decree number 3 of the NCHI. 

- From the primary level HFs (family, soum and village health centers), the reports 

on amounts and sources of funding in order to assess the planned and delivered 

healthcare services (home visits, diagnostics, day treatments and physiotherapy) 

as per Decree number 23 of the NCHI. To assess the planned and delivered 

healthcare services (emergency medicine, paramedical service, inpatient care 

service,) (incidences and amounts spent) as per Decree number 4 of the NCHI. 

- Each item of anti-COVID-19 measure to be evaluated according to the ministerial 

decree number A/387/99 from 2021.  

 

2) A case-study analysis using the quick assessment tool. 

The data from the selected HFs will be collected in graphics if can be assessed quantitatively and 

in interview form for qualitative information.  
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Quantitative analysis 

The required information on healthcare services utilization, workforce and budgeting/funding 

from the selected HSs will be obtained from their statistics departments and/or responsible 

officials.  

The data was divided into prepandemic 2019 versus the pandemic year 2020 and the first 9 

months of the 2021 as the active outbreak year. Special attention was paid to the comparability 

of the data being obtained from different HFs.  

A statistical program will be used to process the data. Individual HFs will be compared on all the 

indicators and the levels of care will be compared to each other.  

Qualitative analysis 

The indicators that are not possible to measure through comparative analysis or through 

quantitative means were probed through interviews with the management and employees of the 

HFs taking part in the assessment. The topics would touch upon healthcare services 

management, challenges and difficulties and further action needs to be taken during the COVID-

19 pandemic. The participants of individual and focus-group interviews will be given general 

information as well as methods of assessment, then the participants will be asked for their 

interview consent and signature on the consent form.  

Each interview will be audio-recorded and after encoding, a transcript will be prepared. A 

moderator will make notes during the focus group interviews and that record will be transcribed. 

Transcripts will be anonymized through changing of interviewee names and locations. The ready 

transcripts will be handed over to the evaluating experts. After that the reports will be 

summarized and used to confirm and accentuate specific solutions and topics.   

Interviews will be conducted along the below three main topics: 

Utilization of healthcare services 

- What measures have been taken at your HF to manage disruption to your main healthcare 

service in light of infection control/quarantine measures within the hospital (for example: 

introducing online advice, separating the services, introducing day-service for certain 

services, etc.) 

- What organizational and management difficulties did you experience in light of these 

changes? 

- In your opinion when did the utilization of healthcare services start to decline? Have you 

tried to perform report analysis on the services that were interrupted in order to prevent 

future interruptions? What had the most influence on this? Was there any influence from 

the public? Did it have more to do with official decisions? Or do you think the 

interruptions were solely due to HF management? 

- What difficulties were there in implementing the official decisions and order? What could 

be done to improve this? 
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- Were there any internal plans to ensure continuous EHS? Did your HF generate a list of 

EHS based on importance? 

- What services were stopped or limited first? Were there any guidelines on how to chose 

these? 

- Were there services that were transferred to privately-owned HF? Was there any effort 

to assess and monitor utilization and quality? 

- What changes were introduced during the pandemic to what services? 

- What actions were taken at your HF to ensure continuous provision of EHS? 

- What further actions need to be taken? 

- What indicators are used to account for inability for patients to access service and 

monitor disruption to the EHS?  

Healthcare workforce: 

- What were your HFs main challenges with regards to workforce during the pandemic? If 

possible, elaborate your reply more with how the health services were provided during 

the various quarantine arrangements (yellow, orange and red zones) your HF had to 

organize.  

- What steps your management took in these situations? These may include: 

a) The workforce management and strategy: doctors and nurses of which specialties 

were asked to work with COVID-19 patients first? How were their original duties 

covered/managed? What was their workflow and how was their safety assured, 

etc.? Has there been any official documents issued (orders, decrees) with regards 

to their work and safety? If yes, how they were implemented? What were the 

positive and negative factors influencing that implementation? 

b) Ensuring prioritization and rearranging of health services your HF provides: what 

high-importance health services6 does your HF provide? What human resource 

measures were taken to safeguard their continuity during the pandemic? How 

effective were these measures and how effective were they?  

c) Workforce competence: access to sufficient human resources to provide the 

above mentioned high-importance health service, staff competence to meet the 

needs of the pandemic control measures, required workforce and the most 

sought-after medical specialties 

d) Infection-control training and donning drills: what were the training needs? If 

trainings were necessary and how were they planned? Were the salaries and 

overtimes paid in time? Was personal protective equipment available in sufficient 

quantities? 

- What further HR structures and mechanisms does your HF need to ensure continuous 

provision of EHS in the future? These may include: 

 
6 Infection control, vaccination, family planning, perinatal care, neonatal and geriatric care, essential services for at risk groups, non-

communicable diseases prevention and management, emergency medical services, acute surgeries, radiology, laboratory and transfusion 

services.  

 



12 
 

▪ A pandemic period HR policy, especially aimed towards creating structures and 

mechanisms for continuous healthcare service and safe working environment for 

the EHS staff 

▪ Competency, emergency preparedness and infection control readiness  

▪ Changes needed to be incorporated into the professional curricula and training 

policy 

Budget/financials: 

- By what  percentage did the funding decrease as compared to the pre-pandemic period? 

What is the reason for this change, in your opinion? 

- In your opinion, what is the area of funding that is most affected by the funding decrease? 

Please name the main reasons. 

- In 2020 and 2021, what was the  percentage of funding that was COVID-19 designated? 

(What were the alternative sources of funding, excluding HIF? Local administration etc.) 

- Was the planned essential equipment required for the core operation 

purchased/financed?  

- What unplanned expenses have you experienced with regards to the COVID-19? Are they 

affecting the provision of EHS? 

- What was the  percentage of the medication/diagnostics budget that you are spending 

on COVID-19? What were the alternative sources of funding of the 

medication/diagnostics spending other than the HIF? 

- What were the budgeting/funding issues that you have experienced since the start of the 

pandemic? These may include issues caused/related to quarantine, accessibility, timely 

distribution, etc.  

- Has your HF approved collection of any additional fees with regards to provision of non-

essential health services, as per new law on healthcare funding? 

- Has there been any effect on income since the start of the pandemic due to postponing, 

decreasing and/or cancellation of service? If yes, then how do you think the funding 

should reflect this in light of continuing pandemic? 

- Has your HF experienced any difficulty in implementing the directive number 3 from the 

National Council of Health Insurance (NCHI), which stipulates reimbursement schedule 

for healthcare services provided by the HFs to the population? If yes, please elaborate. 

- How did your HF manage funding since the PriHFs started providing healthcare services 

after the start of the pandemic? Do you have any difficulties? 

- Possible additional comments to improve budgeting and funding? 

 

4. DATA COLLECTION 
 

As part of the assessment, the study team collected qualitative and quantitative information 

from national level sources, as well as from chosen HF.  
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The national level information included the data on general health, healthcare service utilization 

workforce and budget/finance. These were collected on November 19th 2021, from the Center 

for Health Development (CHD) and the Health Insurance and Finance Division of the Department 

of Finance and Health Economics, Ministry of Health. The data was divided into prepandemic 

year 2019 versus the pandemic year 2020 and active outbreak year of 2021.  

The chosen health facilities have provided information on health, healthcare service utilization, 

workforce and budgeting/funding. The health facilities were: the First Central Hospital of 

Mongolia (FCHM), Songinokhairkhan General Hospital (SKhGH), Songinokhairkhan Health 

Department (SKhHD), privately-operated Nomun Hospital, Eeltei Family Health Center (FHC), 

Tuul settlement FHC, Arkhangai Aimag General Hospital (AGH), Mungunchagnuur FHC, Khotont 

soum FHC. The data were collected from October 17th to November 19th 2021.  

 

5. STATISTICAL PROCESSING 
 

The following steps were implemented in order to conduct analysis on the collected data: 

1- The raw data obtained from individual HFs were standardized and prepared according to 

a format. 

2- The absolute and relative changes of annual and quarterly averages of the planning and 

executions of healthcare service provision of the studied HFs were compared for 

2020/2019, 2021/2019 and 2021/2020 years.  

3- The workforce capacity of each level has been compared for each year, from 2021 we 

compared daily workload against workforce capacity of each level of service, thanks to 

more detailed available reports.  

4- The data on healthcare service fundings, approved government budgets and official 

programs, their executions, cost overruns and saving were processed quarterly between 

the first quarter of 2019 and third quarter of 2021. The absolute and relative changes of 

annual and quarterly averages of the planning and execution of the measured indicators 

were compared for 2020/2019, 2021/2019 and 2021/2020 years.  

5- Microsoft Office Excel software was used to calculate the two-tailed t-test and the p-

value.  

 

6. RESULTS 
 

The results are divided into healthcare utilization, workforce management and 

funding/budgeting areas.  

1. THE UTILIZATION OF HEALTHCARE SERVICES 
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1.1 Utilization of primary level healthcare services 

Primary health care data were analyzed separately for FHC and SHC. For FHC there were 14 

indicators, while for SCH there were 19 indicators.  

 

Fig 1. The number of clients served by the FHCs in 2019-2021 

As seen from the number of clients at FHCs was stable up until the 2nd and 3rd quarters of 2020, when 

the load slightly decreased, but increased in 4th quarter of 2020 and 2nd quarter of 2021.    

 

Fig 2. Infant follow-up visits, percent 

Percentage of infants follow-up visits at FHCs during the 2019-2020 period was 87.8 percent, but 

this figure declined to 82.6 percent by 3rd quarter of 2021.  

Compared to 2020 and 2019 averages, in 2021 this indicator decreased by 7.1 percent and 4.7 

percent, respectively. Compared to 2020, percentage of infants follow-up visits in 2021 

decreased in a statistically significantly (p=0.014).  
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Fig 3.  The number of under-5-year-olds children treated with diarrhea at FHCs  

From the above figure we can see that the acute diarrheal cases in children under the age of 5, 

which in normal setting reaches its annual peak in 2nd and 3rd quarters, decreased two-fold to 

540 cases in 2021, as compared to 1137 and 1264 in 2019 and 2020, respectively.  

 

Fig 4.  The number of under-5-year-olds children covered by growth and developmental 
monitoring  

Also, the  percentage of under-5-year-olds that were under growth follow-up decreased in each 

quarter of 2021, compared to 2019 and 2020. When the quarterly average of 2021 is compared 

to that of 2020 and 2019, the figure decreased 12.8 percent and 11 percent, respectively.  
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Fig 5. The number of patients treated for COPD at FHCs  

COPD is a seasonal condition Incidence of which increases significantly every 1st, 2nd and 4th 

quarters. As can be observed in the above, in 2019 this figure was two times higher than in 2020. 

In 2021, the incidence returned to normal levels.  

 

Fig 6. The number of inpatients treated by the SVHCs  

In figure 6, it can be observed that the number of inpatients in soum and village health centers 

experienced an 11 percent decrease in 2020, compared to 2019, but then increased 15 percent 

in 2021.  

 

Fig 7. The number of outpatient visits of the SVHCs  
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The number of outpatient visits were stable in 2019-2020 for soum and village health centers, 

but it increased by 36 percent in 2nd quarter of 2021, compared to 2019. 

 

Fig 8. The incidence of disease registered by the SVHCs  

As can be seen on figure 8, the disease incidence decreased 34 percent in 2021, compared to 

2019. This is especially notable for 2nd and 3rd quarters of 2021. 

 

Fig 9. The number of women served by antenatal care at SVHCs. 

From this figure, it can be said that that the number of women served by antenatal care stayed 

unchanged, but the figure decreased in 3rd quarter of 2021. 

 

Fig 10. The number of under-5-year-olds children treated for diarrhea at the SVHCs  
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The incidence of diarrheal disease in children under the age of 5 in 3rd quarter of 2021 was the 

half of 2019 and 2020.  

 

Fig 11. The number of people covered by arterial hypertension screenings at the SVHCs  

From the above figure, it can be said that the number of people covered by arterial hypertension 

early detection increased significantly in the 3rd quarter of 2021, as compared to quarterly 

averages of 2019 and 2020. 

Qualitative assessment 

Healthcare workers at the family, soum and village health centers were interviewed regarding 

the possible causes behind the disruption to healthcare services.  

According to the interviewees from the family health centers: 

“We have experienced serious setbacks to our active follow-up programs. The infection outbreak 

was enormous, we could not do home-calls, people stopped opening their doors altogether. Also, 

early detection screenings were set back. We could only manage to see our walk-ins and had to 

stop inviting patients over the phone to visit us. At the peak of COVID-19 outbreak, which was 

from February to June of 2021, there was a setback in number and amount of healthcare 

provided.” 

“With the pandemic, there is much fewer screenings for other diseases and conditions, much less 

prevention. We used to go around our secondary schools and kindergartens and organize 

screenings, not any more. There are many more pregnant women who walk-in well after their 

first trimester for prenatal check-up. We have, lately, had 5 heavily pregnant women who came-

in for a check-up. They say it is because they did not want to catch the virus, so they stayed home. 

Since people don’t want strangers in their house, we do not make that many home visits too. Our 

check-ups on our elderly and vulnerable people have also decreased significantly.” 

According to the interviewees from the soum and village health centers: 

“Since we started handling COVID-19 patients at home our workload has soared and our services 

declined. We have stopped our check-ups on the chronic patients, elderly patients on palliative 

care. Since we are working with actively infected people, we did not want to endanger our other 

patients. On the other side, they also were bit wary of us, saying that we can be contagious.” 
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Discussing healthcare services utilization at the primary level 

• Compared to 2019 and 2020, the utilization of healthcare services at the primary level 

decreased moderately or significantly for 70-80 percent of indicators studied. In 

particular, basic services such as newborn visits or under-5-year-olds development and 

growth follow-up have significantly decreased.  

• For family health centers and soum and village health centers, the number of in-patient 

cases or out-patient visits increased significantly in 2nd and 3rd quarter of 2021, as 

compared to same period of 2019 and 2020. This correlates with the period of intensive 

outbreak. 

• The fact that cases of acute diarrheal disease in under-5-years registered with the family 

and soum and village health centers significantly decreased in the 3rd quarter of 2021, 

when it usually reaches its annual peak, could indicate decreased contact between 

children due to restrictions on movement and lockdowns, or it could indicate that acute 

cases are not being registered and be able to receive treatment.  

• As for soum health centers registering fewer new disease incidences per 1000 population 

despite increased out-patient visits, could indicate decreased detection of non-COVID-19 

related conditions due to increased workload. Significant increase in detection of 

cardiovascular disease and type 2 diabetes at primary level is due to mass screening 

programs organized at said levels of healthcare. 

• For soum health centers, preventive medicine, screenings and public health measures 

took a backseat to inpatient care service that decreased 11 percent in 2020, compared to 

2019, but increased 14-29 percent in 2021, compared to 2020 and 2019.  

• For example, a seasonal condition such as COPD that surges during the 1, 2 and 4th 

quarters, decreased two-fold in 2020 compared to 2019, which could indicate decreased 

care for chronic conditions during the pandemic.    

 

1.2 Utilization of the general referral care and services 
 

 

Fig 12. The number of inpatients at aimag and district hospitals and health centers  
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From figure 12,  it can be seen that the number of inpatient cases at units that provide general 

referral care HFs in 2020 and the first half of 2021 decreased 10-15 percent, compared to 2019, 

but 3rd quarter of 2021 saw 40 percent increase in inpatient care service, compared to the same 

period of 2019.  

 

Fig 13. The number of total outpatient visits at aimag and district hospitals and health centers 

The figure 13 shows how outpatient visits decreased in 2020 and 2021 compared to 2019. In 

2021 this figure decreased by 26.5 percent from 2019.  

 

Fig 14. The bed utilization rate of the aimag and district hospitals and health centers 

The figure 14 shows that, relative to 2019, the hospital bed utilization decreased 15-20 percent 

in 2020 and the first half of 2021. But it rose sharply by 33 percent in 3rd quarter of 2021.  
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Fig 15. The bed turn-over rate of the aimag and district hospitals and health centers  

The figure 15 shows that, relative to 2019, the bed turn-over rate decreased 1.4-2.8 points in 

2020 and the first half of 2021. But it rose sharply by 2.3 points in 3rd quarter of 2021.  

 

Fig 16. The average length of stay of the aimag and district hospitals and health centers. 

The figure 16 shows that in 2019 and in 2020 the average length of stay was 6.6 days, while in 

2nd and 3rd quarters of 2021, the figure rose to 7.4 days.  

 

Fig 17. The number of patients treated for COPD at the aimag and district hospitals and health 
centers. 
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The figure 17 shows that in 2020 and in 2021 the number of patients seeking care for COPD 

decreased by 20 percent and 60 percent, respectively, compared to 2019. 

 

Fig 18. The number of patients treated for acute myocardial infarction at the aimag and district 
hospitals and health centers  

The figure 18 shows that in 2020 and in 2021 the number of patients treated with acute 

myocardial infarction decreased by 8.5 percent and 48 percent, respectively, compared to 2019. 

 

Fig 19. Hospital mortality per 1000 population at the aimag and district hospitals and health 
centers  

The figure 19 shows that in 2020 and in 2021 the hospital mortality per 1000 population 

decreased by 2.2 percent and 2.7 percent, respectively, compared to 2019. 
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Fig 20. The number of acute abdominal surgeries at the aimag and district hospitals and health 
centers  

The figure 20 shows that in 2020 and 2021, the number of acute abdominal surgeries increased 

by 8 percent and 4 percent, respectively, compared to 2019.  

Qualitative assessment 

Healthcare workers at the aimag and district general hospitals were interviewed about the 

possible causes of disruptions and decreases to EHS.  

According to the interviewees: 

“Any public health measure aimed towards the citizens was impossible during the outbreak. We 

had to stop every health program. There was no work done, eventhough the need was still there.” 

“Public health messages, promotions and screenings were disrupted in the most part. The 

screenings, compared to two years ago, significantly dropped. We used to organize screenings for 

all our patients with the help of specialist doctors, now its not done anymore.” 

“As check-ups decreased because of COVID-19, maternal mortality increased. Previously there 

used to be only 1-2 maternal deaths a year, now in the first 10 months of the year we have 8 

maternal deaths due to COVID-19 or COVID-related complications.” 

“The system of follow-up for chronic conditions has been disrupted. Oncological follow-ups, 

traditional medicine outpatient visit and early detection screenings were disrupted. The maternal 

and child care, acute surgeries, emergency medicine have not been disrupted, because they are 

vital. At the beginning we had to treat infected pregnant women together with other patients, 

but now we have separate maternity wards just for infected women.” 

“Normally, one doctor has to treat 10-12 patients a day, but in the COVID-19 wards, a doctor 

treats 30-35 patients. In outpatient clinics, doctors see 68-100 patients a day. Because of this 

workload, the quality has suffered.” 
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“The maternal and child healthcare, surgeries, emergency medicine have not been disrupted, 

because they are vital. At the beginning we had to treat infected pregnant women together with 

other patients, but now we have separate maternity wards just for infected pregnant women.” 

Discussing healthcare services utilization at the general referral level 

• The number of outpatient visits decreased in 2020 and 2021, compared to a normal 

period. The number of inpatient cases also decreased. This could be due to increased 

emphasis on treating the infected during the lockdown and various infection waves. 

• The hospital bed utilization has decreased in 2020, and increased in 2021, compared to 

2019. This could indicate a decreased healthcare service utilization due to the pandemic.  

• The number of patients seeking treatment due to COPD or acute myocardial infarction 

decreased in the pandemic 2020 and 2021 years, compared to 2019. These conditions are 

not seasonal and had increasing incidence previously. This indicates that these patients 

did not seek treatment during the pandemic.  

• Hospital mortality rate increased significantly during the pandemic years, compared to 

2019. When the quarterly averages from 2020 and 2021 are compared to 2019, the 

figures have increased 2.2 and 2.7 times, respectively. The probability value for these 

figures was p=0.015, which implies statistical significance. The deaths could be 

attributable to deteriorating medical follow-up and/or care of an already existing chronic 

conditions due to the pandemic.  

 

 1.3 Utilization of specialized referral health care services 

 

Fig 21. The number of outpatient visits at specialized referral HFs  

From the figure 21, it is clear that the outpatient visits decreased 3.5 percent and 13.5 percent in 

2020 and 2021, compared to 2019.  
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Fig 22. The number of inpatient cases at specialized referral HFs  

The number of inpatients in 2020 and 2021 decreased 13 percent and 13.5 percent, respectively, 

compared to 2019. In the third quarter of the 2021, however, the inpatient numbers increased 

12.7 percent, compared to the same period in 2019.  

 

Fig 23. The incidence of diseases per 1000 population at specialized referral HFs 

 The incidence of disease per 1000 decreased 3 percent and 19 percent in 2020 and 2021, 

compared to 2019.  

 

Fig 24. Bed utilization rate of specialized referral HFs 
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The bed utilization rate decreased 7.6 percent and 12 percent in 2020 and 2021, compared to 

2019. 

 

Fig 25. The number of patients treated for COPD at specialized referral HFs  

The number of patients seeking treatment for their COPD decreased by 29 percent and 72 

percent in 2020 and 2021, compared to 2019.  

 

Fig 26. The number of patients treated for acute myocardial infarction at specialized referral 
HFs 

The number of patients treated for acute myocardial infarction decreased by 2.4 percent and 17 

percent in 2020 and 2021, compared to 2019.  

Qualitative assessment 

Healthcare workers at the specialized referral level health centers were interviewed regarding 

the possible causes behind the disruption of healthcare services.  

The responses were: 

“The overall workload has halved, that means we’ve provided half the service we used to before, 

regardless, our doctors were falling sick too and we were experiencing staff shortages just as 

others did. That means before there was one doctor for each of the departments on night shifts, 

but because of the staff shortages a doctor had to cover for two departments per shift.” 
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“We’ve halved the number of available beds in the wards. The internal medicine department was 

moved together with the surgery: nephrology moved in with the urology etc. We also halved the 

number of electable surgeries, and we concentrated more on urgent surgeries. We did not change 

our outpatient service.” 

“The waiting list for a hospital bed has grown huge now. And because the patients had to wait 

long to get treatment, their conditions are much worse than we usually see, they need longer 

treatment. It is a vitious circle. Hematology department of the FCHM used to operate with 40 

beds, now we have 18. We could not perform organ transplants in the June, July and August.” 

“After working in the COVID-19 wards, now our doctors have gotten more adept at treating other 

diseases than their own specialties. For example, after working in the infection ward, one of our 

surgeons managed one of his patients’ heart condition without the cardiologist. I would say, our 

doctors are more able to manage different diseases and difficult cases now, their point of view 

has changed.” 

“No item of service was cancelled because of the pandemic, only the numbers of patients getting 

certain services were restricted somewhat. There were patients who got infected and then had a 

complication right before liver transplant. Without getting infected, they would have received 

their organ transplants. There were deaths too. The situation was difficult and we felt the load, 

since only we can perform kidney, bone marrow transplantations.” 

Discussing healthcare services utilization at the specialized referral health facility 

• Compared to aimag and district general hospitals, the utilization of the specialized care 

did not experience significant changes. Only after the 2nd quarter of 2021 did these HFs 

see significant load increase, possibly due to deteriorating pandemic situation and 

increasing number of chronic patients suffering complications. 

• In terms of main indicators of service such as the number of outpatient visits, inpatient 

case numbers and bed turnover, compared to the general referral level, specialized 

referral HFs in 2020 and 2021 experienced a declined utilization.  

• Of note is the fact that utilization of specialized HFs increased significantly in the 3rd 

quarter of 2021, which can be attributed to specialized hospitals handling the bulk of 

complicated COVID-19 cases.  

• Hospital mortality saw 2-3-fold increase in 2nd and 3rd quarters of 2021, after a period 

of steady decline beforehand. 

• The number of patients seeking treatment at specialized hospitals for COPD flare-ups and 

complications, which require specialist attention, decreased significantly in 2020 and 

2021, compared to 2019. This decrease in care-seeking could be associated with an 

increased hospital workload due to complicated COVID-19 cases in the 2nd and 3rd 

quarters of 2021.  

Total national level hospital mortality 

Hospital mortality figures deserve a special attention. 
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Fig 27. National level hospital mortality per 10000 population  

From the figure above, we can see that the total hospital mortality in 2020 decreased 7.4 percent, 

while it increased 5.4 percent in 2021, compared to baseline 2019.  

 

Fig 28. National level non-COVID-19 hospital mortality per 10000 population 

As can be inferred from figure 29, the hospital mortality due to non-COVID-19 causes in 2020 and in first 

half of 2021 decreased 7.4 percent and 7.7 percent, respectively, compared to baseline value of 2019. 

However, the 3rd quarter of 2021 saw a 11.5 percent increase of this indicator, compared to the same 

period of 2019.  

 

2. The Human Resource Management  
 

This report assesses the practices the HFs undertook with regards to workforce management in 

order to ensure continuous provision of EHS during the pandemic. Following framework was 

used:  

- Main staffing differences between the pre- and during pandemic  
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- Main measures taken to ensure availability of EHS7 staff and their efficacy, and 

- Perspectives regarding ensuring adequate workforce availability for future reference. 

The three healthcare levels of HFs were assessed along this framework and common aspects are 

described. 

 

2.1 The HR management in primary level HFs  

 

According to 2020 health statistics, 2206 doctors and 2908 nurses worked in the primary HFs in 

2020. In that year each doctor treated, on average (including the off-days)- 10200 and at most 

31350 outpatients. This means each family and soum health center doctor, on average, treated 

15 patients each day.   

 
Fig 29. The number of outpatient visits at SVHCs, 2021.01.01-2021.12.31 

With the start of managing of the COVID-19 patients by the primary HFs, these healthcare 

providers had to redeploy their workforce accordingly. Between January and December of 2021, 

each day, on average, 527 doctors, 717 nurses, 40 epidemiologists, 1360 other healthcare 

workers, altogether 2643 workers, took part in prevention, control and management of the 

COVID-19 infection. The number of workers variated between 1420 and 3980. Overall, 40 percent 

of primary HF staff took part in the effort. The highest number of workers deployed fell on 

September and October of 2021.  

 
7  These include core services, such as infectious diseases control and treatment, reproductive health, neonatal and geriatric care, screening, 

management and treatment of commonly occuring non-communicable diseases, emergency care, acute cases, diagnostics, laboratory and 
transfusion medicine.  
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Fig 30. The number of healthcare workers engaged in COVID-19 prevention, control, diagnosis 

and treatment, per day  

Half of the workers involved were doctors, from 248 to as much as 718 doctors took part each 

day. 

 
Fig 31. The number of medical doctors engaged in COVID-19 prevention, control, diagnosis and 

treatment, per day  

Also, 395 health workers in 130 epidemiological teams conducted infection tracing in the second 

half of 20218.  

There were following remarks from the interviews of family and soum health centers workers, 

regarding staffing situation to ensure the uninterrupted service during the pandemic: 

• Lack of personnel was acute. Some of the causes include the workers themselves 

becoming sick, increased workload due to non-resident population, certain health 

 
8 Source: “Coronavirus pandemic healthcare news” A daily news bulletin compiled by CHD on data submitted through burtgel.mohs.mn by 473 
health facilities of all levels of service.  
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workers9 being told to work at health checkpoints, contact tracing teams, workers 

quitting because of burn-out etc.  

• Too much digital paperwork and forms filling. For example, the HIF required HFs to fill out 

59 question spreadsheets in order to reimburse for each COVID-19 case. The doctors had 

to stay back to finish these after work and it increased their workload. Some of the HFs 

even had to appoint a special doctor to take care of these matters. 

• Lack of resources. After primary HFs started managing light and asymptomatic cases at 

home after the surge in March 2021, there were not enough workers in the family and 

soum health centers to check all the patients in their homes. For example, Eeltei family 

health center at one-point managed 1086 positive cases at home out of 1392 overall 

infection, which was 20 percent of their population.  

Also, the following contributed to lower utilization of healthcare services during the pandemic: 

misinformation regarding the infection leading to reluctance to seek treatment, not seeking post-

natal care after birth due to becoming infected or children not seeking care after family members 

becoming infected, etc.  

The following measures were taken to ensure continuous service. 

From the HR management and strategy perspective: 

• Anti-COVID measures were incorporated into routine operational schedule. For example, 

routine- and COVID-vaccine administrations were scheduled on specific days, 

reproductive age females were screened for various conditions when they arrived for 

COVID-vaccinations or when they came in for their monthly, quarterly or annual follow-

ups, those nurses who did a night-shift at health checkpoints starting FHC day-shifts at 

14:00. This helped them recuperate a bit. 

• Task sharing. For example, if the doctor cannot follow-up on newborns because he/she is 

in the covid ward then the nurse will take over that task. 

From the prioritization and flexibility of services and care perspective: 

• Online visits: 21- or 28-day old newborns are asked about over the phone and only visiting 

them if there is an issue, otherwise just giving a phone advice; 

• Performing follow-ups later: infant follow-ups at their scheduled vaccinations, or patients 

being called in later than usual; 

• Anti-COVID measures were incorporated into routine operational schedule. For example, 

scheduled and COVID vaccine administration was performed on specific days; 

• Contracting out the private clinics to out-source the asymptomatic and light cases to 

reduce the home cases. 

From the support and competence perspective:  

• Making sure the salaries and overtime pays are paid in full and in-time. This includes the 

one-time transfer from the MoH of 1 million MNT for workers who were infected; 

 
9 Those who are not pregnant, with small child or having chronic conditions themselves 
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• Paying extra attention to infected family members of workers, making sure the workers 

got medications and vitamins; 

• Increasing PPE availability. 

From infection-control training and donning drills perspective: 

• Healthcare workers took part in trainings organized by the MoH, CHD, UBHD and the HF10. 

Discussing workforce management at primary level HFs 

• About 40 percent of all staff had at some point in the last year worked on anti-COVID-19 

prevention, control and management measures. In the last half of 2021, each day there 

were 395 healthcare workers from 130 teams working. 

• At the primary level, at home calls to palliative care patients, newborn and maternal 

health visits were disrupted. This was due to staff shortages due to sickness, various 

lockdown measures and other obstacles. 

• The fact that anti-COVID measures were incorporated into routine operation meant an 

increased workload and staffing difficulties. Also, increased workload due to extra 

vaccination, checkpoint or epidemiological teams or covering for sick colleagues caused 

difficulties in providing EHS at the primary level. 

• Other, indirect negative factors were lack of isolation rooms for infected patients, 

additional work load from non resident population, unclear situation from where the 

additional staff would come, etc. 

• Misinformation leading to reluctance to seek treatment, not seeking follow-up after 

infection not long after being born, sick children not being taken to HFs after family 

members becoming infected, etc, were also negative factors in low utilization of service. 

 

2.2 The HR management in general referral level HFs  
 

In 2020, there were 1213 doctors, 1865 nurses, altogether 5199 health workers in 16 aimag 

general hospitals (AGH). In Ulaanbaatar district hospitals and public health centers there were 

945 doctors and 1011 nurses, that is 3578 health workers. There are 5 regional diagnostic and 

treatment centers in Orkhon, Dornod, Uvurkhangai, Khovd and Umnugobi with total of 2112 

health workers, of which 514 are doctors, 766 are nurses and 293 allied professions. 11 

One HF was selected from AGH and district hospitals and individual and group interviews were 

conducted.  

There were following remarks from the interviews about staffing challenges in ensuring the 

uninterrupted service during the pandemic: 

 
10 Trainings covered infection prevention, control and management. Intensive care. Vaccination. Disinfector; Emergency care; 

Epidemiologist; donning of PPE; psychological support.  

 
11 CHD health indicators 
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• We have done everything to best of our abilities to accommodate and follow guidelines 

and official orders. But those documents change quickly and did not stand the test of real 

time conditions. “Ministerial decree number 229 regarding how to organize a covid ward 

was very difficult to implement in real life.” 

• Those specialties that are in high demand, such as internal medicine doctors, they were 

in the covid ward the most, their regular work was divided among the remaining doctors, 

which was difficult for them. Also being made to work in covid wards lead to high rates 

burnouts. 

• There was no training on how to fill out forms and report that determined reimbursement 

from the HIF, which led to hospitals receiving incomplete financing and workers not 

getting paid in full. This has affected the morale in these trying times. “Performance 

related reimbursement system in these times have led to significant disruptions in hospital 

financing. For example, due to problems in July and August, we could not pay our workers 

in August and September. HIF always deducts reimbursement on forms, even though our 

doctors have filled everything out. This is causing a lot of stress.” 

• Staffing shortages could be caused by many different factors. It must be difficult to 

provide necessary level of care or provide EHS in a continuous way, we constantly needed 

internists, laboratory technicians and nurses. “We have only one internist, when they go 

into the covid ward, we can substitute them for an emergency medicine doctor or an 

allergologist, or if a child gets into the covid ward the doctor who is trained for adults can 

not provide a required level of care. The situation is same for nurses, too.”  

• Current guidelines are not realistic, for example the number of patients per nurse is 

impossible to maintain. “According to Decree number 5095/2017 a nurse in the surgical 

ward has to look after 6-7 patients, and 10 for an internal or neurology ward. We need to 

hire more nurses, but they say they don’t have the budget. According to the guideline, for 

a ward with 52 beds there should be 5 doctors, but we have only 3. They say they cannot 

find a single one.” 

• Absence of pandemic preparation with regards to HR measures. “One day they just say 

this or that doctor went into the covid ward, now the ones that remained have to cover 

for them in 2-3 places.” 

 

Following measures were taken to ensure continuous care during the pandemic: 

From the HR management and policy perspective:  

• Transferring workload around within the organization. “a retired infectious diseases 

doctor was asked to cover for a geriatric care doctor” 

• Off-days were scheduled to be on low workload days. “Covid ward teams used to work 

for 17 and rest for 7 days, not they work 10 days and rest 3.” 

From the prioritization and flexibility of services and care perspective: 

• Organization of diagnostic groups with special support to screen EHS diseases, e.g., TB. 

• Rely more on statistics on decisions 
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• Quick response teams triaging patients as they come in and managing beds, especially 

after a positive case has been identified.  “In September, when the infection situation has 

been bad, the MoH contracted 2 private hospitals and 1 sanatorium to act as a makeshift 

covid ward.” 

From infection-control training and donning drills perspective: 

• Aimag’s health department, together with the department youth and family organized a 

psychological support training. “There were training on safety, infection control, ethics, 

on patient rights.” 

• Organize teams headed by an experienced person, make schedules clear and train a lot. 

For example, rapid test teams or screening teams. “…the teams were made of workers 

who weren’t past certain age, who were healthy and did not have small children. Then 

they were trained in donning the gear. Team members were fairly experienced.” 

From the support and competence perspective: 

• Making sure the workers get paid on time, including any one-time renumerations, over-

time, sick and hazard pays. 

• Make sure clothing is in line with seasonal requirements. “…there were health checkpoints 

on important highways. We made sure that there would work young and male employees 

and that they would have proper winter clothing. We also worked with the State Dental 

Center.” 

• Cooperating with private organizations. “Whenever companies or some such donated 

food, milk, facemasks or anything else, we made sure our staff got hold of these. 

Facemasks, caps and PPE were supplied.”  

Discussing workforce management at the general referral level 

• There was no facility that had a pre-worked plan prior to the pandemic. But those ones 

were more effective, when the pandemic did occur, that organized response teams and 

manage resources flexibly. For example, the SKhGH swiftly organized response teams, 

supplied these teams with effective leadership and good logistical supply. A good mental 

preparation, well placed  team member and leadership selection, rapid decision making 

at the top played a decisive role.  

• Interviewees agree that one of the important issues regarding the staff is availability of 

short term, practice oriented, all-season trainings aimed to give dual profession. Also, 

there should be common training plan for medical, police, professional inspection and 

security personnel.  

• There should be a clear document on how the part-time (last-year medical students or 

retired/unemployed doctors and nurses) medical personnel should help in staff shortages 

in the event of pandemic. 

• Creating an environment that supports mental health and provides help is important for 

staff. 
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• Even though this does not directly tie in with the aims of the assessment, but the 

paygrades, especially between that of general and specialist ones,  affect staff turn-over. 

Also, it is worth mentioning that hospital janitors also require certification and deserve 

hazard pay.  

 

2.3 HR management in specialized referral level HFs  

 

In 2020, in specialized referral HFs, which include specialized referral hospitals and specialized 

medical centers, there were 1437 doctors, 2210 nurses and 725 workers with professional and 

technical qualifications. Overall, there were 7010 healthcare workers. 

 There were following remarks from the interviews about staffing challenges in ensuring the 

uninterrupted service during the pandemic: 

• For workers in the covid-wards there were a lot cases of getting infected on the job and 

bringing the infection home, even though they did take all the necessary precautions.  

• For those who are performing their regular duties, the increased workload due to 

covering for those who are sick and in covid-wards, increasing wait times for beds and 

patients with worse conditions caused strain.  

“Every department had same issues of overload. Workers got sick or went to covid-wards, 

and the remaining ones had to carry out their duties.”  

“It is wrong to have 74 workers for 200 covid patients. At the peak of infection, we had 1 

doctor for every 20-25 patients. This is too much for doctors and nurses.” 

• Doctors and other health care workers were at increased risk of infection.  

“There were a lot of doctors who got sick. I reckon, about 60-70 percent of all workers got 

sick. That is a huge number…” 

“There were a lot of patients in stable condition with negative test that would go into 

surgery and three days later their tests would come back as positive. The surgeon would 

be infected too...” 

• Lack or undersupply of PPE due to external reasons. 

• Contradictory, unrealistic decisions by the State Emergency Committee (SEC) caused 

disruption. “SEC decisions and orders caused a lot of problems. For example, workers could 

not get to work because of lockdowns, we beg them, fight them to let us through. 

Exemptions would not be enough.” 

• Salaries for those got sick were not paid in full at the beginning. “Because of quarantine 

period and treatment after getting sick a lot of doctors were not getting paid their full 

monthly salary. They would get 20 or 30 thousand MNT, which is laughable. Only after 

ministerial order in June of 2021 did they start paying regardless of workdays. Those who 

got sick before only got reimbursed later.” 

 

The following measures were taken to ensure continuous EHS during the pandemic: 

From the HR management and policy perspective: 
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• To mobilize doctors in training. After the Minister of Health issued number of decrees12 

aimed at optimally utilizing healthcare workers to combat the COVID-19 pandemic in the 

capital city, doctors in professional and specialty trainings were mobilized to help in 

manning the quarantine facilities, vaccination stations and testing centers. In total 5521 

doctors in training took part in these activities13. More than 70 percent of medical 

residents at FCHM, one of the hospitals selected for this assessment, were mobilized in 

such a fashion.  

• Develop plans for catastrophes and emergency responses and conduct drills to maximize 

usefulness 

• Organize teams to respond to specific needs that operate in other institutions. “We have 

ECMO teams, proctologists and urologists that can be called to other hospitals for 

emergency surgeries. Mongonguur and Achtan hospitals called us. The NCCD called us 

once and our team worked there for a fortnight in sequestration. There were other such 

teams that supported colleagues from other hospitals.” 

• Each department and unit should have its own emergency operation plan. “At our 

department our doctors used to do outpatient clinics for half a day, but after the outbreak, 

in order to minimize the risk, we decided none doctor would stay there for a month… when 

the situation stabilizes somewhat, we can shorten it to a fortnight.” 

• Maintaining adequate doctor number is very important. “Having resident doctors in the 

ER or ICU was crucial. There would be 50-60 people coming in into the ER everyday, and if 

there is only one stroke or heart attack among them then one doctor won’t be enough, so 

it is very important to have resident doctors to help out.” 

• Transfers of nursing staff. “300 of our nurses has worked in different departments.” 

 
12 Ministerial decree numbers А/47, А/131, А/168, А/180, А/200, А/217, А/223, А/338, А/366, А/461 from 2021 
13 CHD bulletin  

Ministry of Health has estimated replacement plan by calculating possible shortage and 

depletion of hospital doctors and workers while contracting infection and becoming close 

contact.  

Additional doctors and nurses available from following sources: 

• 120 doctors in training for anesthesia, emergency medicine, internal medicine and 

clinical pathology 

• 1275 doctors, 805 nurses and 1488 other staff from 30 private hospitals 

• 1039 doctors and 613 nurses In Ulaanbaatar 

• 236 doctors and 191 nurses in the country side 

• Private hospitals 

o Anesthesiology: 9 doctors and 19 nurses 

o Emergency medicine: 11 doctors and 32 nurses 

o Pediatricians: 188 doctors 

o Obstetricians and gynecologists: 313 doctors 

o In Ulaanbaatar: 259 doctors, In the country side: 316 doctors 
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From the prioritization and flexibility of services and care perspective: 

• Because there was a paucity of beds, hospitals had to prioritize between patients, for 

example cancer patients would get priority over banal cases or elective surgeries would 

get delayed or postponed in order to perform urgent surgeries etc. 

• To correlate healthcare services with outbreak stages. For example, during lockdowns 

doctors worked on 24/72 schedule and nurses worked on 8/16 schedule. 

• To organize physician and nurse teams to work in the covid ward. At first for a month, 

then later for 2 weeks. 

 

From infection-control training and donning drills perspective: 

• To have inhouse emergency response plans and conduct drill accordingly. “Department 

heads and head nurses made everyone in the department to practice donning of PPE 

numerous times, infection control department went over again.”  

• To make sure the workload is evenly distributed as much as possible. “If one department 

was experiencing nursing staff shortage because existing staff was in the covid ward, then 

the nursing department would send someone over from a department that was doing 

alright… In the covid wards surgeons could take care of physicians tasks.” 

 

From the support and competence perspective: 

• Organize worker transport to and from the hospital 

• Supply and train donning the PPE 

• Protect from hospital associated infection through mass PCR testing of workers 

• Conduct refresher trainings on specific procedures and provide technical support for 

nurses going into the covid wards. Conduct current guideline trainings for doctors and 

nurses entering the covid wards. 

• Make sure the salaries and various pays are transferred in time. “Our hospital has a bonus 

for positive attitude that is 10 percent of the base salary. We have increased this to 30 

percent two months ago. No other hospital has such a bonus. Doctors have 100-point 

scale. Nurses have their own criteria.” 

• Organize specialized training for doctors 

• Provide mental support. 

 

Discussing workforce management at the specialized referral level 

• The specialized referral HFs started staff management from the start of lockdowns to 

starting to accept COVID-19 patients.   

• Trainings organized from MoH, CHD and UBHD regarding the COVID-19 infection control, 

prevention, treatment, intensive care, vaccination, disinfecting, emergency medicine, 
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epidemiology, sampling and screening, donning, rules of asepsis, mental support trainings 

helped in proper training and development of the healthcare workforce.  

• Doctors express further need to develop health literacy, advocate for public health 

measures and promote health behavior among the general population.  

• To promote more balanced workload between the general and the specialized referral 

levels by improving referral system.  

• To increase number of internists, dentists and otorhinolaryngologists at primary and 

general refenrece levels. 

• To introduce ways to pay hazard bonus for workers in the covid wards, and for those 

workers who are covering for them.  

• To revisit performance-based funding arrangement to include skill.  

 

3. FUNDING/BUDJET 
 

In this part of the assessment, we have exhibited the 2019-2021 funding and expenditure for the 

health sector, as well as for individual levels and for certain services.  

3.1 Budget performance of the health sector  

The health sector expenditure was approved by the Government of Mongolia to be 2.37 percent 

and 3.45 percent of the GDP in 2020 and 2021, respectively. 

 

Fig 32. Expenditure of the Health sector as a share of GDP 

Up until the March of 2021, health sector was financed through the usual budgeting procedure. 

However, the health sector financing has been reformed to performance-based funding by the 

Decree number 3 from the NCHI. This decision means, that instead of operating within annual 

budgeting framework in 2019-2020, the new mechanism requires that, from March 2021, the 

healthcare providers be accredited, that the services and treatments be itemized, their fees be 

agreed up and each treatment and item of service be reimbursed according to fee schedule and 

number of bills submitted.  
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With the outbreak of the pandemic, the normal financing of the health sector exhibited 

disruption due to  sudden increased cost of preventing, diagnosing, treating and controlling the 

infection. Since March of 2021, significant increase in funding by the HIF is notable, compared to 

previous periods.  

 

Fig 33. Total healthcare expenditure  

Compared to 2019 quarterly averages, in 2020 the health sector expenditure increased by 15.5 

billion MNT, while in 2021 this figure increased by 149.8 billion MNT. The difference between the 

2020 and 2021 figures was 134.2 billion MNT.  

The biggest items within the allocated funds were the inpatient care service, the outpatient care 

service, laboratory tests and diagnostic procedures and the medication reimbursements.  

The inpatient care service received on average 30-45 billion MNT in funding from the HIF before 

the pandemic. However, in March to June of 2021 the HIF financed 118.3 billion MNT worth of 

services and in July to September of 2021 this figure was 126.8 billion MNT. The funding for 

inpatient care service due to the COVID-19 pandemic increased 5-6 times, which had a significant 

effect on the HIF.  

 

Fig 34. The inpatient care service expenditure 
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Compared to 2019 quarterly averages, in 2020 the outpatient care service expenditure increased 

by 3.3 billion MNT (30 percent), for 2021 the increase was 16 billion MNT. The difference 

between the 2020 and 2021 figures was 12 billion MNT (88 percent).  

 

Fig 35. The outpatient care service expenditure  

For diagnostic procedures and laboratory tests, the following amounts were spent by the HIF: 

9.7-13 billion MNT in 2019, 11.5-15.3 billion MNT in 2020 and 4.1-8.2 billion in 2021 (Figure 37). 

In particular, while in 3rd quarter of 2020 15 billion MNT was spent on diagnostics, only 4 billion 

MNT was spent in 2nd quarter of 2021. This can be explained by increased infection numbers in 

2nd and 3rd quarters of 2021.   

 

Fig 36. Laboratory and diagnostic expenditure 

The amount spent on day-treatment increased substantially after the Decree number 3. 

Compared to 2019, in 2020 there was an 11.7 percent increase, from 2020 to 2021 and from 

2019 to 2021 there was a 4-4.4-fold increase.  
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Fig 37. The day-treatment expenditure 

The number patients who received day-treatment care also exhibited a similar pattern. It 

increased 11.7  percent in 2020, after being relatively constant in 2019. The figure also increased 

4-4.4-fold in 2021, compared to 2019 and 2020.  

 

Fig 38. Number of day-treatment patients 
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Fig 39. Total expenditure of prescription medication discounts  

The number of patients who received prescription medication discounts increased 50 percent 

and 48.6 percent in 2020 and 2021, compared to 2019.  

 

Fig 40. The number of patients receiving prescription drug discount  
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Fig 41. The total expenditure on palliative care  

The number of patients on hemodialysis decreased in the last quarter of 2019, then remained 

stable in 2020 and increased significantly in 2021 (Figures 43 and 44). There was a 26 percent 

increase from 2019 to 2020, in 2021 there was a 5-fold increase in number of patients under 

hemodialysis.    

 

Fig 42. The total number of patients treated by hemodialysis. 

In terms of funds spent on hemodialysis, the pattern follows that of the patient numbers. In 2020, 

the amount spent increased 32 percent from the year before, and in 2021 there was 3.6-fold 

increase from 2020.  
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Fig 43. Total expenditure on hemodialysis. 

The 4th quarter of 2020 saw the highest increase in pharmaceuticals and consumables spending 

from the  budget.  

 

Fig 44. Total expenditure on pharmaceuticals and consumables. 
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- On April 1st 2021, by A/172, 1.06 billion MNT worth of PPE (shoe covers, overalls, fine 

filters, face shields, single use caps, examination gloves, face masks and N95 masks) 

- On April 28th 2021, by A/258, 308.5 million MNT worth of antiviral medications 

(umifenovir, favipravir and remdesivir- 130.4 million MNT) and PPE (shoe covers, overalls, 

fine filters, eye protection, face shields, single use caps, single use coats, examination 

gloves, surgical gloves, cleaning gloves, face masks and N95 masks-178 million MNT), 

- On April 30th 2021, by A/269, antiviral medication worth 27.6 million MNT (umifenovir), 

- On May 3rd 2021, by A/274, 221.7 million MNT worth of antiviral medication (umifenovir-

83.1 million MNT) and face masks (138.6 million MNT), 

- On May 4th 2021, by A/281, 501.3 million MNT worth of antiviral medications (umifenovir, 

favipravir and remdesivir- 375.9 million MNT) and PPE (shoe covers, aprons, overalls, fine 

filters, eye protection, single use caps, gloves and coats, examination gloves, face masks- 

125.3 million MNT), 

- On May 5th 2021, by A/284, PPE worth 3.9 billion MNT (eye protection, face shields, 

examination gloves, face masks, coats, automatic shoe cover applicators, N95 masks, 

overalls and single use shoe covers), 

- On May 19th 2021, by A/321, antiviral medication worth 41.5 million MNT (umifenovir), 

- On June 2nd 2021, by A/350, antiviral medication worth 63 million MNT (umifenovir), 

- On June 8th 2021, by A/358, 429.8 million MNT worth of antiviral medication (umifenovir, 

favipravir, remdesivir- 313.5 million MNT) and PPE (shoe covers, overalls, eye protection, 

face shields, single use caps, coats and masks, examination gloves and N95 masks- 116.3 

million MNT), 

- On June 18th 2021, by A/332, 391.5 million MNT worth of antiviral medication 

(umifenovir, favipravir, remdesivir- 373.3 million MNT) and PPE (shoe covers, overalls, 

face shields, single use caps, coats, examination gloves, face masks and N95 masks- 18.1 

million MNT), 

- On June 23th 2021, by A/403, 5.4 billion MNT worth of PPE (overalls, single use coats, 

face masks and gloves), 

- On July 26th 2021, by A/495, 1.08 billion MNT worth of antiviral medications (umifenovir, 

favipravir, remdesivir), 

-  On July 27th 2021, by A/500, 879.2 million MNT worth of antiviral medications 

(umifenovir, favipravir, remdesivir), 

- On August 13th 2021, by A/520, 1.9 billion MNT worth of PPE (overalls, face masks and 

N95 masks), 

- On September 7th 2021, by A/554, 1.04 billion MNT worth of antiviral medication 

(umifenovir, remdesivir- 995.7 million MNT) and PPE (shoe covers, overalls, face shields, 

single use caps and coat, gloves, face masks and N95 masks- 50.3 million MNT). 

Discussions on healthcare expenditure 

- Even though the total healthcare expenditure has tended to increase, it dipped in 4th 

quarter of 2020 and reached its lowest point in 1st quarter of 2021. In the subsequent 

periods the health sector funding increased. This pattern was reflected in outpatient care 

service, day-treatments, inpatient care service, hemodialysis and palliative care. The 4th 
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quarter of 2020, when healthcare expenditures decreased, coincides with the 

instatements of the lockdowns.  

- The diagnostic procedures and laboratory tests spent the least amount resources in 2021, 

compared to other items of expense. The 2nd quarter of 2021 was notable for spending 

half the amount of the other quarters. 

- The prescription medication discount expenses increased 48-50 percent in 2021. 

- The resources spent in 2021 on pharmaceuticals and consumables decreased compared 

to two previous years. This item of expenditure comprised 12.3 percent and 15.8 percent 

of the MoH’s budget, however it declined to 8.3 percent in the 3rd quarter of 2021. This 

could be due to spending related to anti-COVID-19 measures. 

- Anti-pandemic measures (vaccinations, samples collection and shipments, testing, home 

treatments, inpatient care service etc.) consumed 199.3 billion MNT from HIF as of 3rd 

quarter of 2021. 

- Ministry of Health has issued 17 decrees and spent 28.2 billion MNT in antiviral 

medication and PPE that was distributed among the healthcare facilities. 

3.2 Budget performance of the primary level services  
 

The HIF funds 4 types of services for the family, soum and village health centers, i.e., the primary 

health services. These services include home visits, certain laboratory and radiology diagnostics, 

day-treatments and physical therapy. The HIF funding of the primary level in 2019 increased from 

1.2 billion to 3.6 billion MNT, in the figure balanced between 3.2 billion and 2.9 billion MNT, by 

the first two months of 2021 the figure was 2 billion MNT and from March to June- 3.8 billion 

MNT, however in the 3rd quarter funding decreased back to 2.5 billion MNT.  

 

Fig 45. Expenditure on 4 types of care provided by the primary level  

When quarterly averages of fundings for 2019, 2020 and 2021 are compared, from 2019 to 2020 

the funding increased 30.9 percent, from 2020 to 2021 it remained roughly the same, decreasing 

by 6.4 percent. The difference between fundings in 2019 and 2021 was 22.5 percent. 

The amount of funds transferred from the MoH to other governmental agencies increased from 

31.6-33.6 billion MNT in 2019 and 39.1-42.1 billion MNT in 2020 to 124.1 billion MNT each 
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quarter of 2021. The amount of internal governmental financial transfers from the MoH 

increased annually. 

 

Fig 46. Internal governmental financial transfers  

The HIF has made available 66.2 billion MNT for anti-COVID-19 measures at the primary level. Of 

this, 10.4 billion MNT was spent on vaccinations, 28.1 billion MNT on at-home healthcare service, 

9.7 million MNT of sample shipment and 22.8 billion on inpatient care service.  

Table 1. The amount of funding made available by HIF to the primary level anti-COVID-19 
measure 
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Aimag & District
Covid-19 

Vaccination

Home healthcare 

service

PCR sample 

shipment

Inpatient care 

service
Total amount of MNT

Arkhangai 595,487,000 244,576,000 0 1,035,793,000 2,232,572,000.00

Bayan-Ulgii 624,009,000 874,324,000 0 504,520,000 2,218,259,450.00

Bayankhongor 609,482,500 436,506,000 0 2,268,930,000 3,661,329,846.00

Bulgan 382,550,000 20,000,000 0 2,295,841,000 2,921,191,934.00

Gobi-Altai 351,501,500 208,356,000 0 1,258,510,000 1,907,660,790.00

Gobisumber 66,786,500 53,980,000 1,340,500 183,260,000 314,843,480.00

Darkhan-Uul 664,492,000 855,224,000 0 976,566,500 2,598,652,621.00

Dornogobi 482,868,389 174,160,000 0 166,620,000 1,013,387,365.00

Dornod 500,317,500 788,304,000 864,500 935,660,000 2,358,310,690.00

Dundgobi 269,659,500 107,386,000 0 1,151,300,000 1,681,407,188.00

Zavkhan 445,989,500 132,944,000 0 659,070,000 1,402,719,798.00

Orkhon 615,392,000 1,194,436,000 7,472,500 0 1,839,631,780.00

Selenge 448,683,000 312,512,000 0 1,629,360,000 2,681,467,136.00

Sukhbaatar 418,350,500 136,976,000 0 846,674,000 1,586,885,470.00

Tuv 568,871,500 237,765,000 0 2,610,883,000 3,813,310,280.00

Uvs 501,959,000 374,774,000 0 1,347,099,000 2,488,206,579.00

Ulaanbaatar                           -     20,098,722,000            63,000                              -   20,137,763,550.00

Khovd 491,982,500 1,146,862,000 0 833,296,000 2,752,029,072.00

Khentii 501,040,000 174,325,000 0 973,969,000 1,917,408,150.00

Khuvsgul 774,610,500 368,634,000 0 1,451,060,000 3,083,401,070.00

Uvurkhangai 611,705,500 76,127,000 0 1,175,045,000 2,347,122,380.00

Umnugobi 524,852,500 119,020,000 0 529,918,000 1,315,743,103.00

Total 10,450,590,389 28,135,913,000 9,740,500 22,833,374,500 66,273,303,732.00
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Qualitative assessment 

The primary HFs has voiced following comments during the interviews regarding the financing of 

the EHS and the healthcare services during the pandemic: 

- The PCR samples collection was not reimbursed: No primary HF was reimbursed 

for collecting PCR test samples for an epidemiological study sanctioned by the Health 

Minister and the Finance Minister in their joint decree number 67/A/268 from April 30th 

2021 “On the funding of package of healthcare services and the approval of service fees 

related to combating COVID-19 infections” point 2.314 and later again in joint decree 

number A/387/99 on “On introducing additional clauses to the anti-COVID-19 measures 

rules and revision of healthcare services fees” point 3.3.115. From the interview it is visible 

that the HIF did not disseminate information properly down to the primary HFs efficiently. 

For example, they did not inform primary HFs that the information should be uploaded 

to www.tandalt.mn, or it was not clear who would bear the cost purchasing POS machines 

for the upload of the information.  

“Even though we collected the samples, we could not invoice for the service. Because we had to 

get permission from the HIF to upload our information, which we did not know. We collected the 

samples and handed it over to the general hospital and they invoiced and got paid for the service. 

There was a difference in understanding. We did not get paid for this.” 

- At-home healthcare services being reimbursed partially or denied completely: 

The HFs taking part in the assessment got reimbursed partially or their requests were 

denied completely for healthcare services provided at-home for mild, low-risk or 

asymptomatic cases under the joint decree 67/A/268 point 2.416 and joint ministerial 

decree A/387/99 point 3.4.117. The reasons for denial or partial funding were that if a case 

escalated to higher levels, then the lower-level HF would not get funding for the same 

case, if a patient obtained a medication package from two different HFs then the first one 

would not get reimbursed and if an uninsured patient received at-home service then the 

HF also would not get paid. 

“In September we received only 50,400,000 MNT from the HIF whereas we spent 68,000,000 

MNT. But we could not get our 18 million. This will have to be covered from our annual budget.” 

“Just now from the September reimbursement for 500 patients, 21 patients request was denied. 

21 times 160,000 MNT means more that 3 million MNT will be paid from us.” 

“We were told that only those services will be reimbursed that were delivered after the singing of 

the contract, not the ones that were delivered before that.” 

 
14 “Collecting test samples” would mean expenses incurred during collecting test samples for epidemiological study by mobile teams according 
to clinical guideliines. 
15 The HFs shall be reimbursed according to schedule 1 fee list (5000 MNT) per sample collected from any suspected cases by their mobile teams 
according to guidelines.  
16 “At-home healthcare services” means expenditures incurred to HFs during monitoring and prevention measures taken on asymptomatic, low 
risk or mild cases of COVID-19 infections.  
17 The HFs shall be reimbursed according to schedule 2 fee list (70,000 and 160,000 MNT) for each at-home isolation and monitoring of a low risk,  

http://www.tandalt.mn/
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- The primary level HF has to borrow from accredited pharmacies to put together 

the medication package. If the accredited pharmacy does not have enough stock, then 

other pharmacies are approached. Also, HFs do not have means to store these 

medications for long periods of time. 

“The medication packages that at-home patients receive, it can not be stored at the HFs premises. 

It will be expensive. For example, 1 pack of Arbidol costs 30,000 MNT, 20 packs- 600,000 MNT. 

Prepairing packages for 20 people at a time will costs more than 1 million MNT. No one pharmacy 

stocks as many products or they would not open on weekends, so we have to gather from other 

pharmacies. Once I had to go to 4 different pharmacies.”  

“We are told to keep stock. For that we have to keep a lot of medication on premises, for this we 

do not have adequate storage, we are not licensed for keeping medication here. We want to keep 

enough for only 20 patients. If we are told to keep bigger stock, I do not know how to pay for it 

when the reimbursement is lagging, borrow from pharmacies? Reimbursement is very slow. We 

are doing home-calls since June 15th. We got reimbursed for June in August, for July- in 

September. So lagging complicates everything, we’d rather concentrate on delivering today.” 

- There was a misunderstanding between patients and the primary HFs regarding 

160,000 MNTs having to be spent only on medication.  

“The patients do not understand that 160,000MNT is not only for the medication, it is for PPE, 

transportation etc. They demand this money.” 

- Increased price for PPE stressed primary HFs finances.  

“Some PPE was difficult to come by because of border closures. There was a huge price hike. 

Facemasks were in short supply at the beginning and they were very expensive. The overalls used 

to cost 7000, now it is 30,000MNT.” 

“It takes a lot of PPEs. If we go by the actual guidelines, we would need about as much as the 

whole budget for our health center. Just for PPE for COVID-19 this year we have spent 19,188,000 

MNT.” 

Expenditures related to salaries and bonuses for primary level healthcare providers increased in 

the 4th quarter of 2020, which was due to anti-COVID-19 measures being taken. The HFs queried 

in this assessment all transferred due salaries in time. Just the Tuul village health center 

transferred salaries once a month, because they receive their financing once a month after 17th. 

The primary HFs all received the healthcare workers bonuses from the MoH as per Ministerial 

decree number A/496 from July 26th 2021 “On monetary compensation” to the amount of 1 

million MNT and A/585 from September 17th 2021 to the amount of 400,000 MNT. The amount 

of money for COVID-19 sick leave for healthcare workers was different for different HFs, certain 

HFs paid as much as one month’s salary to a sick worker. The bonuses and rewards for same 

items of renumeration, however, was not same between HFs: bonuses could be 20-60 percent 

of the base salary, rewards could be 45-60 percent of the base salary and over-time could be 

worth 1.5-2 times the base salary. This difference between private and public institutions is 

permissible under the labor law. For example, Khotont soum health center allowed in total a 45 

percent bonus, while Tuul village health center allowed 60  percent.  
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Below are suggestions for funding and budgeting improvements for primary level health service 

providers: 

1. Increase the budget for repairs and renovations. 1 million tugriks are not enough for 

building repairs or vehicle maintenance. 

2. Improve instructions of performance based reimbursement. 

3. Increase per patient quota or introduce payment for non-resident population. 

Discussing budget performance of healthcare services at the primary level 

- The fact that since 2019 the funds spent by the HIF on 4 types of healthcare services 

provided by the primary level HFs increased 14.2 percent can be explained by increased 

number of institutions successfully passing accreditation and starting to serve their 

population.  

- The amount of internal governmental transfers increased 4-fold 

- In the first 3 quarters of 2021, 10.4 billion MNT was spent on vaccinations, 28.1 billion 

MNT on at-home healthcare service, 9.7 million MNT of sample shipment and 22.8 

billion on inpatient care service. Overall, 66.2 billion was spent on pandemic related 

healthcare services.  

- Primary level HFs were not reimbursed in full on their bills for the at-home visits, but 

received lesser amounts. The reasons being: if a patient deteriorated and they 

progressed through the levels, then the primary HF would not be reimbursed; or if a 

patient uninsured they would not be budgeted for; the patients would obtain 

medication packages from two different HFs; lack of information or guidance from the 

NCHI  and other responsible offices; and less-than optimal software and technical 

difficulties with submitting claims.  

- The costs of collecting PCR samples were not designed to be reimbursed to the primary 

HF, according to the joint decree 67/A/268. Even though the mobile teams from primary 

HFs were responsible for collecting the samples, the general referral hospitals were paid 

for the service. Information about this arrangement did not reach the primary HFs.  

- Procuring, storing and delivering the medication packages to the at-home patients is a 

serious challenge to primary HFs.  

 

3.3 Budget performance of the referral level services 

 

Below are the figures for funds transferred from the HIF to public HFs (PubHF) and privately-

owned HFs (PriHF) for certain healthcare services 

3.3.1 Funding for the public healthcare facilities (PubHFs)  

The HIF transfers to the general referral level PubHF towards diagnostic procedures and 

laboratory tests services in the 3rd quarter of 2021 increased significantly to 31.2 billion MNT 

from 11-11.2 billion and 11.9-15.4 billion MNT in 2019 and 2020, respectively. 
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Fig 47. Outpatient care service funding of PubHFs  

When taken as quarterly averages, from 2019 to 2020 the increase was 17 percent, from 2020 to 

2021 the increase was 2-fold, and 2019 compared to 2021 the increase was 2.3-fold.  

For day-treatment services, the funds spent in 2019 and 2020 were 0.82-1 billion and 1.9 billion 

MNT, respectively. But the figure increased significantly in 2021 to 6.4 billion MNT.  

 

Fig 48. Day-treatment funding of PubHFs 

When taken as quarterly averages, from 2019 to 2020 the increase was 18.6 percent, from 2020 

to 2021 the increase was 4.7-fold, and 2019 compared to 2021 the increase was 5.6-fold.  

For diagnostic procedures and laboratory tests, the funds spent in 2019 and 2020 were 9.7-10.2 

billion and 11.5-15.3 billion MNT, respectively. However, from 9.1 billion in the 1st quarter of 

2021, the amount decreased 3-4 times to 2.8 billion in the 2nd quarter and increased again 

slightly to 4.2 billion MNT in the 3rd quarter. 
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Fig 49. Diagnostics funding of PubHFs  

When taken as quarterly averages, from 2019 to 2020 the increase was 32.6 percent, from 2020 

to 2021 the decrease was 59.4 percent, and 2019 compared to 2021 the decrease was 46 percent. 

For inpatient care service at PubHFs, the HIF paid 46.2-48.6 billion MNT in the last two quarters 

of 2019 and 48.6-64 billion MNT in 2020. This figure rose to 67.6 billion in the first quarter of 

2021 and shot up to 135.9 billion in the second quarter.  

 

Fig 50. Inpatient care service funding of PubHFs  

When the quarterly averages of the three years are compared, from 2019 to 2020 the increase 

was 19.2 percent, from 2020 to 2021 the figure increased 83.4 percent and compared to 2019 

the 2021 saw a 2.2-fold increase in funds spent on inpatient care service at PubHFs.  

The palliative care service consumed 489.3 and 811.1 million MNT in 3rd quarters of 2019 and 

2020. From there it decreased constantly to 438.8 million MNT in 3rd quarter of 2021. In 4th 

quarter of 2021, the figure slightly increased to 453.5 million MNT.  

10.2 9.7 

13.9 

11.5 

15.3 

12.0 

9.1 

2.8 
4.1 

0
2
4
6
8

10
12
14
16
18

 2019.I  2019.II  2019.III  2019.IV  2020.I  2020.II  2020.III  2020.IV  2021.I  2021.II  2021.III

2019 2020 2021

Diagnostics funding of PubHFs 
(2019, 2020, 2021, quarterly, billion MNT) 

- -

48.6 46.2 

64.0 
48.6 

63.1 
50.4 

67.6 

107.5 

135.9 

 -

 20.0

 40.0

 60.0

 80.0

 100.0

 120.0

 140.0

 160.0

 2019.I  2019.II  2019.III  2019.IV  2020.I  2020.II  2020.III  2020.IV  2021.I  2021.II  2021.III

2019 2020 2021

Inpatient care service funding of PubHFs 
(2019, 2020, 2021, quarterly, billion MNT) 



53 
 

 

Fig 51. Palliative care funding of PubHFs  

When the quarterly averages of the three years are compared, from 2019 to 2020 the increase 

was 43.8 percent, from 2020 to 2021 the figure decreased 31.6 percent and compared to 2019 

the 2021 it decreased 1.6 percent in funds spent on palliative care at PubHFs.  

Hemodialysis care at PubHFs, the HIF paid 70.1 and 16.8 million MNT in the 3rd and 4th quarters 

of 2019 and 51.3-60.9 million MNT in 2020. This figure increased to 2-4.8 billion in 2021.  

 

Fig 52. Hemodialysis funding of PubHFs  

When the quarterly averages of the three years are compared, from 2019 to 2020 the amount of 

funds spent on hemodialysis increased 32.1 percent, from 2020 to 2021 the figure increased 58.6-

fold and compared to 2019 the 2021 it increased 77.4-fold.  

Up until the 3rd quarter of 2021, the HIF has funded 132.9 billion MNT of antipandemic measures 

at the general referral HFs. This included 117.4 billion MNT for inpatient care service, 10.8 billion 

MNT for vaccinations, 345.2 million MNT for sample collections and 4.3 billion MNT for testing. 

Table 2. The amount of funding made available by the HIF to the PubHFs to combat the COVID-

19 infection  
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3.3.2 Funding for the private healthcare facilities (PriHF)  
 

The PriHFs received funds for early detection from the HIF. In 2019, 2020 and 2021 the amounts 

were 173-508 million, 0.17-1 billion and 300.7-626.8 million MNT, respectively.  

 

Fig 53. Early detection funding of PriHFs 

When the quarterly averages of the three years are compared, from 2019 to 2020 the amount of 

funds spent on early detection increased 47.2 percent, from 2020 to 2021 the figure decreased 

7.2 percent and compared to 2019 the 2021 it increased 36.6 percent. 

The amount of funds transferred to PriHFs for inpatient care service fluctuated significantly. In 

the 3rd quarter of 2019, it was 173 million MNT, until the 3rd quarter of 2020 this figure increased 

continuously to 14.8 billion MNT, but decreased to 7.5 billion in 1st quarter of 2021, before 

increasing again to 37 billion in 3rd quarter 2021.  

 

Fig 54. Inpatient care service funding of PriHFs 
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When the quarterly averages of the three years are compared, from 2019 to 2020 the amount of 

funds spent on inpatient care service increased 4-fold, from 2020 to 2021 the figure decreased 

2-fold and compared to 2019 the 2021 it increased 7.9-fold. 

The palliative care in the PriHFs received 30.8-36.2 million, 116.4 million, 100.3 million and 34.8 

million MNT in 2019, the first three quarters 2020, 4th quarter 2020 and the 1st quarter 2021. In 

the 3rd quarter 2021, the figure increased slightly to 50.5 million MNT. 

 

Fig 55. Palliative care funding of PriHFs  

When we compare the quarterly averages for the three years, we can see that from 2019 to 2020 

the amount of funds spent on palliative care increased 2.8-fold, from 2020 to 2021 the figure 

decreased 56.5 percent and compared to 2019 the 2021 it increased 22.4 percent. 

The hemodialysis care at PriHFs received 284 million MNT in the last two quarters of 2019 and 5 

billion MNT in 2020. From the 1st quarter of 2020 to the 1st quarter of 2021, the amount dipped 

to 0.9 billion, but then rose back to 1.4 billion MNT at the end of 3rd quarter of 2021.  

 

Fig 56. Hemodialysis funding of PriHFs  

Compared to 2019, the quarterly averages of 2020 rose 8.8-fold in 2020, that of 2021 rose 9.2-

fold. The figure rose 4.7 percent between 2020 and 2021.  
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Qualitative assessment 

The interviewed organizations mentioned the following difficulties with the HIF. 

- Not being reimbursed in full for inpatient care service 

When a patient’s case progress to the next level due to complications, the first HF does not 

receive any reimbursement for care provided, the next hospital gets all the funding. 

“Since we started receiving inpatients from the covid, there are issues with not getting the full 

expense back from the health insurance. For example, if we transfer a complicated case to the 

specialized referral hospitals after 5-6 days, then we won’t see any of that 5-6 day’s worth of 

expenses back. All the cases that have progressed were at loss to us.” 

- Increased usage, increased costs and shortages of pharmaceuticals 

Because of the pandemic, there is a higher pharmaceutical demand, and because of border 

closures, Russian and Chinese import is scarce, all of which is causing a financial strain on HFs and 

the patients. 

“The cost of pharmaceuticals is very high. We have a budget of 159 million tugriks, but each 

month we have to purchase 300-400 million tugriks worth of pharmaceuticals, 60-70 percent of 

which is for covid treatment.” 

“We have huge problems with procurement. We have to purchase from a supplier who won the 

tender bid. But because of high demand, we have procured our years worth of medication, so the 

price is higher or the supplier does not have needed products in stock and we have to go to a 

different supplier, which all increase costs.” 

When a patient has to procure their own medication during a hospital stay, according to clause 

1.3 of the Decree number 3 of the NCHI18, the hospital has to reimburse the patient for the 

expenses. However, due to increased cost this is becoming difficult.  

“We have to reimburse the patient for any drugs used in their treatment that we did not provide, 

but this is difficult to implement. For example, suppose we could not provide a 200,000 tugrik 

drug for their treatment and the family buys it for 260,000 tugriks. Then we have to pay the 

260,000 tugriks back.” 

“The nurse told me on the 4th day that 3 of the drugs the doctor has prescribed at the beginning 

was not being supplied by the hospital, so I had to buy it from the pharmacy.” 

- Software difficulties 

One of the reasons for the HFs not being reimbursed in full is the problem with the E-Health 

computer program or the spreadsheets from the HIF. The interviewees remark that the software 

is slow, when it coverts to Microsoft Excel spreadsheet, some information gets lost or there are 

 
18 If a patient is forced to procure their own medication, consumables, surgical equipment, prosthetics or orthopedic device that is recommended 

according to professional guidelines and is registered for medical use in Mongolia, the hospital is obliged to reimburse the patient for the expenses 
at the tender bid rate or, if that is impossible, against a valid proof of purchase of the said pharmaceutical or consumable. 
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some code errors, burocratic requirements change often but they can not punch in the new 

information retroactively or the data retrieval is incomplete.  

“One of the problems we are facing is the Microsoft Excel spreadsheet from the HIF. If went online 

from 6th of November and we punched in our patient records straight away, but it is still not 

forwarded. The software is very slow, so patient records get piled up in our statistics or insurance 

offices.” 

“This software that allows for real-time tracking loses some information when it converts to a 

spreadsheet. For example: we have 400 patient records from our alternative medicine 

department, but somehow, this converts to 115 records. When we apply for 400 services 

rendered, we do not get paid for the missing 295.” 

“There were a lot of work redone from the Excel spreadsheet period, because faults or errors in 

data entry. Now we are using a software that tracks in real time. It is very difficult to reenter those 

data again.” 

“E-health software is the main obstacle here. It is an imperfect software and because of its faults 

we are losing our funding. Therefore, the decision makers and higher-ups need to make this 

software work properly.” 

“We have lost many millions of tugriks in income because of this computer program. For example, 

laboratory results do not show together with the main patient records, or intensive care units 

patient cards can not be shown in full. But they can not fund these cases retroactively.” 

The salaries, bonuses and rewards 

The salaries: Every organization interviewed paid their workers in time. The SKhGH, even, raised 

their doctors and other professionals’ salaries by 20 percent and for their other worker, such as 

security, janitors, maintenance etc., got a 15 percent raise. 

Monetary benefits: All the selected organizations received their funding for 1,400,000 MNT 

benefit for healthcare workers that the government promised. Only the SKhGH did not receive 

their 400,000 MNT.  

Sick-pay for COVID: All who were infected with the covid virus received their pay in full despite 

their sick days. 

Bonuses and Rewards: The SKhHC paid a 40 percent base salary bonus for their workers in the 

covid ward. Those who covered for their colleagues in the covid ward received 20-40 percent 

bonus, depending on the workload. The hospital also paid its workers the quarterly performance 

bonuses in full due to covid. The over-time rate is 2 times for holidays, and 1.5 times for night 

shifts.  

 The SKhGH has paid 15 percent bonus to their covid ward workers. Each worker received 468,000 

MNT bonus, thanks to additional funding from the vaccination budget. Quarterly bonus was 60 

percent and over time rate was 1.8 times the base salary.  
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The AGH has paid covid ward over-time at 1.6 times the base salary with the proviso that work 

day was 16 hours (minus 8 hours during the night) and 24 hours on weekends. The first quarter 

bonus was 15-45 percent, the second-half yearly bonus is expected in due time after the receipt 

of funding. 

There were following remarks regarding the funding and the budget: 

1. To improve monitoring over the equipment purchases and make the purchases 

independent of the state property management body. Since the HFs are being funded 

based on performance, to make sure the HFs are able to procure their own equipment 

and increase 20 million MNT limit on requirement for competitive tender bids be 

announced below this amount.   

2. To make sure the hospital environs are well taken care of, since the hospitals will be 

competing against each other in the performance-based funding arrangement. 

3. To provide ample training and guidance on the performance-based funding to the HFs. 

4. There are a lot of donated equipment from the MoH that cannot be maintained 

properly. No shop can repair it, if it breaks. There is not money to get new ones. 

Discussing budget performance of healthcare services at referral level 

- Funding for certain healthcare services by the general referral level HFs have increased 

in 2021, compared to two previous years. These were: outpatient service increased 2-

fold, day-treatment service increased 4-fold, inpatient care service increased 2-fold, 

hemodialysis increased 3-4-fold. Due to lockdowns, the outpatient care service saw the 

steepest decline in the 4th quarter of 2020 and the inpatient care service increased the 

most during this time. 

- Up until the 3rd quarter of the 2021, the resources spent on the pandemic control 

measures was 132.9 billion MNT out of which 88.3 percent (117.4 billion MNT) was 

spent on inpatient care service,  8.1 percent (10.8 billion MNT) was spent on 

vaccination, 0.4 percent (345.2 million MNT) on samples collections and 3.2 percent 

(4.3 billion MNT) was spent on samples testing.   

- Important issues in the HFs funding are the matters of the faulty health insurance 

reimbursement claim software, underdeveloped IT infrastructure for full 

implementation of the  performance-based funding arrangement, low IT-server 

capacity and the realistic valuations of the healthcare services for reimbursement 

purposes.  

- The pandemic increased medication consumption, but border closures has led to drugs 

shortage and, subsequently, to price hikes. This has negatively affected the budgets of 

families and HFs alike.  
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7. GENERAL CONCLUSION 
 

7.1 General conclusion on utilization of healthcare services  
 

1. The COVID-19 pandemic had a negative effect on provision of EHS, especially the 

maternal, newborn, geriatric care services were significantly disrupted. 

2. Mortality remained close to the baseline figures from 2019, although since the 4th 

quarter of the 2021 there is a tendency to increase. There needs to be more detailed 

inquiry into causes of mortality by ICD codes, since patients with severe chronic 

comorbidities are at increased risk of death due to COVID-19.   

3. Access to and quality of non-communicable, chronic disease follow-up has suffered at all 

levels of healthcare provision.   

4. Initial period of pandemic period was noted for confusion and duplicated effort due to 

numerous short-lived guidelines and official orders that hampered healthcare delivery at 

HFs.  

7.2 General conclusion on human resource management of HFs 
 

1. The interviewees from every level of care, i.e., family and soum health centers, as well as 

RHs, reported staff shortages in delivering EHS during the pandemic. There were many 

factors that negatively influenced staff availability such as staff or their families being 

infected and not being able to work, or staff being ordered to quarantine duties in health 

checkpoints or collect samples or infection surveillance, presence of undocumented 

residents increased HFs workload, increased burn-out leading resignations.  

2. The fact that the staff at every level is at increased risk of infection is underlined by 60-80 

percent infection rate among them.  

3. The provision of certain healthcare services, such as ECMO perfusion or proctology 

surgeries, via teams that were either quarantined or were on call for COVID-19 patients, 

was a flexible and effective way to manage complicated cases.  

4. Among the participating HFs, there was none that had workforce plan for an emergency 

such as the pandemic. The ones that showed flexibility and cooperation achieved 

effectiveness. 

7.3 General conclusion on budget performance of healthcare services 
 

1. The healthcare expenditure is increasing annually. In 2019 it was 354.6 billion MNT, in 

2020 it was 417 billion MNT, while in the first three quarters of the 2021 the amount was 

715.5 billion MNT. Within these figures, the fourth quarter of the 2020 and the first two 

months of the 2021 had lowest figures: 96.3 and 63.1 billion MNT respectively. On the 

other hand, the funding of the inpatient care service for RHs increased from 50.4 billion 

to 135.9 billion MNT in March of 2021. This corresponds to period of lockdown in the 

country.  
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2. Up until the March of 2021 the HIF has spent 199.2 billion MNT in COVID-19 control 

measures. These include vaccinations, samples collection and transport, testing, house 

calls and inpatient care service. Funds for personal protective equipment and antiviral 

medication was provided by the MoH, which amounted to 28.2 billion MNT.  

3. The decree number 3 of the NCHI, which mandates reimbursement of healthcare 

expenditures to be tied to correct billing for services rendered. The resulted in lower 

funding compared to invoiced due to i) underdeveloped IT infrastructure, ii) correct 

standard operating procedures regarding billing and financing has not permeated through 

to every HF, iii) individual clerical errors, high number of uninsured patients, double entry 

at two different hospitals at the same time due to rapid progression of patients through 

the levels of care, etc.  

 

8. RECOMMENDATIONS 

 

8.1 Improving utilization of healthcare services  

Policy recommendations 

1. To ensure clear and efficient legal framework for lean and unincumbered infection 

fighting structure for the health sector that could lead the fight against any future 

pandemics with the help from other sectors of the society. 

2. To make sure that the health sector is at constant policy-, as well as operative readiness 

to leap into action during any pandemic, natural catastrophe or emergencies.  

Local recommendations 

1. To ensure constant operation, training and drills of local emergency bodies, as per anti-

COVID-19 experience.  

2. To ensure that the experiences various HFs gained in maintaining EHS during the 

pandemic, is exchanged and assessed, so that the capacity to combat any future 

emergencies are strengthened.   

Organizational recommendations 

1. To make sure that every organization has and is trained in its own pandemic- and 

emergency-period plans and that these plans are regularly updated.  

2. To improve organizational capacity to flexibly and effectively manage its workforce  

capacity as well as supplies.  

3. Based on anti-COVID-19 experience, to improve digital communications in order to 

flexibly and effectively manage workforce, funds and other resources.  

4. To work together with professional bodies and private institutions to ensure that quick 

assessments of EHS utilization can be performed and any necessary action is taken in a 

timely manner in any future pandemics 
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8.2 Improving human resource management 

Policy recommendations: 

1. To study and adapt validated in other countries’ or WHO recommended tools for planning 

for workforce management during the pandemic. This should include any promising 

methods used by the RHs.  

Organizational recommendations: 

1. To promote efficient and flexible approaches to utilization of finite workforce capacity. 

This should include parts on how to ensure availability of important personnel, on how to 

organize short courses on vital specialties, dual specialties that can be interchanged, etc.  

2. To study and develop guidelines to insure the workforce against risk.  

 

8.3 Improving budget performance of HFs 

Policy recommendations: 

1. To ensure uninterrupted HF operation through monthly settling of any outstanding bills 

from HIF to the HFs. 

2. To ensure possibility of correct and timely billing from the HFs to the HIF by upgrading of 

computer hard- and software at all levels of healthcare service provision. 

3. To ensure that transparent and credible information is available to the public on any 

national level donations and investments in anti-COVID-19 measures. 

Local recommendations:  

1. To provide timely and uninterrupted information on funding and budgeting from the MoH 

and the General Directorate of Health Insurance to the relevant units. If necessary, 

organize online video conferences.  

Organizational recommendations: 

1. To develop and implement dedicated funding and budgeting plans for infection control 

measures as well as normal operation. 

2. To constantly monitor and improve implementation of laid out plans. 
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