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Acronyms and abbreviations
ADB	Asian Development Bank
CMTU
Confederation of Mongolian Trade Unions
DoHIIF	Department of Health Insurance Inspection and
Financing (replaced in 2012 by Health Insurance
Department – HID)
HID	Health Insurance Department (created 2012;
formerly Department of Health Insurance
Inspection and Financing – DoHIIF)
HIO
Health Insurance Organisation
HISC
Health Insurance Sub Council
MoF
Ministry of Finance
MoH
Ministry of Health
MONEF
Mongolian Employers’ Federation
NSIC
National Social Insurance Council
SIGO
Social Insurance General Office
UHC
Universal Health Coverage
WHO
World Health Organization

A note about Mongolian names
Instead of a surname, Mongolians use a patronymic (father’s
name) which precedes the person’s given name. In written
texts, the patronymic is usually shortened to one or two letters.
For example, the current president of the country, Tsakhiagiin
Elbegdorj, is generally referred to as Ts. Elbegdorj when first
mentioned in a newspaper article, and then by his given name,
Elbegdorj.

Front cover photo: >> The signing of pilot contracts between the social health insurance system and health care institutions in February 2012.
In the photo, B. Baast, Director of the Khan-Uul General Hospital, shakes hands with Ts.Urtnasan, Director-General of the SIGO.
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German Health Practice Collection
Goal
The German Health Practice (GHPC) aims to share good
practices and lessons learned from health and social protection projects around the world. Since 2004, the Collection
has helped assemble a vibrant community of practice among
health experts, for whom the process for each publication is
as important as the publication itself as it is set up to generate
a number of learning opportunities: The community works
together to define good practice, which is then critically
discussed within the community and assessed by independent
peer reviewers (see ‘Process’ below).

Scope
The Collection is drawn from projects, programmes and initiatives supported by German Development Cooperation (GDC)
and its international and country-level partners around
the world. GDC includes the Federal Ministry for Economic
Cooperation and Development (BMZ) and its implementing
organisations: Deutsche Gesellschaft für Internationale
Zusammenarbeit (GIZ) and KfW Entwicklungsbank. The
projects are drawn from a wide range of technical fields and
geographical areas, at scales running from the local to the
global. The common factor is that they make useful contributions to the current state of knowledge about health and
social protection in development settings.

Process
In response to annual calls for proposals, experts working in
GDC-supported initiatives propose projects that they regard
as good or promising practice to the Managing Editor of the
GHPC at ghpc@giz.de. All proposals are then posted on the
Collection’s website to allow GDC experts and the interested
public to compare, assess and rate them. The proposals are
also discussed in various technical fora in which German
experts participate.
Informed by this initial peer assessment, an editorial board
of GDC experts and BMZ officers select those they deem
most worthy of publication. Professional writers then make
on-site visits to collect information, working closely with
the local partners and GDC personnel who jointly implement
the selected projects.

Each report is submitted in draft form to independent peer
reviewers who are acknowledged internationally as scholars
or practitioners. The reviewers assess whether the documented project represents ‘good or promising practice,’
based on eight criteria:
Effectiveness
Transferability
Participatory and empowering approach
Gender awareness
Quality of monitoring and evaluation
Innovation
Comparative cost-effectiveness
Sustainability.

Publications
All publications in the Collection describe the projects in
enough detail to allow for their replication or adaptation in
different contexts. Written in plain language, they aim to
appeal to a wide range of readers and not only specialists.
Readers are also directed to more technical resources,
including tools for practitioners. Available both in full reports
and summarized short versions, Collection documents can
be read online, downloaded or ordered in hard copy. Versions
in languages other than English are made available if the
projects operate in countries where other major languages
are widely spoken.

Join the Community of Practice
Do you know of promising practices in German-supported
health and social protection projects? If so, visit health.bmz.
de/good-practices/submit-proposals to submit a proposal.
You can also rate and comment on all candidates for the current
round of selection.
For a historical perspective, health.bmz.de/good-practices/
publications provides documentation on all projects documented in the Collection since 2004.
More information can be obtained from the Managing Editor
at ghpc@giz.de.
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Executive Summary
This publication describes Mongolia’s attempts to expand
and strengthen its social health insurance system with technical assistance from Germany.

Situation
In the mid-2000s, both politicians and the public were increasingly critical of Mongolia’s social health insurance, notably
regarding the low quality of services covered and rising levels
of out-of-pocket payments. A major problem was the fragmentation of responsibilities between the Social Insurance
General Office (SIGO), the Ministry of Health, the Ministry of
Social Welfare and Labour, the Ministry of Finance, and the
National Social Insurance Council. As well, employers and
trade unions felt they had little influence on policy, despite
the fact that their members’ contributions accounted for the
majority of the social health insurance fund.

Approach
In 2008, Germany agreed to fund a three-member independent Expert Group to assist with reform. The Expert Group
successfully moved the social health insurance agenda forward,
and in late 2010 a set of draft amendments to the Citizens

Health Insurance Law was submitted to Mongolian Parliament.
For a number of reasons, these were not fully supported by
cabinet, resulting in legislative stalemate. Meanwhile, other
urgent problems remained unaddressed.
At the request of the Mongolian government, Germany agreed
in early 2011 to fund a project entitled ‘Reform of the social
health insurance’ to try to make further progress. The project
had four priority areas:
Reforming the legal and institutional framework
	Strengthening the relevant institutions’ management and
organisational capacities
	Improving access and quality of health care services
provided to contributors
	Strengthening social dialogue and consensus among
stakeholders.
An early task was to assess organisational bottlenecks in the
system, using the ‘Capacity WORKS’ methodology developed
by GIZ. It found that SIGO’s Health Insurance Department was
ineffective as a purchaser of health care and lacked the ability
to monitor health care quality on behalf of the insured. Staffing
levels had not changed since 2000, despite activities having
more than quadrupled, a situation that affected productivity,
quality of work, and the reputation of the organisation.

Box 1. Key Messages
Situation. Although poor quality of services and rising out-of-pocket payments raised concerns amongst politicians and
the public in the mid-2000s, badly needed reforms of Mongolia’s social health insurance were delayed due to lack of
consensus between key government ministries, social partners (unions and employers), and due to operational problems
within the understaffed Social Insurance General Office (SIGO).
Approach. The German-supported project ‘Reform of the social health insurance’ strengthened the dialogue among
the stakeholders and improved the system’s operations and governance. Longstanding power imbalances and tensions
between stakeholders were redressed and technical capacity was built in areas such as contracting, claims processing
and quality control.
Results. The project’s brokering of consensus resulted in Mongolia’s first long term strategic plan for social health
insurance. Relations between SIGO, the key ministries, and the social partners have improved dramatically. Operationally, staffing levels doubled, and new procedures are being rolled out across the country following a one-year pilot
programme.
Lessons learned. The brokering of consensus through a carefully planned, evidence-based process, accompanied by
technical and managerial capacity building, can make the crucial difference when it comes to moving reforms forward.
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Results
Increased organisational capacity. In line with the project’s
recommendations, the number of Health Insurance Department (HID) staff almost doubled by early 2013. Anticipating
this increase and the many new procedures introduced by the
reform project, a range of training packages were rolled out
beginning in 2012. As well, a Mid Term Strategy was created
to provide a business plan for the HID over the next four years.
Improving quality of services. The project supported the
design of a continuous quality improvement programme
with the assistance of international experts, including one of
Germany’s largest health insurance funds. It included detailed
contracts between SIGO and health care providers; new
claims submissions and control processes; patient satisfaction
surveys; a peer review process to resolve conflicts. A one-year
pilot programme in four hospitals in Ulaanbaatar increased
efficiency in the claims process, improved error identification
in claims, and improved the adversarial relationship between
health insurance inspectors and hospitals. In 2013, the
contracts were renewed in the pilot hospitals, and the new approaches will be rolled out across the country starting in 2014.

Lessons learned
Choosing the correct ‘entry points.’ In 2008–2010, creating
the Expert Group helped both to inform and to gain consensus from all stakeholders. In 2011–2013, improving the
Health Insurance Division’s performance brought it significant support from government, health care institutions, and
social partners.
Learning by doing. Carrying out capacity building in a participatory way allowed lessons learned in pilots and early phases
to be accepted and even eagerly anticipated as reforms were
rolled out country-wide.
Addressing power issues. Significant bottlenecks were
reduced by resolving longstanding tensions over institutional
‘turf’ between the Ministry of Health and the Ministry of
Population Development and Social Protection, and by
increasing the social partners’ ability to influence policy.

Breaking the stalemate through social dialogue. The most
visible reflection of the project’s successful brokering of
consensus was the development of a Long Term Strategic
Policy for Mongolia’s social health insurance. Facilitated
by GIZ experts under the umbrella of the P4H Network (a
global network of which Germany is a member), the process
brought together all stakeholder organisations over the
course of 2012/2013. The resulting Strategy explicitly aligns
the Mongolian social health insurance system with the
WHO’s concept of Universal Health Coverage. Mongolia’s
cabinet approved it on 13 April 2013.
Legislative reform. New proposals to amend the Citizen’s
Health Insurance Law are currently being discussed in Parliament. Among other reforms, the amendments refocus the
Law on fulfilling the needs of beneficiaries and increasing the
operational independence of the health insurance organisation as a health care service purchasing organisation.
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Mongolia and the challenge of financing health care
Around the world, countries struggle to provide health care
to citizens that is both high-quality and affordable. Expressed
as the goal of Universal Health Coverage, the challenge is ‘to
ensure that all people obtain the health services they need
without suffering financial hardship when paying for them’
(WHO 2013a). Achieving Universal Health Coverage requires
four elements to be in place:
a strong, efficient, well-run health system
a system for financing services
access to essential medicines and technologies
	adequate numbers of well-trained, motivated health
workers.
Mongolia – one of the world’s most sparsely populated countries, with approximately three million people in a territory
four times the size of Germany – has been making strong
efforts to raise the level of health coverage available to
its citizens. This publication describes its attempts to expand
and strengthen the second of the elements listed above:
financing of services through social health insurance.

	Social health insurance:
what it is and why it matters
Social health insurance is one of the key ways of financing
health care. Since first introduced by Germany in 1883, social
health insurance has been adopted by over 60 countries
world-wide.
Unlike systems funded entirely from general taxation, social
health insurance schemes are distinguished by ‘the presence
of independent or quasi-independent insurance funds, a
reliance on compulsory earmarked payroll contributions, and
a clear link between these contributions and a set of defined

rights for the insured population’ (Gottret & Schieber 2006).
As an approach to financing, it has a number of strengths.
Citizens are often more willing to contribute to a specific
fund rather than general taxes because the money is clearly
targeted to a vital need. Social health insurance is thought
to be less subject to political influence than tax-funded
systems, and provides a socially acceptable way of cross-subsidizing between different groups such as rich and poor or
high- and low-risk populations.
At the same time, social health insurance requires considerable effort to implement successfully. This is aided by a
number of factors, including a high or rising level of national
income, good administrative capacity and health infrastructure, social solidarity (i.e. consensus that social health
insurance is fair and justifiable), and both political stability
and political rights (Carrin & James 2004; Savedoff 2004).
Successful schemes tend to be transparent and participative,
encourage informal workers’ participation, have sufficient
means to subsidise participation by the poor, and adopt a
rigorous approach to containing costs (Gottret & Schieber
2006).

	Stable democracy and fast-growing
economy
Since communism’s end in 1991, Mongolia has proved equal
to the challenge of building a stable democracy, with regular
elections to Grand Khural (national parliament) and national
presidency. The country is divided into 21 aimags (provinces),
which have elected governors. Aimags are further divided
into soums (districts) and bags (sub-districts). As the largest
city by far, Ulaanbaatar holds provincial status; it also faces a
considerable challenge in providing services to a population
that has more than quadrupled since 1990.
>> SIGO staff, stakeholders and participating experts gather at
the Grand Khural (parliament) for the October 2012 National
Forum on Social Insurance.
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The country’s rich deposits of coal, copper and gold have
supported high levels of economic growth in the past decade. While international commodity prices are unpredictable,
Mongolia’s gross domestic product will likely continue to
grow rapidly, with rising household income and government
spending on services such as health and education.

Germany has been one of Mongolia’s development partners
since 1991. Although its priority areas for cooperation
are currently sustainable mineral resource management,
biodiversity, and energy efficiency, it has also assisted in
key areas such as Mongolia’s legal system and regional economic development.

Box 2. A special investment in Mongolia
With a career spanning many years in both the private sector and public service, Ts. Urtnasan takes a long view of
change in government.
‘You have to remember that, despite all the achievements in recent years, Mongolia is still in transition from a closed
to an open society,’ he comments. ‘We are coming into line with worldwide trends and standards – and a transparent,
efficient, and independent social health insurance system is part of that.’
In the mid-2000s, he says, the system was struggling to overcome myriad challenges, notably the lack of an agreed
overall vision among stakeholders. ‘We needed an outside partner to help break the stalemate, one with technical
expertise but also that would be acceptable to all the stakeholders. After more than a decade of cooperation in other
sectors, Germany had a positive image with Mongolians, and could play the part of an honest broker among the various
parties.’
He describes with satisfaction the way Mongolian and German experts were able to jointly diagnose the complex
obstacles facing social health insurance, and to establish an objective understanding among all the stakeholders. The
concrete results within his organisation are many, he says, from improved administrative processes to a noticeable
rise in staff morale. But he also points to success at the political level, including the Long Term Strategy for Social
Health Insurance endorsed by the cabinet in April 2013.
Reverting to the language of his private sector
experience, Urtnasan comments, ‘I can’t calculate
an ROI [return on investment] for you. But in
low-profile way, this project is making an important contribution to a stronger democracy and
a healthier population. I can’t think of a better
investment than that.’

>> Ts. Urtnasan, SIGO Director General, renewing social health insurance
contracts with four Ulaanbaatar hospitals in February 2013.
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Demography and health
About two-thirds of Mongolians lives in urban centres, including an estimated 1.8 million people in the capital, Ulaanbaatar.
At the same time, over one quarter make at least part of their
living as herders, living in geographic conditions that range
from the Gobi desert to rugged mountain ranges and vast steppes.
The population is relatively young: 68 percent are of working
age (between 15 to 64 years old), 4 percent are 65 or over,
and 28 percent are 14 and under. Life expectancy at birth is
currently 72 years for females and 64 years for males. The
fertility rate is just over 2 percent, having fallen rapidly since
the early 1990s.

The healthcare system
While the vastness of the country and rapid demographic
changes pose considerable challenges to providing and accessing services, Mongolia has a relatively strong health infrastructure. Outside of the capital, the health system begins with
community health workers (feldshers) at bag level. Rural soums
have small hospitals with 4–15 beds providing primary health
care, while aimag capitals have secondary hospitals of 150–200
beds. These are all administered by aimag health departments.
The capital also has a system of primary and secondary institutions, which report to municipal health departments. The
country’s tertiary services are administered by the Ministry
of Health, and include regional diagnostic and treatment
centres, major clinical hospitals, and several Ulaanbaatarbased specialised national centres. In addition, there is a
growing private sector.
Family group practices provide primary health care services
in both the aimags and the capital. These are private operations
but supported by public funding.
The health financing system is a mixed one, combining a taxbased state budget administered by the Ministry of Health,
and a social health insurance system. In general, primary
health care is accessed free of charge, and is paid for through
taxation, while social health insurance covers inpatient care,
certain outpatient services, and prescriptions on the Essential
Drugs List. Unfortunately, out-of-pocket payments for health
care have risen dramatically in the past decade, and are a major
issue now in debates about the system.
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Social health insurance since 1990
Under the communist system, health care was provided
almost entirely through the Ministry of Health. With the
changeover to a market economy and the loss of Soviet
subsidies, however, the state’s ability to finance and deliver
health and other social security services was severely curtailed. New ways to finance health spending were urgently
needed to build a sustainable health system for the future.
The legislative basis for social health insurance was set in
July 1993 with the passing of the Citizen’s Health Insurance
Law. It is also affected by the Health Law, the Budget Law,
and the Public Sector Management and Finance Law.
The original structure for collecting and managing social
health insurance reported to the Ministry of Health. However, in 1996 responsibility was transferred to the Social
Insurance General Office (SIGO) which also administers
the country’s social benefits, unemployment insurance,
occupational disability insurance, and state pension.
How social health insurance is structured
Actual operations are carried out by a unit within SIGO, the
Health Insurance Department (HID). The Department is decentralised, with offices in each aimag and the capital taking
responsibility for managing respective local funds.
While SIGO is part of the Ministry of Population Development and Social Protection, it simultaneously falls within
the supervisory mandates of the Ministry of Health, Ministry
of Finance, and the National Social Insurance Council (NSIC)
through the latter’s Health Insurance Sub-Council (HISC).
The NSIC, which reports directly to parliament, is a nine-member body made of representatives from the three ministries,
and three members each from the Confederation of Mongolian Trade Unions (CMTU) and the Mongolian Employers’
Federation (MONEF).

Showcasing health and social protection for development

Figure 1. Lines of responsibility in the national health insurance system
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Who pays in and who is covered
Social health insurance contributions are made in a number
of ways:
	
salary contributions by employees at a rate of 4 percent
of salary, half of which is paid by the employer
	
direct payments by self-employed at a rate of 1 percent
of their income (as stated in their income declaration to
the taxation office)
	
flat-rate direct payments by herders. The annual flat rate
is currently 8,040 MNT (just under USD $4 at current
exchange rates)
	
direct government subsidies for groups such as students,
pensioners with no other income, military personnel, and
citizens receiving social welfare and other support.
In 2010, approximately 84 percent of social health insurance
income was collected from formal employment contributions, 13 percent from the state subsidy, and the remainder
from contributions by herders, students and the unemployed
(Ts. Gantsetseg 2012). Payments are recorded in the ubiquitous
‘blue book’ that each contributor is issued.
According to an economist at the Ministry of Population
Development and Social Protection, ‘It is particularly herders
and people in the informal economy – who are most subject
to accidents and illnesses that require hospitalization and
yet who are least likely to register or make payments into the
health insurance system.’ The government would like to raise
more money from this group, but also wants to keep registration high. ‘The dilemma in policy terms,’ she explains, ‘is that
the flat rate is already very low, but if we raise it even fewer of
them will keep up their payments or register for the system.’

Coverage by the social health insurance has averaged around
80 percent of the population, but this has fluctuated between
a low of 73 percent in 2006 and high of 98.6 percent in 2011.
The latter is due to a special one-time subsidy to herders,
students and unemployed by the Human Development Fund;
in 2012, coverage fell back to 92.2 percent.
Revenues and expenditures
Revenues and expenditures have steadily risen since the early
years, as shown in Figure 2, with revenues growing from
USD 16.7 million in 1995 to USD 122.6 million in 2012, and
expenditures also rising steeply. In all years, revenue has
significantly exceeded expenditure, resulting in a ‘residual’
which is relatively high compared to most social health insurance systems internationally (D. Tumurtogoo et al. 2011).
The care services financed at least in part by social health
insurance has expanded considerably over the years, as has
the number of institutions providing such services. These now
include not only public hospitals, outpatient services and
sanatoria, but private hospitals and pharmacies as well. At
the same time, out-of-pocket payments have risen rapidly
over the past decade, increasing from 15.8 % of total health
expenditures in 2005 to 41.4 % in 2010.
Much of the frontline social health insurance work is carried out by health insurance ‘inspector-doctors’. Their tasks
include ‘checking the quality of health care, resolving complaints of the insured, the eligibility and accuracy of claims
for payment through the social health insurance funds, and
endeavouring to ensure that services provided correspond
to the diagnosis and to official guidelines for management’
(GIZ/SIGO 2011, p.16). In health institutions such as hospitals, information for claims is collected by ‘health insurance
doctors’, who check the paperwork and submit it to SIGO.

>> The ‘blue book’ issued to all social health insurance
contributors.
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Figure 2. Health Insurance Fund revenue and expenditure, 1995–2012
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System under stress: forming the Expert Group

Despite its undoubted achievements – including the extension
of services covered and its consistently positive ‘balance
sheet’ – Mongolia’s social health insurance raised increasing
concerns by the mid-2000s. Citizen’s confidence in the
system was fading, out-of-pocket payments were rising, and
criticisms were increasingly aired in the media by both employer and trade union representatives.

Reform needed
Out-of-pocket payments were becoming serious barriers to
access, resulting in people failing to seek health care when
needed and to follow medical advice when given (ILO et al.
2008). Wealthier citizens were seeking better quality treatments outside the country. On an administrative level, the
traditional line-item budgeting system provided little incentive to raise quality or efficiency.
A number of reviews were carried out during this period to
analyse the situation and suggest solutions, many with assistance from international institutions such as the International
Labour Organisation, World Health Organization (WHO), and
Asian Development Bank (ADB). However, progress towards
reform of social health insurance was limited.
Since 1993, the Citizens’ Health Insurance Law has been
amended nine times, an indication both of political concerns
about social health insurance and the inability to find legisla-

tive solutions. A study by WHO noted, ‘Legal amendments
have often lacked clear objectives or strong justification,
have frequently not been based on sufficient data, evidence
or technical justification, and the process of discussion and
approval of change has not been informed by impact assessment of the proposed changes.’ The study cited a 2006
health insurance law amendment which, although it aimed
to increase universal access to primary health care, actually
resulted in reducing contributions from nomadic herders
and made referrals to secondary and tertiary hospitals more
difficult (WHO 2011, p.26).
Spenders versus hoarders versus contributors
Many of the problems were attributed to SIGO and HID,
notably the latter’s inadequate numbers of personnel, weak
technical capacity, and divided mandate (ADB 2008). Overall,
the organisation focused on fund management rather than
patient’s satisfaction and provision of quality health care to
Mongolians (Weber 2008). A major barrier to progress was
the fragmentation of responsibilities between SIGO, the
Ministry of Health, the Ministry of Social Welfare and Labour,
the Ministry of Finance, and both the National Social Insurance Council and its Sub-Council on Health Insurance.
Part of the problem was an almost inevitable tension
between ‘spenders’ (the Ministry of Health and health care
providers, whose objective was to provide care and treatment) and ‘hoarders’ (SIGO, Ministry of Population Development and Social Protection, and the Ministry of Finance)

Box 3. ‘We cannot get reimbursed’
The head of a district hospital describes an example of inconsistencies and gaps in how social health insurance rules are
applied, and how these affect both citizens and health institutions (Misra 2012, p.12):
‘Take pneumonia for example. 200,000 tugriks is the cost of treating it. If a pregnant woman comes with pneumonia, if
we try and refer her to the maternity house, they say ‘not ready for delivery’, and so refer her back. However because she’s
pregnant it’s considered already funded by the state and so we won’t get any reimbursement [from the social health
insurance]. The maternity houses are fully funded [by the Ministry of Health budget]. But they won’t deal with any secondary problem. So while on paper it’s all laid out, it’s not easy to get reimbursement from the social health insurance people.’
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whose objective was to maintain a positive balance in the
health insurance fund. The Ministry of Health’s being seen
as ‘in charge’ of health financing reform was resented by the
Ministry of Social Welfare and Labour, which strongly felt it
had a role to play on social aspects of reform.
Outside of government, the employers and trade unions felt
they had little influence on either ministry, and therefore
on policy, despite the fact that their members’ contributions
accounted for the majority of the social health insurance
fund. Since the Ministry of Health tended to dominate policy
discussions, yet was unable ‘to play a leading role among different stakeholders’ (WHO 2011, p.33), the result was often
stalemate. In the aimags, the hoarder/spender tension was
replicated between local SIGO branches, health care providers, and stakeholders. As an employer representative on one
local Sub-Council on Health Insurance put it, the Ministry of
Health has an attitude of “you don’t know anything; just approve what we give you.” The Sub-Council looks like it decides
about money but actually it’s a puppet’.

Bringing everyone together
Since 2004, Germany has worked with ILO and WHO in a
Consortium on Social Health Protection in Developing
Countries. In 2007, the Consortium and the Asian Development
Bank began supporting a consultative process aimed at
building consensus in order to reform the Mongolia’s social
health insurance (GTZ et al. 2007).
In April 2008, the government organised a conference with
support from the Consortium and the ADB, bringing all
of the stakeholders together for a wide-ranging discussion
of how to move ahead. As a result, Germany agreed to fund
a three-member independent Expert Group to assist and
advise reform over the following three years.
The three experts were hired, and set up an office in central
Ulaanbaatar (see Box 4.). Although all three had strong professional
ties to the health system whether as physicians or as officials, the
experts benefited from a high degree of freedom since their salaries were paid by GIZ and their mandate was to give independent
advice. The primary ‘client’ for the Expert Group was a national
technical working group on health reform, which reported to the
Mongolian Parliament’s Standing Committee on Social Policy.

Box 4. Choosing the right experts
Ts. Tsolmongerel was the first of the three experts appointed by GIZ, and was responsible for recruiting the other two.
A health economist with experience of large-scale reform projects in the education and health sectors, she knew that the
job required a special set of skills. ‘The level of understanding about social health insurance among decision makers and
stakeholders was varied – amongst some, it was actually quite low. So my two colleagues and I not only needed technical
expertise but also the ability to persuade very different groups of people.’
They first analysed the needs of the different stakeholders, and created a plan
to meet those needs. ‘A legislation specialist has very different information
needs from, say, a representative of the employer’s association,’ she comments.
Tsolmon also had a longer view in mind when she made her selection: she
wanted people who, whatever paths their careers took, were likely to stay ‘in
the business’ and continue to influence social health insurance in the country.

>> Ts. Tsolmongerel, Director of Policy and
Planning Department, Ministry of Health.

‘GIZ’s investment in the Expert Group paid off later on during the reform project,’
she says. ‘Of the original three, one went on to work in Health Systems Financing with the WHO here in Mongolia, and another is now a project manager with
the Asian Development Bank. I went on to lead the reform team until September
2012, when I was put in charge of policy and planning at the Ministry of Health.
All of us have stayed in touch with the project, and have helped in different ways.’
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Filling in the information gaps
One obstacle that the Expert Group had to overcome was that
many decision makers, including members of parliament and
high-level bureaucrats, did not share a common understanding of social health insurance (GVG 2009). At the same time,
there was increasing discussion of private health insurance
both in parliament and in the Mongolian media, resulting in
public debate that was neither balanced nor well-informed.
The Expert Group developed a strategy to promote consensus
by creating a common understanding among stakeholders.
They created factsheets on different aspects of social health
insurance, held business lunches for members of parliament, and ran workshops for ministry and SIGO staff. Health
insurance laws from five other countries (Estonia, Korea,
Kyrgyzstan, Philippines, and Thailand) were translated into
Mongolian. The Expert Group also wrote articles on social
health insurance which were published by major newspapers.
They also organised study tours to expose decision makers
and officials to other social health insurance systems. The
first tour took a mix of MPs, social partners and high-ranking
civil servants to the Philippines in February 2010. This was
followed in May by a visit to Germany, the ‘home’ of social
health insurance, and France by a group of MPs from the
standing committee.
Moving the agenda forward
At relatively little cost (mostly for salaries), the Expert Group
successfully moved the social health insurance agenda forward
by late 2010. Compared to three years before, Mongolian
decision makers were much better informed, and a consensus
was emerging. A WHO paper reported, ‘Today most stakeholders agree in principle to making health insurance an independent agency, although their views vary on what independence should imply’ (WHO 2011, p.10).
The most visible product of the Expert Group’s work was
a set of draft amendments to the Citizens Health Insurance
Law submitted to the Mongolian Parliament’s Standing
Committee on Social Policy in late 2010. These included
measures aimed at creating a more independent, efficient,
and accountable health insurance organisation with an increased purchasing mandate. Unfortunately, the Ministry of
Health separately submitted its own draft to the Parliament
with amendments that did not reflect the Expert Group’s
advice; instead, these amendments suggested making the
social health insurance organisation an implementing agency
of the Ministry of Health rather than an independent body.

16

Try again?
Despite advances during the Expert Group’s term of office,
the hoped-for comprehensive reform of the social health
insurance system had still not been achieved. Even with
increased consensus about the direction the system had to
take, the dominant position of the Ministry of Health over
policy had still not changed, and there was continued tension
with the other partners. One impact of this tension was that
neither set of submitted amendments to the Citizens Health
Insurance Law was fully supported in the coalition cabinet
and the law revision did not seem likely to advance quickly
through Parliament.
So far as the greater public was concerned, nothing had improved. The work of the standing committee and the Expert
Group had largely focused on the governance environment
in which social health insurance was delivered, rather than its
actual delivery. Other problems, notably the rise of out-ofpocket payments, low quality of services covered by social
health insurance, capacity and practices of SIGO, and a host
of other technical and administrative issues still needed to be
addressed.
With the wide backing of stakeholders, the Expert Group
wrote a detailed proposal for a highly ambitious project.
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From assessment to action: the reform project
At the formal request of the Mongolian government, Germany
agreed in early 2011 to fund a project entitled ‘Reform of
the social health insurance.’ The funding allocated was €1.35
million for a three-year period. In contrast to the advisory
mandate and legislative emphasis of the Expert Group, the
project emphasised improving the operational capabilities
of the social insurance system on a sustainable basis. As a
result, the implementing partner for the project was SIGO,
with the Ministry of Social Welfare and Labour as lead
executing agency.

	A comprehensive analysis with
Capacity WORKS

The project term of reference defined four priority areas:

With the collaboration of an international expert, information was collected using a variety of techniques. Four focus
group discussions were carried out with the trade union and
employee associations, health care providers, headquarters
staff of SIGO and HID, and SIGO staff members from local
level. The results were then discussed openly at a joint
debriefing with all participants in April 2011. Interviews
followed with individuals from all stakeholder organisations,
and additionally with staff from eight aimag and six capital
city hospitals. Finally, to further validate the focus groups’
conclusions, a questionnaire surveyed over 40 percent of
staff in charge of health insurance at all levels (D. Tumurtogoo
et al. 2011).

	Reforming the legal and institutional framework
	Strengthening the relevant institutions’ management and
organisational capacities
	Improving access and quality of health care services
provided to contributors
	Strengthening social dialogue and consensus among
stakeholders.
Emphasizing targeted action, the project took a team approach, assembling a group of individuals with expertise in
different aspects of the health field and public administration. Two members of the team, including the Team Leader,
had been members of the Expert Group, ensuring continuity
between the two projects.
The team was given an office on the fifth floor of SIGO headquarters, at the heart of the social health insurance operations. In the words of a SIGO manager interviewed for this
publication, ‘It was good to have the team in the building.
It established a culture of cooperation and inclusion from
the beginning.’

One of the first tasks was an assessment of organisational
bottlenecks in the system. The team used ‘Capacity WORKS’
methodology developed by GIZ (Box 5.) that emphasises
active involvement of stakeholders and organisation staff
(GIZ 2012). Carried out over the first half of 2011, the assessment focused on seven success factors: mandate, environment, structure, resources, management, culture, and results.

The result was an extraordinarily wide-ranging document,
enlivened by quotes from participants. It publicly documented certain important issues for the first time, as well
as highlighting others that had been criticised by previous
reports but had not been rectified. Overall, it showed that
although in good financial shape, the social health insurance
system was in urgent need of change. The following quotes
show the clarity and range of the assessment’s findings:
Mandate (page 16): ‘The failure to separate health care provision and purchase is causing complications which negatively
reflect on the insurance organisation capacity. For instance,
MoH [Minstry of Health, which is] responsible for health care
provision carries out many of the HIO [health insurance organisation] functions (determining benefit package, setting
rates, selecting health organisations) which limits development of insurance organisation.’
Structure (page 24): ‘The number of inspector doctors is
too few, the health care standards used in inspection are outdated and are not renewed regularly in line with the needs;
there are no detailed evidence-based guidelines to monitor
health care quality.’
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Resources (page 43): ‘… the budget is not result-oriented.
During the budgeting process the DoHIIF [now HID] is asked
for inputs but its role is not sufficient. For instance, in 2010
the department proposed to add 49 positions in the HIO but
was rejected by MoF [Ministry of Finance].
Culture (page 44): ‘The focus group discussions and interviews
showed that HI [Health Insurance] inspectors and specialists viewed [maintaining the fund in surplus] as their most
important success factor and their main goal …They do not
give upmost priority to rendering quality services to insured,
improving their satisfaction and subsequently increase HI
coverage.’
Results (page 49): ‘MONEF and CMTU expressed their dissatisfaction with HIO operations, namely their financial transparency and methods, mechanisms and attitude of cooperation
with stakeholders. Hospitals also were not satisfied with the
services provided by insurance organisation and collaboration
between health care providers and HIO except [for] timely
disbursement of funds.’

A key finding was that ‘the most pressing issue of the HIO
is not collection of premiums which is carried out relatively
effectively with low expenses but how to become an effective
purchaser of health care and conduct quality monitoring
on behalf of the insured’. It was also noted that ‘The same
amount of workforce as in 2000 is deployed to carry out
activities of the insurance fund which have increased 4–5
times in 2009,’ a situation that affected productivity, quality
of work, and the reputation of the organisation among both
the insured and greater public.
The assessment made recommendations in all areas of social
health insurance operations, often with comparative examples from other countries; in the case of more politically
sensitive areas (notably governance structure), recommendations provided several options. Finally, it proposed a change
management process (Kotter 1996), with the concrete goal
of developing a mid-term strategy for the health insurance
organisation.

Box 5. Capacity WORKS: building-in cooperation and consensus
Building consensus through social dialogue fits closely with the approach recommended by Capacity WORKS.
As the Capacity WORKS manual puts it (GIZ 2011):
‘The fundamental goal of development cooperation is to achieve negotiated and measurable results that address specific
problems in partner countries. As a rule projects are no longer designed to include just one partner, but involve more
complex configurations of organisations and institutions. These projects are based on a goal-oriented cooperation between
representatives of these organisations, institutions and networks, each of which constitutes a centre of interest, power
or influence in its own right... Since partnerships are entered into on an equal footing, and thus involve non-hierarchical
cooperation, decisions are based on an underlying rationale of mutual dependency.’
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What do the contributors think?
While the assessment was being carried out, an effort was
made to investigate the public’s knowledge and feelings.
A survey, published as ‘Public perception on social health
insurance in Mongolia,’ was conducted between February
and June 2011. It examined such issues as accessibility, user
satisfaction level, and public expectations for service improvements. The sample included 2,900 people from three
aimags, along with two districts of Ulaanbaatar city (Monitoring Center 2011). About 40 percent were employed at
private companies and enterprises, 15 percent were herders,
12.5 percent were self-employed, and the remainder were
retired elders, students, parents looking after infants, and
disadvantaged groups (disabled, impoverished, unemployed).
Qualitative data was collected through focus group discussions.
The survey found that while perceptions varied widely among
the population, the system was not well understood by a
significant number of citizens. Moreover, dissatisfaction with
quality and access to health services (whether funded by
social health insurance or the health budget) was high. Sixty
percent thought that the system was not operating properly.
About 15 percent were not insured or did not know their
health insurance status, while approximately one in ten interviewees (including a third of herders) thought that health
insurance was unnecessary. Feelings about the service provided by the HID were concerning: many people reported
problems such as poor staff attitudes, difficulty in obtaining
information from them, hierarchic practices requiring many
signatures, and the need for multiple visits to HID offices
merely to become registered (Monitoring Center 2011).

Strengthening the organisation
The assessment left little doubt that the HID needed many
internal changes. Among the factors most urgently in need
of change – and where progress might be made relatively
quickly – were the human resources available to do the work
and the management skills to oversee it. Quick successes in
these areas would, it was hoped, also influence organisational cultural and policy environment. Finally, the organisation
needed a strategic plan to guide it through the changes.
How many people do we need?
With a total of 59 staff country-wide, there simply weren’t
enough people in the organisation to do the job. At SIGO
headquarters, there were five staff members devoted to
social health insurance, and the unit head also looked after
occupational disability insurance (another SIGO activity). In
a separate office, 20 staff attached to the Capital City Social
Insurance Department dealt with social health insurance in
Ulaanbaatar. In most of the aimags, single doctor-inspectors
divided their time between health insurance matters and
disability benefits. These numbers had remained the same
since 2000, despite the vast increase in the range of social
health insurance-covered services, number of contributors,
and resulting paperwork. Overtime was endemic, with most
staff working weekends in order to catch up.
All of this changed starting in early 2013, when the number
of staff almost doubled to 122, in line with the assessment’s
recommendations. As one headquarters employee describes
it, ‘Before the change, the five of us at headquarters were
crammed into a small office with out-of-date equipment
shared by two departments. Today, there are 34 headquarters
staff in total including the Capital City staff who were
merged with us, and we have most of three floors in the SIGO
building.’ Each aimag now has a separate health insurance
unit, usually with three people. The increase is all the more
remarkable for having happened at a time when the overall
trend was towards downsizing of the civil service.
In a related initiative, international consultants helped to
develop a human resource strategy for social health insurance
(Zander et al. 2012a). A detailed guide to human resource
development was created, providing a tool for planning not
only staff levels but training needs and career paths well
into the future (Zander et al. 2012b). As with other project
outputs like management training (see below), the planning
tool is applicable not just to social health insurance but more
widely to SIGO as a whole.
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Box 6. ‘Everyone was sceptical’
According to Werner Kosemund, GIZ Mongolia Portfolio Manager and officer
in charge of the project, the initial proposal in early 2011 was received with some
reluctance. ‘None of the international organisations wanted to finance it,’ he remembers. ‘Everyone was sceptical about whether the tensions between the Ministry of Health and Ministry of Social Welfare and Labour would ever be resolved.’
On the other hand, GIZ felt that the approach was right, and that it made sense
to build on previous efforts:

>> Werner Kosemund with B. Otgonjargal,
State Secretary of the Ministry of Population Development and Social Protection,
and chair of the project steering committee.

‘Our overall strategy had been to find entry points at different levels, not just topdown or bottom-up. We counted on the fact that there is a growing ‘cadre’ of
talent at mid-level in the Mongolian government – sophisticated, well-educated
people with international experience. Decision making level is above, implementation is below, but these people have policy influence. They are real change agents
who know everyone and will likely retain influence well into the future.’

The reform project worked through several entry points, notably the implementing organisation itself. ‘The approach
here was capacity building and operational improvement, with a small team of Mongolians embedded in SIGO working
alongside the staff there,’ he says. Yes, there would be foreign involvement through consultants, and advocacy from GIZ
officials with senior decision makers when necessary. But essentially, it was sink or swim: we knew some early successes
by the HID were needed to show the decision makers that whatever their short-term political or bureaucratic interests,
it was in everyone’s interest to make headway on the reforms.’ Building staff self-confidence and motivation, including
through better public understanding of the importance of their work, were crucial parts of achieving quick successes.
He adds that this wasn’t the only entry point, emphasizing that the term includes structures and the people within them.
Thus, it was also important to increase technical capacity among the social partners and selected health providers: ‘We
knew that would help to move discussions to more neutral ground, away from policy issues and more towards fact-based
operational questions, where real progress could be made that everyone could see.’
On GIZ’s recommendation, the German Federal Ministry for Economic Cooperation and Development approved the project. ‘As it turned out,’ Werner reflects, ‘we were lucky: the strong economic climate, the results of the 2012 election, and
strong media interest triggered by the unions and employers’ association all helped make it a success. But at the time, I
would say it was a brave decision.’
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Boosting management skills
With many new employees to be hired and new skills to be
learned by staff, it was clear that a massive training effort
would be required. Accordingly, the project developed a training programme with two ‘packages,’ one aimed at management and institutional development, and the other at quality
management (see next chapter).
The management training package was rolled out across
the country over late 2012 and mid-2013, with a four-day
programme that emphasised ‘learning by doing’. The package
included three modules: (1) concepts and principles of social
health insurance; (2) planning, monitoring and communications skills; and (3) work attitudes including ethics, leadership,
and communication. Trainings emphasised practical tools
such as creating annual operational plans based on a standardised template.
Since the trainings began, other SIGO departments asked for
similar trainings for their managers, and these have been carried out with the cooperation of the team.
Changing organisational culture
A key problem identified by the assessment (and by previous
reviews) was a conceptual one: HID staff shared a ‘hoarder’
ethos that narrowly equated success with a healthy financial
balance in the Health Insurance Fund. As one official put it,
‘The social health insurance acted as an accountant, focussing
on ‘protecting the fund.’ But that isn’t what social protection
is really about: you need to spend it, not just grow it. Especially when the public is asking, ‘What are we getting for our
money?’’

their counterparts in the hospitals: ‘When you are asked to
do something differently, it helps to have new, fast equipment to do it on. We were thinking tactically when we did it:
if we were going to reduce the HI inspectors’ workload, we
also had to affect what the hospital insurance doctors did,
because they generate the work’.
A practical business plan
Developed in a participatory way and approved by the National
Social Insurance Council, the Mid Term Strategy is the first
comprehensive strategic document in the country’s health
insurance history. It offers something that has been missing
for many years: a business plan for the health insurance
organisation.
The Mid Term Strategy systematically addresses the weaknesses identified by the assessment, and provides previously
missing elements including clear statements of values and
working principles (SIGO 2012). It lays out a clear set of
reporting structures and personnel positions for SIGO headquarters, capital city, and aimag levels, including the human
resources required to carry them out. A detailed matrix of activities links objectives to outcomes, assigns responsibilities,
and indicates a year-by-year time-frame for accomplishing
objectives. Revenue and expenditure scenarios are discussed
based on historical performance and potential changes to
contributions policies and operating costs. Finally, in keeping
with the NSIC’s responsibility to monitor its implementation,
the document provides a set of indicators that will allow a
midterm review of the strategy’s progress in 2014 and a final
evaluation in 2016.

The organisation’s new work practices and relationships
with health providers (see next chapter) resulted in a boost
to staff morale. Several staff interviewed for this publication
said they were pleased to no longer be in the role of a ‘policeman’ looking for errors in paperwork, but to have an active
role in improving health care quality. They also appreciated
the team’s participative approach, which encouraged them
to express their needs and ideas.
A further boost occurred when, as part of activities piloted
in four selected hospitals (discussed below), the project provided HID staff and the four pilot hospitals with new computers, printers and desks. A team member suggests that, like
the quality management training, the new equipment had the
added benefit of providing a bridge between HID staff and
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Box 7. ‘It was a challenge to grasp the new direction.’
‘I’m an example of what needed to be changed,’ smiles R. Naranchimeg, director of the HID. ‘Before the project started,
I thought the social health insurance system was basically okay, and overtime was just part of the job. It was a challenge to
grasp the new direction.’
Originally an obstetrician, R. Naranchimeg worked for over ten years in Arkhangai amaig’s Department of Health. She
became the head of the Capital City’s social health insurance division in 2004, then moved to her current job in 2012.
Her impression of previous reform projects made her sceptical: ‘Experts troop
in, surveys are done, staff suddenly have to do a lot of extra work, and a few
months later some big report full of criticism arrives. Then nothing changes.’
This project was different, she says, because of the participative approach. She
mentions the importance of the study tours as a learning experience: ‘I went on
the tour to Taiwan and it was a revelation to see how health data was processed
down the chain, from the moment the patient entered the hospital. It made us
aware of how our own software could be improved.’ Another thing that made the
project different was its emphasis on tangible results. As examples of the latter,
she mentions the activities piloted with four major hospitals, the new contract
with health providers, and the new midterm strategy. The latter is crucial, she
says, because ‘it is like having a North Star to navigate by. It actually makes
everything else understandable.’

>> R. Naranchimeg, Director of the Health
Insurance Department, SIGO.

She is especially pleased with the rise in morale, and that staff are now suggesting their own ideas for improving services
and work practices. The project made the organisation more proactive at all levels, she thinks. ‘For instance, we are doing
more social communications with the public – and we know it is working because there has been a rise in consumption
of medicines on the Essential Drugs List.’
But the relationship with the political level and social partners has changed too. ‘It used to be that we civil servants had
no idea what was going on in Parliament, and legislation would just ‘happen’’, she says. ‘But we have been very involved
with the new social health insurance legislation, and we are aware how important it is to keep all stakeholders informed
if the changes are going to continue. That includes informing the insured about the new legislation when it is passed.’
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Improving the quality of services
A social partner interviewed for this publication commented,
‘I don’t believe the essential problem is the amount people
have to pay but the quality of the care they receive. People
would be willing to pay more, and happily, if the services were
better.’ This highlights one of the most urgent challenges facing Mongolia’s social health insurance: the quality of services
offered to contributors. It also points to one of the solutions:
while a social health insurance organisation does not provide
the services, it can – by exercising its function as a purchasing
agency – be a powerful force for improving their quality.
Quality issues within the HID were reviewed during 2011
using a methodology promoted by the World Health Organization and the International Society for Quality in Health
Care (WHO & ISQua 2003). The process included workshops
and consultations with SIGO staff, with assistance from
national and international experts. After an assessment was
produced in the middle of the year (GIZ/SIGO 2011), work
began to develop a continuous quality improvement programme. This was supported by two training ‘packages’ conducted in March 2012 and April-May 2013. In addition, 12
inspector-doctors from a range of HID offices were sent on
study tour to observe quality assurance practices in Taiwan.
New tools and practices
As recommended by the assessment, a number of tools and
practices were developed to support quality improvement
efforts. The tools, already used successfully in other countries,
were developed with the assistance of international experts
and authorities, including one of Germany’s largest health
insurance funds (Schmidt & AOK-Consult 2011). The tools
include:
 etailed contracts between SIGO and health care proD
viders. Among other provisions, the contracts give clear,
mutually-agreed instructions to hospitals to increase use
of clinical guidelines and standards, and develop working
plans for continuous quality improvement
	
Redesign and reorganisation of claims submissions and
control processes, including new software and the use of
logarithms to identify errors and irregularities.
	
Redesign of hospital inspections, with protocols and
checklists to ensure consistency over time and focus attention on areas that need work.

 atient satisfaction surveys. These are not only quality
P
control tools, but help monitor compliance with contracts. For example, they identify cases where patients
have made out-of-pocket payments for services that
should have been covered by social health insurance.
 peer review process to resolve disputes over payments.
A
This independent, mutually acceptable means of resolving conflicts between the HID and health providers also
constitutes a learning mechanism for improving practices
and avoiding future errors.
Working closely with SIGO and the Ministry of Health, the
team designed a one-year pilot programme which began in
early 2012 to try out the new tools and practices with four
hospitals (three public and one private) in Ulaanbaatar. The
pilot exemplified the reform project’s ‘learning by doing’ approach, and involved close cooperation between SIGO staff
and the hospitals.
A staff member who was deeply involved in the pilot programme says, ‘The old contracts between SIGO and hospitals
were mostly symbolic – a couple of pages, mostly dealing
with payment schedules.’ In contrast, the new ones are
detailed documents setting out the responsibilities of both
sides, with a set of 40 indicators to monitor activities. ‘We
used contracts from Australia, Germany, Korea and New
Zealand as models. So what we have are ‘live’ documents
that fit actual needs, and which are in line with international
standards.’
Soon after the pilot began, a marked change was observed
in the claims control workload. The new claims checking
software led to decreases of approximately 40–50 percent
in the purely clerical aspects of the process, permitting
inspection staff to shift their attention to more qualitative
questions. For example, recurring errors are now being investigated with a view to solving any underlying problems.
The pilot programme permitted inspectors and hospital staff
to use the new tools and to work together to improve them.
These improvements were incorporated in quality inspection
trainings held in early 2012 and the first half of 2013. The
new contracts have been renewed in the pilot hospitals and
from 2014 the new approaches will be rolled out across the
country.
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Box 8. A new relationship between hospitals and social health insurance
For many health insurance inspector-doctors and their counterparts in hospitals, the reorganisation of claim control
makes the biggest contribution to the work they do. In the past, in order to be reimbursed for treatments covered by
social health insurance, each hospital had to send the medical records of each case to the SIGO offices for checking by
inspectors. Physically, this involved large amounts of paper that were often transported in suitcases or cardboard boxes.
The case documents were originals, with no provision for making copies or for patient confidentiality.
L. Undarmaa is the Health Insurance Doctor at the First State Hospital in Ulaanbaatar, one of the pilot hospitals. She remembers, ‘Each month, we used to send 1,600 patient reports to the city health insurance office, where they had to enter
all the necessary data onto spreadsheets and then check for errors – mostly for payment errors, which was their focus.
There was so much paperwork that they were always working on the weekends. We used to joke, “Your punishment is to
be a health insurance inspector!”’
Today, she says, claims control is totally changed.
‘We send data to SIGO by internet, and they have
software to do most of the checking for arithmetic errors. The inspectors now can spend more of
their time on actual issues of treatment quality.
If there is a conflict – if they think a claim is not
justified – they can bring it up face-to-face here at
the hospital, because they now have time to visit
at least once a month. The whole relationship has
changed: in fact, now we can have relationship
rather than just arguing about payments.’
>> L. Undarmaa (second from the left), with her colleagues M. Uranchimeg,
G. Enkhee, and J. Battuul in the insurance office of First Central Hospital.
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Social dialogue: breaking the stalemate
For over a decade, an underlying obstacle to progress has
been the stakeholders’ inability to agree on where the social
health insurance system needed to go, how to get there,
and even the terms under which these problems might be
debated. The Expert Group attempted to tackle the first
two issues by providing neutral information to all stakeholders in support of legislative reform. By 2010, however, despite considerable progress in informing stakeholders, a lack
of genuine social dialogue had once again led to a stalemate.
Information wasn’t enough: the terms of the discussion had
to change, including the power balance between the stakeholders involved.
Changing the balance
In keeping with the project’s emphasis on hard evidence,
two assessments were carried out. The first was a broad
situation assessment, and the second a detailed analysis of
the stakeholders’ structures and personnel in order to see
how their capacity for dialogue could be strengthened. The
Health Insurance Sub-Council (HISC) was examined in detail,
highlighting its passive role and inability to steer dialogue at
national or local level. The analysis revealed that the social
partners did not have sufficient staff, technical knowledge,
or the internal mandate to participate meaningfully in HISC
meetings, particularly at local levels. As a result, most decisions about issues such as tariff setting, benefits package
definition and choice of health care provider were taken by
Ministry of Health personnel.
In response to the assessments, a programme to build consensus was developed with the assistance of the team and proposed jointly by the principal social partners, the trade union
confederation (CMTU) and employers’ association (MONEF).
The formal goal was to expand stakeholders’ opportunities
to participate equally in the debate that had hitherto been
dominated by government. The programme aimed to help
the CMTU and MONEF deepen their understanding of social
health insurance, document their positions in concept papers,
and reinforce the structure and management of social dialogue.
Additionally, both MONEF and CMTU formally incorporated
social health insurance into their operational planning, and
began to carry out individual and joint activities on social
health insurance such as the development of their concept
papers and implementing social health insurance training
activities among their members.

It all comes together: the strategic planning process
One of the reform project’s most prominent legacies was
the process that led to the creation and endorsement of a
Long Term Strategic Plan to guide Mongolia’s social health
insurance into the future. This process was facilitated by GIZ
experts under the umbrella of the P4H Network, a global
network of development partners in which Germany is a
member (WHO 2013b). Holger Thies, a GIZ staff member
who works extensively with P4H, made a series of visits to
Mongolia over the course of 2012; later on, he was joined by
his colleague Viktoria Rabovskaja.
The process brought together officials from all stakeholder
organisations, as well as major hospitals, prominent Mongolian academics, and international organisations such as
ADB, WHO and the World Bank. Three structured workshops
were held in May, July, and October 2012, during which
sub-working groups began to draft texts on key aspects of
the social health insurance system. The list of subjects was
chosen by participants during the first meeting, and eventually became the seven chapters of the Strategy. All attending organisations were invited to participate in any working
group they chose, and chairpersons of working groups were
chosen from among participants according to their interest
or expertise (see Box 9.).
The inclusiveness of the process was emphasised in late
October when a National Forum on Social Insurance was
held in Ulaanbaatar. The Forum’s second day was devoted
entirely to social health insurance, and was attended by 250
stakeholders including SIGO staff from the aimag and soum
levels.
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Box 9. Social dialogue isn’t always smooth or easy
‘I believe strongly in social dialogue,’ says D. Narmandakh, of the Mongolian
Employers’ Federation (MONEF). ‘It isn’t always smooth or easy, and we don’t
have a long depth of experience with it in this country – remember, the communist system didn’t recognise civil society as an independent entity. But there
is a genuine willingness to listen in Mongolia, as we’ve proved with our tripartite approach to labour relations. The Long Term Strategy on the development
of the health insurance is another example of this.’
An engineer and economist, Narmandakh has been on both sides of the negotiating table, having also worked for Ministry of Labour and trade union confederation CMTU over his long career. He has been involved with social health
insurance in one way or another since its inception in 1994, and currently sits
on the Sub-Council on Health Insurance, as does the president of the CMTU.

>> Narmandakh, Head of Industrial
Relations Department, Mongolian
Employers’ Federation (MONEF)

‘MONEF has over 8,000 member entities, most of which are small and medium
enterprises from across Mongolia,’ he explains. That includes a growing number
of private health providers, including hospitals and all retail pharmacies.
During the drafting process of the Long Term Strategic Plan, Narmandakh co-chaired the sub-working group working
on the private health insurance chapter. ‘Much of what you see in that chapter comes from MONEF, and we had a lot of
input into the governance chapter as well. We wanted to ensure that private health providers become equal players, and
that private health insurance is available to Mongolians, just as it is in Germany and other well-run systems.’
Although there are many unresolved issues between the public and private sectors, he emphasises that MONEF and the
CMTU were in broad agreement on most major issues covered by the Long Term Strategy, particularly on governance
and quality assurance issues, and on the need to control out-of-pocket costs to contributors. In fact, he says, it was joint
pressure from the two social partners that got the strategic planning process off the ground and ensured it remained
a political priority. ‘We have different ideas about how to provide it, but for both of us, the objective is the same: social
health insurance should finance the services that people want, and at an international standard.’
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Keeping the process on track
The strategic planning process was not without its moments
of drama. Early on, potentially damaging differences in opinion arose between the Ministry of Health and Ministry of Social Welfare and Labour about which ministry was leading the
process. The conflict was successfully mediated with the help
of the international experts, and the two ministries jointly
passed the order establishing a working group to develop the
long term strategic plan.

‘As a result, the stakeholders were able to integrate their
positions in the interests of the population and define main
principles of the Government of Mongolia for the development
of the social health insurance scheme of Mongolia for the
coming ten years as well as policy objectives and strategies to
achieve UHC and to accelerate the sustainable development
of the social health protection system.’

Electoral politics also complicated the process: following
the parliamentary elections of June 2012, the Ministry of
Social Welfare and Labour – a major stakeholder as the
ministry responsible for SIGO – was divided up, with social
welfare issues being assigned to the newly formed Ministry
of Population Development and Social Protection. For a
while it was uncertain whether shifting government priorities
and personnel changes among key civil servants would derail
the work, but in the end the cabinet and the leadership in
both ministries continued to support the process, although
there were some slight delays.
Using the texts provided by the sub-working groups, the
working group and the project team compiled the final draft
of the Long Term Strategy, which was submitted to the cabinet. It was approved on 13 April 2013.
Compared to the Mid Term Strategy, which is essentially a
business plan focussed on the health insurance organisation,
the Long Term Strategy is a visionary document that looks at
least three electoral cycles ahead into the future. As stated
in its foreword, signed by the Minister of Population Development and Social Protection, the Long Term Strategy aims
to guide Mongolia’s social health insurance system towards ‘a
whole new level… based on principles of solidarity, governance transparency, insured-centeredness and safe and reliable
healthcare’ (SIGO 2013, p.7). It explicitly aligns the Mongolian
social health insurance system with the World Health Organization’s concept of Universal Health Coverage (UHC). Lauding
the role of social dialogue, the first chapter concludes:
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Box 10. ‘If someone else writes it for you, it won’t be implemented.’
When the idea of hiring a foreign expert was first suggested, L. Munkhzul assumed her work as secretary of the working
group to develop the long term strategic plan would be made a lot easier. ‘I expected a very high-calibre professional
with ‘canned’ ideas based on his/her experiences elsewhere to come and write a draft for us to work on.’
As it turned out, Munkhzul recalls ruefully, P4H’s Holger Thies had a different idea about how the process would work.
His job was to facilitate informed debate; it was the Mongolians’ job to write the text, which meant a huge editing job for
Munkhzul and the project team. ‘In the end,’ Munkhzul says, ‘about 50 people wrote it, to the point that in many parts
of the document I can’t identify exactly who wrote what.’
Munkhzul is a labour economist, with an MA in economics from Sydney University in Australia and many years of experience working on social protection
policy. She says this project’s approach of actively involving all the related
parties was the key to the successful result. ‘With something this big, and with
such differing interests and stakeholders, you need to let people contribute the
things they really know about.’
But more than that, she adds, the approach enables people to see the ‘big picture’
of what would benefit the system as a whole. ‘Because so many people and
institutions contributed to the Long Term Strategy and worked on parts that
weren’t strictly speaking theirs, they trusted us to put the whole thing together
and were willing to sign off on it.’ It taught her an important lesson, she says:
‘If someone else writes it for you, it won’t be implemented.’
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>> L. Munkhzul, Director of Social
Protection Policy Implementation and
Coordination Department, Ministry of
Population Development and Social
Protection
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Legislative reform at last?
Since it was passed in 1993, the Citizen’s Health Insurance
Law has been amended numerous times. However, these
amendments have all been relatively ad hoc, without a deepseated vision of how to build and maintain a modern social
health insurance system in a rapidly changing Mongolia. As
described earlier, the amendments proposed in 2010 did not
reflect consensus among all stakeholders nor, in certain essential aspects, the advice of the Expert Group.
The activities of the reform project revitalised the legislative
process however, and two proposed versions for an amended
Citizen’s Health Insurance Law are currently being discussed
in Parliament. One version is proposed by the Minister of
Population Development and Social Protection, S. Erdene,
whose ministry currently houses SIGO; the second is proposed
by the former president of the Confederation of Mongolian
Trade Unions, S. Ganbaatar, who was elected to Parliament
as an independent Member of Parliament in 2012.

According to an official closely involved in the process, it is
likely that during the parliamentary process for debating and
refining legislation, aspects of both drafts may be adopted.
She adds, ‘Whichever version of the Law is passed, the organisation will be much more autonomous than it is now, and
will be able to carry out the major reforms spelled out in
the Long Term Strategy. And there is now a high degree of
agreement among Mongolian experts and social partners
about the value of an independent social health insurance
organisation. Perhaps there won’t be a fully independent
organisation this time around, but it will come.’

The two versions reflect the progress made towards consensus. Both aim to focus the amended Law on contributors by
putting their rights and responsibilities in the first chapter, in
contrast to the existing Law which begins with institutional
arrangements. Both drafts also aim to reduce current ambiguities and functional overlaps, and propose clearer lines of
accountability by having Parliament create an independent
National Council for Social Health Insurance (NCSHI). The
significant differences between the two versions concern the
autonomy of social health insurance institutions:
 he first version would keep the social health insurance
T
organisation as a semi-autonomous organisation within
SIGO, retain the Ministry of Population Development
and Social Protection’s responsibility for social health
insurance policy and strategy, and give the Ministry the
power to appoint the head of the organisation.
 he second version gives full autonomy to the social
T
health insurance organisation under the NSCHI, which
would appoint the organisation’s head and take responsibility for policy and strategy.
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Results
Rolling out reform: a visit to Tov aimag
In the course of researching this publication, the writer visited Zuunmod (population 17,600), the capital of Tov aimag,
in order to see what impact the reform project was having
outside of Ulaanbaatar.
Inspector-doctor G. Bayarsuren has just realised we are being
followed. Pausing by the fountain in Zuunmod’s central park
as we walk to the aimag hospital, she spots a young woman
holding a blue social health insurance booklet and realizes
we saw her a few moments before, outside the office at the
SIGO building. ‘Can I help you?’ asks Bayarsuren.
Slightly intimidated by the presence of a foreigner carrying a
notebook, the young woman begins a complicated question:
she recently graduated from the local vocational training
centre, and she hasn’t been paying her social health insurance
contributions regularly, but she just made a payment because
she needs dental care and … Bayarsuren listens patiently, tells
the young woman who she needs to talk to at the SIGO office, and resumes her walk.
‘That’s fairly typical, actually,’ says Bayarsuren. Many people
don’t see the point of making contributions to social health
insurance until they need something, especially when they
have to queue to get their blue book stamped. (It is different
for those in regular jobs, whose employers look after the
contributions). ‘And frankly, the system is complicated. There
is a lot of confusion about the benefits package – what is
covered by social health insurance, what is covered by the
health system, and what must be paid for out-of-pocket.’
Although it is still scaling up across the country, the reform
project has already made a big difference to inspector-doctors
like Bayarsuren working in the aimags. A specialist in internal

medicine who joined SIGO seven years ago, she used to work
alone at the Tov aimag office, dividing her time between social health insurance and labour accreditation. But now she is
part of a three-person social health insurance unit, and concentrates her time on quality inspection and expenditures.
Bayarsuren is particularly enthusiastic about the planning
template she learned to use at the four-day management
training she attended in Darkhan aimag in late 2012. ‘That
had an immediate benefit for me,’ she says, ‘because it gave
me a spreadsheet I can use to plan activities, outputs and
budgets for the year. The training was good not just because
of the content but because it left me with a network of other
doctor-inspectors I can email or call to discuss problems or
ideas about how to improve things.’ She looks forward to the
new claims checking software, which she learned to use during the quality improvement training, and to online filing of
claims from the hospitals, pharmacies and other care providers. She is also impatient for the peer review process, which
she believes will help to resolve differences that occasionally
arise with hospitals.
The hospital is a bright, airy building providing secondarylevel health services for the whole aimag. There we meet
the newly appointed director A. Chuluuntsetseg and two of
her colleagues. Chuluuntsetseg says the sometimes tense
relationship between care providers and the social insurance
system seems to be changing fast: ‘The first official visit I
received when I was appointed was from the local SIGO office – and it wasn’t to dispute a claim!’ She adds that ‘About
40 percent of our budget comes from social health insurance,
so of course we need to be accountable for it. It used to be
that the money came whether care was good or bad. Obviously,
that had to change.’

>> Inspector Doctor G. Bayarsuren with social health
insurance contributor B. Bayartsetseg.
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>> L. to r.: Tov aimag hospital in the town of Zuunmod
>> At Tov aimag hospital: health insurance doctor
B. Munkhtuya, Hospital director A. Chuluuntsetseg,
Quality Team Leader N. Gantsetseg.

Quality Team Leader N. Gantsetseg became aware of the
reform project’s activities late in 2011. ‘The SIGO doctorinspector came back from their quality training session with
a lot of ideas about how they could work more closely with
us,’ she says. She has observed consistent changes since that
time. ‘For example, it really helps that there are a new set of
indicators to work with, because it gives the Quality Team
more leverage to improve services here within the hospital.’
She too is enthusiastic about the new contracts: ‘That short
document we had before was signed automatically and had
very little impact. The new one is something substantial that
is discussed by four people – two from the hospital and two
from SIGO. You can actually talk about specifics when you
do that.’

public. ‘We have started doing more social marketing to inform people about what their rights and duties are regarding
social health insurance,’ she says, ‘including local advertising on TV. But we clearly have a lot more to do in informing
people – and we are going to, because that is now part of our
operational plan.’

Before leaving the hospital we stop to talk to some patients
in the internal medicine ward. By and large, they aren’t happy
with the social insurance, they say. They have to pay for it,
but what does it do for them? Bayarsuren mentions the
medicines on the Essential Drugs List, which are discounted
by 80 %. ‘Yes,’ one of them replies, ‘we know about that, but
what else do we get?’ They are surprised to hear that the services they are currently receiving at the hospital as in-patients
are largely paid for by social health insurance. ‘I thought that
the government paid for that,’ says another.

Choosing the correct entry points. GIZ staff who have been
involved with the project over the years emphasise that a key
success factor was the choice of ‘entry points’ – the people
and institutions chosen to receive support. The members of
the expert group were highly educated, motivated and wellconnected people who were not only likely to continue to be
involved with social health insurance but also to rise in influence within relevant institutions. They were able to establish
themselves as a neutral, trusted source of information for the
various stakeholders, and to considerably advance the level
of information and consensus around social health insurance in Mongolia. In the reform project, the main entry point
(literally, in terms of the project team’s location) was the
organisation that administers social health insurance. Rapid,
tangible successes in improving the HIDs’ performance,

As we take our leave, Bayarsuren wryly comments that our
encounters with these patients and the young woman in the
park prove how far the social health insurance still has to go,
not just in improving services but in communicating with the

Lessons learned
The activities supported by Germany to reform Mongolia’s
social health insurance have produced a wide variety of
lessons learned, many of which may be applicable to other
countries.

>> SIGO staff provide information on social health insurance to
a contributor at a social communications event in April 2012.
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morale, and its working relationship with the health system
and stakeholders reinforced the consensus building process
that eventually culminated in the adoption of the Long Term
Strategy for Social Health Insurance.
Learning by doing. The reform project’s emphasis on capacity building gave its activities an orientation towards participatory learning and action. The international experts brought
in by the project helped develop practical tools based on experience in other countries, but these were adapted with the
active participation of Mongolian experts and institutions.
The lessons learned in pilots and first development phases
were integrated into the next steps and rolled into the training packages. Again, this provided the headquarters, capital
city and aimag units of the HID with immediate benefits in
terms of workload and morale, as well as their effectiveness
in doing their jobs.
Using foreign influence sparingly, but effectively. Both the
Expert Group and the project team operated with considerable
autonomy within the parameters of their terms of reference:
this meant that the Mongolians ‘ran the show.’ At certain moments, however, the ‘good offices’ of the international experts,
GIZ officials, and international partners such as the WHO
were all helpful in resolving conflicts or supporting the Expert
Group and project team in their interventions with decision
makers. This was most visible in mediation between the two
line ministries carried out in the early stages of the strategic
planning process.
Addressing power issues. Current Project Team Leader
D. Tumurtogoo, who was previously a member of the Expert
Group, points out that the reform project helped to re-balance the power relationships that had reigned in the social
health insurance sector since the 1990s. ‘The two ministries
that used to always be in conflict have a clearer division of

responsibilities now. The Ministry of Health has ceded its
former monopoly on policy, and the Ministry of Population
Development and Social Protection is now more proactive
and engaged in building up the HID as an effective purchasing agency,’ he says. ‘But look at the position of the social
partners too. The ministries used to expect them to play a
passive role, even though the constituencies that MONEF
and the CMTU represented paid for 80 percent of the fund.
Today they take a much stronger role, and the ministries accept that they can and should do so.’

A solid foundation for the future
Although the reform project finishes at the end of 2013,
it should not be seen as the end of the process that began
with the appointment of the Expert Group in 2008. All of
the people interviewed for this publication stress the vast
amount that remains to be done, and caution that a number
of contentious issues have not yet been fully addressed.
Examples include the levels of contributions to be collected
by different social groups, the balance between public and
private sector in the health sector, and the ultimate status of
the social health insurance organisation, which has yet to be
resolved.
The Long Term Strategy sets out its vision of a stable and
much-expanded system that is understood and valued by
citizens, and which covers all social groups. Much of this
assumes that Mongolia’s rapid rates of growth will continue,
permitting the health system to keep up with rising demand
and expectations. Yet whatever happens with the economy,
the changes made by the reform project provide a strong
foundation for bringing Mongolia’s social health insurance
up to world standards of good practice. This should in turn
work to improve the health system as a whole.

>> Team leader D. Tumurtogoo (far right) and his colleagues B.
Ganbat, B. Munkhbayar, E. Erdenekhishig, Sabine Renggli, and
B. Purevsuren.
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In particular, the reform project has set in motion several
changes that bode well for the future if they are sustained.
First, the organisational changes, new skills and increased
resources available to the HID – guided by ‘North Star’ that is
the Mid Term Strategy – promise to turn it into a much more
efficient and effective social health insurance organisation,
with a strong sense of purpose. Second, practical tools such as
the new contracts and claims management systems are transforming the organisation’s working relationships with hospitals
and other health care providers, changing its role from es-

sentially accounting or policing to one focused on improving
the quality of health services that Mongolians pay for through
their social health insurance contributions. Finally, the Long
Term Strategy and proposed legislative amendments reflect a
vision for social health insurance that goes beyond the shortterm political considerations of a single electoral cycle.
All of this has been achieved with a high degree of social
consensus, which is probably the most important guarantor
of success in the future.

Box 11. A good example for other sectors of Mongolian society
‘The reform project has changed the way we approach social health insurance,’
says Kh. Amgalanbaatar. Recently appointed president of the Confederation of
Mongolian Trade Unions (CMTU), Amgalanbaatar has been involved with social
health insurance for many years, and has been a member of the Sub-Council on
Health Insurance since 2007. ‘The project exposed us to international practices,
which was valuable of course – several of our members went on the study tours,
for example the one to Germany in 2012 and found them extremely useful. We
saw with our own eyes and were able to compare it with our own social health
insurance system in Mongolia, which helped us to jointly define ways to improve it.’
The CMTU is the umbrella organisation protecting the interests of the country’s
450,000 trade unionists, and covers about 40 percent of employees. ‘We’ve
>> Kh. Amgalanbaatar, President of the
been at the forefront of calling for social health insurance reform over the seven
Confederation of Mongolian Trade Unions
years and taking concrete steps,’ says Amgalanbaatar, ‘but we had a narrow
viewpoint of what was needed – essentially, legal reform and a better benefit package. The social dialogue process helped
open up the discussion, making it possible for us, the government, and employers to talk about the bigger picture based
on some real knowledge.’
Equally important, social health insurance took on a much higher profile with the public. One reason is that his predecessor as CMTU president, S. Ganbaatar, is now a Member of Parliament and has become a prominent proponent of social
health insurance reform. But Amgalanbaatar also mentions the social communications activities that accompanied the
reform project, and its emphasis on open, informed discussion. This yielded concrete results in raising public awareness.
‘Just a few years ago,’ he says, ‘it was hard for us to get information on social health insurance – and remember, I was a
member of the Sub-Council on Health Insurance! Today the system is much more transparent, with a lot of information
available to everyone.’ He feels this is something with wider importance for the way Mongolia is governed: ‘Of course
governments need to keep some secrets, but public services should be public with their information. It actually impedes
national development if they aren’t. The beginning of reforms in social health insurance is now a good example for other
sectors of Mongolian society. It would be good if other sectors were so open.’
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Peer Review
The German Health Practice Collection has established criteria
that programmes and projects must meet to qualify for publication as part of this series. The two expert reviewers of this
report provided positive judgements regarding seven of the
eight criteria (see Box 12.), but did not feel able to comment
on the gender awareness of the project.

Box 12. Criteria of the German Health Practice Collection
effectiveness
transferability
participatory and empowering approach
gender awareness
quality of monitoring and evaluation
innovation
comparative cost-effectiveness
sustainability
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As regards specific comments, one reviewer noted that the
participation and empowerment criterion seemed to be
particularly well exemplified by this project, notably in its
emphasis on ‘learning by doing’ and knowledge transfer.
The reviewer connected this empowerment with the future
sustainability of the reforms undertaken during the project’s
three-year operating period. Sustainability was also been
supported, he felt, because of ‘the direct involvement and
lead role of local experts …[The] work is owned by the country,
which is critically important for sustainability.’
Both reviewers commented that the project amply met the
criteria of cost-effectiveness. One noted that Germany’s
relatively modest financial support appeared to have enabled
a considerable level of local Mongolian resources to be mobilised, with what he described as ‘a broad variety of results.’
Both felt that the overall strategy of encouraging social
dialogue among all stakeholders was transferable and therefore of potential benefit to policymakers and practitioners
in other countries. One interviewer suggested that this was
important at the current moment ‘given the fact that in many
countries, health systems are under reform.’

Showcasing health and social protection for development

References
ADB, 2008. Mongolia: Health and Social Protection,
Asian Development Bank. Available at:
http://www.oecd.org/countries/mongolia/42227662.pdf
Carrin, G. & James, C., 2004. Reaching universal coverage via
social health insurance: key design features in the transition
period. Geneva: WHO. Available at:
http://apps.who.int/iris/handle/10665/69018
D. Tumurtogoo, B. Purevsuren & Schmidt, S., 2011.
Organisational Assessment on the Mongolian Social Health
Insurance System. Ulaanbaatar: SIGO/GIZ.
GIZ, 2011. Capacity WORKS: The Management Model for
Sustainable Development. Available at: http://www.giz.de/
en/downloads/gtz2009-en-capacity-works-manual.pdf
GIZ, 2012. Capacity WORKS. Available at:
http://www.giz.de/en/ourservices/1544.html
GIZ/SIGO, 2011. Assessment on Social Health Insurance System
in Health Service Quality for the Insured. Ulaanbaatar: GIZ.
Gottret, P.E. & Schieber, G.J., 2006. Health financing revisited.
Washington: World Bank.
GTZ, ILO & WHO, 2007. GTZ/ILO/WHO Consortium
on Social Health Protection: Our Work. Available at:
http://www.socialhealthprotection.org/our_work.php
GVG, 2009. Third Health Sector Development Project:
Inception Report, ADB/Ministry of Health. Available at:
http://www.forum.mn/res_mat/res_mat-120.pdf
ILO et al., 2008. Strengthening the Capacity and Multi-Sector
Collaboration to Improve Social Health Insurance in Mongolia
(Final Report). Available at:
http://www.socialhealthprotection.org
Kotter, J.P., 1996. Leading change. Boston, MA: Harvard
Business School Press.
Misra, S., 2012. Report of a Study on Gender and Health with
a Focus on Social Health Insurance. Ulaanbaatar: GIZ.

Savedoff, W.D., 2004. Is there a case for social insurance?
Health Policy and Planning, 19(3), pp.183–184.
Schmidt, H. & AOK-Consult, 2011. Providing Technical
Guidance and Support to the Social Insurance General Office.
Ulaanbaatar: GIZ.
SIGO, 2012. Social Health Insurance Midterm Development
Strategy 2012–2016 for Social Insurance Organisation.
Ulaanbaatar: SIGO.
SIGO, 2013. Long Term Strategy for the Development of the
Health Insurance of Mongolia, 2013–2022. Ulaanbaatar: SIGO.
Ts. Gantsetseg, 2012. Mongolian experience: Health
Insurance Fund Revenue Collection (workshop presentation,
9 December 2012). Ulaanbaatar: SIGO.
Weber, A., 2008. Introductory Remarks on Mongolian Health
Insurance: Strengthening the Capacity and Multi-Sector
Collaboration to Improve Social Health Insurance in Mongolia.
Available at: http://www.socialhealthprotection.org
WHO, 2011. A health financing review of Mongolia with
a focus on social health insurance. Geneva: World Health
Organization.
WHO, 2013a. What is universal health coverage? Available at:
http://www.who.int/features/qa/universal_health_coverage/
en/index.html
WHO, 2013b. P4H – Social Health Protection Network.
Available at: http://www.who.int/providingforhealth/en/
WHO & ISQua, 2003. Quality and accreditation in health care
services: a global review. Geneva: World Health Organization.
Zander, H., B. Purevsuren & D. Tumurtogoo, 2012a. Guide to
human resource development in the Health Insurance Mongolia.
Ulaanbaatar: GIZ/SIGO.
Zander, H., B. Purevsuren & D. Tumurtogoo, 2012b. Rapid
Assessment of Human Resources Situation for the Mongolian
Social Health Insurance System. Ulaanbaatar: GIZ/SIGO.

Monitoring Center, 2011. Public Perception Survey on Social
Health Insurance in Mongolia. Ulaanbaatar: GIZ.

35

Published by
Deutsche Gesellschaft für
Internationale Zusammenarbeit (GIZ) GmbH
German Health Practice Collection
Registered offices
Bonn and Eschborn, Germany
Programme to Foster Innovation, Learning and Evidence
in HIV and Health Programmes of German Development Cooperation (PROFILE)
Friedrich-Ebert-Allee 40 			
53113 Bonn, Germany 			
Tel. +49 228 44 60 - 0 			
Fax +49 228 44 60 - 17 66			

Dag-Hammarskjöld-Weg 1–5
65726 Eschborn, Germany
Tel. +49 6196 79 - 0
Fax +49 6196 79 - 1115

ghpc@giz.de
www.health.bmz.de/good-practices
Writer
Andrew Wilson
Design and layout
www.golzundfritz.com
Printed by
Top Kopie
Photographs
Cover, p. 8, 9, 22; © SIGO
p. 20, 31 (bottom); © GIZ Mongolia
p. 12, 15, 24, 26, 28, 30, 31 (top), 32, 33; © GIZ/ Andrew Wilson
As at: December 2013
GIZ is responsible for the content of this publication.
On behalf of
Federal Ministry for Economic Cooperation and Development (BMZ);
Health; population policy
Addresses of the BMZ offices
BMZ Bonn				BMZ Berlin
Dahlmannstraße 4				Stresemannstraße 94
53113 Bonn, Germany			
10963 Berlin, Germany
Tel. +49 228 99 535 - 0			
Tel. +49 30 18 535 - 0
Fax +49 228 99 535 - 3500			
Fax +49 30 18 535 - 2501
poststelle@bmz.bund.de
www.bmz.de

