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1

Detailed situation analysis

1.1

Output 1: Early identification1 of CWD strengthened and
institutionalised

UNCRPD
Article 25 (b) Provide…early intervention and identification…and services designed to minimize
and prevent further disability…
Article 26 Comprehensive habilitation and rehabilitation services (a) Begin at the earliest possible
stage; and (b) Support participation and inclusion…
Incheon Strategy
Goal 5 “Early detection of delays in reaching developmental milestones is as important as regularly
measuring the height and weight of infants and children.”
Target 5a. Enhance measures for early detection of, and intervention for, children with disabilities
from birth to pre-school age.
Law of Mongolia on the Rights of Persons with Disabilities 2016
Chapter 6 Article 20.1 “ the state shall implement the comprehensive measures on early detection,
diagnosis, evaluation…and rehabilitation of disabilities”
Chapter 9 Article 28.1 “The State shall support services to provide children with disabilities with
early detection…”
Chapter 10 Article 37.2 The following commission hereinafter referred to as “Commission” shall
identify whether someone has a disability or not 37.2.1 whether children aged 0-16 have
disabilities or not by health, education and social protection commission on children with
disabilities.

1.1.1

The context in which early assessment is developing

Systematic monitoring of children’s early growth and development is important for identifying any
delays in meeting developmental milestones and to make sure that where a delay is identified
children get the help they need as soon as possible. At this early age a focus on developmental
milestones rather than definitive diagnosis will increase the chances for early intervention which
will improve a child’s opportunities and minimise the effect of any delay.

Recommended change to DMF Output 1 currently “Early diagnostic of CWD strengthened and institutionalised” in line
with the 2016 Law on the Rights of Persons with Disabilities Chapter 10 Identification of Disability to “Early identification
of CWD strengthened and institutionalised”.

1
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There can be many reasons for disabilities among
children (Box 1). Identifying the cause leading to
eventual diagnosis may be a long process. A child
who waits for this process to be completed before
intervention begins loses out on early opportunities.
For example a child who is not communicating
appropriately may have a hearing difficulty; however
the screening equipment for a definitive diagnosis
may not be available. In this case simple techniques
for improving communication can be demonstrated to
parents including being in the child’s line of sight
when speaking, using gestures and simple signing. If
parents wait until a definitive diagnosis is made, the
developmental losses and subsequent impact on
cognitive learning and socialisation may not be
reversible.

Box 1:Some reasons for disability
among children
(i) Before birthTrauma to the womb,
maternal infection or disease, maternal
nutritional deficiency
(ii) At the time of birth
Temporary stoppage of oxygen supply
to the brain of the baby during delivery,
trauma during delivery
(iii) After birth
Injury, infection or disease, malnutrition
(vi) Genetic factors
For example Down Syndrome caused
by the presence of an extra
chromosome, it is not hereditary,it
occurs by chance at conception

In its 2012 discussion paper on Early Childhood
Development and Disability, the World Health Organisation (WHO) notes that, “Systems for early
identification are required in order to facilitate timely access to services to support the development
of children at significant risk for developmental delays”; this is in line with the commitments of the
UNCRPD and the Incheon Strategy (above).
A recent review of the international literature on the assessment of child development published by
the British Medical Journal concluded that whilst healthcare practitioners should note that, “every
consultation is an opportunity to ask flexible questions about a child’s development,” they should
also “consider use of developmental screening questionnaires and measurement tools to
supplement clinical judgment”, (Bellman, Byrne and Sege 2013).
In the UK regular baby health and development reviews are carried out by a member of the health
visiting team and can be done at home, at the GP surgery, or other local clinic. Each baby is given
a personal child health record, often called the "red book". It is a way to keep track of a baby’s
health and progress, and can be shared with all health professionals working with the baby. It
includes a developmental milestones section for parents to fill in using relevant questionnaires
before each routine review, which is an opportunity to discuss progress. An electronic version of
the personal child health record is currently being piloted2.
Early assessment can lead to initial and rapid early intervention and where indicated can be
supplemented at later stages by further developmental and medical evaluation and diagnosis for
longer term treatment planning. For example specific screening for Autistic Spectrum Disorder
(ASD) is not usually initiated until the child is age two or older, but is preceeded by routine
developmental screening (Figure 1). This is usually because of the complexity of the condition and
concerns about incorrectly diagnosing the child (Filipek and others 2000). Similarly ASD diagnosis
requires experienced and reliable clinicians to apply diagnostic instruments to support their clinical
judgement (Wiggins and others, 2015). Despite the increasing evidence of diagnostic stability,
providing reliable diagnoses of ASD can be difficult in toddlers (Cheblowski and others 2010). The
Autism Association of Mongolia is currently working to introduce specific assessment tools for
ASD, however the Childhood Autism Rating Scale (CARS), has not been validated for use in
children aged under 24 months. The Ages and Stages Questionnaire (ASQ), which is being
introduced by the Ministry of Population Development and Social Protection (MPDSP) in Monglia
as an interactive parent-clinician tool for early identification of developmental delay (see below for
2

http://www.eredbook.org/about/
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more information), is not an autism screener; however, the ASQ reliably picks up delays
associated with autism and identifies children who should receive further evaluation.
Figure 1 Practice parameter algorithm (Filipek and others 2000)

In a 2006 Policy Statement the American Academy of Pediatrics noted the importance of
cooperation between parents and early childhood healthcare professionals, who share
responsibility for ensuring optimal health and developmental outcomes. They recommend
maintenance of a record of developmental history by eliciting and attending to parents concerns,
and suggest that the administration of standardised tools will aid the identification of children with a
developmental disorder.
Similarly the US-based Centers for Disease Control and Prevention recommend that a child’s
growth and development should be kept track of through a partnership between parents and health
professionals3.
Although not yet introduced across the whole of China, the Chinese Child Developmental Inventory
is a parent report commonly used in clinical practice to assess children’s developmental
milestones. A recent comprehensive study considered it a valid and useful screening instrument for
children at risk of developmental disorders (Hsin-Chi Wua and others 2013). It was also found to
have good sensitivity with the Bayley Scales of Infant Development III (BSID-III).
In high income countries an important strategy for the early detection and management of
disabilities has been the integration into health, education and social care systems of standardised
developmental monitoring of children. However, the systematic introduction of early assessment of
developmental delay in lower and middle-income countries has been limited. This may be because
in resource poor countries consequent follow-up services may not available, raising serious ethical
concerns (Robertson, Hatton and Emerson 2009). Where resources are available for postassessment intervention, the evidence suggests that family centered methods for monitoring child
development should be the methods of choice (Ertem and others 2008).
A wide variety of parent-report and observational instruments for early assessment, which have
been tested for validity and reliability in specific populations, are available4. A national early

3

See http://www.cdc.gov/ncbddd/childdevelopment/screening.html
For detailed comparison of available instruments, including costs see
http://www.acf.hhs.gov/sites/default/files/assets/screeners_final.pdf and http://agesandstages.com/wpcontent/uploads/2015/03/Comparison-Chart1.pdf
4
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assessment identification system can be based on selected standardised instruments
supplemented with additional specific testing if a developmental delay is noted.

1.1.2

Early assessment in Mongolia

In Mongolia a nascent early assessment program for developmental delay is advancing under the
auspices of the MPDSP. At the same time the Ministry of Health and Sports (MoHS) through the
National Centre for Maternal and Child Health (hereinafter the “National Centre”) is initiating four
project-based screening programs with support from international donors. For an understanding of
the distinction between early assessment, newborn screening and diagnosis, please see Box 2.
Box 2: The distinction between assessment, screening and diagnosis
Early assessment is the systematic monitoring of children’s early growth and development to
identify a developmental delay; it will increase the chances for early intervention and minimise the
effect of any delay.
Newborn screening is the testing of every newborn child to detect potential disease or specific
condition indicators; benefits should justify the costs since large numbers of people will need to be
screened to identify a small number of potential cases.
Diagnosis is the process of establishing the presence or absence of a disease or specific condition
and subsequent treatment interventions; attributing a specific diagnosis in the case of disability
may be difficult, especially where intellectual impairment is present.

Understanding and appropriately responding to disability depends for the most part on adequate
assessment of developmental delay. Early detection is important because a child’s development is
most rapid during her/his first three years of life and mitigating measures taken at this stage can
reduce the impact of a disability. This is recognized in the 2016 Law of Mongolia on Child
Protection Article 20.3.3. “detect disability at an early stage, take necessary measures, and prevent
and reduce disability” and the 2016 Law of Mongolia on the Rights of Persons with Disabilities
Article 37.2 which establishes a Commission to determine “whether children aged 0-16 have
disabilities or not…”.
In Mongolia the classification and diagnosis of disability has historically been limited to adults5.
This means that when a diagnosis was applied it was often too late for effective intervention. In
cases where parents have sought a diagnosis, both in order to seek treatment and to access social
welfare benefits, they report significant barriers to access, not least the average cost which is
reported at around 350 USD. One parent reports having spent up to 1,500 USD including four trips
to Ulaanbaatar (UB)6.
Following ratification in 2009 of the UN Convention of the Rights of Persons with Disabilities
(UNCRPD) and participation in the development of the Incheon Strategy 2013-2022 (UN ESCAP,
2012) the MoH, Ministry of Education Culture and Science (MoECS) and MPDSP agreed to focus
jointly on childhood disability and early identification. With the support of ADRA Mongolia through
an EU grant a multi-sectoral approach to early assessment of children with disabilities was
initiated in 2010. A range of assessment tools were adapted and developed and training was
conducted with family doctors and teachers in three aimags. The Referral Working Group

5
6

Interview with the Director of the Childhood Health Education and Social Welfare Commission 12th January 2016
FGD with parents of children with disabilities Uvurkhangai
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facilitated access to services and assisted in consolidation of a partnership approach across
Ministries.
Consequently, in 2014, the Childhood Health, Education and Social Welfare Commission
(hereinafter ‘the Commission’) was established at the National Rehabilitation Centre (NRC), an
agency of the MPDSP. Since the introduction of the 2016 Law on the Rights of Persons with
Disabilities, the Commission is now directly sub-ordinate to the MPDSP, and revisions to the
Regulation establishing the Commission are being made through a working group consisting of
representatives from MPDSP, MoHS and MoECS. However,there has been rapid staff turnover at
the Commission, with consequent loss of skills and institutional memory. For example, the most
recent Director of the Commission, who had received significant training and orientation on early
assessment of disabilities in Japan, and who was the second person to hold that position since the
Commission was established in 2014, recently resigned after one year in post. It is envisaged that
the revised Regulation establishing the Commission will detail staff requirements. It is also reported
by MPDSP that revisions to the 2016 budget to support the Commission will be effected in parallel.
The former Director reported that the Commission is operational through local Sub-commissions in
21 provinces and 9 districts with 29 part-time and one full-time workers attached. Since
establishment these personnel have operated under the authority of local government and the
direction of the NRC. Moving forward, the organogram and management responsibilities for the
Commission will be established by the revised Regulation. The current membership has received
initial training and participates in the diagnosis process on an ad hoc/as necessary basis. The
nature and duration of the training is not yet clear, neither are the standard operating procedures of
the Commission at national and sub-national levels. The Head of the Sub-commission in Umnogibi
province, also the Head of the Social Welfare Office and parent of a child with a disability, reports
that the Sub-commission meets twice per month, primarily to rubber stamp the decision to allocate
social welfare benefits. The Head of the Education Office is also a member of this local Subcommission which reportedly makes the transition to school easier for children with a disability.
This Sub-commission reports that they operate on a voluntary basis without funding; although a
budget has been allocated for 2016, this has not yet been distributed. Parents of CWD and PWD
report dissatisfaction with the process; in addition to costs they remark on the the long waiting
times in uncomfortable locations and the requirement for
Box 3: Ages & Stages
annual reassessment.
Questionnaires® (ASQ)
The Commission reports that it anticipates introduction of
Provides reliable, accurate
a national assessment program to identify developmental
developmental and social-emotional
delay and consequently initiate a developmental
screening for children between birth
rehabilitation program. It is currently envisaged that this
and age 6. Drawing on parents’
will include application of the ASQ (Box 3) in a modified
expert knowledge, ASQ has been
‘Pink Book’ or child health card, developed and issued by
specifically designed to pinpoint
developmental progress and catch
the Ministry of Health to track a child’s growth and
delays in young children—paving
general health and to maintain a record of vaccinations.
the
way for meaningful next steps in
Since the vaccination take-up rate in Mongolia is high at
learning,
intervention, or monitoring.
98 per cent (UNICEF, 2015) this system provides a
ASQ
is
not
an autism screener;
strong entry point for early assessment. The ASQ is a
however, the ASQ reliably picks up
parent-report questionnaire applied at regular intervals,
delays associated with autism and
with parents responding to a series of simple questions
identifies children who should
about their child’s functioning. This completed
receive further evaluation.
questionnaire is reviewed by the health (or allied)
professional at the next health check and compared to a
scoring sheet against usual developmental milestones, a process which takes 2-3 minutes. This
initial assessment process can take place at bagh level. If the results suggest that a more in-depth
© Oxford Policy Management
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assessment is required, it is anticipated that the child and family will be referred to a trained
pediatrician at soum or aimag level. In urban areas this regular health check is conducted at
khoroo health centre with referral possible to district health centre pediatrician for in-depth
assessment if significant positives are recorded. This more in-depth observational assessment of
motor skills, cognitive development and communication of infants and toddlers, ages 0-3, is
intended to be based on a localized version of the Bayley Scales of Infant Development (BSID-III)
and takes between 45-60 minutes to administer. Scores are used to determine the child's
performance compared with norms taken from typically developing children of their age. These
scales are tested for validity and reliablility in the wider population (the ASQ was standardized
against a national sample of more than 15,000 children in the USA); however they should be
adapted for language, cultural and social norms and behaviours of any new population, for
example Mongolia.
The Mongolian Education Alliance (MEA) supported by the Open Society Forum Mongolia has
initiated the translation and licencing process for the ASQ. The publishers are reluctant to issue the
licence until such time as they can see how the application of the instrument will be
institutionalized. The establishment of the Commission and the multi-sectoral agreement on the
Early Assessment System envisaged and described here, will enable this licensing process to be
expedited.
The MoH&S through its National Centre, has part-licensed the BSID-III for research purposes. It is
expected that the same requirements will apply for full licensing for recurrent use in the Early
Assessment System.
The early assessment process is envisaged as an entry point for services, at which time additional
detailed assessments may be applied to identify specific deficits and create specific development
plans.
The Commission reports constraints imposed by limited resources and capacity. Of the six full-time
positions, currently only three are filled and it is not known if the budget for adaptation and full
implementation of the Pink Book has been agreed with MoH. Currently the local members of the
Sub-commission are requested to respond to cases when required. These personnel are in fulltime positions, for example as teachers or doctors; their work as part of the Sub-commission is an
additional non-remunerated responsibility on the basis of an order from government. Anecdotal
reports suggest they have difficulty finding the time to undertake these responsibilities, which
affects cooperation and effectiveness.
Support for capacity building of the Commission is provided by the Japan International Cooperation
Agency (JICA) ‘START’ project. A second JICA project due to commence in May 2016 will work to
create a database of PWD and contribute to capacity strengthening to DPOs and MPDSP through
a series of trainings.
International best practice concurs that early intervention for children with a disability is a two-step
process:
i) Develop a systematic approach to early identification of childhood disability; and
ii) Following identification develop an intervention program.
This is recognised in the 2016 Law on the Rights of Persons with Disabilities Article 37.6 “The
identification of children’s disability…and methodology of developing comprehensive programme
for children shall be collectively adopted by Cabinet members…”, and is also in line with
international best practice ethical considerations (Ericsson et al, 2008 and Sonnander 2000 - as
cited in Robertson, Hatton and Emerson 2009). However to date there is no evidence that the
© Oxford Policy Management
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mechanism for implementing and managing a follow-up programme of early intervention is being
systematically addressed in Mongolia7.
Methodological support for conducting assessment is being provided through the JICA ‘START’
project ( see Table 1 below for the intersection between JICA START and ADB). This includes
support for finalising the assessment instruments. The JICA team advocate for the introduction of a
variety of assessment tools and are piloting a Japanese tool beginning March 2016. In addition
they are planning capacity building training for members of the Commission, although it is not clear
what form this will take. The START project works on a multi-disciplinary basis with MPDSP, the
NRC and MoECS. This project also intends to pilot a Portage8 training programme which
represents a potentially scaleable follow-up programme of parent-professional interactive early
intervention. Commencing March 2016 in Bayangol district, the programme will be tested for
suitability in the Mongolian context.
Table 1. ADB and JICA Intersection
ADB/MPDSP Ensuring inclusiveness andservice
delivery to persons withdisabilities
DMF Output
DMF Activity

Output 1. Early
identification of CWD
strengthened and
institutionalized

1.1 Institutionalize the current
model initiated by the MPDSP
and MoHS (making the model
sustainable through institutional
changes, capacity building,
monitoring, etc.)

1.2 Shift from a medical to a
social model to identifying CWD
by broadening the skills of
persons involved in early
identification and proposing
proper referral services for
validation provided by
multidisciplinary teams

Output 2. Service
delivery for PWD
improved

2.1 Implement models of
interactive parent-child-facilitator
education during early childhood
2.2 Establish several model
rehabilitation and development
centres for CWD/PWD at the
aimag level
2.3 Improve the capacity of key
trainers in the National
Rehabilitation Center and
disabled people’s organizations,
including long-term training
abroad

JICA ‘START’ Project
Purpose: Model of assessment,
developmental support and education
for CWD is established.
a. Capacity for early assessment and
developmental support for CWD is
enhanced in pilot areas; Review and
improve tools for assessment and
developmental support for CWD. JICA
will concentrate on assessment of older
children, and supports ASQ for early
assessment
b. Conduct training regarding
assessment and developmental support
for central and local commissions in the
pilot area of "Commission for CWD”;
Local “Commission for CWD” conducts
assessment and developmental
activities (including announcement for
parents) JICA will concentrate on
assessment of older children, and
supports ASQ for early assessment
c. Examine possible assessment,
developmental support and therapeutic
care activities prior to school enrolment
other than activities of “Commission for
CWD" [including Portage model]

d. See a. above

The child sanatorium for children aged 0-3 in UB reports using the Denver Developmental
Screening Test alongside a specific assessment developed in their centre. This assessment
instrument has fallen out of favour in recent years and the company which developed and
7
8

Childhood Health, Education and Social Welfare Commission 12th January 2016
http://www.portage.org.uk/ http://portage-program.com/ipa/
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delivered licensed training recently closed. The documents remain available on-line, however
licensed practitioner training to apply the tests is no longer provided.
With support from the Australian government, the Autism Association of Mongolia is introducing
autism specific diagnostic instruments, which can be applied to children aged over 24 months who
have been identified during early assessment using ASQ.
In order to access social welfare benefits for children with a disability and care givers allowance,
families are required to seek a medical diagnosis.This requires a series of medical and
psychological examinations and, in the case of suspected intellectual disability, a CT scan9. The
MoHS reports that these services are provided free of charge, however local interpretation is that
costs are prohibitive. Even in cases where the cost of transport for the child10, the medical
examination and tests are provided at no cost, families require resources for transport,
accommodation and food and to make up for income losses incurred if they are required to travel
from their rural home to the National Centre. Members of the Association of Parents with Children
with Disabilities (APDC) report that doctors can require an annual CT scan which they find difficult
to afford. As noted above, during focus group discussions parents also reported significant barriers
including the bureaucracy such as having to go to a number of different organisations for tests,
analyses and documents, long waiting times at the Sub-commission and high costs.
The proposed operation of the Sub-commission at local level, to determine disability status based
on a national standardised assessment, in line with the UNCRPD Article 25 (c) “Provide these
health services as close as possible to people’s own communities, including in rural areas;” is a
positive development. The provisions of the 2016 Law on the Rights of Persons with Disabilities
Chapter 7 also promote community based inclusive development services for persons with
disabilities. This provides an opportunity to review the proposed mechanisms to ensure that good
quality local services for assessment and early intervention follow-up are available.

1.1.3

Newborn (early) screening in Mongolia

The National Centre is the primary centre carrying out research and supporting the development of
evidence-based state policy on maternal and child health. The National Centre provides obstetric
and pediatric health services. Prenatal screening is provided at the National Centre for at risk
mothers, considered to be those who have experienced complications with previous pregnancies
or who are older. This service is not yet routinely available at aimag level. In collaboration with
international partners and donors the National Centre operates infant screening programs across
four domains; developmental dysplasia of the hip (DDH), congenital deafness, congenital
blindness and for metabolic disorders.
DDH can result in significant disability related to reduced mobility however it can be cured with
simple measures if adequate methods for diagnosis and treatment are available. This preventable
disability is thought to be prevalent as a result of the traditional practice of baby swaddling. Prior to
2010, the standard procedure to diagnose and treat DDH in Mongolia was noted to be unreliable
and potentially harmful (Munkhuu et al, 2013). In collaboration with the Swiss Association of
Paediatric Ultrasound, ultrasound screening for DDH has been introduced. Approximately 1000
cases per year are identified and treated at aimag level using non-invasive hip abduction treatment
(21 aimags are equipped with the ultra-sound equipment) and, using an online control system,
experts at the National Centre can confirm diagnosis11. All neonatologists and pediatricians have
9

CT or CAT scans, are special X-ray tests that produce cross-sectional images of the body using X-rays and a computer
Social protection legislation states that if a family lives more then 500km from UB they can apply to the social welfare
office for the child’s travel costs.
11 As reported by Dr. BAYALAG Munkhuu, Deputy Director for Research National Centre for Maternal and Child Health
interviewed 19th January 2016
10
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received training. Corrective surgery is required in approximately five cases per year. Further
research is on-going (Ibid.)
Research conducted at the National Centre from 2013-2014 concluded that newborn and infant
screening for hearing impairments in children supports early detection and early intervention12.
Screening for hearing impairments was introduced with support from Korea. Two sets of equipment
were donated and training was provided. Only one set of equipment is currently operational. Due to
these technical limitations the National Centre has capacity to screen only 50 per cent of infants
born at the Centre and the decision as to who is screened is based on purposeful selection related
to the day of birth (whether the child is born on an odd day or an even day). A multi-disciplinary
approach to rehabilitation support is adopted if deafness is identified, including (if appropriate)
cochlear implant, and speech therapy. The National Centre has one speech therapist who works
with children who have had corrective surgery for cleft palate and lip, as well as children identified
as deaf. However this Russian trained therapist is due to retire and a replacement may be difficult
to identify since this specialism is not available in Mongolian Universities. Cochlear implants are
reportedly available in government and private hospitals13, although the Mongolia country report to
the 2012 Asia-Pacific Regional Workshop on Hard of Hearing and the Deaf noted that government
does not provide any support for this treatment14. As noted above, parents report that ‘free’
government health services often come at some cost. The screening program is limited because
the maintenance of imported specialist equipment without follow-up support is proving problematic.
For example one of the deafness screening devices is no longer working and there is no capacity
in-country for repairs. The National Centre hopes to provide increased screening for deafness to all
Ulaanbaatar hospitals, but is currently resource constrained.
A pediatric eye-health project was initiated in collaboration with the international NGO Orbis15 in
2014. The five-year project is designed to work in collaboration with the National Centre and five
province hospitals in rural Mongolia to create a model comprehensive vision care network. The
network will provide services ranging from basic vision screening to complex pediatric surgeries,
and will include a model for addressing Retinopathy of Prematurity, a disease that can lead to loss
of vision for premature infants whose retinas have not had sufficient time to develop.
The National Centre is implementing a pilot research project to understand the incidence of
specific metabolic disorders; concentrating on hypothyroidism and adrenogenital syndrome which
have been noted to have rates equivalent to 2 cases per 1000; this is considered to be a
necessary public health activity aimed at early identification and treatment for prevention of
disability. However with approximately 82,000 live births per year, half of which occur in
Ulaanbaatar and of those only 12,000 in the National Centre, this equates to approximately 164
potential diagnoses if the screening programme expands nationally and only 24 positive diagnoses
per year in the National Centre, where the screening programme is currently operational. Based on
these results Mongolia has been unable to access international funding to initiate a national
screening program, (see Box 4 below, for cost considerations related to screening), however
research is continuing.

12

As above and as reported at the 2015 International Congress of Korean Society of Otorhinolaryngology-Head and
Neck Surgery http://www.koreaorlmeeting.org/workshop/abstract_view/view_abstract.php?code=89&number=890161
13 As reported by Dr. BAYALAG Munkhuu, Deputy Director for Research National Centre for Maternal and Child Health
interviewed 19th January 2016
14 http://www.APDCfoundation.org/?q=system/files/APFHD%20Text.txt without exception all countries represented at this
conference reported on theproohibitive costs of CI e.g. 15,000-25,000 USD in Vietnam.
15 www.orbis.org
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DPOs report16 that in addition to the resource constraints
which may apply to families seeking diagnosis and
support, and the limited availability of such diagnosis and
support services, social and cultural norms which result
in stigma and discrimination also apply. Children with a
disability can be hidden from view in order to protect
them and their families from negative attitudes and
behaviors which results in their exclusion. This means
that some parents might deny their concerns regarding a
child’s developmental delay and be reluctant to seek
outside advice and assistance.

Box 4.
Cerebral Palsy
Cerebral palsy is caused by brain
damage that occurs while a child’s
brain is still developing — before
birth, during birth, or immediately
after birth. Cerebral palsy affects
body movement, muscle control,
muscle coordination, muscle tone,
reflex, posture and balance. It can
also impact fine motor skills, gross
motor skills and oral motor
functioning.

Many serious conditions have no visible effects on
newborns, and only appear as the child grows. Thus newborn screening cannot always detect
possible hidden complications in seemingly-healthy children. For example, anecdotal reports from
the APDC from across their 17 branches suggest they are seeing an increased number of children
with cerebral palsy (Box.4) associated with birth asphyxia (birth trauma where the baby’s brain is
deprived of oxygen) and kernicterus (jaundice). This is supported by the report of a Japanese
medical specialist who worked with APDC to assess the situation during 2014. Whilst these
reports are not yet substantiated by comprehensive research evidence and should be considered
with caution, it may point to
1. improved access to services and improved awareness of what services can offer and thus
increased visibility of children with cerebral palsy;
2. and/or mismanagement during the pre- and neo-natal period.
The latter points to an urgent need to improve pre-natal and neo-natal care at all levels of health
service delivery including awareness raising of the implications of poor care during this critical
period. A simple methodology is to introduce an additional strategy to identify infants at risk for
neurological problems at maternity hospitals and delivery clinics and affix a small at risk (AR)
sticker to the front of their Pink Book discharge. This would include newborns with low Apgar
scores17, severe jaundice, severe prematurity, neonatal meningitis, etc. Therefore, when they
subsequently attend at under 5 clinics for routine visits, the health practitioners are sensitised to
the fact that they are at risk and can pay special attention to their developmental history and
assessment.

16

As reported 13th-20th January 2016 by National Association of Wheelchair Users; Association of Parents with Children
with Disabilities; National Federation of Blind People; National Association of Children with Disabilities; Songino
Independent Living Centre.
17 The Apgar score is a simple assessment of how a baby is doing at birth, which helps determine whether a newborn is
ready to meet the world without additional medical assistance. The health practitioner will do this quick evaluation one
minute and five minutes after a baby is born.
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2

Detailed gap analysis

2.1

Output 1: Early identification of CWD strengthened and
institutionalised

Early assessment should “begin at the earliest possible stage, and [be] based on the
multidisciplinary assessment of individual needs and strengths” UNCRPD Article 26 (a).
In line with UNCRPD Article 25 (b) there is also an onus on the State to “Provide those health
services… including early identification and intervention … designed to minimize and prevent
further disabilities;” and as per Article 25 (c) to “Provide these health services as close as possible
to people’s own communities, including in rural areas;”
Similarly early detection and intervention are critical targets of Goal 5 of the Incheon Strategy,
“Following early detection of delay in reaching developmental milestones, it is necessary to provide
prompt and appropriate responses to optimize their all-round development”. Family centered
developmental monitoring in a partnership arrangement with clinical professionals being the
preferred global model (See Section 1.1 above).
One in three children with a disability aged under 18 in Mongolia has never had an official
assessment, either by the MLAC or the Commission. Of these more than 70 per cent said it was
because they did not know about it18.
Whilst early intervention has been acknowledged by government as a critical requirement in
children’s services, evidenced through the establishment of the Commission in 2013, and its
subsequent recognition in the 2016 Law on the Rights of Persons with Disabilities, the national and
sub-national standard operating procedures and the nature and duration of existing and
proposed training for Commission members are yet to be defined. It is anticipated that the
revised Regulation for the operation of the Commission will address its obligations with respect to
the current legislation, however the operationalisation of standardised proecdures remains a gap.
There has been limited progress in developing appropriate standardised national
mechanisms for systematic multi-sectoral roll-out of early assessment. This results in
confusion at sub-national level over the appropriate assessment tools. Many variants have been
introduced to Mongolia through project-based technical assistance, however government has not
yet agreed upon a standardised instrument for initial early assessment. Work has begun on
translation of the Ages and Stages Questionnaire (ASQ) for proposed inclusion in the ‘Pink Book’,
the child health card which is linked to monitoring of progress related to growth and vaccination
status, and on the Bayley Scales of Infant Development (BSID-III). Both tools are internationally
recognized and widely applied as licensed products in both paper-based and electronic formats.
Support for translation and licensing is understood to have been provided by the Open Society
Forum and the Mongolian Education Alliance. However it is not yet understood if the licensing
requirements have been met for application of the tools by the Mongolian government or if final
decisions have been made regarding the appropriate format for application. The National Centre
on Maternal and Child Health is a fully cooperating partner in this process.
This means that it has been difficult to introduce early assessment as a mandatory practice
component in the curricula for the professional workforce. Some effort has been made to
include learning at tertiary level training institutes, however saturation across allied professionals is
required, once agreement has been reached on standardisation and standard operating
18

Data taken from the HH survey conducted in connection with this PPTA
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procedures. This will include doctors, nurses, social workers and specialist therapists, as well as
pre-school teachers.
Importantly, although the development of the ASQ and BSID-III questionnaires for use in Mongolia
is reported to have taken into consideration local context, their scientific reliability19 and
validity20 has not been established. Assessment instruments must be both reliable and valid for
study results to be credible (Sullivan, 2011).
Development and national scale-up of the early assessment system will include logistical
challenges and require careful planning of both the hard (for example modified Pink Book
finalized, printed and disseminated) and soft (for example training of doctors, pediatricians and
awareness of parents) components.
During FGDs parents reported that testing for disability was available at aimag level, in some
cases they were required to travel to UB, particularly if a CT scan was indicated in the case of an
intellectual disability. However the process is said to be time consuming and expensive to
negotiate the necessary bureaucratic steps. They reported that they were not aware of any
government financial support for identification of disability; although some had received support
from NGOs more usually they paid for these tests themselves, often travelling to UB.
As noted above, early screening of newborn infants is fragmented and project based and for
the most part reliant on international donors. The services are resource constrained and the
long-term sustainability uncertain. When specialist equipment required for testing fails, for example
in the case of testing for deafness, the skills and knowledge to maintain and repair the
equipment is not available in Mongolia.
There is no systematic mechanism for on-going training and professional development of
pediatricians and other health professionals who have been trained in the specialist screening
techniques. As these professionals take on new positions or retire, their expertise is lost to the
health system. In some instances the necessary allied health professions are not developed,
or do not contain up-to-date curricula related to disability. For example speech therapy, which is
critical to assist with development of both appropriate feeding techniques and communication, is
not taught in any Mongolian tertiary institutions. Equally, tertiary level curricula related to specialist
knowledge and skills required to work with people with disabilities is considered inadequate.
Availability of screening services is limited, and with the exception of ultrasound screening for
DDH is limited to families who can travel to attend the Ulaanbaatar National Centre for Maternal
and Child Health.

“Reliability refers to whether an assessment instrument gives the same results each time it is used in the same setting
with the same type of subjects. Reliability essentially means consistent or dependable results. Reliability is a part of the
assessment of validity” (Sullivan 2011)
20 “Validity in research refers to how accurately a study answers the study question or the strength of the study
conclusions. For outcome measures such as surveys or tests, validity refers to the accuracy of measurement. Here
validity refers to how well the assessment tool actually measures the underlying outcome of interest” (Ibid.)

19
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Criteria for appraising the viability, effectiveness and appropriateness of a screening program first
described by Wilson and Jungner for the World Health Organization (WHO) in 1968, are still
considered applicable today (Box 4), and for example these principles are the established platform
for the United Kingdom’s national health screening services. However these criteria are not being
universally applied in Mongolia. Systematic development and application of screening
mechanisms is severely constrained by limited resources within the health sector. The
selection and implementation of screening
mechanisms seems to be driven by external
Box 4: Criteria for screening
research goals and available donor resources.
Knowledge of disease:
For both early screening and early assessment a
• The condition should be important
strategic planning and budgeting exercise is
• There must be a recognisable latent
required which looks both at start-up and roll-out
or early symptomatic stage
processes and costs related to system development
• The natural course of the condition,
including appropriate tools, training and continuing
including development from latent to
professional development, and awareness raising
declared disease, should be
(for parents and others who are in regular contact
adequately understood
with young children e.g. kindergarten teachers).
Knowledge of test:
Assessment is the preface to early intervention;
• Suitable test or examination
therefore it is of limited value if services are not
• Test acceptable to population
available to address the developmental delays
• Case finding should be continuous
identified through the assessment process. The
(not just a 'once and for all' project)
processes and mechanisms of planning for and
Treatment for disease:
delivery of appropriate early intervention
• Accepted treatment for patients with
services based on assessment have not been
recognised disease
established. As a minimum, once the child is
• Facilities for diagnosis and treatment
assessed as requiring services, a formal plan to
available
address the issues should be developed and a
• Agreed policy concerning whom to
dedicated person identified to manage and follow-up
treat as patients
referrals and progress on the implementation.
Cost considerations:
New-born screening is the practice of testing every
• Costs of case finding (including
new-born for certain harmful or potentially fatal
diagnosis and treatment of patients
disorders that aren't otherwise apparent at birth.
diagnosed) economically balanced in
They look for developmental, genetic, and metabolic
relation to possible expenditures on
disorders in the new-born baby. This allows steps to
medical care as a whole.
be taken before symptoms develop. Most of these
illnesses are very rare, but can be treated if caught
Wilson and Jungner (WHO 1968)
early. In the UK children have blood tests for
metabolic disorders, screening for hearing loss and
for critical congenital heart disease (CCHD). Because these are highly technical medical
procedures they are currently being carried out only at the maternal and child health centre
in UB, and even then only sporadically.
From birth to adulthood there are myriad people with a stake in securing the child’s rights to grow,
to develop and to prosper. Whether a disability is congenital or acquired the child’s immediate and
extended family; their peers and friends; people in their local communities; health, education and
social welfare professionals, need to make sure that barriers related to stigma and discrimination
are broken down. This requires significant awareness raising and exposure to concepts of
rights and responsibilities to promote a common understanding and acceptance of
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inclusion, as indicated in the Incheon Strategy D. 25.
d. “Undertake national and subnational campaigns…to
raise awareness…that fosters positive perceptions of
persons with disabilities.”
As described in the 2016 Law on the Rights of Persons
with Disabilities Article 37.3 “the Commission…shall
operate by the central public administrative authority in
charge of persons with disabilities”, currently the
MPDSP. In line with Article 37.6 of the same Law it is a
multi-disciplinary body and any programme “shall be
collectively adopted by the Cabinet members in charge
of health, education and persons with disabilities”.
The MPDSP is now working with other line ministries to
review the Regulation of the Commission21 and
accompanying 2016 budget for further implementation.
This presents an opportunity to develop a five-year
budgeted strategy to institutionalise the early
assessment model as part of the project being
designed by this PPTA.

Box 5: The National Disability
Authority in Ireland (NDA)
The NDA, is the independent
statutory body providing information
and advice to the Government on
policy and practice relevant to the
lives of persons with disabilities.
The NDA assists in the coordination of disability policy
including research, development of
relevant statistics; assisting in the
development of standards and
codes of practice and monitoring
the implementation of standards,
codes and employment of persons
with disabilities in the public
service. The NDA works to promote
the universal design of the built
environment, products, services
and information and communication
technologies so that they can be
easily accessed and used by
everyone, including persons with
disabilities.
www.nda.ie

At the same time the Ministry is giving consideration to
the establishment of an implementing body for
oversight of disability issues, to ensure full
implementation of the legislation22. The role and
functions are yet to be defined, however it is
recommended that it be established as an independent statutory body (see for example the
National Disability Authority in Ireland - Box 5).

Whilst services for children will be considered in-depth under Output 2, it is proposed that the postassessment processes for intervention planning and individual case management are taken into
account as a key component of the “institutionalisation process of early diagnosis” (Design &
Monitoring Framework Output 1 Activity 1.1.). Early assessment in itself has no value and may
give rise to serious ethical considerations unless it leads to early intervention (Ericsson et al,
2008; Sonnander, 2000 - as cited in Robertson, Hatton and Emerson 2009); therefore the
approach is to design the pathway from early assessment to services simultaneously in
order to develop a holistic early intervention package as illustrated in Figure 2, below.
Equally, early screening of newborns raises ethical concerns if it is not applied equitably
and if it is not followed by treatment.
Some new interventions are proposed for development as part of the project and are shaded green
in Figure 2, but the project design mainly proposes to strengthen and build on the emerging
approaches to early assessment. Application of the BSID-II at either soum or aimag level will
depend on the decision of the Commission vis-a-vis available resources.
The National Authority for Children (NAC) is considered a potential ‘home’ for development
of early intervention services in line with its strategy for local child and family service
implementation, with 700 positions budgeted and a planned ‘home-based childminder service’23.
This will assist in identifying opportunities for integration of post-early assessment follow-up
21

Technical Working Group meeting 11th March 2016
Technical Working Group meeting 11th March 2016
23 Technical working Group meeting 11 th March 2016
22
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services for children with disabilities within mainstream systems, and will support specific
recommendations for early intervention care planning and case management. This will also provide
opportunities to continue discussions on the introduction of the Portage model of post early
assessment intervention, since this is a model already identified by the Ministry in cooperation
with the JICA ‘START’ project, as having value and being fit-for-purpose in this context (discussed
in more detail in the Output 2 Technical report).
Newborn screening and early assessment are both useful approaches in identification of disability;
given the current Mongolian context, investment decisions to address identified gaps will be based
on priorities agreed with government. The Wilson and Jungner criteria for screening (Box 4)
aligned with the global paradigm shift in understanding disability from a medical model towards a
more comprehensive “bio-psycho-social” model (WHO & World Bank 2011), also reflected in the
new Law on the Rights of People with Disabilities (2016), suggest that investment in early
assessment is the most equitable approach. This is in line with international best practice which
suggests that at this early age a focus on developmental milestones rather than definitive
diagnosis will increase the chances for early intervention which will in turn improve a child’s
opportunities and minimise the effect of any delay.
Conclusion
Against the background of the introduction of the 2016 Law on the Rights of Persons with
Disabilities and its concomitant obligations24; in line with current international best practice which
considers interactive parent-professional developmental assessment of young children a critical
tool for early identification of disability; taking into account the Wilson and Jungner criteria and in
view of scarce resources in the health sector which may preclude national roll-out of systematic
health screening for disability during the next five years; cognisant of the significant commitment to
and investment in the Commission to date; and the expressed desire to move from a medical to a
social model to identifying CWD,25 it is recommended that investments be focused on early
detection of disability, on development of the system for early assessment (and post assessment
early intervention) with oversight from the Commission subordinate to the MPDSP.

24

Including Article 2.2 which establishes precedence under the law for international treaties e.g. UNCRPD
ADB Approved Concept Paper 30 December 2015 Proposed Loan and Technical Assistance Grant Mongolia:
Ensuring Inclusiveness and Service Delivery for Persons with Disabilities
25
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3

Recommended project design

3.1

Output 1: Early identification of CWD strengthened and
institutionalized

In line with the 2016 Law of Mongolia on the Rights of Persons with Disabilities (Chapter 10:
Identification of Disability), we recommend that the wording of the Design and Monitoring
Framework (DMF) Output 1 be changed from “Early diagnostic of CWD strengthened and
institutionalised” to “Early identification of CWD strengthened and institutionalised”. This does not
change the substance of the output or the activities.
Early identification of CWD can be conducted through both early assessment and newborn
screening both of which can lead to an eventual diagnosis of a definitive condition (see Figure 1
above). As discussed earlier in this report, early assessment, screening and diagnosis all represent
different aspects of identifying disability in early childhood. International guidelines (WHO, 2012)
emphasise the importance of early identification as being of key importance to support early
intervention for children at significant risk of developmental delays and this is also in line with the
UNCRPD and the Incheon Strategy. Given the cost implications of screening and the Wilson and
Junger Criteria (Box 4 above), we are proposing investment in early assessment as the most
efficient, cost effective and equitable way to reach as many children as possible.
Activity 1.1 Institutionalize the current model initiated by the Ministry of Population Development
and Social Protection and Ministry of Health and Sports (making the model sustainable through
institutional changes, capacity building, monitoring, etc.).
As noted above, early assessment and newborn (early) screening are both important facets of the
process of disability identification leading to early intervention to minimise disability; however given
the current government capacity constraints, and the global paradigm shift in understanding of
disability from a medical model towards a “bio-psycho-social” model (as referenced in the DMF
Activity 1.2 below) progress has been limited and there is a need to strengthen and accelerate the
implementation of the current model. The current approach of the MPDSP however is relevant and
appropriate and therefore we propose that investments to date be maintained and consolidated.
We recommend that support for the further development of the Commission and its roll-out including identification and training of key personnel, research and development of early
assessment tools and for multi-sectoral collaboration - be consolidated and strengthened as a core
component of project implementation. This would include:
•

A review of the Statute establishing the joint Commission following the introduction of the Law
on the rights of Persons with Disabilities 2016

•

A proposal for amendments (if necessary) to strengthen approaches to early assessment and
their translation into a costed operational plan

The model of early assessment is currently under development in close collaboration with MoHS,
through the joint Commission at the MPDSP. We therefore propose changing the description of
Activity 1.1 to reflect the leading role of the MPDSP: Institutionalize the current model initiated by
the Ministry of Population Development and Social Protection and Ministry of Health and
Sports (making the model sustainable through institutional changes, capacity building, monitoring,
etc.).
We recommend that support be provided to the Commission and its multi-disciplinary partners
through an institutional consultant. This means identifying an appropriate international academic,
healthcare, social welfare or other multi-disciplinary organisation or consortium of organizations to
© Oxford Policy Management
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provide contextualised advice and consultancy to the Commission. This would include different
layers of consultant expertise delivered at appropriate intervals and through short-term and
extended on-site missions as well as remote support and supervision. This support would be
gradually phased out over time to be replaced by competent indviduals and bodies within the
Commission, local academic institutions and the MPDSP more widely. This approach is intended
to strengthen rather than replace local capacity. Detailed Terms of Reference are provided in
Section 6 of this report.
The new services that we propose be developed as part of the project are shaded green in Figure
2; otherwise, the proposal is to strengthen and build on the approaches that have already begun to
develop. Application of the BSID-II at either soum or aimag level (corresponding khoroo or district
in urban areas) will depend on a decision of the Commission taking into account the availability of
resources.
Figure 2 Early Assessment Pathway from Birth to Services in target aimags & UB

Source: OPM

In recognition of the need for more detailed and systematic diagnostic systems for children,
especially for families of children with ASD, it is envisaged that the structure set out in Figure 2 will
be the foundation for future introduction of refinements and additions to meet the needs of children
with specific conditions (see Figure 3).
In urban areas the route for early assessment will be from khoroo, where the regular health checks
for children are conducted to district level health centres.
The human resources requirements and specifications for operation of such an early assessment
pathway are provided at Section 6 of this report.
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Figure 3 Future pathway from early identification to in-depth diagnosis

Source: OPM

Activity 1.2 Shift from a medical to a social model to identifying CWD by broadening the skills of
persons involved in early identification and proposing proper referral services for diagnostic
validation provided by multidisciplinary teams
Given the recommendation for Activity 1.1 to focus on institutionalising and supporting the roll-out
of existing MPDSP initiatives to incorporate ASQ and BSID-III into the existing health system and
emerging Child Health, Education and Social Welfare Commission assessment processes, this
activity will focus on development of standard operating procedures for this developmental model
of early identification.
Development of standardised procedures and accompanying manuals will provide the
professionals involved in the early identification process with the appropriate tools to operate
consistently. This will also provide the basis for the Commission to confidently effect a scale-up
plan which ensures homogenised practice in early identification at a local level, thus ensuring
equality of access. This can be completed within the scope of a costed operational plan for national
scale-up of the Commission including administrative and logistical procedures and M&E systems
(included in the above activity to institutionalise and strengthen the system). We recommend that
this support be provided to the Commission and its multi-disciplinary partners through the same
institutional consultancy described above.
Once initial training has been provided and the new assessment system launched, follow up
monitoring and evaluation by national and international consultants will accompany roll-out to
ensure the quality and effectiveness of implementation and provide the Government with clearly
documented results.
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Table 1 Detailed activities: Output 1 - Early identification of CWD strengthened and
institutionalised
Activity 1.1 Institutionalize the current model initiated by the Ministry of Population Development
and Social Protection and the Ministry of Health and Sports (making the model sustainable
through institutional changes, capacity building, monitoring, etc.)
1.1.1

Institutional consultancy contracted
through approved ADB tender procedures for
on-site and remote support to development of
early assessment system by December 2017
for operationalisation January 201826.

Detailed ToR provided at Section 6
of this report.

1.1.1

The Childhood Health,Education and Social
Welfare Commission finalizes a costed
operational plan for national scale-up
including administrative, logistical and
financial procedures and M&E systems by
March 2018.

1.1.2

Localised ASQ finalised for application at
aimag (or soum depending on the decision of
the Commission) level health point by June
2017.

One-time investment for each
program: No reordering required.
ASQ-3 Starter Kit: $275.00
Includes: ASQ-3 User’s Guide,
ASQ-3 Quick-Start Guide, and a
photocopiable print master set of
21 questionnaires and scoring
sheets, as well as a CD-ROM with
printable PDF questionnaires. To
be confirmed with Brookes
Publishing (see Annex 1)

1.1.2

MoH amend the ‘Pink Book’ to include
ASQ (in collaboration with the Commission)
by December 2017.

BSID-III Comprehensive Kit
$1,165.00 to be confirmed with
Pearson Clinical27

1.1.3

MoH, in collaboration with the Commission
disseminate the revised Pink Book to all
health practitioners at aimag, soum and bagh
level by June 2018.

The above requires confirmation
for licensing by government for
national roll-out.

1.1.4

Information materials for parents on ASQ
developed and disseminated to aimag and
soum health centres by June 2018.

1.1.5

Localised Bayley Scales Infant
Development BSID-III finalised for
application at aimag (or soum depending on
the decision of the Commission) level health
point by December 2017.

1.1.5

The normative scales standard of
positives on the BSID-III required for
further referral is agreed; which will lead to
for planning of a specialist early intervention
package managed by a social
worker/appropriate social services sector

26

All timescales assume project implementation date of mid-2017 and can be adjusted as necessary
http://www.pearsonclinical.com/childhood/products/100000123/bayley-scales-of-infant-and-toddler-development-thirdedition-bayley-iii.html
27

© Oxford Policy Management

19

professional, by August 2018.
Activity 1.2 Shift from a medical to a social model to identifying CWD by broadening the skills of
persons involved in early identification and proposing proper referral services for in-depth
assessment provided by multidisciplinary teams
1.2.1

The Commission develops standard
operating procedures for use and
application of the ASQ in the Pink Book,
including agreement on the cut-off point for
referral for in-depth assessment (using BSIDIII and including a system for follow-up
when/if family does not attend the clinic) by
June 2018

1.2.2

Training manual for the application of
ASQ developed by June 2018

1.2.3

1500doctors, nurses and health practitioners
are trained in application of the ASQ by
June 2019

1.2.3

The Commission develops standard
operating procedures for use and
application of the BSID-III and a system for
referral and follow-up when/if a child is
identified with a significant developmental
delay by December 2018

1.2.4

Training manual for the application of
BSID-III, including the system for referral and
follow-up is identified by December 2018

1.2.5

200 pediatricians at aimag/district level
trained in application of the BSID-III by
June 2019

1.2.5

Standardised tools, operating procedures and
training manuals for operationalisation of the
tools for early assessment (ASQ and
BSID) are introduced to the mandatory
curricula of allied health and social
services professionals e.g. family doctors,
paediatricians, community nurses, pre-school
teachers etc.

1.2.6

Research study for scientific reliability and
validity of ASQ and BSID-III in Mongolia is
conducted for completion by December 2022.
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Consultancy provided through an
international institutional
partnership (consortium approach
to include some activities under
Output 2) contracted through
approved ADB tender procedures;
on-site and remote technical
support.

ToR for research developed by
institutional consultancy.
Appropriate independent research
institute contracted to conduct
research through an approved ADB
tender procedure.
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4

Risks and assumptions

4.1

Output 1 - Early identification of CWD strengthened and
institutionalized

The proposed approach is premised on
1. the continued cooperation and collaboration of multi-sectoral partners in the operation of the
Commission at national and sub-national level (MPDSP, MoHs, MoECS)
2. availability of government funding for the operation of the Commission at national and subnational levels
3. retention of key staff and maintenance of institutional memory
4. rapid introduction of necessary secondary legislation (for example revised regulation of the
Commission) to implement the Law on the Rights of Persons with Disabilities
5. the availability of a suitably qualified instution/consortium partner to provide consultancy for the
development and roll-out of the Commission
6. the engagement of parents and caregivers in the new processes, especially completing the
ASQ in the Pink Book
7. reform of the social welfare benefits system (amounts and allocation process)
Since the introduction of the Law on Persons with Disabilities in February 2016, the MPDSP has
established a working group with multi-sectoral partners to revise the Regulation of the
Commission to bring it into compliance with the legislation. This provides an immediate opportunity
to ensure that 1-3 of the above conditions are met.
Similarly, the commitment of government to meeting its obligations under the UNCRPD and the
Incheon Strategy, evidenced in part by their request for this loan and through the introduction of
significant legislation, suggests the risks are minimal.
International literature provides evidence of the availability of significant numbers of qualified
cooperating partners with experience in development and application of ASQ and BSID-II and with
supporting administrative and logistical scale-up of the commission.
As a risk mitigation measure to support engagement of caregivers and parents we propose that a
range of suitable information materials be developed and, if necessary, parent training be provided
through the proposed new centres detailed under Output 2.
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5

M&E arrangements and key indicators

5.1

Output 1 Early identification of CWD strengthened and
institutionalized

Current indicator and target

Modified/proposed indicators

Coverage
through
competent
early Coverage of 0-5 year old children through
examination for children 0–5 increased from X competent
early
assessment
for
in 2015 to Y in 2021
developmental delay increased from 0 in 2015
to 90% in 2021 in UB and 6 aimags
90% of 0-5 year old children in UB and 6
aimags who have a ‘Pink Book’ with completed
and reviewed ASQ appropriate to their age by
2021

Data collection will be undertaken by the Commission and MoHS and provided to MPDSP; this
figure will be numbers of children born in the aimag versus numbers of children whose Pink Book
is appropriately completed.
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6

Detailed instructions for implementation

6.1

Early assessment - detailed description

The early assessment system will provide the appropriate level of support for children aged 0-5
and their families so that:
•

any developmental delay can be quickly identified; and

•

timely intervention appropriate to the needs of each individual child can be initiated.

The early assessment system adopts a multi-sectoral approach, making sure that professionals in
the health, education and social welfare sector work together with families in the best interests of
the child.
Figure 4 Early Assessment – a partnership between parents and professionals

Source: OPM. Photo Credit: Ben Davis/Mongolia/2012

6.1.1

Process

i. Parents and families spend the most time with their children before they go to school. They can
assess whether or not a child is meeting the (usual) scheduled developmental milestones. They
are given a child health card or ‘Pink Book’ when their baby is born. This book has some
questions for them to answer about their baby’s developmental progress, taken from the ASQ.
The parents are asked to fill in an answer in the book related to age specific milestones, either
Yes, Sometimes, Not Yet. For example, “does your child stack a small block or toy on top of
another one?” (18-month questionnaire). The questionnaire requires a reading level of 4th-6th
grade and takes 10-15 minutes for parents to complete at each stage.
ii. At each regular health check (conducted by bagh/soum or khoroo/district healthcare
professionals) the parents give the Pink Book to the health professional who checks the
relevant questionnaire. The health professionals (doctors and/or nurses) will be trained in how
to read the questionnaire and to identify if a more detailed assessment is required. This will
depend on the number of answers in the Sometimes or Not Yet categories, and will be defined
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in a scoring grid with clearly designated results contained in the Standard Operating Procedures
for Early Assessment. The scoring takes 2-3 minutes.
iii. A third stage opportunity for identification of developmental delay lies within the pre-school early
childhood development system. Pre-school and kindergarten carers and teachers, and the
proposed cadre of childminders, can be trained to understand the developmental milestone
schedule in the Pink Book and to complete the scoring grid. They can provide a triangulation
reference point for identification and referral through their cooperation with parents and the
healthcare professionals.
iv. If the results indicate that a referral for more in-depth assessment is required, the child and
family are referred to soum/district paediatrician for further assessment using the BSID-III. This
takes 30-90 minutes depending on the age of the child. The BSID-III is designed to be applied
by personnel with a graduate and/or post graduate qualification relevant to their profession. It is
envisaged that in the initial development in Mongolia this will be applied by paediatricians. In the
future this authority may be extended to include psychologists, speech or occupational
therapists, mental health professionals and other health practitioners who have received
specialist training.
v. The cut-off point at which the child is considered to have a significant enough developmental
delay to have a disability status assigned is determined in the Standard Operating Procedures.
A normative scale will be developed which indicates whether a child has a mild, moderate or
severe disability. A report detailing the assessment process and outcomes will be prepared for
submission to the Commission.
vi. The multi-sectoral Commission reviews the process, outcomes and recommendations and
meets to ratify the decision on assignment of disability status.
vii. This decision is provided to the child’s parents or primary caregiver and should be the sole
requirement (i.e. it eliminates the requirement for costly medical tests including CT scans) for
receipt of social welfare benefits, assigned against the mild, moderate or severe designation.
viii. The decision of the Commission shall be reviewed every 5-years, and appropriate procedures
developed for review of children aged 43 months and older. For example the Tanaka Binet and
Weschler km scales currently being introduced by JICA and under consideration by the
MPDSP.
ix. The written decision of the Commission is also transmitted as a referral to the aimag
Development Centre (or other alternative disability services in aimags where Development
Centres are not yet created).
x. The assigned Development Centre social worker (or social welfare office or NAC specialist)
conducts a full needs assessment, develops a care plan, ensures referrals and follow-up are
conducted. This includes providing the necessary support to apply for social welfare benefits.
xi. Where a child is identified through the health systems (new born screening) a referral can also
be made (see Figure 5).
xii. At age 15 the multi-sectoral Commission shall automatically advise the Medical Labour
Accreditation Commission (MLAC) of the child’s approaching transition to adult services. This
shall enable MLAC to schedule their assessment and review process so that at age 16 the child
transitions smoothly to the adult social welfare system.
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Figure 5 Early Assessment Pathway from Newborn Screening to Commission in target
aimags and UB

6.1.2

Detailed Activities

i. MPDSP contracts an institutional consultancy through ADB approved tender procedures for onsite and remote support to development of the early assessment system, including
strengthening the capacity of the Commission to act as the competent authority for assignment
of disability status for children. The consultancy firm (CF) will contract appropriately qualified
personnel locally, and where this is not available will supplement with short-term international
personnel. The detailed Terms of Reference are provided below. This CF will also provide
support to activities proposed under Output 2
ii. CF provides support to the Commission to finalise a costed operational plan for scale-up of
early assessment including administrative, logistical and financial procedures and M&E
systems. This includes an organogram and standard operating procedures (SOPs) for the
Commission and Sub-commissions detailing specific roles and responsibilities at each level. It is
envisaged that the Commission will be responsible for developing SOPs.
iii. The Commission with support from CF finalises the ASQ including full translation and back
translation, licensing and publishing
iv. The Commission with support from CF revises, publishes and disseminates the Pink Book to
include the ASQ questions
v. The Commission with support from CF finalises the BSID-III including full translation and back
translation, licensing and publishing
vi. The Commission with support from CF develops a Standard Operating Procedure for
administration of the Pink Book which provides clear instructions for parents, health
professionals and other allied professionals (pre-school teachers, childminders, social workers
etc.) on administration and scoring and guidance on referral for BSID-III
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vii. The Commission with support from CF develops a Standard Operating Procedure for
administration of the BSID-III; this includes the normative scale for assignment of mild,
moderate or severe disability status. This will disability status assignment will be required for
allocation of social welfare benefits.
viii. The SOP for application of the Pink Book will ensure that health professionals advise parents,
when they attend for their child’s regular health checks, of the importance of completing the
developmental questionnaire in the Pink Book.
ix. The Commission with support from CF will introduce local radio/TV spots to announce the
importance of monitoring developmental milestones, and of alerting local health professionals is
there is any concern.
x. The Commission with support from CF will distribute bulk text messages monthly to new parents
to remind them to complete the questionnaire along with simple advisory messaging on good
early child development practices.
xi. MPDSP and the Commission contracts a local independent research institute (CF) through ADB
approved tender procedures to conduct and publish research on the scientific validity and
reliability of the ASQ and BSID-II for the Mongolian context.

6.1.3

Terms of Reference – Consultancy Firm to Support Development of the Early
Assessment System for Children and to Strengthen Service Delivery for
Children and Adults with Disabilities in Mongolia

Justification
The government of Mongolia through its Ministry of Population Development and Social Protection
(MPDSP) is fully committed to meeting its obligations under the United Nations Charter on the
Rights of People with Disabilities (UNCRPD), the Incheon Strategy and the Law of Mongolia 2016
on the Rights of Persons with Disabilities. Specifically the intention is to move from a medical
conceptualistion of disability towards a biopsychosocial model28.
In line with these commitments the MPDSP has established a Childhood Health, Education and
Social Welfare Commission to strengthen its approach to early identification of developmental
delay in children by establishing a system for early assessment.
This approach recognizes that systematic monitoring of children’s early growth and development is
important for identifying any delays in meeting developmental milestones and to make sure that
where a delay is identified children get the help they need as soon as possible. At this early age a
focus on developmental milestones rather than definitive diagnosis will increase the chances for
early intervention which will improve a child’s opportunities and minimise the effect of any delay.
The commitment extends to ensuring that service delivery is similarly embedded in a right-based
approach which ensures a minimally decent standard of living for for children with disabilities
(CWD) and people with disabilities (PWD).
To create efficiencies it is envisaged that this will require quality-and-cost-based selection of a
single consultancy firm for the development of an early assessment system (Output 1) and for the
development and institutionalisation of an interactive parent-child-facilitator early intervention
2828

The biopsychosocial model is a broad view that attributes disease causation or disease outcome to the intricate,
variable interaction of biological factors (genetic, biochemical, etc), psychological factors (mood, personality, behavior,
etc), and social factors (cultural, familial, socioeconomic, medical, etc).
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programme (see Output 2 for details). The consultancy firm should include for the early
assessment component:
Early assessment system consultant, instruments & tools (5 person months, international)
The consultant should have a graduate degree in medicine, nursing or the allied social sciences; at
least ten years of experience in working with early assessment tools, specifically ASQ and BSIDIII; five years experience in training and capacity building. Excellent writing skills and fluency in
English.The consultant will provide on-site and remote support to the Commission to ensure that
quality of implementation is maintained and to:
a)

Finalise the ASQ scoring system for Mongolia

b)

Ensure that targeted health professionals are aware of the scoring system including the trigger
for onward referral for further assessment

c)

Finalise the BSID-III scoring system; specifically determine the normative scale for the BSID-III
scoring which determines mild, moderate and severe developmental delay

d)

Contribute to the finalisation of Standard Operating Procedures for ASQ and BSID-III with lead
responsibility for the integrity and quality of the SOP

e)

Provide training and capacity building in UB and 6 targeted aimags to health professionals,
members of the Commission and sub-Commission, social welfare personnel and allied
professionals in selected aimags

The consultant will provide the associated deliverables
i.

2 x trip reports per annum detailing progress towards objectives

ii.

1 x SOP (including scoring systems) for application of ASQ approved by the Commission and
MPDSP

iii.

1 x SOP (including normative scales for determination of mild, moderate, severe
developmental delay) for application of BSID-III approved by the Commission and MPDSP

iv.

1 x training plan including on-site and remote support

Early assessment system consultant, implementation (9.5 person months, national)
The consultant should have a graduate degree in medicine, nursing or the allied social sciences or
equivalent; at least five years of experience working in the health and/or social sector in Mongolia;
a thorough knowledge and understanding of government administrative systems at national and
sub-national levels; at least five years experience in training and capacity building; three years
specific experience working with children or adults with disabilities. Excellent writing skills and
fluency in English and Mongolian. The consultant will work with the early assessment system
consultant, instruments & tools and the early assessment system consultant, management and
administration provide on-site support to the Commission to:
a)

Finalise (including licensing) the ASQ and BSID-III for use in Mongolia

b)

Develop SOPs for the application of ASQ and BSID-III

c)

Work with MoH to revise Pink Book including standardised age-appropriate ASQ

d)

Support training of health and allied professions to use the new instruments
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e)

Develop and implement an awareness raising plan in UB and 6 target aimags for parents and
professionals on the methodology of early assessment including appropriate messages for
radio/tv spots and bulk text messaging

The consultant will provide the associated deliverables
i.

Finalised and licensed ASQ and BSID-III

ii.

1 x draft SOP for ASQ

iii.

1 x draft SOP for BSID-III

iv.

1 x final revised Pink Book

v.

1 x training report detailing delivery of training

vi.

1 x awareness raising plan including key messages

Early assessment system consultant, management and administration (9.5 person months,
national)
The consultant should have a graduate degree in medicine, nursing or the allied social sciences or
management and administration or equivalent; at least five years of experience working in the
health and/or social sector in Mongolia; a thorough knowledge and understanding of government
administrative systems at national and sub-national levels; at least five years experience in
management and administration; three years specific experience working with children or adults
with disabilities. Excellent writing skills and fluency in English and Mongolian. The consultant will
work with the early assessment system consultant, instruments & tools and the early assessment
system consultant, implementation to provide on-site support to the Commission to
a)

Finalise a costed operational plan for implementation of the early assessment system
including structure and operation of the commission at national and sub-national levels and
five-year budget

b)

Develop operational guidance for the commission, approved by MPDSP, including
organogram and detailed job descriptions and/or Terms of Reference

c)

Support the Commission to develop and finalise its M&E system including data collection and
transmission methodology

d)

Provide administrative support to the Commission to tender and contract for implementation of
the awareness raising and training/capacity building plans

e)

Provide administrative support to the Commission to tender and contract for the Independent
Research to Establish Valididty and Reliability of the ASQ and BSID-III in the Mongolian
Context

The consultant will provide the associated deliverables
i. 1 x costed operational plan
ii. 1 x operational guidance including organogram and detailed job descriptions
iii. 1 x M&E system including data colletion methodology
iv. 1 x contract for bulk text messaging
v. 1 x contract for radio/tv spots
vi. 1 x contract with independent research institute
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6.1.4

Terms of Reference – Independent Research to Establish Valididty and
Reliability of the ASQ and BSID-III in the Mongolian Context (10 person
months, national)

Independent consulting firm (research institution) to establish the validity and reliability of the the
ASQ and BSID-III in the Mongolian context. The scope of work to be velivered by the vendor
requires the
a)

research to capture the validity and reliability of the measurement processes and properties of
the ASQ and BSID-III questionnaires in the Mongolian context; and to include consideration of

b)

the face validity, content validity and construct validity; and

c)

test-retest reliability, internal consistency and inter-rater reliability.

The consultant will provide the associated deliverables
i.

Research plan including detailed methodology and appropriate ethical approvals

ii.

Final clean data sets in excel and SPSS (or equivalent) formats

iii.

Final fully formatted, edited and referenced research report

iv.

Final fully formatted and edited ‘easy-read’ research and results summary for a general
audience, also published in both braille and speech formats

v.

Final draft academic publication on the research for submission to international journals

© Oxford Policy Management

29

References / Bibliography
1.
2.

Alcock, C., Griggs, E. and Daly, G. (2013) Introducing Social Policy. 2nd Edition. Routledge:
Abingdon.
Alcock, P. and May, M. (2014) Social Policy in Britain. 4th Edition. Palgrave McMillan:
Basingstoke.

3.

American Academy of Pediatrics Policy Statement (2006) Identifying Infants and Young
Children with Developmental Disorders in the Medical Home: An Algorithm for Developmental
Surveillance and Screening PEDIATRICS Volume 118, Number 1, July 2006. Available at
http://pediatrics.aappublications.org/content/pediatrics/118/1/405.full.pdf [accessed 14th March
2016]

4.

Anand, R. (2006) Neuropsychiatry of Learning Disabilities. The Internet Journal of Neurology.
2006 Volume 6 Number 1. Available at http://ispub.com/IJN/6/1/8394 [accessed 26th January
2016]

5.

Bellman, M., Byrne, O. and Sege, R. (2013) Developmental assessment of children. British
Medical Journal. BMJ 2013; 346:e8687. Available at
http://www.bmj.com/content/346/bmj.e8687.full [accessed 14th March 2016)

6.

Bernard, H., Leymat, A., Kowalczuk, T., de Klerk, T., Muñoz, W., du Mesnil, M.C. and Bord, S.
(2006) “Good practices for Economic Inclusion of People with Disabilities in Developing
Countries”, Handicap International. Available at http://www.handicapinternational.org/uploads/media/goodpractices-GB-2coul.PDF [accessed 19th March 2016]

7.

Burdge, C. (2015) Preliminary findings on social welfare standards in Mongolia: mission report.
The European Union’s Economic Governance for Equitable Growth (EG4EG) Project for
Mongolia

8.

Carraro, L. and Algaa, S. (2016) Ensuring inclusiveness and service delivery to persons with
disabilities in Mongolias. Poverty and Social Analysis. OPM: Oxford.

9.

Cheblowski, C., Green, J.A., Barton, M.L. and Fein, D., (2010) Using the Childhood Autism
Rating Scale to Diagnose Autism Spectrum Disorders. Journal of Autism Development
Disorders. 2010 Jul; 40(7): 787–799. Available at
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3612531/pdf/nihms449376.pdf [accessed 21st
March 2016]

10. DFID (2000) Disability, poverty and development. DFID: London. Available at
http://www.make-development-inclusive.org/docsen/DFIDdisabilityPovertyDev.pdf [accessed
19th March 2016]
11. Disability Rights Commission (2006) Equality treatment: closing the gap: a formal investigation
into the physical health inequalities experiences by people with learning disabilities and/or
mental health problems. DRC: London.
12. DPOs of Mongolia, (2015) Implementation of the UN Convention on the Rights of Persons with
Disabilities in Mongolia. Submission to the CRPD Committee of the response to the list of
issues on Mongolia by Disabled People’s Organizations of Mongolia.
13. Dyson, L.L. (1997) Fathers and Mothers of School-Age Children with Developmental
Disabilities: Parental Stress, Family Functioning, and Social Support. American Journal on
Mental Retardation: June 1997, Vol. 102, No. 3, pp. 267-279. Available at
http://www.aaiddjournals.org/doi/abs/10.1352/08958017(1997)102%3C0267:FAMOSC%3E2.0.CO;2 [accessed 21st March 2016]
14. Ertem I. O., Dogan D. G., Gok C. G., Kizilates S. U., Caliskan A., Atay G., Vatandas N.,
Karaaslan T., Baskan S. G. & Cicchetti D. V. (2008) A guide for monitoring child development
in low‐ and middle‐income countries. Pediatrics, 121, E581‐E589.
http://pediatrics.aappublications.org/content/121/3/e581 [accessed 14th March 2016]
© Oxford Policy Management

30

15. Filipek, P.A. and others (2000) Practice parameter: Screening and diagnosis of autism. Report
of the Quality Standards Subcommittee of the American Academy of Neurology and the Child
Neurology Society. Neurology 2000;55:468–479
https://apa.org/practice/guidelines/autism-screening-diagnosis.pdf [accessed 14th March
2016]
16. Glover, T.A. and Albers, C.A. (2007) Considerations for evaluating universal screening
assessments. Journal of School Psychology. Volume 45, Issue 2, April 2007, Pages 117–135
17. Hsin-Chi Wua, Chen-Chin Hsuc, Valeria Chiua, Yu-Jiun Yehd, and Shu-Hui Wend (2013)
Diagnostic validity of the Chinese Child Development Inventory in screening children with
developmental language delay Tzu Chi Medical Journal Volume 25, Issue 4, December 2013,
Pages 228–232. Available at
http://www.sciencedirect.com/science/article/pii/S1016319013000839 [accessed 14th March
2016]
18. ILO, UNESCO and WHO, (2004) CBR A Strategy for Rehabilitation, Equalization of
Opportunities, Poverty Reduction and Social Inclusion of People with Disabilities Joint Position
Paper 2004. World Health Organisation: Geneva.
19. Kerr, T., (2008) Community Finance: the news from Asia and Africa. Report of the Asian
Coalition for Housing Rights 2007 Workshop. International Institute for Environment and
Development: London.
20. Lovett, J., Munsell, E.P., McNamara, K. and Doyle, O. (2016) Friend, Foe or Facilitator? The
Role of the Parent-Service Provider Relationship in the Early Implementation of a FamilyBased Community Intervention. Community Psychology in Global Perspective. Vol 2, Issue 1,
52 – 72. Available at http://siba-ese.unisalento.it/index.php/cpgp/article/view/15179 [accessed
23rd March 2016]
21. McKenzie, K. and Megson, P., (2012) Screening for intellectual disability in children: a review
of the literature. Journal of Applied Research in Intellectual Disabilities 2012, 25, 80-87
22. MoH&S, WHO and UNICEF, (2015) REDS Strategy Evaluation Mongolia. Ministry of Health
and Sports: Ulaanbaatar.
23. Munkhuu, B., Essig, S., Renchinnyam, E., Schmid, R., Wilhelm, C., et al. (2013) Incidence and
Treatment of Developmental Hip Dysplasia in Mongolia: A Prospective Cohort Study. DOI:
10.1371/journal.pone.0079427. Available at
http://journals.plos.org/plosone/article?id=10.1371/journal.pone.0079427#s5 [Accessed 26th
January 2016]
24. Robertson, J., Hatton, C. and Emerson (2009) The Identification of Children with or at
Significant Risk of Intellectual Disabilities in Low and Middle Income Countries: A Review.
Centre for Disability Research, Lancaster University UK. Available at
http://eprints.lancs.ac.uk/27956/1/CeDR_20093_Identifying_Children_with_ID_in_LAMI_Countries.pdf [accessed 14th March 2016]
25. Shonkoff, J.P. and Meisels, S.J., (2000) Handbook of Early Childhood Intervention. Cambridge
University Press.
26. Solomon, M., Pistrang, N. and Barker, C. (2001) The Benefits of Mutual Support Groups for
Parents of Children With Disabilities. American Journal of Community Psychology. Volume 29,
Issue 1, pages 113–132, February 2001. Available at
http://onlinelibrary.wiley.com/doi/10.1023/A:1005253514140/abstract [accessed 21st March
2016]
27. Statistics Office of Mongolia (2010) Mongolia – Population and Housing Census 2010. NSO:
Ulaanbaatar. Available at http://catalog.ihsn.org/index.php/catalog/4572 [accessed 27th
January 2016]

© Oxford Policy Management

31

28. Sullivan, G. (2011) A Primer on the Validity of Assessment Instruments. Journal of Graduate
Medical Education 2011 Jun; 3(2): 119–120. Available at
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3184912/ [accessed 15th March 2016]
29. Tanner, J.C., Candland, T. and Odden, W.S. (2015) Later Impacts of Early Childhood
Interventions: A Systematic Review. IEG Working Paper 2015/3. World Bank Group:
Washington DC. Available at
http://ieg.worldbankgroup.org/Data/reports/ImpactsofInterventions_EarlyChildhoodonLaterOut
comes.pdf [accessed 23rd March 206]
30. United Nations Economic and Social Commission for Asia and the Pacific (ESCAP) Incheon
Strategy to “Make the Right Real” for Persons with Disabilities in Asia and the Pacific 20132022. Available at http://www.unescapsdd.org/publications/incheon-strategy [accessed 28th
January 2016]
31. UNICEF (2015) State of the World’s Children 2015. UNICEF: New York. Available at
http://www.unicef.org/publications/files/SOWC_2015_Summary_and_Tables.pdf [accessed
28th January 2016]
32. Vallas, R. and Fremstad, S. (2014, September 19) Disability is a Cause and Consequence of
Poverty. [Web log post] Retrieved from http://talkpoverty.org/2014/09/19/disability-causeconsequence-poverty/ [19th March 2016]
33. WHO and UNICEF, (2012) Early Childhood Development and Disability: discussion paper.
Geneva: WHO. Available at
http://apps.who.int/iris/bitstream/10665/75355/1/9789241504065_eng.pdf?ua=1 [accessed
26th January 2016]
34. WHO and World Bank, (2011) World Report on Disability. WHO: Geneva
35. Wiggins, L.D., Reynolds, A., Rice, C.E., Moody, E.J., Bernal, P., Blaskey, L., Rosenberg, S.A.,
Li-Ching Lee, and Levy, S. (2015) Using Standardized Diagnostic Instruments to Classify
Children with Autism in the Study to Explore Early Development. Journal Autism Development
Disorder. 2015 May; 45(5): 1271–1280. Available at
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4486213/ [accessed 14th March 2016]
36. Wilson, J.M.G. and Jungner, G. (1968) Principles and Practice of Screening for Disease.
WHO: Geneva. Available at
http://apps.who.int/iris/bitstream/10665/37650/1/WHO_PHP_34.pdf [accessed 26th January
2016]
37. Wynter, K., Hammarberg, K., Sartore, G-M., Cann, W. and Fisher, J. (2015) Brief online
surveys to monitor and evaluate facilitated peer support groups for caregivers of children with
special needs. Journal of Evaluation and Program Planning. Volume 49, April 2015, Pages
70–75. Available at http://www.sciencedirect.com/science/article/pii/S0149718914001529
[accessed 21st March 2016]

© Oxford Policy Management

32

Annex A

Comparison Chart - Early Assessment Tools
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1

Detailed situation analysis

1.1

Output 2. Service delivery for PWD improved

UNCRPD
Article 19 Living independently and being included in the community. (b) Persons with disabilities
have access to a range of in-home, residential and other community support services, including
personal assistance necessary to support living and inclusion in the community, and to prevent
isolation or segregation from the community
Article 25 Health. States Parties shall take all appropriate measures to ensure access for persons
with disabilities to health services that are gender-sensitive, including health-related rehabilitation.
(c) Provide these health services as close as possible to people’s own communities, including in
rural areas;
Article 26 Habilitation and rehabilitation. States Parties shall organize, strengthen and extend
comprehensive habilitation and rehabilitation services and programmes, particularly in the areas of
health, employment, education and social services
Incheon Strategy
Goal 4 Strengthen social protection. Target 4. a. “Increase access to all health services, including
rehabilitation, for all persons with disabilities” Target 4.c. “Enhance services and
programmes…that support persons with disabilities…in living independently in the community”.
Law of Mongolia on the Rights of Persons with Disabilities 2016
Chapter 2 Article 6. The following actions are considered forms of discrimination 6.5.2 “to hide or
segregate from the society, to limit the participation in social relationships…”
Chapter 7 Article 22.1 “The community based inclusive development services for persons with
disabilities shall be provided…”
Chapter 7 Article 23.2-23.4 pertains to payment by the State for services provided by nongovernmental organisations
Chapter 9 Article 32.1-32.7 pertains to the rights to independent living
Sustainable Development Goals (SDGs)1
Goal 10 Reduce inequality within and among countries 10.2 By 2030, empower and promote the
social, economic and political inclusion of all, irrespective of age, sex, disability, race, ethnicity,
origin, religion or economic or other status

1

See http://www.un.org/disabilities/documents/sdgs/disability_inclusive_sdgs.pdf for more information on disability
inclusive sustainable development goals
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1.1.1

Context in which services are developing

There is no global agreement on definitions of disability (WHO and World Bank 2011). For this
report we employ the definition provided in Article 4.1.1 of the 2016 Law of Mongolia on the Rights
of Persons with Disabilities,“persons with disabilities include those who have long-term physical,
mental, intellectual or sensory impairments which in interaction with various barriers may hinder
their full and effective participation in society on an equal basis with others”. All reference to
children and people with disabilities is inclusive of people with an intellectual disability, with multiple
disabilities and to those with aging-related disability.
Although models of service delivery for people with disabilities and their families will vary from
country to country, three core components characterize international best practice:
•

Services are individualised and based on participatory assessment of needs of each person

•

Service users can access services in their own communities

•

Access to information for all those who may need services

In combination, services with these characteristics can contribute to the social inclusion and
empowerment of people with disabilities and help to
promote participation and wellbeing (WHO and World
Box 1 Later Impacts of Early
Bank, 2011, page 11). By addressing disability across all
Childhood Interventions
policies and programmes and Ministerial portfolios, rather
“Early childhood development holds
than as a stand-alone thematic issue, states can also
considerable promise for making
meet their obligations under the UNCRPD (Ibid. page
progress on…reducing poverty and
12).
increasing shared prosperity
while encouraging economic
Beginning in early childhood, developmental
growth.”
interventions have been shown to have beneficial
impacts later in life. Identifiction of a developmental delay
Later Impacts of Early Childhood
should trigger systematic early intervention services
Interventions: A Systematic
Review. IEG Working Paper
which can mitigate the effects of any disability and lead to
2015/3. World Bank Group
advantages in later life in the areas of cognition,
language, socio-emotional health, education, and the
labor market (Tanner, Candland and Odden 2015). The
2015 World Bank systematic review of 55 studies on early childhood development reports that
while knowledge gaps remain, there are significant causal links between early intervention and
sustained effects over time (Ibid.). Early intervention can lead to improved educational outcomes
for girls and for the poor.
Selected best practice examples of services which begin to deliver direct benefits to children with
disabilities and their households include community based services which provide parent to parent
support, outreach, information and referral services to families of children with disabilities and the
professionals who serve them. For example the California Early Start Family Resource Centres2,
which are part of a government funded Early Start Programme, offer parent-to-parent support and
professional help to parents, families and children to access services. Similar centres for parent
information and resources are available across the country, to enable families to obtain information
about the disability of their child, about early intervention for babies and toddlers, school services,
therapy, local policies, transportation, and much more. Every US State has at least one Parent
Training and Information Centre (PTI) to offer families this kind of information3.

2
3

http://www.frcnca.org/
http://www.parentcentrehub.org/wp-content/uploads/repo_items/bp3.pdf
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The availability of these services in their own locality enables parents to access systematic early
intervention, based on an individually designed programme of therapy, exercises and activities.
Thoughtful interventions which involve parents alongside professionals, and which enable these
significant adults to build beneficial supportive relationships, are key components for the success
of programme implementation. Furthermore, flexible arrangements which can quickly respond to
changes in circumstance are important in successfully facilitating delivery of the programme’s
content (Lovett and others, 2016).
It is also usual for specialist habilitation and rehabilitation services to be provided for children and
adults with disabilities, as a standalone service, or in a combination package. These include at a
minimum:
Speech and language therapy which supports children and young people who have a
speech disorder (a problem with the actual production of sounds) or a language disorder (a
problem understanding or putting words together to communicate ideas). They work on
augmentative and alternative communication which are the methods used to supplement or
replace speech or writing for those with impairments in the production or comprehension of
spoken or written language. This can include sign language and assistive devices such as
text to speech generators. They address communication effectiveness, communication
disorders, differences and delays due to a variety of factors, including those that may be
related to hearing loss. They can also assist with dysphagia/oral feeding to overcome
disorders in the way someone eats or drinks, including problems with chewing, swallowing,
coughing, gagging, and refusing foods. Speech and language therapy is often an important
component of the service package required by persons with cerebral palsy or who are deaf
or who have an intellectual disability.
Box 2 Independent living
Occupational therapy (OT) which focuses on
“Independent Living means that we
helping people with a physical, sensory, or
demand the same choices and
cognitive disability to be as independent as
control in our every-day lives that
possible in all areas of their lives. It can help
our non-disabled brothers and
children and adults with a disability to improve
sisters, neighbors and friends take
their cognitive, physical, sensory, and motor skills
for granted. We want to grow up in
our families, go to the neighborhood
and enhance their self-esteem and sense of
school, use the same bus as our
accomplishment.
neighbors, work in jobs that are in
line with our education and
Physiotherapy which is a science based
interests, and raise families of our
profession that helps to restore movement and
own. We are profoundly ordinary
function when someone is affected by injury,
people sharing the same need to
illness or a disability. It can also prevent
feel included, recognized and
deterioration and further loss of function through a
loved.”
maintenance programme of rehabilitation based
on individual treatment plans.
Dr. Adolf Ratzka, Independent
Living Institute, Stockholm, 2005.
The rehabilitation based paradigm of support to people
(In: Development Outreach.
with disabilities can, however, re-inforce the portrayal of
World Bank. July 2005.)
people with disabilities as sick, requiring professional
medical interventions, and possibly a burden to their families. The independent living movement
(Box 5) is trying to replace this notion with one which identifies disabled people as the expert in
designing and promoting solutions which support rights fulfillment. The underlying philosophy is
that with peer support everyone, including people with extensive and multiple disabilities, can learn
to take more initiative and control over their lives. This is reinforced as a fundamental right in the
UNCRPD Article 19 living independently and being included in the community and in the Law on
the Rights of Persons with Disabilities 2016 Article 32 rights to independent living. This inclusive
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approach supports participation of people with disabilities, including UNCRPD Article 30
participation in cultural life, recreation and sport.
The Netherlands provides a good example through its Social Supports Insurance Act, introduced in
2007, which emphasises the importance of independent living for people with disabilities. Under
this Act, people with disabilities have a personal care budget which they can use to pay family,
friends or others who care for them. This makes it easier for people with physical, intellectual and
other disabilities to live at home and in their communities for as long as possible. Each of the 441
municipalities in the Netherlands has a central information point that provides people with
disabilities and their families with assistance in applying for personal care, adjustments to their
home, mobility devices, housekeeping help etc4.
The 2011 World Report on Disability advocates for information and advice services as core
components of assistance and support, to enable people with disabilities to fulfill their rights. In the
UK, the Disability Law Service5 is an independent not-for-profit organisation run by disabled people
which provides information, advice and assistance to persons with disabilities and their carers.
They provide free advice and representation on community care law, disability discrimination, and
employment law and welfare benefits as well as specialist support and training for advocates and
advisers of disabled people. The service was originally run on a voluntary part-time basis at a
community Centre, providing face-to-face advice at weekly drop in sessions before being awarded
a contract by the Ministry of Justice in all five areas of law. This is reflected in the Law on the
Rights of Persons with Disabilities 2016 Article 27 the right to get legal assistance.
Many disabled people have limited access to information because they are blind or deaf. In this
case Braille, spoken word and sign language are significant and important communication
systems. Since not every locality has a teacher for Braille and sign language, or for sign language
interpretation, disabled peoples organisations have identified innovative solutions which take
advantage of new technologies. For example self-teach courses in Braille reading and writing are
provided by the UK based Royal National Institute of Blind People (RNIB)6 and many sign
languages, including American, British and Russian are available on-line in both formal and informal systems7.
In recognition of the limited availability of books in appropriate formats, EIFL, an iniative of the
Open Society Foundation worked with the Mongolian National Federation of the Blind (MNFB)
during 2010-2011, to build a digital recording studio and purchase 40 DAISY BookSense readers.
Librarians trained volunteer readers to record books into DAISY format, and distributed BookSense
readers to rural libraries in all 21 provinces8.
As the independent living movement is founded on peer support, similarly around the world support
groups for parents and siblings of children with disabilities have been found to be beneficial in
reducing isolation and in helping individuals to have a sense of control and agency in managing the
changes in their world (Dyson 1997; Michael, Pistrang and Barker 2001; Wynter and others 2015).
Simply having access to a local physical space in which to come together regularly can be the
catalyst for households to begin to access the help and services needed for their family member
with a disability.

4

The Netherlands: Health and Personal Social Services for People with Disabilities State Report. National Disability
Authority. January 2011
5 https://disabilitylawservice-public.sharepoint.com/Pages/Home.aspx
6 Royal National Institute of Blind People (RNIB)
7 See for example https://www.youtube.com/watch?v=OZjiYcpD-5w
8 http://www.eifl.net/eifl-in-action/talking-books-service-sparks-change-law
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Adopting a lifecycle approach to making sure that people
get individually designed support and assistance when
and where they need it is key to ensuring that services
are delivered appropriately as a child grows and enters
adulthood and then old age. This is usually done through
a system of case management (Figure 1) which is a
systematic approach to delivery of a broad range of
social services and which provides access to aligned
universal services including health, education, housing
and employment (Box 3). The individual (and their family)
is assisted to identify need, to make a plan to meet those
needs including referral for services and to provide ongoing monitoring and follow-up.

Box 3 Access to social and
aligned universal services
In view of the intersecting nature of
services required by people with
disabilities in the Mongolian context
this reports adopts an approach
which defines social services as
those that are targeted to
vulnerable populations who have
additional needs and which also
assist them to gain equitable
access to universal services,
including health, education,
housing, employement

This means that as an individual’s needs change over
time and in response to changing circumstances, a systematic approach can be adopted to making
sure they continue to get the right assistance and support to meet complex needs. Case
management is adopted as a fundamental approach in Europe, North America, Australia and New
Zealand and is increasingly being applied globally with emerging models, tailored to local context
in Sub-Saharan Africa, East Asia and the Pacific. This approach recognises that the building of a
domestic model of social services delivery can only be successful if it takes into consideration the
social, cultural, political and economic characteristics of a particular country.
Figure 1 Overview of planning and decision making in case management

Source: OPM

Delivery of social services has typically been through distinct pillars for adults and children. This is
in part because children’s services take into account the changing needs of growing children and
the support needed for the carers in their families, whilst adult services may be more focused on
independent living and supporting access to employment and housing. It is also because social
welfare is more driven by individual need than a pre-determined service framework (unlike for
example education). It is a demand-led area predicated on processes for identifying and
responding to the needs of individuals or families. Since the needs of children and adults are
significantly different, service specifications are different and separate.The development of
separate services is in part driven by the safeguarding requirements of child protection policy
(Alcock, Daly and Griggs, 2013), however provision of the services can be co-located in order to
encourage more effective transition (e.g. for children with disabilities) and efficient use of resources
(Alcock and May, 2014).
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The right to an adequate standard of living is a
fundamental component of the UNCRPD (Article 28). As
detailed elsewhere in the accompanying Poverty and
Social Analysis Report, “persons with disabilities and
their households represent a population sub-group with
substantially higher poverty and lower human
development indicators than the rest of the population”.
Whilst the available social safety nets, including social
welfare benefits for people with disabilities can
ameliorate some of the effects of poverty, levels of
poverty amongst households with at least one person
with a disability are significantly higher than in the
general population. This corresponds with the growing
body of empirical evidence from across the world which
indicates that people with disabilities and their families
are more likely to experience economic and social
disadvantage than those without disability (WHO and
World Bank 2011).

Box 4 The experience of PWD
and their families
“When we are working, employers
are not happy that we have a CwD.
When child is frequently sick, they
do not like it.” 49 yr old woman,
Dornod
“I need to share my opinions with
others. Most of the time I feel alone
and stressed”
66 yr old woman, Uvurkhangai
“Now my child does not have
friends. He likes playing basketball.
Unfortunately it is a team sport. And
he is angry with me.” Mum, UB
“Families who need to take care of
CwD lose value in society – no
work, no opportunity to have a nice
life.” Father, UB

Disability can be a cause of poverty. During
consultations conducted in connection with this PPTA,
parents reported how caring for a child with a disability
impacted on the household economy and led to
economic hardship. Because of their caring duties, earnings reduced whilst expenses increased;
travel and accommodation costs to attend medical appointments, costs for prescribed medicines
and/or treatment, purchase of special equipment, special foods and increased quantities of basic
household goods e.g. washing powder in the case of a child who is incontinent. The accompanying
[to this technical report] Poverty and Social Analysis report also references the extra costs
associated with having a household member with a disability (see Page 7 Figure 5), and notes
that, “Poverty among households with a person with a disability is more than double that of other
households”. Thie report also notes that, “Caregivers are primarily women, 4 out of 5, but do not
receive additional protection and are often poor and marginalized” (Page 21). During focus groups
parents reported that this increased their sense of isolation and marginalisation because the usual
stigma and discrimination associated with having a child with a disability is compounded by a drop
in economic status. Adults with a disability can be equally affected, there are barriers to education,
and they may lose their jobs or be denied opportunities for employment, and have significant
additional expenses (Box 4).
Poverty can also be a consequence of disability because it can limit access to health care and
preventive services, and increase the likelihood that a person lives and works in an environment
that may adversely affect their health (WHO and World Bank 2011; Vallas & Fremstad 2014).
Even where social safety nets exist, as noted in the 2011 World Report on Disability, “Because of
higher costs, people with disabilities and their households are likely to be poorer than non-disabled
people with similar incomes”. This can mean that people with disabilities and their households are
unlikely to have even modest savings to mitigate financial shocks. Facilitating the inclusion of
people with disabilities in mainstream financial services can begin through leveraging opportunities
within the informal sector. For instance, establishing self-help groups, savings groups, or rotating
clubs, can allow a number of people to put their savings together, create a fund and disburse loans
from this fund to its members. This type of peer support mechanism does not replace government
assistance, but can empower individuals and families, because they have a common experience
and understanding and because it it less bureaucratic and stigmatizing. Loans may be used to deal
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with short-term financial shocks, to purchase one-off
items of equipment or to help individuals or families to
address other economic needs (Annex 1).
With a central accessible and regular place to meet, for
example the proposed new Development Centres for
PWD in UB and at aimag level, there is an opportunity to
host and facilitate these groups, and provide access to
services for those in need. This can contribute to a
reduction in poverty and vulnerability of PWD, and
address gender related deprivation, by providing
opportunities to mitigate risks and invest in their lives.

1.1.2

Box 5 Laws Implementation
“There are gaps between the laws
governing social welfare and the
practices that can be measured
against standards…there should be
more specific instructions for
protocols, procedures and guidance
documents that will inform the law”.
European Union’s Economic
Governance for Equitable Growth
(EG4EG) Project for Mongolia,
November 2015

Services for children and people with
disabilities in Mongolia

As discussed in the accompanying Poverty and Social Analysis report, there are considerable
discrepancies in the data on the numbers of children and adults with disabilities in Mongolia. These
differences also occur in the disaggregation by sex – the NRC shows no difference, the MoHS
shows no difference in children under 5 whilst the NAC data suggests that 68% of CWD are boys.
This is important because it may point to consequent disparities in service delivery. It can be
assumed for planning purposes that around 100,000 adults and 10,000 children should be
considered in the development of policy and programmes for implementation of the UNCRPD and
around half of these are located in UB and half across the other 21 aimags.
Despite advances in delivery of health care, Mongolia is still struggling to identify and provide
social services for its hard to reach populations (MoHS et al. 2015). This is related to issues of
internal migration and increasing un-registered urbanization, limited access to rural populations as
well as capacity and resource constraints (Ibid.).
A strong policy and legislative framework exists, for example Disabled Persons Social Welfare
Law, revised 2005, Law on Pre-School Education 2008, Law on Employment Promotion 2011 Law
on Social Welfare 2012, Law on Child Protection 2016 and the Law on the Rights of Persons with
Disabilities 2016. However, the necessary regulations, by-laws and enforcement mechanisms are
not in place to make the legislation effective. Chapter III. A. 7. of the 2015 Concluding
Observations of the United Nations Committee on the Rights of Persons with Disabilities on the
initial report of Mongolia, (“the Concluding Observations”) recommends that Mongolia (a)
“Harmonize its national legislation and policies to ensure full compliance with the Convention…
[and] (b) Develop a strategy for implementation [of the law], with clear structures for policy
coordination, benchmarks, timelines and appropriate funding.”.
This gap between legislation and implementation has been noted in Mission Reports of the
European Union (Box 5) and the UK-Mongolia Health Sector Partnership initiative on mental
health9.
Early intervention and pre-school services

9 UK-Mongolia Health Sector Partnership (2014): Improving mental health care in Mongolia. Project report, Phase 1,
January-March 2014
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Early intervention for children with disabilities is largely limited to non-governmental organisation
(NGO) service provision and is virtually non-existent in rural areas. The early detection programme
envisaged by the Commission (and discussed above) is intended to be linked to early intervention
services, however no action has yet been taken which would support implementation of the
Concluding Observations III.B. 39 “The Committee recommends that the State party take steps…to
ensure early intervention…”.
A ‘mobile’ school preparation programme for the children of herders piloted by Save the Children
Japan with World Bank10 has demonstrated the effectiveness of home-based learning and may
provide learning opportunities for similar programmes for children with disabilities (Box 6).
Similarly, a mobile ger kindergarten model supported by UNICEF11 reports that it is an effective
model for inclusion of children with disabilities. During 2013-2014 ADB supported establishment of
a ger-kindergarten programme to improve access of poor children from rural and nomadic families
to early childhood education programmes; these services provide toy librarys equipped with
cognitive development toys and the project contributed to development of national standards for
early education12. Despite these interventions, mainstream kindergartens are overcrowded and
opportunities are even more limited for children with disabilities to attend kindergarten. In response
to the limited availability of public kindergartens the NAC has reported plans to introduce a homebased child minder service with dual goals of care and protection. This will involve recruitment and
training of salaried child-minders in local communities to care for children in their own homes or in
rented spaces, including children with disabilities, as an alternative to state funded kindergartens.
Payment for care provision for children with disabilities will be paid at twice the rate of children
without disabilities. The NAC anticipates that 2000 child-minders will be recruited and trained in
2016 to care for around 10,000 children, 20 per cent of whom are children with disabilities. At the
same time they intend to establish child and family centres at soum level across the country with
approximately 700 staff positions, and envisage a hybrid approach to contracting services provided
by NGOs as well as government provided services.
Specialist services which combine rehabilitation and development education are provided for some
children by non-governmental organizations including the Association of Parents with Differently
Abled Children and Youth (APDC), National Association of Children with Disabilities and Autism
Mongolia. These services do not receive government
Box 6 Mobile school preparation
funding and can apply fees13. They usually operate under
programme in Mongolia
a kindergarten license and are therefore subject to
“Through the programme, a child
hygiene inspection. No minimum standards yet apply,
takes home one ‘mobile’ kit of
however the MPDSP reports that it is developing a
books and toys from the school
regulation for child Development Centres and is
library at a time. The parents are
considering the introduction of standards.
trained on how to use the kit to
assist their child with learning,
The 2016 Law on the Rights of Persons with Disabilities
effectively becoming the teachers at
includes provision for the development of service
home. After the child finishes one
kit, the family returns to the library
standards and sub-contracting of non-governmental
to get a new kit.”
organisations to provide these services with public funds.
14
Through a complementary EU project the MPDSP has
(World Bank, 2015)
prioritised development of:

10

www.worldbank.org/en/news/feature/2015/02/05/in-mongolia-preparing-herders-children-for-school-and-improvingtheir-learning
11 http://www.unicef.org/education/mongolia_69868.html
12 http://www.adb.org/projects/42222-012/main#project-pds
13 Fees can range from 150,000-300,000 MNT per month
14 The European Union’s Economic Governance for Equitable Growth (EG4EG) Project for Mongolia
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1. Regulation on the requirements that need to be met by organisations that provide community
based services
2. Regulation on service types and forms to support independent living of DPOs that provide
community based services
3. Regulation on service types and forms to support independent living of PWD and requirements
for service providers.
These are anticipated to be in place by September 2017.
Community Based Rehabilitation (CBR)
The 2004 Joint Position Paper (ILO, UNESCO and WHO 2004) on Community Based
Rehabilitation notes that it is “a strategy within general community development for the
rehabilitation, equalization of opportunities and social inclusion of all people with disabilities”.
Whilst country approaches will vary in scope and breadth they will have elements in common
(Figure 2). These can include i) national level support through policies, co-ordination and resource
allocation; ii) recognition of the need for CBR programmes to be based on a human rights
approach; iii) willingness of the community to respond to the needs of their members with
disabilities; and iv) the presence of motivated community workers.
With the support of the INGO AIFO, Community Rehabilitation Committees have been established
in all aimags across the country to provide training and support at soum level on disability issues.
However there is limited information on the outcomes and sustainability of this completed projectbased activity.
The National Rehabilitation Centre (NRC) offers partially residential Centre-based rehabilitation
services and acts as a policy advisory body to the Ministry and government on disability-related
issues. As described above, the NRC was also home to the Commission responsible for early
assessment. A planned National Children’s Rehabilitation Centre (NCRC), under development with
support from the government of China, is expected to be operational in 2019. The supervisory
authority for the NCRC has not yet been announced.
Under the same Ministry, the ‘Oron bul’ Centre offers residential and educational services for
orphans and street children in two facilities for children aged 0-6 and 7-16. Noting that more than
30% of the children had a disability, the ‘Oron bul’ Centre established a third facility to provide
rehabilitation services for these children and other disabled children living in the district. Opened in
November 2015, this facility, the Mongolian Child and Family Development Centre, has the
capacity to offer physical therapy alongside traditional medicine, including acupuncture and
cupping therapy, to approximately 60 children per day.
The MPDSP is in the process of responding to the recently introduced Law on the Rights of
Persons with Disabilities, including internal re-structuring to better comply with the provisions of the
Law and consideration of an overall administrative authority in charge of issues for persons with a
disability. The interpretation of the legislation in this regard, is still to be clarified.
As noted above, APDC operates six Child Development Centres one in Ulaanbaatar and five in
aimags; these Centres provide individual and group therapy and home-based services for between
20-30 children with disabilities and their families as well as training for doctors, parents and
associated professions. The services do not receive government funding and rely on external
donor support, as well as fees levied.
APDC is also testing a ‘hotline’ for parents of children with disabilities to provide information to
parents (they have developed a services database) and to offer advice. The intention is to make
this nationally available as soon as funds become available.
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The National Association of Children with Disabilities and Autism Mongolia each provide centrebased rehabilitation and educational services for up to 30 children of kindergarten age.
Child Protection Centre no. 5 under the authority of the NAC, MPDSP was established in 2006 with
support from INGOs and is now maintained by government. This Centre, in the ‘ger district’
supports 60 of the 88 registered children with disabilities in two horoo in Chingeltei District (no. 17
& no. 18), most of whom are from poor families. Facilities and staffing are limited and funding is
erratic so services are not operating as they once did.
Figure 2 World Health Organisation Community Based Rehabilitation Matrix

Source: WHO

There is a blurring of lines between what can be considered Community Based Rehabilitation,
statutory service provision and early intervention and education; whilst interpretation can differ
these are all positive developments in providing opportunities for children and adults with
disabilities to actively engage with their peers and their communitees. There are many good
models to develop and build on, however care must be exercised to make sure that development
of distinct and separate service provision does not reinforce barriers to inclusiveness, or create
them where they did not previously exist, but should rather develop against the background of the
principles of the UNCRPD and in particular Article 3. (c) Full and effective participation and
inclusion in society”.
Habilitation and rehabilitation services
Professional social work courses are currently offered in 14 tertiary level training institutes in
Mongolia, including in private universities. One of these, the Mongolian University of Science and
Technology has been offering a four year bachelors degree and five and a half year masters
degree in social work, through their School of Business Management and Humanities, Department
of Social Sciences, since 1997. The 2016 intake of 30 students will be required to select from three
elective modules, one of which (introduced in 2015) is a 64 hour disability elective course. This
includes case management and basic counselling. This social work course is accredited by the
MoECS. By their current estimates only 17 per cent of operational social workers are social work
graduates. During the last three years the university has partnered with the MPDSP to up-grade
© Oxford Policy Management

10

the professional social work skills of employed but unqualified social workers. The social work
course is also expanding its networks to provide a variety of disability specific placements and
guest lecturers. The university is open to development of its current curriculum to embrace
additional disability specific training requirements.
The National Medical University of Mongolia has been developing a core curriculum for
implementation of CBR. This includes physiotherapy and occupational therapy (OT). The university
estimates that its graduates constitute 70 per cent of all medical professionals working in the state
sector in Mongolia, including its physiotherapy graduates. The physiotherapy course was
established in 2007 with support from the Japanese government. The fifth graduating class of 2016
is expected to bring the number of physiotherapists working in state hospitals to 100. Although OT
is offered, take-up is poor and the drop-out rate is high. The university believes this is because OT
is not a well understood profession, and opportunities for employment are limited. The quality of
the OT training provided has not been assessed, however a medical doctor currently on track to
complete the European Masters Programme in Occupational Therapy believes that this nascent
profession requires significant investment to enhance the curriculum to the appropriate standards.
Speech therapy is currently offered through the School of Dentistry as an elective post-graduate
course. The university is open to development of its curriculum for these specialities within the
scope of this ADB loan to government and estimates it will take one year to prepare and approve
revised curricula.
With increased investment through this project in curriculum development for courses offered at
universities in UB and in the provinces and for combined on-line, part-time and professional upgrading courses, the outlook for the developing professions is positive.
Social welfare services
DPOs report the availability of home-based care services funded through the health insurance
scheme which are available on application for 10-14 days per year. This service is provided
through a private company contracted by government and DPOs report that it is a limited service
which does not meet their needs or rights15. For example each service provided is individually
costed such that the carer will report on the number of times he assisted a disabled person to the
toilet to pass urine or to defecate.
Social welfare benefits and allowances are dealt with in detail in the accompanying report on
Output 5 and in the Poverty and Social Analysis, however their relevance to services is important,
particularly in cases where systems for purchasing personal assistance are to be considered.
Similarly they will require consideration if respite care is to be considered as a viable service.
Whilst there is currently provision for allowances, for example for a “Citizen taking care of single,
disabled person who does not have any child or relative in their family”, this is currently in the
amount of approximately 30 USD per month which may not encourage take up of this option.
Access to information
Knowing where to get information and advice is an important component of disability services to
enable people to fulfill their rights. It is also a fundamental right enshrined in the Law on the Rights
of Persons with Disabilities 2016 article 5.1.3 to create favourable and accessible conditions for
persons with disabilities to ensure their rights to be involved in all relations including to study, to
work and be socialized. As noted above one NGO is operating a nascent hotline for parents of
children with disabilities, and a separate national hotline, not specific to persons with disabilities is
15

Interviews with Universal Progress Independent Living Centre 14th January 2016 , Songino Independent Living Centre
20th January 2016 and National Association of Wheelchair Users 13 th January 2016
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operated by the NAC. Hower the information needs of households and persons with disabilities
remain for the most part unmet. More than 70 per cent of respondents to the household survey
undertaken in connection with this project design said they do not receive enough information
about services. Responses are similar across urban and rural locations and ranges from 15 per
cent of respondents asking for more information about education and skills training to more than 56
per cent asking for health information and 52 per cent for social welfare services information.
Similarly, 74 per cent of respondents said their main source of information was through TV, both
UB and national TV channels.
Mental health
Long term mental health issues can have an effect on a person’s ability to undertake day to day
activities, and thus can be considered a disability. Equally many people with disabilities may also
have an overlying mental health condition such as depression. People with long term mental health
problems and intellectual disabilities such as autism are also found to have more chronic general
health problems that the general population (Disability Rights Commission, 2006). In a 2006 joint
report the MoHS and WHO note that there are only 17 mental health professionals per 100,000 of
the population and primary healthcare staff have limited training in mental health (WHO and MoH
2006) Efforts to improve the care and treatment of people with mental problems in Mongolia are
on-going through the UK-Mongolia Health Sector Partnership which is trying to develop community
based mental health services as an alternative to long-term hospitalization and residential care. As
observed in the accompanying Poverty and Social Analysis report (Page 6), “It is important to note
that unfortunately the current statistics and classification
Box 7 Disability and mental
of ‘mental disabilities’ does not allow us to properly
health
distinguish between psychiatric conditions and
intellectual disabilities, a distinction instead present in
“People who experience mental
the CBR WHO guidelines and in theNRC statistics.
health conditions or intellectual
impairments appear to be more
There is often the tendency to confuse the two types of
disadvantaged in many settings
disability: intellectual disabilities and mental health
than those who experience physical
conditions, and such classification does not help”.
or sensory impairments”
Crosscutting

WHO (2011) World Report on
Disability pg. 32
Availability of specialist services is limited outside
Ulaanbaatar. Whilst this is reflective of recent
population shifts which suggest an estimated 50 per cent of the population live in and around UB, it
also reflects a lack of services for people with disabilities in rural and remote communities.
Outreach to these populations has been made possible in the healthcare sector through the Reach
Every District and Soum (REDS) initiative supported by a Ministry of Health and Sports decree and
in collaboration with UNICEF, WHO and UNFPA (MoHS, WHO and UNICEF 2015), from which
lessons can be learned and applied in the social services sector.
People with disabilities are also more likely to be exposed to violence, abuse exploitation
and neglect (WHO 2011) and less likely to access prevention and response services.
Individual reports are noted of people with disabilities being locked in at home ‘for their safety’, or
being forced to give up sheltered employment opportunities to work as unpaid child carers at
home, as well as being exposed to sexual violence because of their vulnerability.
Services are not providing for people with intellectual disabilities. Children with moderate to
severe intellectual disabilities or multiple disabilities who obtain a place in a specialist kindergarten
service provided by an NGO are not able to graduate to mainstream or special schools; DPOs
largely do not represent people with intellectual disabilities and there is no support available for
self-advocacy empowerment. Anecdotal reports suggest that children and adults with intellectual
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disabilities live at home with their families, or are placed in the National Mental Health Centre (in
separate adult and child residential facilities) in UB. Difficulties in reporting prevalence of disability
have been previously reported due to the non-standardised data collection across countries (WHO
and World Bank 2011, pg. 24).
This contributes to challenges in service planning because the numbers who need a service are
difficult to assess. However based on the analysis of the Global Burden of Disease 2004 data as
cited in the World Report on Disability (Ibid.), estimates suggest that among those aged 0-14 the
figures are 5.1 % moderate to severe disability and 0.7% severe disability. Therefore an estimate
of 6 % has been applied to an analysis of Mongolian population data, which suggests that up to
14,000 children aged 0-4 require services nationally, with variant distribution across rural and
urban areas.
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2

Detailed gap analysis

2.1

Output 2: Services for PWD strengthened

In line with UNCRPD Article 25 (b) there is an onus on the State to “Provide …services… including
early identification and intervention … designed to minimize and prevent further disabilities;” and
as per Article 25 (c) to “Provide these…services as close as possible to people’s own communities,
including in rural areas;”. Similarly the Incheon Strategy Goal 5 Target 5A calls on States to
“Enhance measures for early detection of and intervention for, children with disabilities from birth to
pre-school age”.
Early intervention services for children with disabilities are limited in scope and availability although
some good models exist. NGOs are the predominant service providers, filling an important gap,
however they do not receive any government assistance. As a result, some offer services on a fee
paying basis, which restricts access to the most poor. Where government services exist, as
evidenced by Centre No 5, quality of service delivery is severely constrained by a lack of adequate
funding. These services are operating in an unregulated environment; neither the state nor service
users and/or their families have any assurances of the quality or safety of the services being
provided.
There are potential opportunities for mainstreaming these early intervention programmes through
the NAC programmes. In particular the NAC plans for home based child minders and children and
family centres are prospective openings for mainstreamed service provision in line with UNCRPD
Article 19 (c) “Community services and facilities for the general population are available on an
equal basis to people with disabilities and are responsive to their needs”.
In the Mongolian context the concept of childminders is intended to provide opportunities for early
childhood development to children who are unable to attend mainstream kindergartens because
they are not available or because they are overcrowded. Childminders will be provided with training
to provide day-care for up to five pre-school children or three children with disabilities. For each
child they care for a fee is payable.
There are no links between the proposed early assessment and provision of early intervention
services; a positive assessment of developmental delay should result in a referral for individual
planning, service delivery and follow-up through a case management model, however this is not
yet developed. Proposals to introduce Portage services through the JICA START project will help
to ensure a programme for parent training is developed that can fit into a case management model.
The provisions of Article 19 of the UNCRPD require States to take “effective and appropriate
measures for people with disabilities to live independently and be included in the community.”
Similarly the Incheon Strategy Goal 4 Target 4.C requires States to “Enhance services and
programmes, including for personal assistance and peer counseling, that support persons with
disabilities, especially those with multiple, extensive and diverse disabilities, in living independently
in the community”.
DPOs representing adults and wishing to provide direct services are operating in a vacuum; two
independent living centres are providing peer counseling and advocacy services and are training
personal assistants, however since they receive no government assistance they are unable to
deliver these important services very widely. As with the NGOs offering support to children and
families, these adult services are operating in an unregulated environment; neither the state nor
service users and/or their families have any assurances of the quality, safety or sustainability of the
services being provided.
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People with multiple, extensive and diverse disabilities are largely excluded from community life in
Mongolia. They were invisible during the extensive consultation process and advocates
acting on their behalf have yet to be identified. Assessment and diagnosis of autistic spectrum
disorder is in its infancy in Mongolia; parents of children with autism are particularly concerned
since this has implications for their children when they reach age 16 and an automatic diagnosis of
schizophrenia is likely to be applied.
The capacity of the workforce to provide services to people with disabilities is noted to be in deficit.
Although social work as a profession is offered at Bachelor degree level across a number of
tertiary level education institutions, social work training to work specifically with people with
disabilities is underdeveloped. . Social workers at the social welfare office are primarily involved in
administration of social welfare benefits. Allied professions such as physiotherapy, OT and speech
therapy are emerging; the inclusion of the biopsychosocial approach to disability should be
included in the curriculum content. Doctors, nurses and kindergarten teachers have little specialist
knowledge and in some cases what they do know has been sourced independently through the
internet.
As observed in the Poverty and Social Analysis report (Page 21), “Gender issues have been
considered both in the desk review and in the design of primary data data collection and their
analysis. In terms of gender unbalances the three key main areas that emerge are the following:
•

A substantially higher prevalence of disability in boys and men compared to that found in girls
and women;

•

Higher school attendance rates for girls than boys among those recognised as CWD;

•

Caregivers of PWD are primarily women: 4 out of 5 but do not receive adequate protection and
are often poor and marginalized.

Furthermore we found that there are different gender-related attitudes towards disability and this
must be taken into account in various aspects of the design of the project.”
Similarly in the workforce women predominate in frontline service delivery; social work is often
considered ‘women’s work’ - the United States Department of Labour 2015 Labour Force Survey
identifies more than 83% of social workers as women16; in the UK make up more than 82% of the
social services workforce across all professions17.
Whilst the reasons for the gender imbalance in the workforce are complex and may be related
amongst other things to perceived skill sets (women as carers) or wage issues, these should also
be considered carefully in project design in combination with the gender-related attitutdes towards
disability noted above.

2.2

Services for PWD strengthened

In line with the WHO Community Based Rehabilitation Matrix (see Figure 2), we propose that
Centres, co-located close to existing aimag service delivery Centres (see Figure 3), be established
in order to provide wide-ranging services, including centre-based habilitation and rehabilitation,
advice and support for accessing social welfare benefits, access to assistive technology, homebased care and out-reach services as well as opportunities for socialisation and learning etc.
Whilst rehabilitation is a sub-set of health services, these may be provided in any setting. The
proposed design considers the environmental factors which impact on a person’s well-being, as
16
17

http://www.bls.gov/cps/cpsaat11.htm
https://www.nmds-sc-online.org.uk/reportengine/GuestDashboard.aspx?type=Gender
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defined in WHO rehabilitation guidelines. This refers to the physical, social, and attitudinal
environment in which people live and conduct their lives and includes support and relationships,
attitudes and services, and systems.
We suggest that the services include a common reception and administrative area with distinct and
separate service-delivery spaces for children and for adults. This is intended to make best use of
the available infrastructure and resources, to promote inclusiveness by referring people to existing
and emerging community based services, and to reduce start-up and recurring costs. In areas with
a small disabled population some staff (e.g. physical therapists, speech therapists) may be shared
across services, thus reducing costs. Although some additional posts will be required, options for
realignment of existing positions and for filling vacant positions will be explored. Commitment for
additional recurring costs has been indicated by the MPDSP during working group meetings and
will be further confirmed during the PPTA.
Figure 3 Proposed inclusive service structure (new services in grey)

Source: OPM

This approach supports improved accessibility and creates a more inclusive environment. It will
limit the number of visits CWD and PWD will be required to make to different locations to receive
all of the services they need. For example provision of a dedicated consultation room for use on a
rotational basis by different service specialists (for example,the welfare benefits advisor being
situated there on a specific day of the week, sexual and reproductive health advisor on another
day, etc). This will reduce costs for parents, caregivers and clients who do not have to travel to
many different locations, and creates an atmosphere for the professional coordination of holistic
support. In view of the fact that many parents report costs associated with overnight
accommodation requirments when seeking diagnosis and treatment, it is proposed that overnight
temporary, self-catering accommodation for children and caregivers or for PWD and their personal
assistants or caregivers be made available at the Centre.
Understanding the distinction between habilitation and rehabilitation also acts as the basis for the
separation of adult and children’s services. Habilitation and rehabilitation both focus on the act of
learning skills. The primary difference between the two is that habilitation focuses on learning new
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skills whereas rehabilitation focuses on regaining skills lost. Children and adult services have
discrete purposes consequently they apply different approaches, such as habilitation and
rehabilitation and employ different types and sizes of equipment. The distinction between children’s
and adult services also provides a level of protection in order to safeguard vulnerable children who
because of their disability, may be more exposed to violence, abuse and exploitation. Further, if
CWD also require protective services they can be more easily linked to mainstream child and
family development services.
Co-location also offers potential benefits in terms of promoting a ‘whole-life-approach’ to disability
services by supporting a smooth transition from childhood to adulthood, ensuring that young
people aged 15-24 with a disability are aware of and can access the range of services they need
as they grow including tertiary education, employment or other services for independent living or
for care and support. In the same way this proximity can support women’s access to appropriate
services in a respectful and dignified manner. A centre-based social worker can, for example,
facilitate access to suitable sexual and reproductive health services in the local health centre.
Activity 2.1 Implement models of interactive parent-children-facilitator education during
early childhood.
We recommend that the project design builds on existing initiatives to develop parent-child-training
that the NAC has initiated as part of its child-minding service development and that MPDSP and
MoECS have initiated in developing Portage as part of the JICA START project. Otherwise it is
anticipated that these models will develop within the framework of Output 2.2 as part of the
services located in and operating out of the planned rehabilitation and development centres for
children with disabilities at the aimag level, as illustrated above in Figure 3 (Proposed inclusive
service structure).
Portage home visitors will provide a home-visiting service for pre-school children with
developmental or learning difficulties, physical disabilities or other special needs. They will help
parents to encourage their children's development by suggesting activities and daily routines to
make learning fun. The home visits may take place during the day, or at evenings and weekends if
parents are working. Portage home visitors do not need any special qualifications since they will
receive on-the-job-training, but they should be able to demonstrate their ablity to work with parents
and children, and to have some understanding of child development. The Portage home visitors
will spend most of their time visiting families at home, but will operate from tne Development
Centres desctibed in Activity 2.2, below, and be managed and supervised by the social work
manager. They can work on a full-time or part-time basis.
The interactive parent-children-facilitator education will include making sure that families have
access to a mobile toy library, based on the Lekotek approach18 with early learning educational
materials which can be integral to a child’s developmental learning support plan.
In view of the potential gender disparities noted above related to higher prevalence of disability in
boys, it is proposed that special measures including collection of disaggregated data be maintained
in order to ensure an equal approach to boys and girls.
Activity 2.2 Establish several model rehabilitation and Development Centres for children
with disabilities and people with disabilities at the aimag level.
We recommend building Development Centres in Khovd, Dornod, Darkhan, Khuvsgul, Dundgovi
and Arkhangai (and Uvurkhangai if funding permits). Aimags have been selected in accordance
18

http://www.lekotek.org/general-info/about-lekotek/what-the-heck-is-lekotek
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with criteria relating to regional accessibility, numbers of PWD, poverty levels and other
infrastructure in the aimag centre. In addition, in UB we recommend providing support to NRC and
NCRC to act as Development Centres. These Development Centres will be co-located alongside
existing aimag service Centres to enable easier access to allied services, for example health and
social assistance, and to make efficient and cost-effective use of rehabilitation specialists including
speech therapists and physiotherapists who may provide services for both children and adults. The
recommendation is to create multi-disciplinary teams based in each Development Centre that are
delivering a range of Centre-based and mobile social welfare, habilitation and development
services (Figure 3). Where Centres already exist or are currently being constructed in UB, the
National Rehabilitation Centre and the National Children’s Rehabilitation Centre, the project will
focus on creating the multi-disciplinary teams to deliver the proposed services. The Development
Centres (and teams at NRC and NCRC) will operate alongside existing services being developed
and run by DPOs as well as government services. The aim is to fill gaps in the existing, available
services and, in keeping with the new Law on the Rights of PWD, to prioritise inclusion and
participation, independent living and community-based habilitation and rehabilitation.
Each Development Centre will provide a set of standardised core services (for details see Section
5.3.4.5, below) and may in addition include optional services (for detail see Section 5.3.4.6, below)
depending on locally identified need.
The emerging vision for children’s services (including Activity 2.1 early intervention services) to be
delivered by the Development Centres is:
0-5 years
•
•
•
•
•
•

•

Interactive child- –parent-facilitator training packages such as Portage;
Therapeutic programmes delivered by qualified speech therapists, occupational therapists and
physiotherapists;
Assessment and fitting for assistive devices;
Mobile toy and early development libraries; support in coordinating with health services and
accessing appropriate pre-school education or care services;
Support in coordinating with health services and accessing appropriate pre-school education or
care services;
Support in establishing peer support contact with other parents (including potential for
establishment of savings groups) and accessing internet based information about NGO
and government services in Mongolia;
Support in applying for disability benefits and other social welfare provisions and accessing
transport;

6-15 years
•
•
•

•

Support in accessing school preparation services and transitioning to school and accessing
appropriate, individualised education support;
Ongoing assessment and adjustment of individualised package of therapy and/or assistive
devices as each child grows and changes;
Ongoing support in coordinating with health services, peer support for parents, information
access and accessing transport and social welfare
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16-17 years
•
•
•
•

Support in transitioning into tertiary education or vocational training and accessing appropriate
individualised education support;
Ongoing assessment and adjustment of individualised package of therapy and/or assistive
devices as each child grows and changes;
Ongoing support in coordinating with health services, peer support for parents, information
access and accessing transport and social welfare
support in transitioning into adult services

The complementary emerging vision for adult services includes:
•

•
•
•
•
•
•

Adoption and adaptation of the Independent Living Centre approach (as per the NGO
examples referenced above) where a social worker provides a comprehensive assessment
focused on maximizing participation and identifying a package of services for each person
aged 18+ that supports life-long learning;
Support in accessing employment services;
On-going assessment and adjustment of individualised package of therapy and/or
assistive devices;
Personal assistance for support with tasks of daily living including access to leisure, support
with transport;
Support in accessing health services and internet based information about NGO and
government services in Mongolia;
Support in applying for disability benefits and other social welfare provisions
Peer counselling

Adopting a lifecycle approach, the vision is to have Development Centres at aimag level where
children can access specialist child friendly rehabilitation and advisory services and other services
as they move to adulthood, and where adults can similarly be served. This requires separate
facilities, for example for rehabilitation, with staff moving between services in areas where demand
is low. These services will be integrated with NAC Development Centres and other child protection
and social welfare and employment services. Service provision should be multi-disciplinary and
offer physiotherapy, occupational therapy, speech therapy, parent-child education, parent support
group, assistive devices (including IT) etc. Individual service packages will be developed and
monitored by social workers through a case management system for assessment, referral and
follow-up. Counselling will be provided by social workers with referral for full psychological services
through mainstream provision if necessary.
These Centres will be non-residential, community based services. The accommodation provided
will be for parents and children or adults and their personal assistants or carers who require
overnight accommodation whilst receiving services on a temporary basis, and who are required to
travel long distances. Family-based respite care services for the caregivers providing 24 hour care
to children or adults with high levels of care needs may also form part of the package of services
coordinated by the Centres and provided in communities. These can be developed by the social
work/social welfare team to meet demand through the existing social welfare services
commissioning procedures. For a detailed description of the planned services see section 5.
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Activity 2.3. Establish a disability workforce with national level curricula introduced for occupational
therapy, physiotherapy, speech therapy, orthopaedic technicians and disability social workers19
We recommend that the MPDSP work with third level educational estabishments to consolidate
existing partnerships for upgrading the skills of existing personnel and to enhance the curricula for
speech therapy, physiotherapy and occupational therapy. This institutional consultancy support will
include creation of an institutional arrangement for on-going strengthening of these professions.
We also recommend the establishment of a vocational qualification for orthopaedic technicians
who can support the fitting and adjustment for assistive devices, in collaboration with speech
therapists and occupational therapists and support technical maintenance of other assistive
technologies and IT equipment. Further details on the orthopaedic technician can be found in the
technical report for Output 3 (Improved Access to the Physical Environment). The institutional
consultancy would support the creation of strengthened curricula, in-practice training and
education for teachers at tertiary level, provision of direct training of pracititioners recruited to staff
the new development centres under activity 2.2 and the creation of programmes for supervision
and continuous professional development for these specialists.
Activity 2.4 Strengthen the role of social workers in support of PWD (capacity building and
service delivery).
Expanding on the approach referenced above we recommend strengthening the core role of social
workers as professionals who can coordinate delivery of service/care packages through a defined
case management system. Following early assessment and determination of developmental delay,
this will provide opportunities for learning related to identification of needs, planning for
interventions to meet those needs, making the appropriate referrals and following up on these to
ensure that an holistic package is delivered, and introducing periodic re-assessment to ensure that
the package continues to meet needs as children grow and develop or as adults needs change
over time. For example if an adult with a disability loses their primary carer an urgent assessment
related to care needs may be required to determine living arrangements, additional personal
assistant requirements, etc. It is proposed that an institutional consultancy engage with the
MPDSP and tertiary training institutes to review curricula against internationally accepted
standards for social work competencies (such as those promoted by the International Federation of
Social Workers and International Association of Schools of Social Work) and to establish the
registration and regulation systems for social work practitioners. The consultancy would also
engage with employers on the service delivery requirements to develop a comprehensive plan for
social work development during year one of the proposed implementation. It can be put into
practice during year two to prepare the workforce to operate in new Development Centres by the
beginning of year three. The consultancy will provide support and supervision to implementation to
maintain quality control for the continued development of the disability social work workforce. In
summary, the institutional consultancy would support:
•

the creation of strengthened social work curricula on disability (including the international
classification of functioning - ICF, basic alternative communication skills (sign language),
assistive technology, community outreach, counselling, family therapy and basic psychology);

•

in-practice training and education for social work teachers at tertiary level;

•

provision of direct training to social workers recruited to staff the new development centres
under activity 2.2; and

•

the creation of programmes for supervision and continuous professional development for these
new types of social workers with disability specialism.

Changed from “Improve the capacity of key trainers in the National Rehabilitation Centre and disabled people’s
organizations, including long-term training abroad

19
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Activity 2.5 Improve the living arrangements and services for orphans with disability who
currently mix with the elderly in the Ulaanbaatar nursing homes.
The survey of institutions conducted during the PPTA has identified four children aged 12-16 years
old living in the National Mental Health Hospital and nine children with disabilities, among 37
children without parental care, living in the Children’s Central Sanatorium.
The Director of the children’s sanatorium for children aged 0-3 raised concerns during working
group meetings about adolescents with cerebral palsy who had nowhere else to live and remained
long term in this facility. Follow-up discussions with this Director have established that there are
nine children with disabilities living long-term at this facility, eight of whom have a severe disability.
During 2015 a teacher was introduced to the staff list to provide educational opportunities, where
previously there had been no developmental activities. These children are all adolescent,
approaching 16 years of age and no decision has yet been taken on their long term future.
Government orphanages have refused to accept the children on the grounds that they do not have
the appropriate human resources. The MPDSP have been approached but thus far no solution has
been put forward.
It is clear from the survey of institutions conducted as part of this PPTA that children with
disabilities are over-represented among the populations of children living in facilities for children
without parental care and children are commonly placed as a result of rejection by parents or
because parent/relatives cannot cope with raising the child. The process for deinstitutionalisation is
a complex one, which requires new service development to support families and prevent
institutionalisation, provision of alternative non-institutional care services and a commitment to
introducing a moratorium on new admissions to institutional forms of care.
It is therefore recommended that this activity is moved to Output 5 where development of a longerterm strategy for deinstitutionalisation is considered in collaboration with development partners
including UNICEF. This is linked to proposals under Output 5 to undertake regular surveys of all
facilities housing children and people with disabilities. It is also linked to the overall finding that the
situation regarding children and adults with intellectual disabilities in Mongolia is difficult to
understand as data is lacking.
Activity 2.6 Establish hotlines for PWD.
The household survey conducted in connection with this project design has shown that 69.3% of
households want to have access to information through a hotline, especially to receive information
about health and nutrition, social welfare, services and care issues. Respondents also highlight
information needs in relation to employment, self-employment, education, training and skills
development. Two existing ‘hotlines’ have been developed and are operating in Mongolia, however
these provide limited disability specific information and are not equipped to serve people who are
deaf.
We recommend that these are strengthened to provide services for children and adults with
disabilities to access information and to report rights violations and abuses. NAC have proposed
that, with additional inputs and training, their current 108 hotline for children can be expanded to
provide advice and information on disability related issues. The hotline initiated by the NGO APDC
could also be developed to provide an advice and information service and, once established, this
service and its database could be made available at aimag level Development Centres to provide a
localised and context specific service for parents and adults.The hotline will require appropriate
telephone technology to receive and respond to calls, to offer a free call-in service and to collect
call data; it will require staffing which may be a mixture of paid and voulntary and which should
include PWD and parents of CWD. Training will be required for hotline operators on both
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communication skills and information provision, but also basic counselling. A shared information
resource database will also need to be set up and regularly updated. The priority will be to provide
advice and information and to ensure that these services can be made available to the widest
possible population with the introduction, where appropriate, of cost-effective technologies. For
example, consideration can be given to increasing access by deaf people. We recommend that all
hotlines are staffed by people with disabilities (or who have a disabled family member), since they
are the sector experts. In view of the special requirements of women and men with disabilities it is
also recommended that where possible both male and female operators are available on request
or that a call-back service is offered.
Activity 2.7 Ensure affordable access to quality orthopaedic and orthotic devices through the
public and private sector, including in aimags.
During the consultation process DPOs consistently made the llink between provision of assistive
devices and improved access to the physical environment (Output 3). This fits closely with the way
that the Incheon Strategy is structured where access to the physical environment, transport and
information sit alongside access to assistive devices and technology. In view of this it is proposed
to move Activity 2.7 to Output 3. It is worth noting, however, that the services to ensure greater
access to assistive technology and devices, will be delivered through Output 2 activities through
the aimag centres and by the multi-disciplinary teams outlined above in activities 2.2, 2.3 and 2.4.
Table 1 Summary of activities for Output 2 - Services for PWD improved
Activity 2.1 Implement models of interactive parent-children-facilitator education during early
childhood.
2.1.1

Develop and include specific module on
development of children with disabilities
in NAC home-based child minder training
curriculum by December 2017

2.1.2

Develop (by June 2018) and implement
costed operational plan for expansion of
Portage pilot to saturate UB and 6 aimags
by December 2021 (all children identified
with a disability in UB and 6 aimags enrolled
in Portage programme)

2.1.3

Consultancy provided through an
international institutional
partnership (consortium approach
to include some activities under
Output 1) contracted through
approved ADB tender procedures;
on-site and remote consultancy
support.
Training of Portage home visitors
(three-day basic training and 6
months supervised practice)

Develop Lekotek model of mobile toy Procurement of toy library
library by December 2018 in UB and 6 equipment
aimags

Activity 2.2 Establish several model rehabilitation and Development Centres for children with
disabilities and people with disabilities at the aimag level.
2.2.1

Build and equip 6 Development Centres
in Khovd, Dornod, Darkhan, Khuvsgul,
Arkhangai and Dundgovi providing a range
of Centre-based and outreach services
(including support for caregivers); multidisciplinary teams fully operational and
funded by government by 2021

Procurement of construction and
association
engineering
and
architectural services
Procurement of equipment and
fittings for the new buildings
Procurement of vehicles for
outreach work including Lekoteka.
Training
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multi-discplinary
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Multi-disciplinary teams providing a range
of Centre-based and outreach services
(including support for caregivers) in UB at
the NRC (for adults) and NCRC (for
children) fully operational and funded by
government by 2019.

teams for working with adults and
7 multi-disciplinary teams for
working with children.
Teams to be comprised of: 3
social workers including a service
manager, 1 OT, 1PT, 1 ST and 1
orthopaedic technician; in addition
each centre in the aimags will
share
a
receptionist
and
maintenance staff.
Total of 98 staff to be trained: 42
social workers; 14 OT; 14 PT; 14
ST
and
14
orthopaedic
technicians

Activity 2.3 Establish a disability workforce with national level curricula introduced for
occupational therapy, physiotherapy, speech therapy, orthopaedic technicians and disability
social workers20
Institutional consultancy including
2.3.1
International best practice curricula for
an international team member for
speech therapy, physiotherapy and
quality control, for curricula
occupational therapy offered in tertiary
development and provision of:
education institutes.
Trainers from tertiary education institutions,
NRC, NCRC and DPOs complete education
in the new curricula and are supported to
train multi-disciplinary teams in new
services under 2.2 above by 2019.
First undergraduate intake by 2019 and first
qualified professionals by 2021.

Training and supervision
trainers and teachers

for

Training and supervision for 98
practitioners for new services
Monitoring and evaluation

Activity 2.4 Strengthen the role of the social workers in support to PWD (capacity building and
service delivery)
As per activity 2.3
2.4.1
Comprehensive plan for social work
development developed by December 2017
(to include curriculum development modules for case management, working
with children and people with disabilities;
social work practice standards and sign
language)
2.4.2

Comprehensive plan for social work
development implemented 2018-2021

2.4.3

Social workers paid for by MPDSP budget
trained in new curricula 2017-2019 and
deployed to new UB and aimag services
under 2.2 above by 2019 and 2021

Changed from “Improve the capacity of of key trainers in the National Rehabilitation Centre and disabled people’s
organizations, including long-term training abroad
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respectively.
Activity 2.5 Improve the living arrangements and services for orphans with disability who
currently mix with the elderly in the Ulaanbaatar nursing homes
Moved to Output 5.
Activity 2.6 Establish hotlines for PWD
2.6.1
Upgrade APDC and NAC 108 hotlines (staff, Procurement of telephone and
database equipment National
equipment & training)
consultancy to develop and
delivery training package for
hotline staff and to develop
standards for hotline operation for
PWD and CWD including
monitoring and evaluation
Activity 2.7 Ensure affordable access to quality orthopaedic and orthotic devices through the
public and private sector, including in aimags
Moved to Output 3.
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3

Risks and assumptions

3.1

Output 2 Service delivery for PWD improved

The proposed approach is premised on:
1. rapid introduction of necessary secondary legislation (for example regulations to enable
contracting out of government services) to implement the Law on the Rights of Persons with
Disabilities
2. commitment of NAC to integrate parent-child-facilitation services for children with disabilities in
plans for home-based child minders and child and family Development Centres
3. identification of suitable locations in selected aimags to build adequate premises for the
proposed services
4. commitment of government to recurring costs for services including personnel, transport, IT
and equipment
5. availability of suitable tertiary level institution/s to provide specialist courses in speech therapy,
occupational therapy and physiotherapy as well as social work and for orthopaedic technicians
(for more details see output X)
6. reform of the social welfare benefits system (amounts and allocation process) to support more
individualised approach to delivery of services and support for independent living
As noted above, government commitment has already been demonstrated through the current
active engagement in the rapid introduction of primary and secondary legislation, active
involvement in this design process and current broad agreement on the proposed framework. It is
assumed that the presence of an active civil society and the active engagement of DPOs that
advocate and lobby for the rights of people with disabilities will continue and will apply to all people
with disabilities including people with intellectual disabilities and cerebral palsy, and thus
encourage government to maintain its current high levels of commitment. It is further assumed that
the forthcoming elections will not interrupt the progress on development of an equitable society
which is inclusive of persons with disabilities, but rather that the momentum will be maintained.
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4

M&E arrangements and key indicators

4.1

Services for PWD strengthened

Outcome
level

Current indicator and target

Modified/proposed indicators

% increase of CWD who have
access to interactive parentschildren-facilitator education during
early childhood (sex-disaggregated)

# and % of children with disabilities receiving
early childhood intervention21 defined as
interactive parent-child-facilitator education
(sex-disaggregated)
Baseline 2016: 0
Target: 2022 8,000 and 85%

% of CWD identified through early
diagnosis who get appropriate health
care

Data source: MPDSP
% of CWD identified through early assessment
who receive appropriate health and social care
Baseline 2016: 0 children case managed
Target 2022: 85% children with disabilities in 6
aimags and UB case case managed
(disaggregated by gender)

Data source: MPDSP
% of parents satisfied with public % of PWD and parents of CWD satisfied with
services for their CWD
public services compared to 3 years ago
(disaggregated by sex of respondent)
Baseline in 2016: TBD
Target in 2022: 85%

Output
level

Increased number of institutions
enrolling CWD in interactive
parents–children–facilitator
education during early childhood

Quality of multidisciplinary approach
at primary and referral level
(qualitative assessment)
Increased number of social workers
involved in services delivery for
CWD and PWD
Model child and adult rehabilitation
and development centres
established in 6 aimags

21

Data source: MPDSP baseline and follow-up
survey
# of Development Centres (including NCRC)
providing Portage home visiting service
Baseline 2016: 1 (JICA START Project)
Target 2022: 7
Data source: MPDSP
# multi-disciplinary teams (including at a
minimum 3 x social workers 1 x OT 1 x
physiotherapist, 1 x speech therapist, 1 x
orthopaedic technician) working with new and
approved Standard Operating Procedures in 2
UB and 6 new aimag sites
Baseline 2016: 0
Target 2022: 14
Data source: MPDSP

Incheon Strategy core indicator 5.1

© Oxford Policy Management

26

Data should be reported to MPDSP through their usual reporting channels because number of
children receiving a service will be linked to budget.
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5

Detailed instructions for implementation

The design of the service delivery component for CWD and PWD takes into consideration
•

international best practice including the shift from a purely medical approach towards a
biopsychosocial model of service delivery;

•

the model of inclusiveness as established by government through ratification of the UNCRPD,
their commitment to the Incheon Strategy, and the 2016 Law of Mongolia on the Rights of
Persons with Disabilities;

•

the views expressed by stakeholders and especially people with disabilities and their
representatives during the extensive consultation process.

It is recommended that service delivery be strengthened by building and equipping Development
Centres for CWD and PWD at aimag level; by developing multi-disciplinary teams who operate out
of these Centres to provide specialist services (including outreach/home based services) and who
make and follow-up appropriate referrals to mainstream services; and by developing approved
minimum standards for operation to ensure equitable service delivery in every location.
In addition to provision of specialist services, the Development Centres can also react to specific
local requirements. For example opening hours can be flexible to meet the needs of working
parents, or the Centre can offer space for teenagers with disabilities to meet and share their
experiences in a structured supportive manner facilitated by a social worker.
In all cases related to service development and provision as well as workforce strengthening the
special requirments of boys and girls, men and women shall be considered at all stages.
Strong, effective and inclusive services can be considered to consist of three critical components
(See Figure 4), which are required in combination
1.
2.
3.

Infrastructure; includes buildings, equipment, vehicles
Policy; includes SOPs and guidelines for operations and service delivery
Capacity; includes appropriately qualified multi-disciplinary service teams

Figure 4 Key components of inclusive services

Source:OPM
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The approach to service development and workforce strengthening, ensuring that international
best practice standards are achieved, will include consultancy support for curriculum development,
professional development (Bachelor degree level), professional development/skill upgrading
(Certificate and diploma level) and training e.g. Portage home visitors and hotline operators. Local
consultancy teams will be supported where necessary through the inclusion of international experts
to provide on-site and remote support and supervision. It is proposed that inputs be spaced evenly
throughout project lifetime for quality control purposes.

5.1

Implement models of interactive parent-children-facilitator
education during early childhood.

As described in the Technical Report for Output 1 (Early Assessment of CWD Strengthened and
Institutionalised), individual assessment has value only if it is the preface to early intervention. It is
of limited value if services are not available to address the developmental delays identified through
the assessment process. This section describes the processes and mechanisms of planning for
and delivering appropriate early intervention services through Development Centres to mitigate any
identified developmental delay.

5.1.1

Process

1. Child is assessed as having a developmental delay; is assigned disability status by the
Commission, and is referred to the Development Centre
2. A Development Centre social worker is appointed for the child.
3. The social worker immediately refers the child for Portage services, a home based interactive
parent-child-facilitator early intervention methodology to mitigate developmental delay. Where a
child is offered a placement with the homebased childminder service, provided by NAC, the
Portage programme can be conducted in dual locations for optimum results.
4. The social worker conducts a full child and family needs assessment, develops a case plan,
ensures referrals and follow-up are conducted. This includes providing the family with the
necessary support to apply for social welfare benefits, access health services and pre-school
education when needed..
5. The child, as part of the case planning assessment, is reviewed by the specialist members of
the multi-disciplinary team of habilitation and rehabilitation specialists, and if necessary the
case plan includes physiotherapy, and/or OT, and or speech therapy including alternative
communication for both parents and child if the child has been assessed as having hearing
impairments or other issues affecting speech and communication.
6. If the child and family have needs that cannot be met in the aimag, the social worker advocates
for introduction (direct provision or contracting) of optional services if they are needed by
several children and families or directly arranges for the purchase and direct provision of
optional services if they are only needed by one or two children.

5.1.2

Detailed Activities

i. MoPDSP contracts an institutional consultancy through ADB approved tender procedures for
on-site and remote support to development of an interactive parent-children-facilitator
education programme. The consultancy firm (CF) will contract appropriately qualified personnel
locally, and where this is not available will supplement with short-term international personnel.
The detailed Terms of Reference are provided below. To consolidate the early assessmentearly intervention model it is recommended that this be the same CF proposed to provide
support to activities related to Output 1.
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ii. CF supports NAC to develop a specific module on children with disabilities for inclusion in the
NAC home based child minder taining programme. This should include information about the
system for early assessment including the ASQ and its integration into the Pink Book, as well
as practical information about how to promote developmental learning in the home/care setting.
The training programme will also include information about Portage, the interactive, parentchild-facilitator programme.
iii. CF supports MPDSP to develop the Portage model of early intervention piloted within the
scope of the JICA START project. This includes training manual designed for the Mongolian
context, costed operational plan, SOP, job descriptions and M&E system for Portage home
visitors.
iv. CF supports MPDSP to institutionalise Portage home visiting through direct provision by social
workers at the Development Centres and through a contracting out model where DPOs or
other NGOs have trained Portage facilitators who are paid to deliver these services.
v. CF supports MPDSP to identify appropriate play equipment to promote early childhood
development and a lending system for children involved in Portage and other developmental
learning programmes (NAC homebased childminders); based on the Lekotek toy library
concept based in the Development Centres or through contracted DPOs or other NGOs.

5.1.3

Terms of Reference – Consultancy Firm to Support the Development of Early
Intervention Services

Early Intervention Services Consultant (5 person months, international)
The consultant should have a graduate degree in medicine, nursing or the allied social sciences or
equivalent; at least ten years of experience in working with early intervention programmes, at least
five of which should include operational involvement in training and delivery of Portage homebased early intervention including training and supervision of Portage home visitors. Excellent
writing skills and fluency in English.The consultant will combine on-site and remote support to the
development and implementation of the early intervention system to ensure that quality of
implementation is maintained and to
a.
b.
c.
d.
e.
f.

Design and test the training module on work with children with disabilities for inclusion on the
NAC training package for homebased child minders
Review and finalise the training package for Portage home visitors, piloted within the scope of
the JICA START project
Develop a training plan for Portage home visitors in 6 selected aimags where new
Development Centres are proposed
Contribute to the development of SOP, job descriptions and M&E system for Portage home
visitors
Advise on the mobile toy library concept (Lekotek) including identification of appropriate play
equipment and lending system
Provide remote support and supervision through e-mail/skype/conference calling to the overall
development of the early intervention system.

The consultant will provide the associated deliverables:
i.

1 x work plan

ii.

1 x final raining module on children with disabilities for NAC homebased child minders

iii.

1 x final training package for Portage home visitors

iv.

1 x final training plan for Portage home visitors
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v.

1 x advisory note on toy library for developmental education including list of appropriate toys
and games including online resources which can be sourced locally or which require
importation

vi.

4 x annual reports detailing activities, progress and with revised workplan including objectives
for subsequent annual implementation plan

Early Intervention Services Consultant (6.75 person months, national)
The consultant should have a graduate degree in medicine, nursing or the allied social sciences or
equivalent; at least five years of experience working in the health and/or social sector in Mongolia;
a thorough knowledge and understanding of government administrative systems at national and
sub-national levels; at least five years experience in training and capacity building; three years
specific experience working with children or adults with disabilities. Excellent writing skills and
fluency in English and Mongolian. Experience in early intervention with children with disabilities or
early childhood education is desirable. The consultant will provide on-site support to the
development and implementation of the early intervention system to ensure that quality of
implementation is maintained and to:
a. Support MPDSP to finalise a costed operational plan for roll-out of the Portage early
intervention programme in selected aimags; this should include core services and a
discretionary budget for purchase of optional services as required
b. Support MPDSP to finalise and approve SOP including job descriptions for Portage early
intervention service
c. Support MPDSP to design and implement an appropriate M&E system for the Portage early
intervention service, integrated with MPDSP data collection and management systems
d. Finalise SOP for mobile toy library; support MPDSP to purchase, disseminate and manage toy
library through Development Centres
e. Provide support and oversight to the implementation of the training plan and consequent
Portage early intervention service development
The consultant will provide the associated deliverables
i. 1 x costed operational plan for roll-out of the Portage early intervention programme in 4 aimags
ii. 1 x SOP for the Portage early intervention service
iii. 1 x M&E framework
iv. 4 x annual reports detailing activities, progress and with revised workplan including objectives
for subsequent annual implementation plan

5.2

Establish several model rehabilitation and development Centres
for children with disabilities and people with disabilities at the
aimag level

The extensive consultation process with government and DPOs has identified key priorities for
service design and delivery at aimag level. The final design is based on consideration of the ‘wish
list’ from DPOs and other stakeholders, government commitment to inclusion of children and
people with disabilities (UNCRPD, Incheon Strategy and Law of Mongolia on Rights of Persons
with Disabilities) and cost-effectiveness. It aims to meet the needs of CWD and PWD equitably, in
order for all people with disabilities to realise their rights.
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5.2.1

Detailed Activities

i. MPDSP finalise building design for six Development Centres at aimag level. These buildings
will be designed to be accessible (universal design), efficient, to provide separate spaces for
delivery of children’s and adult services, and will be suitably located to ensure ease of access
to all aimag services.
ii. Contracting process for building works, buildings finalised as described in Architect reports
iii. Furnishing and equipping of buildings as described in Architect reports
iv. Identification of multi-disciplinary team requirements for each Development Centre; to include
at a minimum receptionist/administration, social workers, physiotherapist, speech therapist,
occupational therapist, orthopaedic technicians, Portage home visitor/s for delivery of Centre
based and outreach services (see 6.3 and 6.4 below for details of capacity
building/development of specialist professions)
v. Define core and optional services to be provided through the Development Centres (centre
based and outreach); it is recommended that at a minimum these include Portage home
visiting and mobile toy library, (see 6.1 above), social work support for case management,
basic counselling and peer support facilitation, physiotherapy, speech therapy and
occupational therapy, independent living support including personal assistants (see figure 3
above). Optional services will be identifed through a process of assessment and case
management where similar needs for a group of children or adults that cannot be met through
any other services locally will be identified for additional development. These may include
training and education needs, for example, for children or adults needing to learn sign
language or Braille. This does not mean that the Development Centres will deliver education
services, but that, where local education services are not available, the Development Centres
will play a role in ensuring access to necessary education to assist access to information in the
short term and in highlighting the gaps in education services locally to support better planning
and service delivery in the medium to long term.
vi. Development of SOPs for Development Centre, including flexible opening hours and core and
optional services; to include specific instructions on the case management system for delivery
of holistic packages of support
vii. Purchase vehicles to support delivery of outreach/homebased early intervention services

5.3

Establish a disability workforce with national level curricula
introduced for occupational therapy, physiotherapy, speech
therapy and orthopaedic technicians as well as disability social
workers22

The development of multi-disciplinary teams to provide a package of support will build on the
promising professional development underway at tertiary level learning institutions like the National
Medical University of Mongolia (NMUM) and developments to date on social work education and
professionalisation at other universities. The courses in physiotherapy, OT and speech therapy at
the NMUM provide a potential platform for strengthening capacity in work with people with
disabilities. Courses will be reviewed to ensure content addresses the needs of all CWD and PWD
including as described in Article 4.1.1 of the 2016 Law of Mongolia on the Rights of Persons with
Disabilities, “persons with disabilities…who have long-term physical, mental, intellectual or sensory
impairments which in interaction with various barriers may hinder their full and effective
Revised from “Improve the capacity of key trainers in the National Rehabilitation Centre and disabled peoples
organizations, including long-term training abroad”

22
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participation in society on an equal basis with others”. This is in order to make sure that courses
are inclusive of people with an intellectual disability, with multiple disabilities and those with agingrelated disability.
Acknowledging that there may not be adequate numbers of graduate professionals in these
subjects to provide a full service, appropriate tertiary level institutions can be contracted by
MPDSP for upgrading skills and qualifications of existing relevant staff to ensure full service
coverage as soon as possible.

5.3.1

Detailed Activities

To create efficiencies it is envisaged that curriculum review and development will require qualityand-cost-based selection of a single institution or consortium of institutions to:
i.

Undertake a workforce planning assessment to understand the current workforce qualifications
skills and experience and the future needs of a professional multi-disciplinary workforce

ii.

Develop a workforce strengthening plan to include curriculum development for a) upgrading
the current workforce including certificate and diploma level courses which act as credits
towards a full Bachelors degree, b) to ensure curricula for physiotherapy, speech therapy and
occupational therapy meet international best practice standards for each discipline, and c)
ensure there are curricula developed to create the orthopaedic technicians needed by the new
Development Centres to service, fit and maintain assistive technology as well as manufacture
or oversee the manufacturing of simple orthopaedic devices to internationally recognised
standards. This will include making sure that Development Centres (and service delivery
DPOs) offer opportunities for student practice placements

iii.

Estabish an incentivisation scheme to ensure retention of key disciplines at aimag level,
including allocation of stipendary allowance for existing personnel to upgrade or to encourage
uptake of new professions; this might for example include a requirement to work for
government for a period following graduation/re-qualification.

ToR Curriculum Development Consultant Speech Therapy (5 person months, international)
a. The consultant should have a Masters degree in Speech Therapy (speech and language
pathology); at least ten years of experience in working with people with communication
impairments; at least five-years of experience in teaching speech therapy at graduate level;
affiliation to a university/medical school offering graduate courses in the associated disciplines
of physiotherapy and occupational therapy; membership of a professional organisation for
speech and language pathology is desirable. Experience in developing curricula in a different
national language context is desirable. Excellent writing skills and fluency in English.The
consultant will provide on-site and remote support to the selected institution/s to ensure that
quality of implementation is maintained and to:Develop a phased curriculum for speech therapy
(speech pathology) leading to Certificate, Diploma and Bachelor level courses and ensuring it
meets international best practice standards for each discipline
b. Provide on-site and remote support for teaching and supervision of the speech therapy
curriculum including observation of student practice
c. Provide support to the selected institution/s to access contemporary best practice literature and
research in physiotherapy, occupational therapy and speech therapy
The consultant will provide the associated deliverables
i. 1 x phased curriculum adapted to Mongolia for speech therapy (speech pathology) to Bachelors
degree level
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ii. 4 x annual reports detailing activities, progress and with revised workplan including objectives
for subsequent annual implementation plan
ToR Workforce Strengthening Consultant - habilitation and rehabilitation (19 person
months, national)
The consultant should have a Masters degree in social sciences, business administration or
equivalent. At least five years of experience working in the health and/or social sector in Mongolia;
a thorough knowledge and understanding of government administrative systems at national and
sub-national levels; at least five years experience in teaching/capacity building to graduate level;.
Excellent writing skills and fluency in English and Mongolian; affiliation to a university/medical
school offering graduate courses in the associated disciplines of physiotherapy, occupational
therapy and speech therapy. Excellent writing skills and fluency in English.The consultant will
provide on-site support to the selected institution/s to ensure that quality of implementation is
maintained and to:
a. Support MPDSP to undertake a workforce planning assessment to understand the current
workforce qualifications skills and experience and future needs of a professional multidisciplinary workforce
b. Support MPDSP in partnership with selected institutions to develop a workforce strengthening
plan to include curriculum development for a) up-grade of current workforce including certificate
and diploma level courses which act as credits towards a full Bachelors degree and b) to ensure
curricula for physiotherapy, speech therapy and occupational therapy meet international best
practice standards for each discipline c) establish education course for orthopaedic technicians
that enables future maintenance and eventual production of new assistive technologies and
devices
c. Support MPDSP Estabish an incentivisation scheme as per 6.3.1 (iii) above
The consultant will provide the associated deliverables
i. 1 x proposed workplan
ii. 4 x annual reports detailing activities, progress and with revised workplan including objectives
for subsequent annual implementation plan
iii. 1 x final workforce palnning assessment report approved by MPDSP
iv. 1 x workforce strengthening plan including incentivisation scheme
v. 3 x final phased curricula for physiotherapy, occupational therapy and speech therapy and
orthopaedic technicians approved by selected institution/s Curriculum Committee/s

5.3.2

Strengthen the role of the social workers in support to PWD (capacity
building and service delivery)

Social work as a component of the multi-disciplinary approach to work with CWD and PWD can be
considered as part of the wider workforce strengthening activity detailed in 6.3.1 above. To create
efficiencies it is envisaged that this activity can be within the purview of the same CF. The
minimum requiremnts for the selected CF will include current accreditation for provision of social
work education by the MoES and who have an approved elective module on social work with
people with disabilities.
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ToR Social Work – CWD and PWD Consultant (5 person months, international)
The consultant should have a Masters degree in Social Work; at least ten years experience in
social work with a minimum of five years in disability services; at least five-years of experience in
teaching social work at graduate level; affiliation to a university offering graduate courses in the
social work; membership of a professional organisation for social work is desirable. Experience in
adapting social work curricula to different national and cultural contexts desirable. Excellent writing
skills and fluency in English.The consultant will provide on-site and remote support to selected
universities to ensure that quality of implementation is maintained and to collaborate with the
Workforce Strengthening Consultant (see 6.3.2.1 above) to
a. Develop a phased curriculum for social work with people with disabilities leading to Certificate,
Diploma and Bachelor level courses and ensuring it meets international best practice standards
b. Provide on-site and remote support for teaching and supervision of social work with people with
disabilities curriculum including observation of student practice
c. Provide support to selected universities to access contemporary best practice literature and
research social work
The consultant will provide the associated deliverables
i. 1 x work plan
ii. 1 x phased curriculum for social work – CWD and PWD to Bachelors degree level
iii. 4 x annual reports detailing activities, progress and with revised workplan including objectives
for subsequent annual implementation plan
ToR Social Work – CWD and PWD Consultant (19 person months, national)
The consultant should have a Masters degree in social work. At least five years of experience
working in the health and/or social sector in Mongolia; a thorough knowledge and understanding of
government administrative systems at national and sub-national levels; at least five years
experience in teaching/capacity building to graduate level; excellent writing skills and fluency in
English and Mongolian; affiliation to a university offering graduate courses social work. Excellent
writing skills and fluency in English. The consultant will provide on-site support to selected
institutions to ensure that quality of implementation is maintained and to and to collaborate with the
Workforce Strengthening Consultant (see 6.3.2.1 above) and Social Work – CWD and PWD
Consultant (see 6.3.1.2 above)
a. Support MPDSP to undertake a workforce planning assessment to understand the current
social work workforce qualifications skills and experience and future needs
b. Support MPDSP in partnership with selected universities to develop a workforce strengthening
plan to include curriculum development for a) up-grade of current social workers including
certificate and diploma level courses which act as credits towards a full Bachelors degree and
b) to ensure curricula for social work meet international best practice standards for work with
CWD and PWD including case management, basic counselling and sign language.
c. Support MPDSP Estabish an incentivisation scheme for social workers as per 6.3.1 (iii) above
The consultant will provide the associated deliverables
i. 1 x proposed workplan
ii. 4 x annual reports detailing activities, progress and with revised workplan including objectives
for subsequent annual implementation plan
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iii. 1 x final workforce planning assessment report, including reference to social work requirements,
approved by MPDSP
iv. 1 x workforce strengthening plan including incentivisation scheme for social work
v. 1 x final phased curricula for social work approved by MoECS

5.3.3

Establish hotlines for PWD

The hotline will require appropriate telephone technology to receive and respond to calls, to ofer a
free call-in/call-back service and to collect call data; it will require staffing which may be a mixture
of paid and voulntary and which should include PWD and parents of CWD; it will require training for
hotline operators on both communication skills and information provision, but also basic
counselling; and a shared information resource database which is regularly up-dated.
a. Procurement of appropriate and accessible telephone technology to receive and respond to
calls, to offer a free call-in/call-back service and to collect call data; speech to text equipment
and shared data base for 108 hotline and APDC hotline
b. MPDSP selects staff and volunteers, and provides training to hotline staff on disability specific
issues, communication skills and information provision as well as basic counselling and referral
system
c. National consultant develops SOPs on disability hotline services and supports MPDSP to
provide training
ToR Hotline Consultant (12 person months, national)
The Consultant should have a Bachelors degree in IT or a related field, at least five years
experience in telephony related IT and database development; experience in hotline services
desirable; experience working with people with disabilities desirable. The consultant will provide
support to MPDSP to strengthen the 108 hotline and APDC hotline to provide information and
where necessary referral for services, for PWD and for parents of CWD.
a. Finalise workplan for the consultancy with MPDSP
b. Review existing hotlines, in consultation with PWD and MPDSP
c. Develop a procurement plan for appropriate equipment
d. Set-up and install telephony equipment in at least two locations
e. Set-up and install shared information database in at least two locations
f. Ensure all codes are made available to MPDSP
g. Establish levels of security access to the database to maintain integrity of information
h. Establish a hotline website which includes agreed information from the database
i. Provide training in association with MPDSP for hotline managers to up-date database; train
operators on use of telephony equipment and shared database
The consultant will provide the associated deliverables
i. 1 x workplan approved by MPDSP
ii. 12 x monthly progress reports against workplan
iii. 1 x procurement plan
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iv. 1 x operational manual for the tepephony equipment
v. 1 x operational manual for the database
vi. 1 x hotline website operational

5.3.4

Description of the Development Centres for children with disabilities and
people with disabilities

The Development Centre - Purpose
To deliver a package of core services which create opportunities for children and people with
disabilities and their families to participate fully and to be included in day to day life by providing
direct services and by connecting people to other services in their community.
In accordance with Article 4.1.1 of the 2016 Law of Mongolia on the Rights of Persons with
Disabilities, “persons with disabilities include those who have long-term physical, mental,
intellectual or sensory impairments which in interaction with various barriers may hinder their full
and effective participation in society on an equal basis with others”. All reference to children and
people with disabilities is inclusive of people with seeing and hearing difficulties, with mobility
difficulties, with an intellectual disability, with multiple disabilities and to those with aging-related
disability.
The Development Centre - Objectives
a. To provide equitable integrated package of services to all people with a disability. This includes
children with developmental delays and children and adults who have difficulty seeing or
hearing, difficulty with mobility, who have an intellectual disability, who have multiple disabilities
and to those with aging-related disability
b. To offer opportunities for quality of life improvements for children with disabilities and people
with disabilities through early intervention, rehabilitation, and support for access to inclusive
community based services (including education, health, social protection and other universal
services)
c. Through partnership with the community to increase participation and expand opportunities for
people with disabilities helping to ensure that the community welcomes people with disabilities
in all areas of life
d. To provide opportunities for children with disabilities and people with disabilities to advocate for
full realisation of their rights
The Development Centre - Principles of Service Delivery
The Development Centre promotes inclusion of children with disabilities and people with
disabilities. It is a supplementary community resource in which services are offered. It is also a hub
from which referrals are made to other community resources and followed up (see Figure 5).
The Development Centre is a non-residential facility which promotes and drives a nationally
consistent approach to improving the quality of services for children with disabilities and people
with disabilities; it focuses on the rights and outcomes for children with disabilities and people with
disabilities; supports inclusion in community life, enabling children with disabilities and people with
disabilities to live at home with their families or independently in their own communities and to be
as independent as other people in the community in their choices for how they live their lives.
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Services are provided on the basis of a full assessment, which looks at the holistic needs of the
child or adult and their family, from which an individualised plan is developed (see 6.3.4.5 below
Core Services).
It is founded on the following human rights principles
a. respect for the inherent dignity, independence of persons and individual autonomy, including the
freedom to make one's own choices;
b. non-discrimination;
c. full and effective participation and inclusion in society;
d. respect for difference and acceptance of persons with disabilities as part of human diversity and
humanity;
e. equality of opportunity;
f. accessibility;
g. equality between girls and boys and men and women;
h. respect for the evolving capacities of children with disability and respect for the right of children
with disability to preserve their identities; and
i. active partnerships between services and people with disability, and where appropriate, their
families, friends, carers and/or advocates.
Figure 5. The vision for inclusive local government and non-government services services

Source: OPM

The Development Centre – Staffing
The role of all Development Centre personnel includes both support to the individual and the
education of the community. The minimum special staffing required to provide the services
described below includes:
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Social Worker specialists in disability service provision; a disability social worker,
together with their client (and the client’s family if appropriate), defines their client’s goals
and assesses their client’s strengths and needs and existing support networks in order to
determine what kind of support systems are required to help them achieve their goals (case
management). When the assessment is complete, the social worker creates an
individualized plan to support the disabled person and improve his or her wellbeing. To
secure the best programmes to help the client, the disability social worker conducts
research into community resources. The social worker can then recommend and act as
advocate for their clients to get them the resources they need. Some of the services will be
provided in the Development Centre. Some of the services will be available in the
community through other government services or through DPOs and other NGOs. When
the services are implemented, the social worker follows up with clients to make sure that
their situation has improved. The disability social worker evaluates the provided services
regularly to confirm that the programmes are still meeting the needs of the client. They also
help children with disabilities, people with disabilities and their families to understand their
legal rights so they can get the help they are entitled to. Social workers are also trained in
basic counselling skills so they can effectively support people with needs for psychological
help.
Where the required service is not locally available, for example there is no facility for
teaching braille in the aimag, the social worker advocates for that service to be provided on
behalf of the individual. This may involve the Development Centre contracting this service
from a DPO or using the technology which will be available through the provision of
assistive devices in the Development Centre to arrange for distance learning from UB. In
circumstances where a number of people are identified as requiring the same service the
social worker can advocate for that service to be provided through the local aimag. For
example if six deaf children are identified the social worker can advocate for the addition of
teaching assistants with sign language skills to be introduced in the local school.
Physiotherapy specialists in disability service provision; the physiotherapy services
are delivered as part of the individualised plan. Using specialised knowledge of the body's
movement abilities, senses, endurance and fitness, physiotherapists promote health, wellbeing, self-management and physical activity. The purpose of physiotherapy services is to
support children with disabilities and people with disabilities to fully engage in activities of
daily living and to improve and maintain mobility functioning. The physiotherapist works
collaboratively with other service providers to ensure high quality service provision for
children with disabilities and people with disabilities to access and participate in all the
activities of daily living.
Occupational therapy specialists is disability service provision; occupational
therapists support children with disabilities and people with disabilities to improve
performance and participation in life tasks, and includes activities of daily living (bathing,
washing, dressing, eating), student or vocational skills, play and leisure. Occupational
performance components are considered to be the foundations for learning, and include
sensory-motor, cognitive and psychosocial components. Occupational therapy for children
with disabilities and people with disabilities aims to promote optimal well-being, function,
independence and productivity within the context of their lifestyle and environments. This is
achieved through the development and application of a plan of purposeful, goal-directed
activities specifically related to occupational performance and occupational performance
components.
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The relationship between occupational therapy and physiotherapy; occupational
therapy and physiotherapy are two distinct and different professions, with each profession
having specific expertise. Occupational therapy and physiotherapy services are
complementary but not interchangeable. While there are some commonalities in philosophy
and practices, occupational therapists and physiotherapists undertake specific and different
roles (see preceding paragraphs).
Speech therapy specialists in disability service provision; the speech therapy services
are concerned with prevention, identification and intervention of communication, voice and
swallowing disorders. The Speech therapist offers guidance, diagnostic assessments,
intervention, support and information for both clients and their carers and recommends and
encourages changes which could result in more effective communication. The speech
therapist also offers support for augmentative and alternative communication (AAC). This
includes all forms of communication (other than oral speech) that are used to express
thoughts, needs, wants, and ideas. These are forms of communication used by everyone,
for example facial expressions or gestures, use of symbols or pictures, or writing. Some
people with communication difficulties need support with AAC to supplement existing
speech or replace speech that is not functional in order to increase social interaction,
school and work capability and performance, and feelings of self-worth.
Orthopaedic technician in disability service provision: the orthopaedic technician works
most closely with the disability therapists and is responsible for the assistive devices
provided by the Development Centre. The orthopaedic technician under the guidance of
the therapists helps to fit the required device and to make sure it works and is properly
maintained. If necessary, the orthopaedic technician may be required to make simple
orthopaedic devices to certain standards. The orthopaedic technician may be responsible
for devices and equipment that are located in other services (such as the aimag hospital),
but which specifically aim to increase communication and reduce barriers to information.
Administration and support staff; this includes receptionists and maintenance.
The Development Centre - Core Services
The Childhood Health Education and Social Welfare Sub-commission will make the decision
on assignment of disability status for children so that they can be referred to appropriate services.
The Sub-commission will be able to utilise one of the multi-functional rooms for their meetings.
Confidential documents related to its operations will be maintained in a lockable filing cabinet by
the Receptionist/administrator who will also provide administrative support.
The Case Management System will be used at the Development Centres. It is a method of
structuring assessments and planning how to provide appropriate and effective support to people.
It starts from the identification of the issue or issues. With this information the social worker can
help people to plan to manage that issue and then support them while the plan is being
implemented. The social worker will also check to see if the plan is having the desired effect if
necessary make some changes (See below Box 8) through monitoring and regular reviews.
Early intervention; when a child is identified as having a developmental delay this is a programme
that connects parents, children and a facilitator to work together to prevent any further loss of
function and to improve skills. It can include Portage home visiting, a placement with a specially
trained homebased childminder, interventions from physiotherapists, occupational or speech
therapists, access to a toy library with developmental toys and equipment.
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Box 8. An illustration of how case management can work
Batbayar is forty-seven years old. He came to the Development Centre after he became blind as a
result of an accident. He was immediately assigned a social worker who talked to him about his
needs. The social worker helped him to apply for his social welfare benefit entitlement and went
with him to his appointments; the social worker made a referral and introduced him to the
occupational therapist at the Development Centre. The occupational therapist determined how
vision impairment limited Batbayar’s ability to complete specific daily tasks. The OT then worked
with him to modify the task and/or the environment to minimize or remove those limitations. For
example, the OT restructured a simple task to remove a vision-dependent step, by programming a
telephone to speed dial emergency numbers. The occupational therapist also visited Batbayar at
home to carefully evaluate the environments where he completes activities to determine those
things that facilitate or inhibited his participation, safety, and independence, and provided
recommendations and modifications. These included adding lighting and contrast to increase
visibility in the environment and removing hazards to reduce the risk of falls.
The social worker also introduced Batbayar to other blind people in the area. Together they met
regularly for fitness training at the local sports centre. He began to go to the sports centre with
them. When he didn’t get the support he needed for learning braille, the social worker followed up
with the DPO and with the local aimag and identified a self-teach course23 which he could use.
The social worker understood that Batbayar experienced strong feelings about his sight loss and
there were times when he needed some emotional support. The social worker was available to
help and to talk to him.
The social worker and Batbayar assessed his case plan every six months and as he became more
independent and his needs changed they adjusted the goals. For example after one year he
decided to look for a job and the social worker was able to refer him and accompany him to the
local employment service (see below Figure 6). The social workers from the Development Centre
had already been advocating with the employment office for more inclusive services, so Batbayar
was met with understanding and some good ideas about skills development and possible jobs in
the local areas as well as advice on self-employment schemes.

Habilitation and rehabilitation - this includes physiotherapy, speech therapy, occupational
therapy and access to assistive devices, but also support from the social workers in accessing
necessary health services in the aimag.
Access to personal assistants and independent living services - personal assistants assist a
person with a disability with activities of daily living such as personal care and homemaking.
Examples of these tasks include dressing, bathing, going to the toilet, housework, shopping, meal
preparation, etc. The person with a disability is the employer. They select, employ, and supervise
the personal assistant. In Independent Living it is important that the person with a disability is
treated like an employer and not as a patient. In addition personal assistants can also assist
families of children and adults with a disability by providing temporary care at home for short
periods. Peer counselling is also an important element of Independent Living services and the
social workers will be responsible for establishing and maintaining a network of peer counsellors
for people with different disabilities and needs relating to their age and gender. This may be done
directly at the Development Centre coordinated by the social workers or through a contract with a
DPO or NGO in the local area if there is one with relevant skills and capacity to establish such a
network.

23 See for example http://www.rnib.org.uk/braille-and-moon-%E2%80%93-tactile-codes-learning-braille-braille-coursesadults/fingerprint-contracted
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Facilitated peer support - the professional team at the Development Centre will be able to
support groups to come together at specific times to discuss issues which are relevant to them. For
example this might include a group of disabled teenagers who want to talk about relationships, a
group of parents of disabled children who can share their experience with new parents. The groups
who meet at the centre may also support each other in different ways for example by setting up a
local disabled person’s or parents savings and lending scheme.
Information resource centre - the Development Centre will enable access to information for
children with disabilities, adults with disabilities and their families and to all members of the public
on disability specific and other relevant issues. The Development Centre professionals will play a
role in providing training and information to other public services about children and people with
disabilities, for example in schools, employment offices, children’s centres, sports and leisure
facilities and social welfare offices.
Temporary overnight accommodation - this is provided for children and adults and their family
member or other support person when they have to travel to the Development Centre for services
from distant parts of the aimag. The apartments can also be used in a planned way to support
people to learn independent living skills under the superivision of the professional team.
Figure 6. Pathway to services with Development Centre Support

Source: OPM

The Development Centre – Optional Services
Depending on the local needs identified through case management, additional services may be
added as required. For example if there is a significant deaf community in the local area and no
services available, specific support services for sign language teaching and interpretation may be
added or if there is a number of children with suspected autistic spectrum disorder additional
assessment tools for autism related diagnosis may be available.
Optional services may also include support for distance learning or self-teach Braille and
Mongolian Sign Language.
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The Development Centre – Monitoring and Evaluation
Systems will be in place to make sure that the Development Centre continues to be operationally
a. Relevant – that is, suited to the policies and priorities of the people with disabilities and to the
international and national commitments made by the government of Mongolia;
b. Effective – that is, continuously achieving stated objectives;
c. Efficient – that is, achieving the desired results with the least costly resources;
d. Having impact – that is, what real difference is this service making in the lives of children with
disabilities and people with disabilities; and
e. Sustainable – is the activity continuing on completion of the loan agreement?
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Situation Analysis

Goal 3 of the Incheon Strategy aims to ‘Enhance access to the physical environment, public
transportation, knowledge, information and communication’ and sets four targets for
participating countries:
Target 3A Increase the accessibility of the physical environment in the national capital that is open
to the public
Target 3B Enhance the accessibility and usability of public transportation
Target 3C Enhance the accessibility and usability of information and communications services
Target 3D Halve the proportion of persons with disabilities who need but do not have appropriate
assistive devices or products
Incheon indicators relevant to Output 3 and activity 2.7 from Output 2 include:
3.1 Proportion of accessible government buildings in the national capital
3.3 Proportion of daily captioning and sign-language interpretation of public television news
programs
3.4 Proportions of persons with disabilities who need assistive devices or products and have them
3.5 Availability of a government access audit programme that requires the participation of experts
with disabilities
3.7 Availabiity of mandatory technical standards for barrier-free access that govern the approval of
all designs for buildings that could be used by members of the public taking into account ISO
standards
3.9 Availability of mandatory technical standards for barrier-free access that govern the approval of
all ICT-related services such as websites for the public taking into consideration ISO standards
Legislation and the regulatory framework
The new law on the Rights of People with disabilities has introduced specific articles that are
relevant to this output on access to the physical environment, transport and information and that
contribute to meeting Government of Mongolia obligations under the Incheon Strategy and the
UNCRPD.
Article 9 on adjustment of infrastructure facilities for needs and requirements of persons with
disabilities sets out the obligations of the state to create a barrier free environment in
infrastructure, housing and public places and mandates the development of national standards for
roads, pavements and road facilities. Article 9.4 states that ‘one quarter of the members of
construction commission which is to receive and verify housing and social infrastructure into use
shall be a representative of non-governmental organization that conducts activities on the
protection of the interests of persons with disabilities.’
The Law on Urban Planning (http://www.legalinfo.mn/law/details/530) reflects the need to adjust
the built environment for PWD including:
Article 20. Developing an Infrastructure for PWDs
© Oxford Policy Management
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Article 20.1 Infrastructures providing a barrier free access to public facilities shall be built, planned
and executed in accordance with norms, orders developed by the Government
Article 20.2. All projects for Urban Planning, Building Construction, Engineering or Social facilities
not satisfying barrier free environment, accessibility should not be given a permission
The Law on Construction (http://www.legalinfo.mn/law/details/112) also reflects the imperatives of
the new Law on the Rights of People with Disabilities, but in a general way:
9. Requirements for Construction Facilities
9.1. Construction Facilities should meet the following requirements:
9.1.3. Satisfy needs of PWDs;
10. Requirements for Construction blue prints
10.1.3. Ensure to meet the demands of PWDs
Building standards regulations make provision for accessibility, for example:
•

Pedestrian Walkway for PWDs; Technical requirements MNS 5682: 2006

•

Planning guidelines of Pedestrians Walkway for PWDs, MNS 6056: 2009

•

Estimated space and environment due to PWDs requirements in civil construction planning,
MNS6055: 2009

Article 10 of the Law on the Rights of People with Disabilities makes provision for adjustment of
public transport services to the needs of PWD and sets out a requirement for barrier free use of
public transport by PWD and for national standards for transport, stops and services.
Article 11 on information and communication services requires from legal entities that provide
information ‘the conditions for PWD to ensure their access to information, use of technology
devices and possibilities of communicating with others’. The law appears to create (or mandate)
an agency (or communication rights organisation) to support PWD to have greater access to
technology as a means of communication, to the internet and to support public websites to become
more accessible.
Article 11.2.2 also refers to advancing the use of assistive devices for communication ‘to advance
screen reader which transmits written information on computer screen for persons with disabilities
into sounds, software, new technology and system, and special use devices, and to introduce them
into use, to create an opportunity to apply them in mother language’.
There are several other references in the Law on the Rights of PWD under a range of articles to
assistive devices, technology and equipment including commitments by the state to reimburse
purchase of these devices through the health or social insurance funds or though the social welfare
fund (Article 21). During PPTA consultations it has become evident that DPO and government
stakeholders systematically link assistive devices and technology to accessibility in the same way
that the Incheon Strategy is structured rather than associating access to assistive devices,
technology and equipment with services as in the original concept for this project. In the interests
of streamlining monitoring and the conceptual framework for the project design, we propose to
move activity 2.7 from Output 2 to become activity 3.4 under Output 3. The idea to equip the new
services developed under Output 2 with a ‘showroom’ of assistive devices still holds, but is dealt
with in this report rather than in Output 2.
As well as incorporating issues of access to assistive techonology, this report focuses on how the
communications barriers in the external environment can be reduced or removed or on systemic
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issues, that, if addressed, can ensure the removal of barriers to communication more widely.
Working group members report the following relevant issues relating to communication that could
be addressed by the project:
Public services: bus stops need to be announced with a light for PWD with hearing
impairments; technology which can make contact with emergency first aid operator in
remote image for persons with hearing impairments
Financial services: ATM machines need to provide sound information and have braille keys;
internet banking needs to be accessible to PWD
Public information: the Government websites mostly provide information with images. It is
not possible to transform into audio form. Therefore, it prevents accesibility. It needs to
have a rule of procedure that the websites of government and public service organizations
should be accessible to persons with disabilities
There are programmes and apps for transfering sign language into text and text to speech and
other ways that new technology can be used to aid communication – but they need to be
developed in Mongolian language.
Access to assistive devices and technology and adaptive equipment and technology
Some people with disabilities may require additional technical support to overcome the barriers
they face; this can include wheelchairs and walking aids, hearing and vision aids, artificial limbs
and communication aids. They may also need adaptive equipment to assist with functions of daily
living; this can include, for example, handrails and adapted toilet facilities. Through the social
welfare system people with disabilities are able to access some of these devices and equipment
through a purchase and reimbursement scheme however DPOs report that the cost of the items
has increased since the scheme was introduced and thus access is reduced. Some people are
unaware of the scheme and some cannot afford the initial costs. There is also a lack of specially
trained occupational therapists and orthopedic technicians to asses need and provide advice.
Wheelchair users report that maintenance of mobility devices is problematic and the low quality of
the devices provided through the government social welfare scheme means repairs are required
on a regular basis and are often carried out in a makeshift way1. Even basic devices for children to
support standing, sitting and mobility are not available or of such poor quality that parents
frequently resort to cobbling together their own homemade versions2.
High-tech assistive and adaptive technology products, augmentative and alternative
communication devices, computer access equipment, multilingual speech synthesis and voice
recognition software, are largely unavailable; where they are available, the software has only been
localized for the Mongolian context for a limited number of programs, mainly for the blind and
visually impaired, and is available to only a few dozen people with vision impairments or 100%
without vision3. One private company, run by an entrepreneur who is also a PWD, imports
assistive devices into Mongolia with relevant franchise licenses from manufacturers in the US and
Europe4. This entrepreneur has been working with a university to develop training in occupational
therapy as this specialism is a prerequisite for assessing and fitting such devices. Otherwise,
developments to date have been very limited and there is considerable concern among a range of
stakeholders about the capacity of the main government supported facilities to be able to take
forward development of assistive devices and ensure greater accessibility to computer based
1

Mid-term consultation workshop, April 2016
Interview with Association of Parent of Differently Abled Chidlren, April 2016
3 Interview with NGO Sun Media Digital Technologies, 20 January 2016
4 Interview with Rehtus, 20 January 2016
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technology as well as modern orthotic devices. Stakeholders ask for consideration to be given to
the involvement of DPOs and the private sector in the manufacture or procurement of assistive
technology and devices.
Access to information
Knowing where to get information and advice is an important component of disability services to
enable people to fulfill their rights. It is also a fundamental right enshrined in the Law on the Rights
of Persons with Disabilities 2016 article 5.1.3 to create favourable and accessible conditions for
persons with disabilities to ensure their rights to be involved in all relations including to study, to
work and be socialized. One NGO is operating a nascent hotline for parents of children with
disabilities, and a separate national hotline, not specific to persons with disabilities is operated by
the NAC. The police emergency number 102 started receiving calls by SMS from PWDs beginning
in May 2015 on health, fire, disaster and crime emergencies. By April 08, 2016 however, only 12
calls from 6 people had been registered. This service receives a call only from registered numbers.
PWDs are in charge of registering themselves. However the information needs of households and
persons with disabilities remain for the most part unmet with around 70% of households surveyed
for the PPTA reporting they lack information even about social welfare benefits.
Enforcement of legislation and standards
While new and existing legislation and standards appear to set a framework for accessibility to the
built environment, transport, information and assistive technology, implementation is not systematic
and enforcement is weak. Three basic standards on disability accessibility are currently in use
and they need to be upgraded and improved (France, for example, has hundreds of standards that
are based on building or infrastructure function and level of use).
The standards should be not only upgraded, and diversified but themselves become more
accessible! One of the main bottlenecks for effective usage of the standards can be found in
existing legislation. For example, people mostly understand accessibility in terms of building
ramps. However, even ramps are built incorrectly and do not match standards. This is partly
because people cannot access the relevant standards themselves. Under the Law on Standard
Matching 9.3-р organisations are forbidden to copy national standards. In addition, in order to find
a related standard from the website you would need a number/code of the standard, which is
another barrier. If you really need the standard then you need to come to the Standards Office and
buy it as a hard copy. http://www.legalinfo.mn/law/details/460 /legal articles/
DPOs are nevertheless actively involved in monitoring and campaigning on the accessibility issues
that most concern them and this provides some baseline data for the project on the current
situation in terms of implementation of the legislative framework and accessibility standards.
Physical accessibility
In 2014 the Wheelchair Users Association of Mongolia conducted an Accessibility Evaluation on 28
Public Service Organizations such as government property buildings, courts and police stations.
The team used an evaluation list in accordance based on the above mentioned accessibility
standards and made measurements. In addition, three groups of people with hearing impairment,
visual impairment and mobility issues conducted individual evaluations and documentation with
photographs. The team also included personnel from National Human Rights Council5. 10

5

http://mn-nhrc.org/index.php?newsid=5683
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organizations out of 28 received satisfactory ratings, 16 – unsatisfactory, 2 – completely
inaccessible6.
A further Accessibility Evaluation was conducted in partnership with the Ministry of Health and
WHO in 2015 on 17 selected health facilities in UB and only 2 facilities out of 17 received a
satisfactory rating, 9 – unsatisfactory, 6 – completely inaccessible.
It is not yet clear, however, whether these monitoring activities result in changes to accessibility for
PWD. The National Human Rights Council made recommendations to the organizations with
unsatisfactory ratings based on the evaluation, but further monitoring has not yet been conducted
to assess any response to the recommendations.
Transport accessibility
Articles 10.2.8 and 10.2.9 of the Law of Auto transportation7 states any organization possessing
over 20 vehicles should ensure that at least 10% of them are accessible for PWDs. If the
organization does not follow or exercise this article properly, it should pay a certain amount of
penalty annually in accordance with a “decree/order” developed by the Government. However, the
“Decree/Order” still has not been developed by the Ministry of Road and Transportation.
Article 7.4 of Law of Auto transportation also states that it is an obligation of the Governor /Mayor
of the province or district to make a decision on providing written or visual boards on bus routes for
hearing impaired persons and bus stop sound notification for visually impaired people using public
transportation. Currently, none of Governors has developed such a document. The National
Association of PWDs in Mongolia took the Mayor of UB to court on this issue with a positive
verdict, but the Mayor’s office has still to comply with the court decision.
Only Ulaanbaatar is partially provided with some so-called accessible public transportation. There
are 1860 units of public transportation and 446 units of taxi are serving in Ulaanbaatar. The
Ministry of Road and Transportation reports8 that among these there are 20 units of low floor buses
and 30 mid-size buses operating in Ulaanbaatar and they are accessible. However, PWDs cannot
use these mid size buses due to their inaccessibility, according to Wheelchair Users Association
only 1,4% of public transportation in Ulaanbaatar is accessible.
Some progress, however, can be noted. The Minister of Road and Construction made an order No.
363 on December 25, 2015 on building a task group at the Ministry consisting of 12 people (mainly
from the Ministry personnel and DPO representatives) for developing a plan on improving the
travelling conditions for elderly people and PWDs. The task group has initiated and planned 33
activities for improving the conditions in railroad, auto transportation and air transportation. It is
expected to start implementing activities from 1 and 2-nd quarter of 2016.
DPO initiatives also seem to have some results with the Wheelchairs Users Association having
organized a discussion “Travelling Together” with the Ministry of Road and Construction and subagencies at the beginning of 2015. As result, there is now an accessible rail carriage that has
started operating (although currently with limited coverage) and over 1500 rail transport staff have
received training for better understanding the needs of PWDs. In addition, the DPO is working on
improving the accessibility of 5 stations along the rail road route and developing an SOS service
for special needs passengers such as parents with infants, PWDs and elderly people.

6

Monitoring Report on the Environmental Accessibility of Family Clinics, Health Centers and Hospitals of 9 districts of
UB, 2015, MoHS, WHO, Wheelchair Users Association of Mongolia
7 http://www.legalinfo.mn/law/details/29?lawid=29
8 Interview, April 2016
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Information accessibliity
Among government websites, only the MPDSP website has some basic accessibility functions
such as font size increase and turning colours into black and white.
There is only one news broadcast per day on two channels that has sign language captioning and
very little other media content that is adapted for people with hearing impairments except for a
dedicated channel for hearing impaired people.
Accessiblity of assistive devices
The household survey conducted for this PPTA found that while 39% of PWD would like to receive
assistive devices, only 6% of PWD do receive them. The devices most requested are: stick/special
glasses, hearing aid (21%) and wheelchair (9%). Half of those who have received some device
would like to receive another one or perhaps a better one9. The questions put in the household
survey did not attempt to assess level of need for devices about which the respondent might not
know (a more modern or technologically advanced communication device for example).
A recent WHO survey attempted to assess the level of unmet need for assistive devices by asking
214 PWD and staff from state organizations, NGOs and special schools to answer questions about
which devices are needed most across a range of functional areas – mobility, vision, hearing,
communication, cognition and environment – from a ‘model list of priority assistive devices. The
responses generated a list of devices that are seen as being a priority. It is not easy to interpret
results as it is not clear from the report reviewed by the authors whether the group represented a
range of PWD including children and adults with autism spectrum disorders, intellectual disabilities
and cerebral palsy. Nor is it clear whether results have been adjusted to take into account that
respondents might give preference to items with which they are familiar and give less preference to
items they understand less. The list (attached in Annex 1), however gives some indication of the
types of equipment that need consideration for inclusion to expand the existing list of 80 very basic
orthopaedic and orthotic devices and equipment currently available for reimbursement by the
government social welfare and health insurance system.

9

Poverty, social and gender analysis, OPM, 2016
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2

Gap analysis

Decree No 151 of Dec 01, 2012 by the Minister of Construction and Urban Planning states that
infrastructure receiption commissions should have a PWD in the Commission. However, there is
no decree enacting the acceptance or inclusion of such people in the commission. At present there
is only one PWD (the Head of the Wheelchair Users Association) in the State Reception
Commission that is responsible for buildings over 17 floors or funded by Ministries or the
Government directly. Inclusion of PWD in commissions in UB and at district/aimag levels is still
under discussion.
Construction of new buildings involves a review process where lifts and disability access are
ensured in the design phase, but where the investors may require construction companies to
change these elements during construction. It is not clear how responsibility for these changes and
non-compliance are currently being addressed10. It appears that paying fines for non- compliance
may be a preferred practice than incurring the expense of compliance.
Government representatives also express frustration with the ineffectiveness of existing
enforcement arrangements and anticipate challenges in implementing the new legislation on
accessibility, for example ‘new buildings in aimags under five-stories will not be built with elevators,
but this is now a requirement in order to implement the law...’11. This view, on the gap between
legislative provisions and implementation in practice is noted by experts, DPOs and other
stakeholders across a range of issues.
DPOs have mainly focused on the importance of their involvement in monitoring (almost acting as
Ombudspersons) and on strategic litigation as ways of enforcing implementation of legislation.
They report several instances of success where these approaches have led to real change. The
introduction of buses with disability access to the UB public bus system was the result of a DPO
case to prosecute the Mayor of UB, the Transport Ministry and the Prime Minister. The Federation
is now advocating for special training for the bus drivers and bus conductors and also for PWD to
raise their awareness about this transport and how to use it efficiently.12
Local architects report that in construction, there appears to be no separation of authority between
the commission that approves the design and the one which accepts the object after construction.
This creates a systemic weak point open to corruption. DPOs also report poor communication
between the Building Experts who approve the blueprints for buildings and the building reception
commissions. The role of DPOs in these commissions is formally provided for in legislation, but it is
not clear the extent to which the commissions a) fulfill their verification functions and b) will actually
involve DPOs at the point of approval and commissioning once a building has been built.
Practice in other countries provide for a simple check list that an independent verification
commission can use to monitor compliance with accessibility regulations or with approved
standards. The only PWD currently active in a commission uses such a checklist based on the
current Mongolian standards.
Knowledge and understanding of principles of universal design and ease of access are reportedly
low among the commission members who have responsibilities for verification and approval.
The JICA Social Participation project on disability in Ulaan Baatar is planning to train UB local
authorities, General Inspection Agency staff and DPOs on disability equality in order to form
10

Participants in Inception Workshop discussions, 21 January 2016
Interview with MPDSP representatives, 12 January 2016
12 Interview with National Federation of DPOs, 19 January 2016
11
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‘disability audit’ groups that can conduct audits on accessibility and compliance with legislation. It
is not clear the extent to which these groups will be formally constituted and linked to the General
Inspection Agency or line Ministries, nor whether they will be working with the commissions at
national, metropolitan and district level that provide approvals for construction and subsequent
verification.
Architects with training and experience outside Mongolia note that the building standards and
regulations on accessibility are basic compared to other countries and sometimes contradictory or
‘strange’13. Key informants and working group participants confirm that there are contradictions in
some of the standards, for example Accessibility Standard MNS6055:2009 state that door
thresholds should not be higher than 2.5cm, but Fire Safety Standards require thresholds to be no
lower than 4cm. Working group participants confirm that there is a need to improve the three basic
standards on disability accessibility that are currently in use. There is also a need to: ...‘have
specific standards in public buildings such as in hospitals and schools. Accessibility to public
buildings does not only concern the entrance, exit and toilets. There can be limited accessibility to
reach the other spaces in buildings. There is a need to create a facility for PWD to get on and off
the bus, to have standards for bus stops.’
As discussed in the previous chapter, the lack of Mongolian sound samples means that technology
to assist communication that is used by many people with a range of disabilities in their day to day
lives and by public and private organizations to lower barriers to communication in the services
they provide – emergency or transport services, financial or legal services – cannot be used in
Mongolia. The technical working group describes this as a key gap that should be addressed by
the project through the development of standards and, if possible, the creation of a Mongolian
sound sample.
Assistive technologies and services should be available and streamlined within a standards
framework. As noted above, access to assistive technologies and adaptive devices is prohibitive
for most disabled people in Mongolia; even where specialist equipment is available it is too
expensive for most people with disabilities to afford. The existing list of 80 orthotic and orthopedic
items that can be reimbursed through the health insurance or social welfare system is very limited
and does not conform with the obligations of States as determined in UNCRPD Article 4 (g) “…to
promote the availability and use of new technologies, mobility, aids, devices and assistive
technologies, giving priority to technologies at an affordable cost” and Article 9 (g) “To promote the
design, development, production and distribution of accessible information and communications
technologies and systems at an early stage…”. Neither does it support the achievement of the
Incheon Strategy Goal 3 “Enhance access to the physical environment, public transportation,
knowledge, information and communication”, and Target 3.D “Halve the proportion of persons with
disabilities who need but do not have appropriate assistive devices or products.”. Neither is there
any framework in place which determines the Mongolian standard for such equipment both in
terms of quality and its adaptation to context. Working group discussions have focused on the
need to ensure that voice software and communication technology for people with visual
impairments need to be translated into Mongolian and on the need for video conferencing
equipment and software to support accessibility for people with hearing impairments, but there is a
need for a more thorough assessment of the gaps in assistive technology across all types of
functional disorders, not only for the visually or hearing impaired.
Summary of conclusions from gap and situation analysis
•

13

The existing legislative and standards framework provides a basis for making the physical
environment more accessible, but there are contradictions between different sets of standards
For example ‘space allocation for a child with intellectual disabilities can be 15% less than for other children’
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(for example on accessibility and fire safety) or barriers to implementing some accessibility
standards are created by systemic disincentives (for example bus drivers are paid per journey
and can personally lose income if they take too long to help PWD on or off the bus). Systemic
contradictions need to be addressed and mechanisms for penalty or encouragement need to
be strengthened.
•

Universal design principles are poorly understood and little known. There is a need to build
awareness and understanding among architects, national and local Bid Committee members
and Experts from the Building Development Center on the mutual benefits and the costs of
creating an accessible environment.

•

Mongolia has 3 standards and 1 construction normative on accessibility. However, usage of
those documents is poor as they lack sub-legislative acts, order and decrees or mechanisms to
ensure they can be implemented

•

Current standards are too general and cannot cover all aspects of reality. Example: to have
different accessibility requirement for hotels with 50 beds and with 500 beds. Diversify the
standards for hospitals, schools, restaurants and etc

•

Police emergency number 102 started receiving a call from PWDs from May 2015 on health
emergency, fire emergency, disaster emergency, crime emergency through SMS. By April 08,
2016 12 calls from 6 people were registered. This service receives a call only from registered
numbers. PWDs are in charge of registering themselves.

•

There is a need to expand the list of reimbursable assistive technologies in a systematic way
taking into account a range of needs and new technologies that are not widely available yet in
Mongolia

•

There is a need to ensure greater adaptation of television content for PWD especially for
people with hearing and sight impairments.
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3

Recommended project design

The project concept set out three main areas of activity for working towards achieving this output.
We recommend including activity 2.7 from Output 2 to create a fourth activity:
3.1 Develop capacity of decision makers and institutions involved in developing and enforcing the
legal and regulatory framework
3.2 Strengthen institutions (e.g., General Agency for Specialized Inspection, Ministry of
Construction and Urban Development, Ministry of Roads and Transportation, etc.), involved in
enforcement of compliance with physical accessibility norms (infrastructure, transportation)
3.3 Ensure wide inclusion of PWD in enforcement mechanisms
3.4 Ensure affordable access to quality assistive technology14, orthopedic and orthotic devices
through the public and private sector, including in aimags (formerly Activity 2.7)
We recommend that within these areas, given the current discrepancies between the new Law on
the Rights of PWD and the existing regulatory framework on standards for accessibility,
construction and other related and sometimes contradictory standards (for example on fire
regulation and public transport management) the project will focus on three main ways to develop
capacity and strengthen institutions involved in enforcement:
1. Harmonising legislation, standards and generating sub-legislative frameworks to give people the
instruments for enforcement such as accessibility checklists, mechanisms for communicating
between those who approve building designs and those who receive the buildings upon
completion.
2. Building understanding and capacity on universal design and analyzing the existing bottlenecks
that contribute to poor enforcement in Mongolia. Increased understanding of goals in accessibility
and of the existing barriers to achieving them will enable the relevant Ministries and agencies (the
National Standards Commission, the General Agency for Specialized Inspection, the Ministry of
Roads and Transportation, the Ministry of Construction and Urban Development, the Building
Experts and national and local commissions) to make changes to the standards and systems to
incentivize implementation of legislation and to more effectively penalize non-compliance.
Information can also be shared with private sector businesses and companies to support their
greater understanding and implementation of accessibility standards.
3. Development of guidance and standards on accessibility that do not yet exist, especially in
relation to information access for government bodies and to access to new assistive technologies.
The wider inclusion of PWD in enforcement mechanisms has been guaranteed by the Law on the
Rights of People with disabilities and the project can support monitoring of its implementation, but
there are other projects focused more on practical inputs to make this happen (training by JICA in
disability equality and ‘audits’). It is recommended however, that the project directly contract DPOs
or PWD to monitor key accessibility indicators under Output 3. We recommend that activities 3.13.3 are focused geographically on the capital city and national and city institutions with a view to
sharing lessons with aimag authorities and supporting stronger national enforcement beyond the
lifetime of the project.

We recommend the addition of the words ‘assistive technology’ to keep in mind UNCRPD Article 4 (g) on promoting
the use of new technologies to maximise functioning

14
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Activity 3.1 Develop capacity of decision-makers and institutions
Strengthened legislative sub-legislative guidance will help to enhance and develop the capacity of
decision-makers and institutions to undertake more systematic and effective enforcement.
a) Legislation and regulatory framework harmonization on infrastructure, transport and
information access
We recommend that the project provide a national consultant to convene and facilitate three expert
groups formed of DPOs, Government representatives and other stakeholders. The national
consultant will conduct a review of legislation, regulations and standards on construction, transport
and information access to harmonise with the new Law on the Rights of the People with Disabilities
and taking into account principles of universal design, ease of access and Incheon Strategy
commitments. This review will highlight gaps in standards (for example related to information
technology as an aid to communication) as well as review existing standards. The review should
generate recommendations on harmonization of standards and regulations with the new Law for
each area of concern (physical environment, transport and information) and validate the
recommendations through consultations with the working group. The final recommendations
should be presented through a conference to relevant line Ministries, the General Agency for
Specialized Inspection, legislative bodies and the Standardisation Agency in order to ensure that
all personnel in these Ministries with enforcement responsibilities have a strong understanding of
the standards they are expected to enforce. Revision and harmonization of standards and
systems will include, for example, developing a clear definition agreed between Ministry of
Transport and DPOs of what is meant by ‘accessible transport’. This will help to ensure there is
more agreement going forward on interpreting results from monitoring public transportation
accessibility and facilitate better enforcement as a result.
Activity 3.2 Strengthen institutions
Institution strengthening in order to strengthen enforcement requires both enhancement of the
institutional and administrative framework within which institutions are operating and strengthening
the competencies (knowledge, skills and behaviors) of the people who work in the institutions and
bear responsibilities for enforcement, monitoring and compliance with accessibility standards.
a) Training and capacity building on disability rights and universal design for national and local
authority civil servants and DPO representatives with enforcement responsibilities in
construction commissions and public transport accessibility
We recommend that training is delivered to officials in the Ministry of Construction and the Ministry
of Transport their sub-national implementing agencies or local authority bodies and commissions
responsible on a psycho-bio-social understanding of disability, the new Law on the Rights of
People with Disabilities and the international disability rights framework – the Incheon Strategy and
the UNCRPD – and on principles and applications of a universal design approach including
physical and information access aspects. This training can also be offered to private companies
that have expressed an interest in making their own businesses more accessible (banks,
entertainment and leisure facilities, sports facilities).
b) Conducting accessibility assessments and systems analysis to identify where incentives
or penalties could be more effectively apply to unblock bottlenecks that are preventing compliance
and hindering enforcement
We recommend that accessibility assessments are conducted on the systems that are currently in
place for a) construction approvals and building or infrastructure reception and for; b) accessibility
arrangements for public transport. The assessments, conducted by PWD or DPOs, will identiy
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bottlenecks in enforcing legislation and regulation and provide recommendations for harmonising
contradictory regulations. For example, interviews with bus drivers conducted for this PPTA
suggest the following challenges to increased accessibility on public transport:
•

During morning and evening rush hour passengers, other cars and taxis overload the bus
stops and that is why bus drivers decide to stop a bit further than the bus stop, which often
causes problem for PWD passengers to get on to the bus.

•

There is a given number of routes that must be executed for each bus but, in order to reach
this number bus drivers need to leave the bus stops as quick as possible.

•

Although police officers deny it, bus drivers say that they receive 5,000 MNT penalty if they
stay too long at the bus stop

•

It takes at least 4-7 minutes to help a PWD passenger into the bus. It is much easier to lift
up the person instead

Cross-checking existing systems – for example traffic management around bus stops, incentive
systems for bus drivers - with requirements of the new law could help to reduce bottlenecks and
barriers in enforcing legislation and standards on accessibility.
A national consultant will work with MPDSP to design accessibility systems assessment
mechanisms and the project will contract DPOs to conduct the assessments. Results and
recommendations will be shared with relevant Ministries and with the media to raise awareness
and support the introduction of new ways of incentivising compliance and penalising noncompliance.
c) Development of guidance on disability information access for all national government
Ministries to support implementation of Article 11 of in the Law on the Rights of PWD. Training
in the guidance to be provided by the project and cascaded by the Ministries to their subnational bodies. Monitoring of implementation of guidance to be commissioned from DPOs.
We recommend that consultancy support is provided to support this acitivity. The guidance will give
practical advice on making websites and public information provision accessible to PWD and draw
attention to the responsibilities of public bodies in implementing the Law on the Rights of PWD in
relation to accessibility of information. We recommend that an implementation monitoring system is
designed in consultation with DPOs that models a checklist system for verification of compliance
on all government websites. Verification of the implementation of guidance should be
commissioned from DPOs in the form of small monitoring grants and consultancy support should
be provided to train DPOs in conducting and reporting on these information verifications. The
system should not duplicate the JICA project developments and should build on the current good
practice demonstrated by the Wheelchair Users Association in their physical accessibility audits.
Activity 3.3 Wide inclusion of PWD in enforcement mechanisms
We recommend that, given the legal requirement for PWD to be included in building reception
commissions and other accessibility related enforcement mechanisms, the project should focus on
monitoring implementation of this provision and on commissioning disability accessibility audits to
monitor progress on enforcement compared to the baseline created by the Wheelchair Users
Associsation audits cited above. Repeat audits will be commissioned in years 2 and 4 of the
project and shared at an accessibility forum in year 5 of the project.
An outline of these activities was presented to the working group meetings and April workshop and
discussed with MPDSP in some detail and with some adjustments to take into account the
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contributions of participants, have been confirmed as being needed and the most appropriate way
of taking steps towards stronger enforcement.
Activity 3.4 Ensure affordable access to quality assistive technology, orthopedic and
orthotic devices through the public and private sector, including in aimags
In parallel to the activities described under Output 2 to establish and develop the workforce of
specialists in Occupational Therapy, Phsyiotherapy and Speech Therapy that has the skills and
knowledge to assess the needs of CWD and PWD for orthotic and other assistive devices, to fit
them and support users in learning how to use them, it is recommended that:
1. International and national consultancy be provided to strengthen the commission led by the
Ministry of Health that is responsible for deciding on the list of orthotic and assistive devices
and technology available for reimbursement through the national health and social insurance
schemes and through the social welfare scheme (see also Activity 5.2 under Output 5). The list
of WHO ‘priority assistive devices’ is attached to illustrate what some of the items may be. This
capacity building should include the involvement of DPOs representing a range of different
needs for assistive technology and should ensure that the members of the commission become
acquainted through study tours and consultant inputs with the full range of assistive technology
available internationally and with at least two different national policies on the provision of
assistive technology to CWD and PWD. WHO should be consulted to identify countries of good
practice. The list of reimbursable devices and equipment should then be expanded based on a
greater understanding of the available technology and devices, while also keeping in mind the
fiscal constraints of the Mongolian government and the need to introduce PWD in Mongolia
gradually to new technologies while ensuring the capacity to maintain them is built up,
especially in the aimags.
2. 6 aimag Development Centres and the NRC and NCRC teams established under Output 2.2
of this project should be equipped with a ‘showroom’ holding the full range of items from the list
so that PWD and parents of CWD can become familiar with these items, learn what they can
do, understand how they work and what they cost. An orthopaedic technician will be hired and
trained for each aimag center and for the NRC and NCRC in UB to maintain, fit, repair these
items and where possible to manufacture simple devices. Consideration will have to be given
to maintenance and replacement costs (depreciation) of the equipment over the budgeting and
planning cycle of each centre.
3. Early intervention services within the rehabilitation/development centers should be equipped
with relevant devices for teaching parents and children alternative communication and other
supports for strengthening early development. The commission should consider the option of
establishing a ‘library’ of pediatric devices that can meet the assessed needs of CWD based on
available statistical data about the numbers of children with different types of needs living in
each aimag. These items can be loaned to parents for fixed periods and then returned and
replaced as each child grows and their needs change. Consideration will have to be given to
maintenance and replacement costs (depreciation) of the equipment over the budgeting and
planning cycle of each centre.
4. Consultancy be provided to the commission to develop an equitable scheme for reimbursement
and purchase through the review and revision of the social welfare and health insurance
system to make it more equitable as discussed under Output 5 activity 5.2 on Social Welfare
reforms. CWD and PWD with greater needs should be able to access equipment they need
and receive greater levels of reimbursement for meeting these needs than people who have
fewer needs. The maintenance and replacement costs of equipment and devices should be
taken into account when planning for individual budgets to reimburse these costs. The aimag
centres should establish the position of an orthopaedic technician trained to maintain the
devices in each center and to support PWD with maintenance of their own devices as well as
manufacturing simple devices to set standards.
5. International consultancy be provided to the commission and to MPDSP to develop standards
for assistive devices and technology and a regulatory framework for the importing and/or
© Oxford Policy Management

13

Report Title

manufacturing of such devices in Mongolia. Public private partnerships will be explored as an
option for supporting manufacturing of assistive devices in Mongolia or procurement of
assistive devices from abroad. Enforcement should be provided as per other services through
monitoring and inspection and feedback from service users.
Activity 3.4 Ensure affordable access to quality orthopedic and orthotic devices through the
public and private sector, including in aimags
Inputs include international and
3.4.1
Commission capacity is strengthened
national consultant, study tour,
(including study tour and international and
consultative
process
for
national consultancy) to expand the
expanding
the
list
and
developing
approved list of devices (within minimum
standards together with DPOs.
standards)
3.4.2

3.4.3

for Inputs include international and
and national consultants to draft
frameworks and guidance and to
support their approval by relevant
government bodies. See also
Activity 5.2 inputs.
Devices available in UB and in 6 aimags Procurement of all items on the
and capacity to advise and fit available (in expanded list (such as the WHO
list in Annex 1) for each of the 6
connection with 3.4.1 above)
aimag centres and for two sites in
UB (NRC and NCRC)
Regulatory framework developed
reimbursement,
procurement
manufacturing.

Orthopedic technicians will be trained in keeping with the activities to create a new disability
workforce under Output 2.3 and 2.4.
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4

Risks and assumptions

The introduction of higher cost assistive technology and IT equipment to the aimags and the NRC
and NCRC could lead to high risks of breakage and mis-use. The measure of introducing trained
orthotic technicians to the centres with responsibilities for maintenance will help to reduce the risk.
Ensuring that service budgets include, from the outset, provision for replacement, repair,
maintenance and depreciation will help to ensure sustainable availability of assistive technology in
the aimags and the UB centres.
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5

M&E arrangements and key indicators

In line with the indicators of the Incheon strategy and the Law on the Rights of PWD we would
propose to include the following indicators for physical access.
Proposed indicator and target

Notes

Outcome indicator:
Proportion of accessible government buildings
in the national capital (2016 baseline: 26.67%)15

Monitored though accessibility audits
commissioned from DPOs
Disaggregated by type of building? Health,
education, police, courts, social welfare,horoo,
district and national government.
Disaggregated by public/private?

Output indicators:
PWD representation in infrastructure reception
commissions in accordance with the Law on
RPWD Article 9.4 (2016 baseline: 1 person in
the national commission)

Disaggregated by type of disability and gender

% of public facilities complying with regulatory
norms (disability-friendly) following
harmonisation with the new law

Same as the outcome indicator? Maybe
remove from here?

Number of functioning hotlines16 providing
comprehensive information for PWD and their
families

2 hotlines by 2018

% government websites with specific section for
PWD (2016 baseline: none)

Monitored through assessments commissioned
from DPOs. Only MPDSP has some limited
accessibility functionality on its website, but no
specific sections for PWD

% of public buses in use/on the road that are
disability-friendly increases to 10% (2016
baseline: 1.4% according to PWDs; 2.69%
according to Ministry of Transport)

Monitored through Ministry of Transport
reports, but using a definition of disability
friendly to be agreed by Ministry of Transport
and DPOs as part of harmonisation of
regulatory framework

15
16

Incheon Strategy core indicator 3D
To be established under activity 2.5
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6

Detailed instructions for implementation

3.1 Develop capacity of decision makers and institutions involved in developing and enforcing the
legal and regulatory framework
Legislation and regulatory framework harmonization on
infrastructure, transport and information access
Convene and facilitate three expert groups formed of DPOs,
Government representatives and other stakeholders.
Conduct a review of legislation, regulations and standards on
construction, transport and information access to harmonise with
the new Law on the Rights of the People with Disabilities and
taking into account principles of universal design, ease of access
and Incheon Strategy commitments. This review will highlight gaps
in standards (for example related to information technology as an
aid to communication) as well as review existing standards.

National
months

IC

x

3

1 x 1 day national
conference for 50
people

Recommendations on harmonization of standards and regulations
with the new Law for each area of concern (physical environment,
transport and information) and validate the recommendations
through consultations with the working group.
Present findings and recommendations at a 1 day conference to
relevant line Ministries, the General Agency for Specialized
Inspection, legislative bodies and the Standardisation Agency
3.2 Strengthen institutions (e.g., General Agency for Specialized Inspection, Ministry of
Construction and Urban Development, Ministry of Roads and Transportation, etc.), involved in
enforcement of compliance with physical accessibility norms (infrastructure, transportation)
3.2 a)

Training and capacity building on disability rights and universal
design for national and local authority civil servants and DPO
representatives with enforcement responsibilities in construction
commissions and public transport accessibility

3.2.b)

Conducting accessibility assessments and systems analysis to
identify where incentives or penalties could be more effectively
apply to unblock bottlenecks that are preventing compliance and
hindering enforcement

National IC x 3
months
Series of 30 half day
workshops in UB for
15 people each
workshop
Evaluation
before
and after to assess
changes
in
understanding
National IC x 2
months
DPO grants
months

x

2

We recommend that accessibility assessments are conducted on
the systems that are currently in place for a) construction approvals
and building or infrastructure reception and for; b) accessibility
arrangements for public transport. The assessments, conducted by
PWD or DPOs, will identiy bottlenecks in enforcing legislation and
regulation and provide recommendations for harmonising
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contradictory regulations.
A national consultant will work with MPDSP to design accessbiliity
systems assessment mechanisms and the project will contract
DPOs to conduct the assessments. Results and recommendations
will be shared with relevant Ministries and with the media to raise
awareness and support the introduction of new ways of
incentivising compliance and penalising non-compliance.
3.2.c)

Development of guidance on disability information access for all
national government Ministries to support implementation of Article
11 of in the Law on the Rights of PWD.

National
months

IC

x

3

DPOs x 1 month
Training in the guidance to be provided by the project and
cascaded by the Ministries to their sub-national bodies.
Monitoring of implementation of guidance to be commissioned from
DPOs.
The guidance will give practical advice on making websites and
public information provision accessible to PWD and draw attention
to the responsibilities of public bodies in implementing the Law on
the Rights of PWD in relation to accessibility of information. We
recommend that an implementation monitoring system is designed
in consultation with DPOs that models a checklist system for
verification of compliance on all government websites. Verification
of the implementation of guidance should be commissioned from
DPOs in the form of small monitoring grants and consultancy
support should be provided to train DPOs in conducting and
reporting on these information verifications. The system should not
duplicate the JICA project developments and should build on the
current good practice demonstrated by the Wheelchair Users
Association in their physical accessibility audits.
3.3 Ensure wide inclusion of PWD in enforcement mechanisms
3.4.2 The PIU will focus on monitoring implementation of the new legal
provision for 25% PWD in the building commissions by
commissioning disability accessibility audits to monitor progress on
enforcement compared to the baseline created by the Wheelchair
Users Associsation audits in 2014 and 2015. Repeat audits will be
commissioned in years 2 and 4 of the project and shared at an
accessibility forum in year 5 of the project along with other
experience from output 3 activities.

DPO x 2 months
Accessibility forum x
100 people

Activity 3.4 Ensure affordable access to quality orthopedic and orthotic devices through the
public and private sector, including in aimags
Inputs include 2.5m international and
3.4.1 Commission capacity is strengthened 2.5m national consultant, study tour
including study tour and international and
(40k),
consultative
process
for
national consultancy, development of the
expanding
the
list
and
developing
procurement ToR - to expand the approved list
standards together with DPOs.
of devices and define the standards for the
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approved items
for Inputs include international and national
and consultants to draft frameworks and
guidance and to support their approval
by relevant government bodies. See
also Activity 5.2 inputs.
3.4.3 Devices available in UB and in 6 aimags and Procurement 2.4m of all items on the
capacity to advise and fit available (in expanded list (such as the WHO list in
Annex 1) for each of the 6 aimag
connection with 3.4.1 above)
centres and for two sites in UB (NRC
and NCRC) – curriculum development
for orthopaedic technicians 200k +
training of first cohort (NRC, NCRC and
6 aimags)
3.4.2 Regulatory framework developed
reimbursement,
procurement
manufacturing.

An international consulting firm or consortium of firms will be contracted to:
Provide an experienced international consultant (or team of international consultants) who has
extensive knowledge and experience in the sourcing and provision of assistive technology for PWD
and CWD. Ideally, the consultant will be familiar with a full range of available devices and
technology across all spheres of functioning: mobility, vision, hearing, communication, cognition
and environment. The consultant/s should have a good understanding of the ICF and experience
of using ICF to assess functioning and need for assistive devices for both PWD and CWD. The
consultant/s should have a medical background in disability and rehabilitation and habilitation
and/or as an orthopaedic technician, in occupational therapy, speech therapy, physiotherapy.
Outputs will include:
1. National commission for defining the list of reimbursable assistive devices and aids is expanded
to include non-medical representatives from DPOs and MPDSP, its governing statute is revised
and approved by relevant government bodies
2. Commission members have increased knowledge and understanding of the technology, devices
and equipment that are availably globally and in Mongolia and are able to make informed choices
on the creation of a framework for expanding the list of reimbursable devices including a
mechanism for regularly updating the framework to ensure that more advanced technology and
opportunities for using technology to lower barriers to participation for PWD
3. Based on a review of existing capacity in 6 aimags and UB conducted by the consultants,
Commission members have a good understanding of which devices and aids can realistically be
manufactured in Mongolia in the aimags or in UB and approve standards for local manufacturing
drafted by the consultant
4. Commission members have approved a regulatory framework designed by the consultants for
the government purchase of assistive devices for ‘assistive technology and equipment showrooms’
in 6 aimags and 2 UB centres that meet all requirements of the Law on the RPWD (e.g articles
XYXZ on access to assistive technology and giving preference to Mongolian PWD enterprises in
government tenders).
5. Procurement documentation including specifications for each item required for each aimag and
the two UB sites developed by the consultant based on needs assessments in the aimags that take
into account existing capacity. In some aimags, for example, there is strong capacity for sign
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language teaching, but in others there is no capacity. The procurement for aimags with low
capacity may therefore include video conferencing equipment for the Development Centers and/or
health and employment centres to ensure sign language teaching can be delivered and/or sign
language interpretation offered in select key local services for people with hearing impairments.
Each procurement package will include concomitant training packages to ensure that the targeted
end users are able to access training from their local orthopaedic technician and/or another source
for using and maintaining the equipment in good order.
Procurement specifications for each package will vary according to:
a) An assessment of the need for devices determined by the local disability commissions using ICF
to assess disability and define needs for support;
b) Assessment of need for devices based on the case management files of services users in the
social welfare offices and, if they are already operational in the given aimag, the records of service
users in the Development Centers being maintained by the new disability social workers and multifunctional teams. Occupational therapist assessments will help to inform the specifications of
packages for children and for adults.
c) Statistical data on the numbers of CWD and PWD in each target area with different types of
disabilities, disaggregated by gender and age and taking into account the needs of girls and
women.
6. Standard operating procedures for the use of the devices in the ‘assistive technology
showrooms’ for adults and in the ‘assistive technology libraries’ for children developed by the
consultant and approved by the MPDSP and national standards agency. The main focus of the
SOP is to provide access to devices for the purpose of supporting PWD to identify the devices they
need, to be measured for the devices of the correct size and fit, to learn how to use devices and to
be able to place their order for a reimbursable device through the Development Center. The SOP
will also define the role of the Developmetn Center in maintaining the equipment in good working
order, planning for depreciation and replacement so that there is always a stock of operational
devices for people to use and try.
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Annex 1 WHO ‘List of priority assistive devices’

7

1. Mobility

Name of Product
(ISO Code)

Area

1

Crutches

Axillary crutches
12.03.12

Devices providing support when walking that have a
horizontal padded support that is placed against the
upper body next to the armpit

☐

Elbow crutches
12.03.06

Devices, adjustable in height, providing support when
walking that have a semi-circular support for the
elbow, a horizontal hand grip, a single shaft, and one
tip

☐

Walking frames
12.06.03

Frame that helps a person to maintain stability and
balance while walking or standing, with either four
tips (ferrules) or two tips and two castors

☐

Rollators
12.06.06

Frame that help a person to maintain stability and
balance while walking, that has hand grips and three
or more wheels (with or without a platform)

☐

Manual wheelchairs push type

Only for indoor use and limited outdoors, pushed by
an attendent

☐

Electrical wheelchairs
12.23.06

Wheelchair powered by battery

☐

Wheelchairswith postural support powered by battery

☐

Footwear for
diabetes/neuropathic foot
06.33.30

Orthopaedic shoes to reduce or distribute load on
tissue to prevent injuries in the development of a
diabetic foot

☐

Orthopaedic shoes or
footwear
06.33.30

Footwear intended to treat or compensate for the
impaired body functions or body structures of a
person's leg, ankle and foot

☐

Knee orthoses (KO)
06.12.09

Orthosis that encompasses/supports the knee joint

☐

Knee ankle foot orthoses
(KAFO)
06.12.12

Orthosis that encompasses the knee and ankle joints
and the foot

☐

Shoulder slings

A sling is a bandage used to support an injured arm

☐

2

5

Walkers

6

Explanation

8

Wheelchair

11
Electrical wheelchairs with
postural support
12.23.06

12

15

Lower limb
orthoses

16

19

20
Upper limb
orthoses

23
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Spinal
orthoses

24

Special
devices for
children with
development
al delays

30

Thoraco-lumbo-sacral
orthoses
06.03.09

Orthosis that encompasses the whole or part of the
thoracic, lumbar and sacro-iliac regions of the trunk

☐

Adjustable walkers for
children

Assists children with any kind of developmental
delays to walk

☐

Specially designed seat and desk for children with
Table/seating frames

any kind of developmental delay for seating and
standing

Adjustable standing
frames
04.48.08

Standing frame that provides angle adjustable supine
and prone full body support option for children with
range of mobility and developmental delay

31

32

☐

☐

2. Vision

Name of Product
(ISO Code)

Area

Spectacles

33

34

Magnifying
devices

37

Explanation

Spectacles for short
distance/Reading glasses
22.03.06

Eyeglasses that help correct close-range vision
issues for selected fixed power range

☐

Spectacles for long
distance
22.03.06

Distance glasses focus on things that are further
away in positive selected power grades

☐

Hand-held digital
magnifiers
22.03.18

portable systems that display an enlarged image of a
close objectcaptured by a video camera

☐

Pc Magnifiers

Magnification and screen reading software for the
visually impaired and helps countless individuals
Some features Color Enhancement Transition
Effects- Smooth Mouse Pointers

☐

Text to speech software

Software that reads selected text

Screen readers
22.39.12

Software that interprets what is being displayed on
the screen and presents it to the user with text-tospeech, sound icons, or a Braille output

☐

Braille Printers

Printer that generates Braille embossed paper
documents

☐

Talking calculators
22.15.06

Calculating device that presents calculations in
sounds

☐

Talking/touching watches
22.27.12

Timekeeping device that presents the time as sounds

☐

38

41

42
Products for
writing

Talking
devices

45

49

50
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3. Hearing

Name of Product
(ISO Code)

Area

Hearing aids

52

53

Communicati
on products

56

58
Signalling
products

61

63

Other
products

64

Explanation

Behind the ear hearing
aids
22.06.15

Devices worn behind the ear to amplify sound.

☐

In the ear or in the canal
hearing aids
22.06.12

Partial or completely in the canal.Devices worn in the
ear or in the year canal to amplify sound.

☐

Video communication
devices

Device that allows for interaction achieved by means
of a video link

☐

Device/software for
gesture to voice
technologies

Sign language is converted into speech and speech
into text or sign language

☐

Vibrating multi-sound
wrist bracelets
22.27.09

Notifies user with vibrations when different sounds
are detected (e.g. telephone, doorbell, baby-cry, etc.)

☐

Captioning TVs
22.18.21

Audio portion of the television program is converted
into written words, which appear in a window on the
screen.

☐

Automatic speech
recognition in captioning
systems

Auditory information picked-up by an ASR is
translated into text and displayed for the deaf user

☐

4. Communication

Name of Product
(ISO Code)

Area
Nonelectronic
AAC

65

67

Electronic
AAC

68

Accessories

Explanation

Communication
boards/books
22.21.03

Communication displays consisting of photographs,
symbols, words/letters or a combination of all three

☐

Face-to-face
communication software
22.21.12

Software for direct communication - based on
symbols or text - which supplements or replaces
speech or verbal communication

☐

Symbols generating
software

Enables the creation of individualised low/no
technology communication tools (i.e. communication
boards/books/cards)

☐

Head mouse

Helps paralyzed people interact with computers,
using head movements to perform common
operations such as typing, copying and pasting

☐

70
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5. Cognition

Name of Product
(ISO Code)

Area
Multiple uses

73

74

Explanation

Personal Digital
Assistants (PDA)
22.33.06

Computers that can be powered with batteries and
thus can be used anywhere - includes mobile phones
such as smartphones and tablets

☐

Recorders (Dictaphone)
22.18.08

Portable devices that can record, store, and replay
audible information to facilitate the recall of facts or
appointments

☐

Pill organizers
04.19.04

Special container for storing scheduled doses of
one's medications to keep trackof whether or not the
user has taken the medication

☐

Memory Aids

76
Locator
devices

Item locators

82
Navigation
devices

Portable travel aids

84
Communication and
language
tools

88

Alarms

☐

☐

Simplified mobile phones

Easy to use mobile phones i.e. easy interface, big
buttons for facilitating calling or texting, etc.

☐

Word completion
programs
22.12.24

Programs that predict whole words on the basis of
the first few letters typed by the user

☐

85

86

Devices that can help locate commonly mislaid items
in the home such as keys, wallets, glasses case etc.
or warn user when any tagged items have wandered
outside of a user-set boundary
Product that supports user to travel from one location
to another, with route data and information on public
transportation services, payments and outdoor
navigation

Personal emergency
alarm systems
22.27.18

Fall detectors

89

Device either operated by the user or activated
automatically in case of personal emergency to notify
the user or obtain help from another individual or
service
Fall detectors are worn by the person and will trigger
an alert to a carer if an impact is detected and/or the
person remains in a lying position. The device then
sends an alarm signal to a carer or monitoring centre

☐

☐

6. Environment

Name of Product
(ISO Code)

Area
Assistive
products for
washing

Assistive
products for
toileting

Shower chairs
09.33.03

Waterproof chair/stool with or without castors that
support seating in the shower. It may include
armrests, adjustable height legs, and reclining
facilities.

☐

Bath/shower seats
09.33.03

Devices for supporting sitting during bathing or
showering

☐

Toilet seat raisers
09.12.15

Raised toilet seats that can easily be removed from
the WC pan

☐

93

94

95

Explanation
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Beds

97
Wheelchair
accessories

Pressure relief mattress
04 33 06

prevent pressure injuries by dispersing pressure
away from bone protrusions

☐

Portable ramps
18.30.15

Moveable sloping surfaces that bridge a limited gap
between two levels

☐

99
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Detailed situation analysis

1.1

Output 4. Improved work and employment prospects for PWD

UNCRPD
Article 27 Work and employment. (d) Enable persons with disabilities to have effective access to
general technical and vocational guidance programmes, placement services and vocational and
continuing training; e) Promote employment opportunities and career advancement for persons
with disabilities in the labour market, as well as assistance in finding, obtaining, maintaining and
returning to employment; (f) Promote opportunities for self-employment, entrepreneurship, the
development of cooperatives and starting one’s own business; (g) Employ persons with disabilities
in the public sector; (h) Promote the employment of persons with disabilities in the private sector
through appropriate policies and measures, which may include affirmative action programmes,
incentives and other measures; (i) Ensure that reasonable accommodation is provided to persons
with disabilities in the workplace; (j) Promote the acquisition by persons with disabilities of work
experience in the open labour market; (k) Promote vocational and professional rehabilitation, job
retention and return-to-work programmes for persons with disabilities.
Incheon Strategy
Goal 1 “Reduce poverty and enhance work and employment prospects”. Target 1.B “Increase
work and employment for persons of working age with disabilities who can and want to work”.
Core indicator 1.2 “Ratio of persons with disabilities in employment to the general population in
employment”.
Mongolian Law on the Rights of Persons with Disabilities (2016)
Article 17 “Right to employment”. 17.1 “Persons with disabilities shall have equal rights to be
recruited, to be promoted to higher position, to be paid and allowed to allowances, to be employed
and to be involved in promoting employment. 17.2 “Except stated in this Law, in connection to the
employment of persons with disabilities, other relations shall be regulated but the Labour Law, the
Law on Promoting Employment, the Law on Labour Safety and Hygiene, and other related Laws.
17.3. “The government organizations, citizens and legal entities are obliged to create work places
for persons with disabilities in conformity with their physical and development needs, according to
the provisions stated in the Labour Law”.
Article 18 “State support to employment of persons with disabilities”. 18.1. In employment of
persons with disabilities, the state shall provide the following support: 18.1.1. to involve citizens
and legal entities that employ persons with disabilities in tax relief and release according to the
laws, to encourage creating work places with adaptible equipments; 18.1.2. to create work places
with equipments adaptible to labour skills of persons with disabilities, to support their made
products to be supplied in the market, and to involve them in the purchase which is to be made by
the state budget on a priority basis; 18.1.3. to give one-time financial support from the employment
support fund for persons with disabilities who work by own profession, for purchasing necessary
devices, equipments, materials and other essential tools; 18.1.4. to provide support from the state
to organize professional skills competition among persons with disabilities; 18.1.5. to give reward
to persons with disabilities who successfully participated in international professional skills
competition, and the procedure of rewarding shall be adopted by the central public administration
authority in charge of labour; 18.1.6. to provide support from the state to training organizations
which conduct activities that are aimed to provide professional orientation and skills for persons
with disabilities.
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1.1.1

Situation of PWD in the labour market

The following analysis of the labour market situation of PWD is based on the following sources of
information
• Labour Force Survey (LFS) 2014 conducted by the National Statistical Office (NSO)
• Primary data survey conducted by PPTA
• Qualitatitive data from the Focus Group Discussion conducted by PPTA
The following areas are covered in the analysis:
•
•
•
•

Economic activity and employment of PWD
Type of employment and earnings
Barriers to employment
Use of services by employment offices

Box 1: Summary of the labour market situation for PWD in Mongolia based on key labour
market indicators
There is a significant difference between PWD and total population: economic activity (labour force
participation) among PWD is 25.2% and among the total population 64.8%, the inactivity rate
among PWD is 70.3% and in total population 24.6%.
PWD are employed most typically as herders (45.1% of employed PWD and 24.6% of those
employed in the total population) and in self-employment (25% of employed PWD and 20.3% of
those employed in the total population). The share of paid employees among PWD (22.5%) is
significantly lower among PWD than in the total population (49.9%) although there is some
variation among different types of disabilities with 27.8% of people with visual impairments, 28.15%
of people with hearing impairments and 27.34% of people with physical disabilities and only
12.35% of people with intellectual disabilities in waged employment.
The average monthly salary of employed PWD (415,400 MNT) is almost half that of the earnings of
the total population in employment (760,000 MNT). There are variations in employment rates and
salary levels between persons with different forms of disabilities. People with intellectual
disabilities are more likely to be in unpaid herding work than people with other types of disabilities.

Economic activity and employment
According to the LFS 2014, there are 105,219 persons with disabilities in Mongolia, representing
3.5% of the total population and 98,841 PWD (93.9%) aged 15 years or over. In terms of key
labour market indicators, a significant difference in the rates of economic activity (labour force
participation) and inactivity can be noted when comparing PWD to the total population. The rate of
economic activity among the PWD in 2014 was recorded as 25.2%, whereas the same rate among
the total population was 62.1%. At the same time, the rate of inactivity among PWD was 70.3%
(24.6% among the total population). The share of PWD recorded as not employed was as high as
76.2% compared to 42.8% in the total population. The following table summarises the key labour
market indicators of PWD in comparison to total population in Mongolia.
Table 1 Key labour market indicators: total population and PWD
Indicators

Total population
Number
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Percent.

Persons with
disabilities
Number
Percent.

Remarks

2

(%)

(%)

Total population

2,995,949

Persons aged 15 and
above
Persons economically
active (= labor force)

1,941,512

64.8%

98,841 93.9%

1,206,554

62.1%

24,875 25.2%

• Employed

1,110,698

92.1%

23,545 94.7%

95,856

7.9%

1,330 5.3%

Persons counted as
economically inactive

734,958

24.6%

73,966 70.3%

Persons not
economically active
(not included in
Labour force); share
from population

Not employed
population

830,814

42.8%

75,296 76.2%

Unemployed +
Economically inactive:
share from persons
aged 15 and more

• Unemployed (actively
looking for job)

105,219 3.5%

Employed +
unemployed;
share from persons
aged 15 and above
Share from
economically active
population (labour
force)
Share from
economically active
population (labour
force)

Source: Labour Force Survey, NSO, 2014

Table 2 Economic activity: gender and place of residence (urban and rural)
PWD
Economically active population
(=Labour force)
• Employed
• Unemployed
Economically inactive population
Residence
Urban Total PWD
Currently active population
• Employed
• Unemployed
Economically inactive
population
Rural Total PWD
Currently active population
• Employed
• Unemployed
Economically inactive
population

Male
59,562
15,218

Female
45,657
9,503

Total
105,219
24,721

14,265
953
40,515
36,537
6,181
5,494
687
27,756

8,930
572
33,605
29,549
4,094
3,599
495
24,000

23,195
1,526
74,120
66,086
10,275
9,093
1,182
51,756

23,025
9,037
8,771
266
12,760

16,108
5,408
5,331
77
9,605

39,133
14,446
14,102
343
22,365

Source: Labour Force Survey, NSO, 2014

© Oxford Policy Management

3

It is notable that the LFS 2014 data suggests significantly lower employment activity rate among
female PWD. A second important observation concerns higher activity rate of PWD in rural areas.
Types of employment and earnings
When analysing the types of employment among the PWD, it can be noted that PWD are
employed typically as herders and in self-employment. According to the LFS 2014 the share of
herders among PWD was as high as 45.1% whereas among the total population herders constitute
24.6% of the usually economic active population. It is also to be noted the the share of paid
employees among PWD (22.5%) is signicantly lower than in the total population (49.9%). The
share of self-employed among PWD (25.0%) is higher that among the total population (20.3%).
The phenomenom can also be observed in terms of unpaid family workers (5.7% among PWD and
3.5% in total population).
Table 3: Type of employment: PWD and total population (usually economically active
population)
Type of employment

Total population
Number

Paid employees
Employers
Self-employed
Members of cooperatives and partnerships
Herders
Household production - unpaid
Other
Total
Source: Labour Force Survey, NSO, 2014

554,481
17,235
226,064
1,256
273,310

Percent
(%)
49.9%
1.6%
20.3%
0.1%
24.6%

38,344
497
1,111,188

3.5%
0.0%
100.0%

Persons with disabilities
Number
5,291
267
5,881
147
10,613

Percent
(%)
22.5%
1.1%
25.0%
0.6%
45.1%

1,346
0
23,545

5.7%
0.0%
100.0%

There are, however, variations in these types of employment for different types of disability as
illustrated in Figure 1. People with intellectual disabilities or visual impairments are more likely to
be employed in animal husbandry and those with hearing and speech impairments are more likely
to be in paid employment than people with other types of disabilities.
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Figure 1: Percentage distribution of usually active PWD by type of employment and forms
of disability, LFS 2014 (N=24,875)
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Paid employee
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Employed in animal husbandry

Unpaid family workers

Total

According the the NSO data from 2016, the average monthly salary in Mongololia is 760,000 MNT.
Generally speaking, the earmings of employed PWD are significantly below this level. With the
notable exception of women with visual impairments, the highest salary levels are among the
persons with moving and hearing disabilities, whereas the lowest earnings are with persons with
mental disabilities.
Figure 2: Average monthly salary (in 1,000 MNT) of usually active PWD by sex and forms of
disability, LFS 2014 (N=24,875)
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Male
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Seeing
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293
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Hearing
389.6
400.5
365.8

Speaking
311.7
367.1
235.8

Moving
441.5
465.1
362.7

Mental
292.5
307.5
227.7

Other
495.8
461.4
548.3

Total
415.4
406.4
437.9
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Barriers to employment
The household survey of 241 households identified only 22 employed PWD and it is notable that
over 2/3rds had no previous work experience.
Figure 3: Percentage distribution of Employed PWD by work experience and sex (N=22)
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50.0
70

68.2
78.6

60
50
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31.8
21.4

10
0
Total
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With pas work experience

Female

Without past work experience

Among the households with unemployed people, the respondents report conversely that they have
worked in the past and that the main reasons for unemployment is given as poor health or disability
(see figures 4 and 5).

Figure 4: Unemployed, looking for work PWD, by whether have ever worked in the past and
sex (N=212)
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Female

Never worked
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Figure 5: Unemployed, looking for work PWD, by three main barriers and sex (N=212)
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Use of public employment services by PWD
Nearly all respondents who were unemployed and looking for work report never having visited the
employment services (Figure 6).
Figure 6: Percentage distribution of unemployed, looking for work PWD, by whether ever
visited the Employment Office and sex (N=212)
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Male
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40
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Among 22 employed PWD four respondents report having used employment services (Figure 7).
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Figure 7: Percentage distribution of Employed PWD by whether receiving any services from
Employment Office and sex (N=22)
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PWD are mainly self-employed. However, the first results from the qualitative research conducted
by the PPTA (focus group interviews) indicate problems related to sustainability of work and
uncertainties in generating income from self-employment:
“I am self employed. Vegetable pickling, making macaroni. Also I am making jewellery
from silver. Unfortunately sales are really going down and we cannot sell our
product.” (Dornod, Tsagaan Ovoo, B, 44, woman)
“I run a shoe repair unit, but people are not giving cash. People run out cash, so I
always offer my business with payment later.” (Dornod, Tsagaan Ovoo, T, 55, man)
Box 2: Glossary of statistical terms used in labour market analysis
Economically active persons: Persons unemployed for the moment, who are ready to furnish, or
employed persons who furnish, the supply of labor for the production of economic goods and
services as defined by the United Nations System of National Accounts during a specified timereference period1
Economically inactive persons: Economically inactive population is comprised from the persons
who have retired from working, receiving pensions and retirement benefits, as well as those who
partially or completely lost their working capabilities for a period of more than six months, full-time
attendants of educational institutions and work age population who are unemployed with valid or
non-valid reason, plus those who have not reached work age yet
Economically currently active population: Working aged population unemployed or employed by
their primary activity for the last week
Economically usually active population: It refers to work age population who are unemployed or
employed by their primary activity for a prolonged period of time, i.e. twelve months
Employer: Employer is an owner or administrator who makes decisions in economic activities
independently and employs one or more persons on a long-term contractual or other contract
1

This is an ILO definition that is also reflected in the Mongolian legislative guidance such as the Joint Order by the
chairman of the National Statistical Office and MPDSP (formerly Ministry for Social Welfare and Labour of Mongolia)
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agreement for own business which is determined by existing or potential profits from products and
services it provides
Employment rate: It is a ratio of the number of employed to the economically active population,
expressed in percentages
Employment status: Employment status is determined by power, job description and duties and
responsibilities he/she undertakes in relations to the entity he/she works for as well as with other
persons while participating in economic activities
Unpaid family workers: Unpaid family workers are family members living together or separately
who are engaged without pay in household economic activities, production and services besides
animal husbandry to meet their personal needs
Member of cooperatives and partnerships: a member of cooperatives and partnerships is a person
who holds a self-employment job in an establishment organized as a co-operative, in which each
member takes part on an equal footing with other members in determining the organization of
production, sales and/or other work, investments and the distribution of proceeds among the
members
Labor force participation: A measure of the proportion of a country’s working-age population that
engages actively in the labor market, either by working or looking for work; it provides an indication
of the relative size of the supply of labor available to engage in the production of goods and
services
Herders (or engaged in animal husbandry): Engaged in animal husbandry all around the year, and
get their means of subsistence from income derived from animal or livestock products and raw
materials it provides
Paid employee: Paid employee comprises citizens who earn an income in cash and/or in-kind for
work or services provided to employer, whose labor relations are regulated by Law on Labor, Civil
Code and other related legal acts, and who has got an employment contract or an oral agreement
or bilateral agreement with employer
Self-employed: self-employed workers are persons who are the sole owners, or joint owners of the
unincorporated enterprises in which they work, excluding those unincorporated enterprises that are
classified as quasi-corporations. They do not hire long-term employees (only short-term ones),
independently run their business and are solely responsible for decisions influencing the activities
of their business entities
Unemployed: A person who was actively looking for a job during the week prior to the census date
regardless of whether their unemployment is registered with the labor and welfare service
department
Unemployment rate: Is a ratio of the number of unemployed to the economically active population,
expressed in percentages

1.1.2

Measures on promoting employment of PWD

Article 5 of the recently adopted Law on the Rights on Persons with Disabilities stipulates the rights
of PWD to employment, state support for employment of PWD and principles of recruitment and
selection for employment. Regarding employment support for PWD, the Law refers to specific
measures regulated by the Labour Code (1999) and Law on Employment Promotion (2011). In
addition to these existing provisions, the Law stipulates some new forms of support for adapting
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workplaces to the needs of PWD and purchasing necessary devices, equipment and material for
PWD in self-employment.
The employment policies of PWD in Mongolia consist of the following main elements:
•
•
•

Employment quota of PWD based on the Labour Code
Employment services and programmes under the Law of Employment Promotion
Measures under the Employment Programme for PWD

In addition, an increasingly strong emphasis is placed on the active involvement of DPOs in
implementation of policy and legislation. These elements are discussed in more detail in this
section of the report.
Employment quota of PWD based on the Labour Code (adopted 14.5.1999)
The Mongolian Labour Code stipulates an employment quota for PWD. According to Article 111 of
the Labour Code “disabled or dwarf persons shall be employed at a level of not less than 3 percent
of its total staff by a business entity or organisation having more than 50 employees2, unless it is
contrary to the job or production feature". In cases where business entities and organisations fail to
employ PWD at the specified level, they are obliged to make a monthly payment for each vacancy
they should have employed. The payment is deposited in the State general budget and spent on
financing social protection activities for PWD.
Based on monitoring information from the National Employment Services Research and
Information Centre (NESRIC) from 2015, a total of 3,306 business entities in Mongolia were
subject to the employment quota obligation and of these 1,469 hired PWD and 235 were fined for
non-compliance. The Ministry of Labour (MoL) conducted a sample survey in 2013 on employment
of PWD in business entities, which found that 148 businesses out of 504 included in the sample
(29%) hired a PWD during the year. The majority of recruitments (51%) concerned one PWD
employed during the year and 15% of recruitments were more than 5 PWD. Part-time or light jobs
represented 35% of the reported recruitments.
Employment services and programmes under the Law of Employment Promotion (adopted
16.4.2001)
MoL is responsible for employment policies in Mongolia and it delegates responsibilities to its
subordinate structure NESRIC for delivering employment services, providing guidance to
implementing offices in the districts and aimags as well as monitoring and data collection in relation
to the labour market. Services are delivered through 21 aimag Employment Offices and 9 District
Employment Offices. Some of the soums have an employment counsellor providing basic
employment services. The Metropolitan Employment Office in Ulan Bator is responsible for
services in the capital region.
Public employment services in Mongolia have been profoundly reformed in recent years. Since
2012, the Law on Employment Promotion has been amended in several ways to reflect new
services and the ways in which they are organised. The Law introduces the following employment
promotion services and programmes to be implemented in Mongolia:
•

Employment promotion services: provision of occupational and vocational orientation,
counselling and information, job mediation; provision of unemployment benefits.

2

Needs confirmation - the Law states more than 50 employees, but many sub-legislative regulations and documents
mention 25 employees
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•

Employment promotion measures: implemented in the form of specific programmes targeted to
different target groups. The programmes include the following: preparation for employment,
conducting training for employment, support to herders and self-employment, support to
employers, public works and a programme for citizens facing difficulties in finding employment
(including PWD). The employment promotion measures may also include other programmes
specified by the Government.

Table 4: Employment promotion measures included in the Law of Employment Promotion
Type
of Description
measure
Preparation for
Provision of services, support and assistance package which include the
employment
development of necessary skills for people facing difficulty in finding
employment. Targeted to assist especially school drop outs and children of
working age. The measures for employment preparation services, support
and assistance can be rendered by private and non-government
organizations on a contractual basis.
Conducting
Employment training programmes are provided in the form of on the job
training for
training, skills retraining, mobile and distance learning. Targeted especially
employment
to persons at risk of unemployment and having difficulty finding employment,
school drop outs and children of working age.
Support to
Measures for supporting herders, self employed people and citizens who
herders and
establish partnerships or cooperatives. Support in the form of professional
selfand methodological advice on running a business alone or in cooperation
employment
with others, training on business operations, small loans and financial
support and business incubation services. Provide assistance, advice and
information for developing projects for persons with business ideas.
Support to
Financial support provided to employers from the Unemployment Insurance
employers
Fund to promote sustainable employment. Covers fully or partially the
expenses incurred in hiring citizens having difficulty in finding employment.
Public works
Public works are organised in the form of various measures intended to
temporarily employ and increase the income of citizens who are unemployed
or at risk of unemployment and citizens having difficulty finding employment.
The wages for people engaged in public works are financed from the
Employment Promotion Fund, other expenses are covered by local budgets
and by business entities and organizations.
Programme for
The programme includes different forms of financial support for citizens
citizens facing
having difficulty finding employment (financed from the Employment
difficulties in
Promotion Fund):
finding
• Support to persons entering self-employment or wanting to run a
employment
household business; incentive lump sum payment of up to 1,000,000
MNT
• Support to employers hiring PWD for more than 12 months and who were
unemployed for over 6 months; incentive lump sum payment equal to 12
times the minimum wage
• Support to herders who hire for more than 12 months assistant herders
who are citizens without livestock or who have a small number of
livestock, who train them to engage in animal husbandry; incentive lump
sum payment up to 1,000,000 MNT
• Financial support is also provided in certain conditions to cover training
costs of persons with difficulties in finding employment, or to cover food
and transportation allowances for the duration of their employment
training.
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Table 5: Indicators on implementation of employment promotion services and measures
under the Law on Employment Promotion
Indicators
Number of registered unemployed
Number of job mediations
Number of beneficiaries in employment training
Number of beneficiaries of small loans
Number of beneficiaries in public works
Number of unemployment benefit recipients

2012

2013
35,776
34,799
15,513
7,432
30,241
10,471

2014
42,772
65,632
17,053
3,277
45,877
15,871

36,970
*54,367
**6,399
5,729
25,329
16,315

Source: Labour Market Statistics 2010-2014, MOL and NESRIC, 2015; * Including 1,939 PWD; ** Including 748 PWD.

Measures under the Employment Programme for PWD
Based on the Law on Employment Promotion, a specific Programme for Employment of PWD aims
to provide financial support to PWD and businesses run by PWD and to provide job skills and
business skills training in order to create jobs that meet specific needs of PWD. This programme is
aimed at PWD who have capacity to work and be employed and who have registered as job
seekers in the government employment services. The person has to have a valid disability
assessment from a hospital and employment verification to prove that “physical, mental, intellectual
and permanent sensory abilities in combination with other impediments have affected the person’s
ability to function in a society like everyone for over 12 months.”
Table 6 summarises the range of measure introduced by the Employment Programme for PWD
targeted to both PWD and employers.
Table 6: Summary of employment support measures in the Employment Programme for
PWD
Types of measures
Support to PWD
Job mediation

Description of support

Financial support for
self-employment
projects

• Business projects for self-employment conducted by PWD can be
selected and provided with financial support of up to 3,000,000 MNT.
Self-employment can be realised also in cooperatives, partnerships
and on a family basis.

Job skills and
business skills
training provision

• Business skills training is provided to PWD who have received
financial support for their business projects
• Provision of short-term vocational training to support the selfemployment project

• Employment mediation services on a one-to-one or group basis to
suit employers’ needs, to provide jobs and vocational skills,
professional advice, to provide information on the job market for PWD
• Support to PWD for job interviews and provision of a guide during a
job placement induction. The guide is a student social worker,
psychiatrist or employment professional studying currently or a
graduate of a university in the above subjects

Support to employers
Employment
An employer who is employing PWD and meets the following
subsidies
requirements is given a lump sum incentive equal to 12 times the
minimum wage:
• An employer with 25 or more employees employing a larger
percentage of PWD than stated in Article 111 of the Labour Law
© Oxford Policy Management
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(employment quota of PWD) and providing employment for more than
12 months
• An employer with fewer than 25 employees or employing smaller
percentage of PWD than stated in the Article 111 of the Labour Law
(employment quota of PWD) and providing employment for more than
12 months; incentives to be paid according to the number of
employees in a permanent position
Organisation of
workplaces

• Business and employment projects by NGOs that are developed to
create workplaces/ stations especially to suit the needs of PWD can
be supported with 3,000,000 MNT for each workplace/station and up
to 24,000,000 MNT per project.

The aimag Employment Offices are responsible for implementing this programme. Besides taking
decisions on the initial funding for the individual business projects, Employment Offices provide
“hands-on” support e.g. by organising joint marketing events for the businesses of PWD.
Table 7: Monitoring indicators on Employment Programme for PWD from 2015
Indicators
Employed by self-employment projects
Employed by subsidies to employers
Number of job mediations
Beneficiaries in career guidance
Beneficiaries in training on business skills
Beneficiaries in vocational training to support self-employment

2015
1,812
73
160
797
1,124
474

Source: Programme Report, NESRIC, 2016

The monitoring data appears to indicate that self-employment is the main measure being used in
the Employment Programme for PWD. It can also be concluded that placements into the open
labour market through employment subsidies take place only on a limited scale. Apart from the
basic monitoring information presented here, there is no other assessment available on the results
of this employment programme.
Employment promotion by Disabled Persons’ Organizations (DPOs)
Some of the DPOs have launched their own programmes for promoting employment among PWD
including production workshops, job mediation services, training centers/programmes and advisory
services in business operations. Such activities can be supported by the Employment Program for
PWD and they are implemented in cooperation with NESRIC (e.g. job mediation by the Association
of Independent Trade Unions of PWD).
The role of DPOs in employment promotion is acknowledged by the Mongolian Government and
DPOs are involved in preparing strategic documents such as the draft Employment Strategy for
PWD and in implementation of self-employment projects within the Employment Programme for
PWD. It appears that not all people with disabilities are equally represented in these DPO
employment programmes however, with the blind, deaf and wheelchair users being particularly
active.
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Table 8: Overview of DPO employment promotion programmes in Mongolia
Organisation/ description

Activities and programmes

Mongolian Association of
Wheelchair Users and Activity
Centre of Wheelchairs Users

Activities from 2013 related to
employability of wheelchair users:
• Job mediation between PWD
and employers
• Trainings on IT skills and call
centre operations
• Workshop for producing
handicrafts (project under
Employment Programme of
PWD)
• Supporting household services
Incubation services provided from
2007:
• Training programmes,
counselling and information
services on entrepreneurship
• Networking of businesses,
support in marketing, etc.
• Training module for employers
on occupational health and
safety (OHS) related to different
types of disabilities
• Currently 16 businesses in
incubation (wood processing,
construction, handicrafts,
farming, livestock, trade)

Business Incubator Centre for
Persons with Disabilities
(Business incubator and services
have been formalised in the Law of
Employment Promotion)
Operated by Director, Manager
and contracted business trainers
(8 trainers contracted)

Association of Independent Trade
Unions of PWD
17,000 members, represented in
all Aimags
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• Monitoring of Labour Law
Article 111 and Law on
Promotion of Employment
• Organises job mediation
services for PWD, resources of
2 persons for collecting

Quantitative
indicators
20 persons in
handicraft production
(self-employed)

Identified problems/challenges in
employment of PWD
• Access to workplace
• Low income and high costs of transportation
• Job brokering service has not been
successful; PWD had difficulties to socially
adapt to the new situation/meet other
workers, preparatory period/support needed
in entering the workplace
• In case of highly educated PWD, in most
cases work does not match educational
qualifications

In 2014 in total 425
persons in business
skills training and 212
supported business
developments

• High failure rate in job placement of PWD;
matching of worker and job not successful,
workplace not adapted to PWD, lack of
preparation/support in entering the workplace
• Safety in work not considered in terms of
PWD, taking into account different types of
disabilities and requirements for OHS

Annually 140-150 job
matching (only 60 in
2015)

• Only low skilled vacancies reported to job
mediations or available for PWD
• Sustainability of employment or job
placements is very low
• Low level of awareness among employers on
Labour Law Article 111
0

Association of Blind
9,000 members around the country
21 aimag branches and 9 UB
district branches

vacancies and mediations
• Operates skills training centre;
programmes on handicraft
production, sewing, shoe
making and business skills
• Organises job fairs in
cooperation with Mongolian
Employers Federation
(MONEF)
• Felt making and ger furnishing
factory
• Sewing workshop
• Sound studio and concert
hall/conference room
• Massage enterprise
• Printing and folding stationery
• Adult vocational education
center and dormitory

• Quality of job mediation by Employment
Offices not as high as required; better results
in skills training programmes

• Employs 110 people
of whom 80 are
blind/ have a vision
impairment
• Have had a grant of
40m MNT for
refurbishing a
concert hall and
building a sound
studio

• Aimag and district branches are very small
and operate as ‘information centres’ attached
to the employment office
• Mainly focused on sheltered employment
• Also works with companies to place people
with vision impairments in mainstream
employment e.g. Mobicom – have placed 50
such people
• Provide preparation for employment

Source: OPM, based on interviews with DPOs conducted January and April 2016
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2

Detailed gap analysis

2.1

Output 4. Improved work and employment prospects for PWD

2.1.1

Internationally recognised employment measures3 of PWD and their
adoption in Mongolia

Creating access to the open labour market for PWD is one of the biggest challenges in the field of
employment policies. There is a range of employment measures used internationally that are
targeted to PWD. These measures are applied in different national contexts and they have many
variations from country to country. The following picture illustrates a general framework of these
measures and different pathways to the labour market for PWD.
Figure 8: Framework of employment measures of PWD

Source: OPM

Employment quota of PWD in labour legislation
This is the most traditional measure directed towards employment PWD and widely used
internationally. The basic goal is to stimulate labour demand by obligating employers to include a
certain share of PWD in their workforce. Employment quotas range internationally between 2-7 %
of PWD in the workforce; threshold size for enterprises subject to quota requirements ranges
internationally from 15-50 employees and different thresholds can be applied for different industrial
sectors. Degree of quota fulfilment in enterprises ranges internationally between 30-70% There is
contradictory evidence about the effect of this measure on the employment rate of PWD; there is
3

The following references provide detailed information on measures for employment of PWD:
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/266512/wp120.pdf
http://www.euro.centre.org/data/1393943316_63424.pdf
http://www.euse.org/index.php/resources/position-papers
http://socialfirmseurope.org/
http://www.ilo.org/wcmsp5/groups/public/---ed_emp/---emp_policy/---cepol/documents/publication/wcms_37
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some evidence indicating a small net effect on employment of PWD and strengthening mainly the
position of the PWD already employed. This is a traditional measure with small incentive for
employers who tend to consider the fine as part of indirect labour costs.
Implementation in Mongolia: Labour Law Article 111 stipulates all business entities more than 50
employees should include at least 3 % of PWD in the workforce. Weak enforcement of the law is
commonly reported with even public sector employers not applying the quota system. Law
enforcement is considered as a priority issue among the DPOs. In 2015, a total of 3,306
enterprises were subject to the quota obligation of which1,469 hired PWD and 235 enterprises
subject to the fine (NESRIC, 2015). In a sample survey from 2013, 29% of the business entities
hired PWD during the year (MoL). There is some basic monitoring data available on the entities
subject to the quota requirement and on recruitment of PWD. No administrative data is available on
the number of PWD employed, type/form of disability, occupations, industrial sectors, skills
requirements, sustainability etc.
Support to self-employment
Support to individual business projects by PWD is used to complement mainstream services for
self-employment (access to finance, training on business skills, business advisory services). Selfemployment can be considered as a necessity for some PWD due to lack of other opportunities for
employment, but also as an opportunity to do individually tailored work.
Implementation in Mongola: Measures to support self-employment (skills training and financial
support) are emphasised in the Employment Programme for PWD; in 2015 1,812 individual
business projects were supported by the PWD Employment Programme and 1,124 persons trained
in business skills. Self-employment is also supported by a business incubator operating in Ulan
Bator that provided 425 persons with business skills training in 2014 and supported 212 business
developments
Sheltered employment
Workplaces tailored to PWD and employing only PWD. May also have the aim of building a bridge
to jobs in the open labour market. Some sheltered workplaces have developed their services
towards the open labour market by introducing supported employment schemes and shifting to
social enterprises. This is a traditional approach which is not in keeping with the advocacy goals of
many DPOs internationally as it segregates PWD from other people rather than promoting
inclusive employment and participation in society. In some cases, for some PWD, especially with
some types of more severe intellectual disabilities, this type of employment may meet their needs
for accommodation in employment more than any other type of employment.
Implementation in Mongola: Sheltered employment does not seem to be widely used in Mongolia.
Sheltered workplaces are offered mainly by the National Association of Blind in UB as described
above.
Employment subsidies to employers (subsidised employment)
Financial incentives offered to employers to increase their motivation to hire PWD. Directed to
compensate part of labour costs (e.g. by exemption from indirect labour costs, direct financial
compensation). Usually there is a limited period of support to help PWD to cross the threshold into
employment. Compensates possibly lower productivity of PWD and/or additional costs caused by
necessary adaptations to the workplace. Increases relative competitiveness of PWD in the labour
market. There can be a problem of “dead weight” and in some cases persons would have been
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employed also without support. Different variations on the scheme may include obligation to
provide on-the-job training or other form of promoting employability during the placement.
Implementation in Mongola: This type of measure exists in Mongolia, but is not widely used by
employers. The PWD Employment Programme provides a subsidised employment scheme for
employers. A sum equivalent of 12 times the minimum salary paid to employer hiring a PWD in
certain conditions. In 2015 in total 73 PWD were placed in employment in the supported
employment scheme by 60 employers (MoL).
Supported employment by job coaching
Supported employment schemes help PWD to obtain and maintain jobs in paid employment (in the
open labour market). Supportive measures are aimed at PWD, but can also include measures that
are directed at their employers. This measure to promote the employment of PWD is expanding
internationally and increasingly replaces sheltered employment schemes and brings PWD into and
supports them in mainstream work places. The key role of “job coaches” is to find a suitable job,
preparing the PWD for the job and preparing the workplace for the placement as well as supporting
the PWD once in employment (coaching, support in performance, advice on problem situations).
Originally used with persons with learning disability or mental health conditions, this approach is
increasingly used for a range of different target groups requiring support in employment. DPOs
have a role in implementing supported employment schemes.
Implementation in Mongolia: Not currently in use in Mongolia – although there have been some
piloting activities, there is no national concept or quality standards. Some DPOs say they offer
these types of services.
Social enterprises
In many countries this is a legally recognised company form that applies to enterprises with a
significant share of vulnerable persons in the workforce, most typically PWD. Receiving the status
of social enterprise is based on national regulations. Social enterprises are provided with financial
incentives e.g. tax exemptions, exemption from parts of labour costs (indirect costs), or they can
receive employment subsidies with specific criteria (can be longer subsidy period and/or higher
compensation rate). Criteria for receiving the status of social enterprise varies from country to
country, this also applies to the means of financial support. There are many different definitions for
the concept, but broadly speaking it is a newly adopted employment measure, increasingly used to
replace sheltered employment and to bring PWD closer to the open labour market or into
mainstream employment. The role of DPOs is strong in establishing and operating social
enterprises.
Implementation in Mongolia: Not in use in Mongolia.
Individualised case management and employment planning
The starting point for promoting employability of PWD, this approach involves a skills and working
capacity assessment, in case there of limitations in these capacities (e.g. in relation to PWD), the
defining of individual service needs and pathways to employment. A key concept in employment
planning is “working capacity” rather than “disability”. The case management approach integrates
different services supporting employability (services offered in employment offices, social services,
skills development, etc.). The key role of employment counsellors in employment offices
(specialised to services of PWD) is to use a case management approach and includes team work
between different service providers and professionals.
Implementation in Mongolia: This concept appears not to be in use Mongolia.
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Involvement in mainstream employment services and programmes
In most countries the public employment services include the following main functions: (a)
supporting job search and brokerage services for jobseekers and employers, (b) providing
labour market information to help jobseekers and employers make informed career and business
choices and inform policy making at all levels, c) implementing active labour market
programmes to integrate the unemployed into the labour market, and d) administrating
unemployment benefits. The active labour market programmes include employment training
programmes for developing skills among the job seekers and different types of temporary job
placement schemes to improve general employability (e.g. subsidised employment, public works,
traineeships). In general, PWD can benefit from public employment services and programmes. In
some cases specific conditions are applied to PWD in implementing active labour market
programmes (e.g. longer placement periods and higher compensation levels in subsidised
employment). Also counsellors specialised in PWD services and case management are made
available.
Implementation in Mongolia: The Law on Employment Promotion PWD introduces all the main
functions of employment services. PWD are entitled to participate in the mainstream employment
services and active labour market programmes. However, the involvement of the PWD in the
mainstream services and programmes appears to take place in a limited scale.
Support for workplace accessibility
Financial support and advisory services to adapt a workplace to the specific needs of PWD. Can
be arrangements in physical working environment, adapting equipment and tools used in work or
adapting working schedules. Improving employment and workplace accessibility is usually
connected to other forms of support (complementary measures).
Implementation in Mongolia: This scheme is included in the Employment Programme of PWD. The
Law on the Rights of PWD stipulates additional measures in workplace adaptability.
Table 9: Summary of internationally recognised measures for employment of PWD and their
adoption in Mongolia
Measures
Employment quota of PWD in
labour legislation

Support to self-employment

Sheltered employment
Employment subsidies to employers
(subsidised employment)
Supported employment by job
coaching

Adoption in Mongolia
Adopted. Labour Code, Article 11 stipulates the
employment quota for business establishments however
fulfilment levels appear to be limited (survey data
indicates around 29%-44%), but not enough data is
available to be certain of the extent to which and for
which PWD the quota is being applied.
Adopted. Measures included in the Employment
Programme of PWD. A dominant employment measure
of PWD in Mongolia.
Adopted. However, not implemented in a large scale.
Adopted. Measures on subsidies included in the Law of
Employment Promotion and Employment Programme for
PWD, but used only in a very limited scale.
Appears to be not in use.

Social enterprises

Concept not commonly know, measure not in use

Individualised case management
and employment planning

Appears to be not in use.
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Involvement in mainstream
employment services and
programmes
Support to workplace accessibility

2.1.2

PWD entitled to all employment services and
programmes. However, this opportunity appeares to be
adopted in a limited scale.
Adopted. Measure included in the Employment
Programmes for PWD.

Summary of the gap analysis

There are some dominant international trends in the development of employment policies for PWD
and in implementation measures:
Inclusion of PWD in the mainstream employment services and programmes and case
management where PWD are increasingly provided with the entire range of services and
programmes offered to all job seekers registered in government employment services.
Furthermore, the services are based on case management where different types of support are
integrated in individual employment planning and creating pathways to the labour market.
Employment in the open labour market through expansion of new types of employment measures
such as “supported employment” and “social enterprises”. Many organisations offering sheltered
employment for PWD have introduced such new measures and shifted towards bridging the
pathways toward employment in the open labour market.
Partnership between public employment institutions and DPOs where the role of DPOs is
recognised and the DPOs have an increasing role in complementing the public service provision.
The DPOs bring added value to employment policies by bringing specialised knowledge on the
needs of PWD and reaching the persons in need of services. DPOs have also adopted a role as a
service provider to complement the offer by public employment institutions (e.g. counselling,
placement services, provision of job coaching services, etc.)
The following main gaps can be identified based on the assessment current employment policies
of PWD in Mongolia.
Limited inclusion of PWD in the mainstream employment services and active labour market
programmes in Mongolia
All main types of employment services and programmes are in use in Mongolia and compared to
similar countries, the organisation of public employment services is relatively well developed. This
applies to the range and set up of services and programmes, geographical coverage, institutional
structures and human resources. In each aimag Employment Office there are specialised
counsellors available for servicing PWD. There is no comprehensive and detailed data available on
involvement of PWD in the standard mainstream services and programmes delivered by the public
employment offices. However, it appears that mainstream employment services and programmes
offered to PWD are limited in their technical capacity to provide specialised services.
Case management and individual employment planning do not appear to be used either by
public employment services or DPOs
Case management and individual employment planning do not appear to be used and services
and programmes under the Employment Programme for PWD are seen as the priority of option for
PWD. It appears that integrating different types of services and forms of support are not
considered sufficiently in building pathways to employment for PWD.

© Oxford Policy Management

4

Limited placements of PWD into the open labour market
Both the Law on Employment Promotion and Employment Programme for PWD include measures
on subsiding employment of the most vulnerable job seekers. However, placements to enterprises
take place only in very limited scale and without further support there may be limited absorption
capacity for these placements among employers.
Limited implementation of employment quota legislation for PWD – jobs that are available
through this measure are predominantly jobs with low skills requirements and there is low
sustainability of placements because of lack of preparatory and post placement support
Even government entities are not complying with this provision and do not pay the fine for the
reason that no designated budget was allocated from the central government. It is difficult to
understand the situation fully, however as there there is no systematic and comprehensive
monitoring in place for implementation of the employment quota of PWD and no available
information on the number PWD actually employed, types of disability, gender, occupations and
skills requirements in employment or sustainability in employment. Given this situation, a full and
evidence-based picture of the implementation of the quota system and its impact on the
employment situation cannot be created.
Expectations towards enforcing the implementation of the employment quota legislation are high
among the DPOs (considered as the priority issue in many interviews; see also DPOs response to
the implementation of the UN Convention on the Rights of Persons with Disabilities in Mongolia).
Over-reliance on support to self-employment of PWD
In terms of employment policies for PWD in Mongolia, self-employment is the dominant element.
The Employment Programme for PWD focuses strongly on funding of PWD business projects and
building capacities in entrepreneurship. The counsellors specialised in servicing PWD are
committed to development and hands-on facilitation of individual business projects proposed by
PWD (e.g. solving problems encountered by businesses, support offered in product marketing) and
support for self-employment may be justified in rural areas where paid jobs are scarce, but in the
capital there is the potential to increase the number of job placements of PWD through subsidised
employment schemes, job coaching, case management and other approaches discussed in this
report. There are business incubating services available in Ulan Bator, and the need to expand the
services are strongly prioritised by the DPOs with support from MPDSP, MoF and MoL.
Lack of skills and knowledge in employment promotion activities by DPOs
Many DPO employment initiatives are focused on sheltered or self-employment and although
some of the activities on employment promotion run by DPOs are supported by the Employment
Program for PWD and implemented in cooperation with NESRIC (e.g. job mediation by the
Association of Independent Trade Unions of PWD), there is significant potential for the DPOs in
Mongolia to create stronger partnerships with public institutions in providing employment services
and programmes. However, awareness of internationally used methods in use to promote
employability of PWD is limited among the DPOs.
There is a concrete plan to strengthen the employment promotion activities by DPOs by
establishing an umbrella organisation and this idea has support from the MoL, MoF and MPDSP.
The core function for the “employment corporation” is intended to be business incubation services
to promote self-employment among PWD. There is need to further support the DPOs to develop a
more ambitious and broader vision of employment initiatives and to support the umbrella
organisation to be focused on more modern approaches to employment of PWD. Two case
studies in Boxes 3 and 4 illustrate how DPOs in Finland and Japan have contributed to the
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development of inclusive employment – both could serve as potential resources for the Mongolia
DPOs aiming to establish an ‘employment corporation’.
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Box 3: Japan Organization for Employment of the Elderly, Persons with Disabilities and Job
Seekers (JEED)
JEED was established in 1971 as of an Association for the Employment for PWD. Over the years it has
adopted broader tasks in employment issues, including employment of older persons and general human
resources development among job seekers. JEED offices and Local Vocational Rehabilitation Centres and
located in 47 Prefectures of the country.
Summary: JEED is an example of a large national organisation with a role as a service provider and the
Local Vocational Rehabilitation Centres serve as core vocational rehabilitation facilities in each Prefecture.
JEED also has a role in implementing public policies in relation to the employment quota legislation of PWD.
The services of JEED include comprehensive support for employers in employment related issues and
promoting home-based working arrangements. Furthermore, JEED provides expertise to local actors in
employment promotion and conducts research to provide evidence for policy making in terms of employment
of PWD. Examples of JEED activities on PWD employment include:
Promotion of vocational rehabilitation services
Local Vocational Centres of PWD (in 47 prefectures) and Large Region Vocational Centres for PWD provide
vocational rehabilitation services to meet the various needs of PWD and employers for promoting
employment and employment security of PWD. The vocational counsellors in the Centre work in close
cooperation with related bodies such as public employment office, Employment and Life Support Centre for
PWD, hospitals and schools for students with special needs.
•
•
•
•
•

•

Vocational evaluation and guidance: Evaluation of vocational capability, creating vocational
rehabilitation plan according to the individual conditions, including support content and assistance for
adjusting to workplace.
Work preparation support: Work preparation including training on social and general communication
skills and interpersonal communication. After work preparation support, employment placement through
public employment offices by the support of Job Coaches.
Support for returning to work: Support to promote a smooth return to work for persons with mental
health problems. Coordination for returning to work through consultations involving the person with mental
health problems, employer and attending physician.
Assessment of persons with intellectual disabilities: Assessment of intellectual disabilities, which are
targeted for employment measures under the employment quota system, as well as assess the severity of
the disabilities.
Support offered by Job Coaches: In order to assist persons with intellectual disabilities and persons with
mental disabilities in smoothly adjusting to the workplace, the centres dispatch Job Coaches to workplaces
to provide direct and professional support to such persons and their employers based on individual
disability traits. The Centres also provide on-the-job training as a part of the job coaching training
programme.
Advice and assistance related to vocational rehabilitation for local institutions: The Centres provide
services in close cooperation with public employment offices and the employment support institutions
concerned. Provision professional and technical advice related to vocational rehabilitation, including ways
of formulating support plans and implementing support as well as methods of coordinating with the
institutions such as Employment and Life Support Centres of PWD.

Vocational rehabilitation research related to vocational rehabilitation services, development of techniques
and training of professional personnel is aimed at development of the infrastructure and improvement of the
quality of vocational rehabilitation services. Researc includes such topics as contributing to the development
of national policies, developing effective support tools and other methods for local employment support
agencies, issues of employing persons with mental disabilities and measures to resolve them from a business
perspective, present status and challenges of home-based work support for PWD.
Levy and grant system for employing PWD: JEED has a role in implementing the quota employment
system of PWD. This include e.g. reporting of levies of employers PWD who fail to meet the legally required
employment quota (which is the equivalent of 2.0% of the employer’s total workforce), payment of adjustment
allowance to employers employing PWD exceeding the employment quota requirement, payment of special
rewards for supporting PWD working at home and grants for employers improving work facilities and
equipment to meet the requirements of PWD.
Support for Employers Concerning Disability Employment :Support activities for employers include e.g.
training courses for qualification of Vocational Life Consultants under the Law for Employment Promotion of
PWD, provision of manuals and reference materials service on employment of PWD, information on homebased
employment
and promotion of job-related assistive technology. JEED also provide systematic support7
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for specific problems in employment management to employers who are planning to employ persons with
disabilities and employers who are already employing disabled workers.

Box 4: Foundation for the Employment of Persons with Limited Working Capacity
(VATES)
The Foundation for the Employment of Persons with Limited Working Capacity (VATES is the Finnish
acronym) was established in 1993 by 19 disability organisations because competition in the labour market
was getting tighter and access to employment for PWD was getting more difficult. Currently 36
organisations are affiliated to VATES, including some public institutions and private enterprises interested
in employment of PWD. VATES currently has 12 employees including specialists in different areas of
employment of PWD, experts attached to various development and research projects as well as
information specialists. VATES is funded by the National Slot Machine Association, donor projects (EU
and national public financing), funding for individual research activities and income from selling consulting
services.
Aim and activities: The aim of VATES is to create an organisation to accumulate and disseminate
specialised knowledge on the employment promotion of PWD and to support the DPOs in their work
related to employment. The mission is to act as an expert organisation to promote equal access to
employment among the PWD and persons with limited working capacity. The main activities of VATES
include:
•
•
•

•
•
•
•

Provision of expertise: bringing in-depth expertise to various programmes and projects on
promoting employment of PWD at national and regional level (steering group working)
Development projects and research: the focus of this work is especially on identifying emerging
practices in the field of employment of PWD and benchmarking these practices to the national
level
Networking of stakeholders and influencing policy making: operating a national network of actors
interested in the promotion of employment among PWD. In 2014 there were 870 members in this
network, representing 740 organisations. The network is for sharing information among its
members, bringing relevant issues to national level discussions and influencing policy agendas.
Training: providing training to its network and stakeholders on the developments, policies and
working methods in the field of employment of PWD.
Consulting services: offering consulting services, e.g. mapping development needs in the
employment of PWD services at local and regional level
International cooperation and information exchange: VATES is member organisation in the Union
of Supported Employment (USE), Workability International (WI), Workability Europe (WE) and
Social Firms Europe CEFEC (CEFEC).
Information dissemination: Information activities support achievement of the general objectives by
raising the issue of employment of PWD among the general public and supporting discussion.
Modern marketing approaches are used in this work.

Impact on PWD employment policies: The most important asset for VATE has been that it brings
together organisations representing different types of disabilities and represents different approaches and
working methods in employment. As a result of its work VATES has raised many important issues on
employment of PWD in different policy agendas and influenced national programmes and legislative
reforms. It has strengthened the employment activities among it is member organisations, by bringing a
more professional approach to work and introducing new working methods. An important impact of
VATES has been its contribution to the policy change where traditional sheltered employment is
increasingly substituted by job placements in the open labour market. New internationally recognised
working methods like supported employment and social enterprises have been introduced in Finland with
the support of VATES and its international cooperation.
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3

Recommended project design

3.1

Output 4: Improved work and employment prospects for PWD

Based on the above situation and gap analysis we recommend a focus on building further on the
considerable infrastructure and resources already being invested by the Government of Mongolia
in public employment services, employment training
and other active labour market programmes and
The main functions of public
making them more inclusive. We recommend that the
employment services are:
overall design for this output aims to build on the
a. supporting job search and
existing public employment services and employment
brokerage services for jobseekers
initiatives by the DPOss, to strengthen them with new
and employers
apporaches that are in keeping with international good
b. providing labour market
practice and aim to achieve more inclusive mainstream
information,
employment especially in UB as well as to strengthen
c. implementing active labour market
self-employment approaches.
Activity 4.1 Develop job brokering services for
PWD including models to increase the skills of
PWD to enter selected industries, especially the
information technology market (e.g., technical and
vocational education and training schools, special
programs).
Public employment services have an important role in
implementing such services as employment
counselling, labour market information services and job
brokering between employers and job seekers.
Furthermore, employment training programmes are
implemented as a part of provision of active labour
market programmes.

programmes to integrate the
unemployed into the labour
market, and
d. administrating unemployment
benefits.
Active labour market programmes
include employment training
programmes for developing skills
among the job seekers and different
types of temporary job placements
schemes to improve general
employability (e.g. subsidised
employment, public works,
traineeships).

We recommend that the project provide consultancy services to develop more inclusive policy
orientation in mainstream employment services and programmes. Consultancy services are also
to be provided to review and develop current working processes towards a comprehensive case
management approach where different forms of support are integrated to create individual
pathways to employment, including opportunities in the mainstream labour market. This activity will
also address better access to skills development for PWD, strengthening cooperation with
employers and sustainability of job placements including in selected industries such as IT.
a. Awareness raising and introducing new inclusive policy orientation in employment
services of PWD
The project will provide support to undertake an assessment on the current provision of
employment services and programmes based on the Law on Employment Promotion and the PWD
Employment Programme. Recommendations, planning and workshops on introducing inclusive
employment services and programmes for PWD in mainstream employment offices in UB and six
aimags.
b. Developing service processes and case management for PWD job seekers in the
employment offices; capacity building of specialized counsellors for PWD
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Consultancy is provided to review and develop current working processes towards a
comprehensive case management approach where different forms of support are integrated to
create individual pathways to employment, including opportunities for skills development, job
placement and support in the mainstream labour market (training on case management will be
organised under this project activity). Training programme for the counsellors specialised in
providing services for PWD, supported by guidelines and manual on case management.
c. Strengthening cooperation with employers with a focus on PWD; developing practices
for employer connections
Support will be provided to strengthen employment relations in employment services. We
recommend consultancy support is provided to develop a “marketing strategy” for the public
employment services targeted to employers to inform them of how the public employment office
can help to identify PWD to fill vacancies, ensure they are trained with appropriate skills and
support preparation for placement, training of counsellors on servicing employers and
strengthening of employer relations. A developing policy and action plan for employer relations
(including conducting employer visits) will be developed, with a special focus on placement of
PWD.
d. Increasing quality and sustainability of placements; preparing PWD and employers
for placements
Implementing a supported employment approach and deploying specialised job coaches will be
considered in implementing this activity. Training programme for job coaches working according to
the supported employment approach is to be implemented under Activity 4.2. Introducing a policy
and practices on using job coaching as a part of employment services to PWD.
Relevant DMF indicators:
• Number of PWD job seekers provided support in skills development and job brokering services
by public employment services (sex disaggregated)
• % of PWD enrolled in vocational schools and other education programs for information and
communication technology (sex disaggregated)
• Increase in the number of PWD (disaggregated by sex) employed by mainstream employers,
including IT-related companies, with the support of DPOs using new approaches
Table 10: Summary on the activities and support by the prpject
Activities
a. Awareness raising and introducing new inclusive policy orientation
in employment services of PWD
•

•
•

Support by the project
Consultancy:
2 months, international
2 months, local

Assessment on the current provision of employment services
and programmes based on the Law on Employment Promotion
and Employment programme of PWD from the
Recommendations and plan for inclusion of PWD to
mainstream employment services and programmes
Workshops on inclusive employment services and
programmes of PWD

b. Developing service processes and case management for PWD
job; capacity building of specialized counsellors for PWD
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•

•
•
•

Assessment on the service approach and process of PWD in
employment services taking into account integrating services
and individual case management
Recommendations and development plan for service process
of PWD
Manual and guidelines on case management of PWD in
employment services
Training programme on individual case management in
employment services for counsellors specialised to services
for PWD

c. Strengthening cooperation with employers with a focus on PWD;
developing practices for employer connections
•
•
•
•

Consultancy:
month, international

Assessment on the current services delivery to employers with
a special focus of PWD
Recommendations and development strategy for
strengthening connections to employers in services of PWD
Manual and guidelines on case management of PWD in
employment services
Training programme for counsellors of PWD on servicing
employers

d. Increasing quality and sustainability of placements; preparing PWD Coordination with Activity
4.2. support
and employers for placements
•
•

Training programme on job coaching under Activity 4.2.
Introducing a policy and practices on using job coaching by
government employment as a part of services to PWD.

Activity 4.2: Facilitate inclusive business and organize support systems for PWD accessing
regular jobs and developing skills for self-employment.
The DPOs in Mongolia have the potential to create stronger partnerships with public institutions in
providing employment services and programmes. DPOs have proposed a plan to strengthen the
employment promotion activities by DPOs by establishing an umbrella organisation. The core
function for the “employment corporation” is intended to be business incubation services to
promote self-employment among PWD. The corporation is also intended to be an expert and
advocacy organisation in the area of employment of PWD. We recommend provision of support for
developing the employment corporation, increasing knowledge among specialists, DPOs and other
stakeholders on new international working methods in employment of PWD and support in
adapting and using these working methods to complement existing methods.
a.

Support in establishing a DPOs umbrella employment organisation

The project will support the development of an operational concept for the employment
corporation, taking into account the sustainability of the organisation. Adoption of planned types of
activities and the roles of organisations performing similar types of activities will be addressed in a
training programme and in a study visit abroad to Japan to organisations like JEED.
The idea of building a centre in UB for the DPO employment corporation has strong support from
the MoL and MPDSP and we recommend that this idea is supported as far as project resources
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will permit and as long as the participation of a range of DPOs representing a range of needs of
PWD is ensured and a viable and resourced plan for development can be identified during the
PPTA. This activity forms the core of a JFPR grant project to complement the parts of the activities
funded through the loan. It is proposed that the loan project supports the bulk of the hard
components (infrastructure, equipment) for this activity and the JFPR grant project supports the
associated investement in the capacity of the PWD and DPOs themselves, exchange with peers in
Japan as well as other elements of the hard components.
b.

Developing self-employment of PWD by promoting business incubating services

Self-employment is strongly emphasised in the employment policies in Mongolia. The Employment
Programme for PWD focuses strongly on funding of business projects by PWD and building
capacities in entrepreneurship. In Ulan Bator there has been a business incubator facility
operational from 2007. We recommend support in expanding and developing the business
incubating services. The support is focused on capacity building of the business incubating
concept and establishment of operational centres.
c.

Rolling-out new internationally recognized approaches and methods on employment of
PWD and facilitating inclusive employment and businesses (e.g. different variations on
subsidized employment, supported employment, social enterprises)

It is recommended that the role of DPOs in employment promotion be strengthened and that new
practices and working methods are introduced, based on international best practice:
• Training and study visit by members of DPOs and Government employment services to
increase knowledge of internationally adopted approaches and working methods in employment
of PWD
• Strengthening partnership between DPOs and public employment services in developing and
implementing new working methods including for working with employers
Relevant DMF indicator:
• Occupational profile and training of job coaches deployed in employment services or DPO
• Number of IT-related companies that adhere to a disability-friendly charter
It is proposed that this indicator be adjusted as follows:
• Increase in the number PWD in self-employment in UB
• increase number of PWD placed in the open labour market (including in IT related companies)
through new working methods
Summary of proposed project assistance:
Description of activities

Support by the project

a. Support in establishing a DPO employment organisation

Consultancy:
2 months, international

•
•
•

Coaching and training on international experiences on similar
organisations
Support in preparing a sustained concept and comprehensive
business plan for the DPO organisation and hub to be
established in Ulan Bator
Discuss with the public institutions on partnership building with
the DPOs on services delivery for PWD

© Oxford Policy Management

12

b. Support for developing business development support for PWD by
incubating services
•

Training of business development experts and other staff to
provide business incubating services for PWD

c. Rolling-out new internationally recognized approaches and methods
on employment
•
•
•
•
•

Consultancy:
3 months, local

Consultancy:
5 months, international

Training and study visit on working methods in employment of
PWD
Manual and guidelines on job coaching
Strengthening partnership between DPOs and public
employment services in developing and implementing new
working methods
Occupational profile and training of job coaches deployed in
employment services or DPOs
Training programme for job coaches working according to the
supported employment approach

Activity 4.3: Strengthen participation of PWD in monitoring processes for compliance with
regulation on the employment of PWD
Expectations towards enforcing the implementation of the employment quota legislation are high
among the DPOs. In addition to the need for increasing the number of job opportunities through
Labour Law enforcement, shortcomings have been identified in implementation of the current
system, e.g. concerning quality of jobs offered through the system and sustainability of
employment. There is no comprehensive monitoring in place for the system and low awareness of
the quota among employers is commonly reported. We recommend the following support to
enforcement and development of the system:
a.

Assessment of the quota employment system

This assessment will map roles and responsibilities in the current system of reporting quota
vacancies, identifying candidates for vacancies and details in the placement process, monitoring of
the placements and employment generated through the quota system. The assessment and
development plan/proposal should take into account reinforcing the roles of Government
employment services and DOPs as providers of expertise in the placement system.
b.

Strengthening the quota employment implementation in partnership with DPOs

The findings and recommendations from the assessment will be taken into account in
strengthening the future quota employment system. Especially the following issues will be dealt in
developing the system:
• Creating a governance and management system for quota employment, taking into
consideration the participation of DPOs
• Strengthen job matching processes in quota employment(by Employment Offices)
• Develop supportive measures to prepare PWD and workplaces for placement (use of job
coaches according to the supported employment approach)
• Permanent system for monitoring quota enforcement among employers and job opportunities
created for PWD through the system
• Follow-up of placements to evaluate the quality and sustainability of employment
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c.

Increasing awareness of the quota system among employers

The project will support in awareness raising on the system after introducing the new adaptations.
A policy and action plan for publicity will be developed, accompanied by an information campaign.
Relevant DMF indicator:
• % of companies complying with employment quota for PWD
It is proposed that this indicator be substituted with two indicators, as follows:
• Increase in number of quota job placements
• % of the PWD placed who are still employed after 12 months
Summary of proposed project assistance:
Description of activities

Support by the project

a. Assessment of the current quota employment system

Consultancy:
3 months, local

•
•
•
•
•

Creating a governance and management system for quota
employment, taking into consideration the participation of DPOs
Strengthen job matching processes and preparation to
employment
Develop supportive measures to prepare PWD and workplaces
for placement (use of job coaches according to the supported
employment approach)
Permanent system for monitoring quota enforcement among
employers and job opportunities created for PWD through the
system
Follow-up of placements to evaluate the quality and
sustainability of employment

b. Strengthening the quota employment implementation in a
partnership with DPOs
•
•
•

Advice and support on developing the system features
Workshops at different phases in the development process
Review of the legislation and drafting of implementing
regulations

c. Increasing awareness on the quota system among employers
•
•

Consultancy:
3 months, local

Procurement of services

Developing a policy and publicity plan
Awareness raising campaign targeted to employers
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4

Risks and assumptions

4.1

Output 4 Improved work and employment for PWD

The proposed approach is premised on:
1. Commitment of DPOs, MPDSP, MoL and NESRIC to mainstream employment of PWD as well
as to self-employment
2. Commitment of government to funding the recurring costs of employment support services
including personnel, IT and equipment and recurring costs for the DPO corporation in a start up
phase
As noted above, government commitment has already been demonstrated through the current
active engagement in the rapid introduction of primary and secondary legislation, active
involvement in this design process and current broad agreement on the proposed framework.
Some stakeholders demonstrate a stronger commitment to self-employment and traditional
sheltered employment approaches than to supporting mainstream employment for PWD, but the
project interventions should help to address the capacity gap that may be reinforcing these
approaches.
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5

M&E arrangements and key indicators

5.1

Improved work and employment for PWD
Current indicator and target related to employment

Outcome Enhanced access to
services and employment for
PWD

Economic activity (labour force participation) rate of PWD
increased (sex disaggregated).
Baseline (LFS 2014) 25.2%
Ratio of PWD in employment compared to the general
population in employment4 (sex disaggregated)
Baseline in 2014: 57.2% of the general population and 23.8%
of PWD employed (LFS, 2014)

Output 4 Improved work and
employment for PWD

• Number of PWD job seekers provided support in skills
development and job brokering services by public
employment services (sex disaggregated)
• Increase in the number of PWD (disaggregated by sex)
employed by mainstream employers, including IT-related
companies, with the support of DPOs using new approaches
• Increase in number of quota employment placements
(disaggregated by sex)
• % of the PWD placed who are still employed after 12
months (sex disaggregated)

Data should be reported to MoL through usual reporting channels and through regular NSO
monitoring mechanisms such as the Labour Force Survey and census.

4

Incheon Strategy core indicator 1.2
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6

Detailed instructions for implementation

6.1

Consultant ToRs

Activity 4.1: Assessing employment policy of PWD
Specialist in employment policies of PWD (1.5 person-months, international)
Background and rationale: In recent years the Mongolian government has reformed its
employment policies and services. From 2012 the Law on Employment Promotion has been
reviewed and a range of employment services and programmes has been introduced, including
specific measures targeted for the most vulnerable job seekers in the labour market. The
Employment Programme for PWD contains several new services and programmes, including
support to self-employment projects. In spite of the relatively modern policy instruments in place,
the current services do not reach PWD sufficiently and PWD are involved in the mainstream
employment services in a limited scale. The main focus in employment policy of PWD is currently
on self-employment and placements to paid-employment in the open labour market are rare.
Hence, there is need to assess the current policy and services employment of PWD from the
viewpoint of inclusiveness better reaching of PWD. The assessment should also consider the
legislative framework (Law on Rights of PWD, the Labour Law) and international practices on
inclusive employment services and programmes.
Objectives and tasks: The international specialist in employment policies of PWD will conduct an
assessment on the current policy, services and programmes on promoting employment of PWD
and prepare recommendations for adjustments for policy orientation, including employment
services and programmes. In more details the expert will perform the following tasks:
i.
ii.
iii.
iv.

Conduct an assessment on current policy, services and programmes for promoting
employment of PWD from the viewpoint of inclusiveness, taking into account the new
legislative framework and international practices in the field.
Drafting recommendations on developing employment policies, services and programmes for
PWD, considering especially involvement of PWD in the mainstream services and
programmes and better reaching the PWD.
Discuss international policy concepts and measures on employment of PWD with the policy
makers and stakeholders (including DPOs) during the assignment
Conduct a workshop on employment policy issues of PWD and the present the findings and
recommendations of the assignment.

Deliverables: The consultant will deliver the following outputs:
i.
ii.

Assessment report, recommendations and roadmap for development of PWD employment
policy, services and programs to increase inclusion and participation of PWD in mainstream
services
Workshop report and training materials

Expertise. The specialist should have a minimum of 10 years of experience on the labour market
and employment issues with a special focus on employment policy and measures of PWD.

Activity 4.1: Assessing employment policy of PWD
Specialist in employment policies of PWD (1.5 person-months, local)
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Background and rationale: In recent years the Mongolian government has reformed its
employment policies and services. From 2012 the Law on Employment Promotion has been
reviewed and a range of employment services and programmes has been introduced, including
specific measures targeted for the most vulnerable job seekers in the labour market. The
Employment Programme for PWD contains several new services and programmes, including
support to self-employment projects. In spite of the relatively modern policy instruments in place,
the current services do not reach PWD sufficiently and PWD are involved in the mainstream
employment services in a limited scale. The main focus in employment policy of PWD is currently
on self-employment and placements to paid-employment in the open labour market are rare.
Hence, there is need to assess the current policy and services employment of PWD from the
viewpoint of inclusiveness better reaching of PWD. The assessment should also consider the
legislative framework (Law on Rights of PWD, the Labour Law) and international practices on
inclusive employment services and programmes.
Objectives and tasks. The local consultant in employment policies of PWD will support the
international consultant to conduct an assessment on the current policy, services and programmes
on promoting employment of PWD and prepare recommendations for adjustments for policy
orientation, including employment services and programmes. In more details the consultant will
perform the following tasks:
i.
ii.
iii.
iv.
v.

Assist the internal consultant in conduct an assessment on current policy, services and
programmes for promoting employment of PWD from the viewpoint of inclusiveness
Assist the international consultant in drafting recommendations on developing employment
policies, services and programmes for PWD
Collection information (numeral data, policy documents, relevant legislation, etc.) necessary
for implementing the assignment
Making connections to the local institutions and persons relevant to tasks of the assignment.
Assist in organising and conduct a workshop on employment policy issues of PWD and the
present the findings and recommendations of the assignment.

Deliverables. The consultant will deliver the following outputs:
i.
ii.

Contributions to the assessment report, recommendations and roadmap
Workshop and training materials

Expertise. The consultant should have a minimum of 10 years of experience on the labour market
and employment issues with a special focus on employment policy and measures of PWD.

Activity 4.1 Case management in employment services
Specialist in case management in employment services of PWD (2 person-months,
international)
Background and rationale. During the recent years Mongolian government has reformed its
employment policies and services. From 2012 the Law on Employment Promotion has been
reviewed and a range of employment services and programmes has been introduced, including
specific measures targeted for the most vulnerable job seekers in the labour market. The
Employment Programme for PWD contains several new services and programmes, including
support to self-employment projects. In spite of the relatively modern policy instruments in place,
the current services do not reach PWD sufficiently and PWD are involved in the mainstream
employment services in a limited scale. An identified area of development is integrating
employment services to other services (e.g. health, rehabilitation and social services) and
individual employment planning based on case management approach. Hence, there is need to
assess and develop current service processes of PWD in employment services, taking into
© Oxford Policy Management
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account the approach of case management, integrated services approach and individual pathways
to employment.
Objectives and tasks. The international consultant will conduct and assessment on current
service process of PWD, prepare plan for adopting a plan for adopting the case management
approach in employment services and build capacities of the counsellors specialised to services of
PWD in individual case management of PWD. In more details the expert will perform the following
tasks:
i.
ii.
iii.
iv.

Conduct on assessment on the service approach and process of PWD in employment
services taking into account integrating services and individual case management
Produce recommendations and development plan for service process of PWD
To produce manual and guidelines on case management of PWD in employment services
To develop and deliver a training programme on individual case management in employment
services for counsellors specialised to services for PWD

Deliverables. The consultant will deliver the following outputs:
i.
ii.
iii.
iv.

Assessment report on current services process of PWD
Development plan for adopting case management approach in services of PWD
Manual and guidelines on case management approach in employment services for PWD
Training programme for specialised counsellors of PWD on case management and training
materials

Expertise. The consultant should have a minimum of 10 years of experience on
employment services on PWD, with a focus on case management, integrated services and
individual employment planning. “Hands-on” experience on the services and
training/coaching experience is essential requirement in the assignment.
Activity 4.1 Strengthening services to employers
Specialist in employment services targeted to employers (1 person-months, international)
Background and rationale: During the recent years Mongolian government has reformed its
employment policies and services. From 2012 the Law on Employment Promotion has been
reviewed and a range of employment services and programmes has been introduced, including
specific measures targeted for the most vulnerable job seekers in the labour market. The
Employment Programme for PWD contains several new services and programmes, including
support to self-employment projects. In spite of the relatively modern policy instruments in place,
the current services do not reach PWD sufficiently and PWD are involved in the mainstream
employment services in a limited scale. The main focus in employment policy of PWD is currently
on self-employment and placements to paid-employment in the open labour market are rare.
Hence, there is need to strengthen connections to employers and services targeted to them in
order to increase job placement opportunities to paid employment in the open labour market.
Objectives and tasks: The international consultant will build capacities of the Mongolian
employment services to strengthen relations to employment and develop services targeted to
them. The aim of the consultancy is to increase the number of vacancies reported by employers
and develop the job matching function of PWD. In more details the consultant will perform the
following tasks:
i.

Conduct on short assessment on the current services delivery to employers with a special
focus of PWD
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ii.
iii.
iv.

Produce recommendations and development strategy for strengthening connections to
employers in services of PWD
To produce manual and guidelines on case management of PWD in employment services
To develop and deliver a training programme for counsellors of PWD on servicing employers

Deliverables. The consult will deliver the following outputs:
i.
ii.
iii.

Assessment report and development plan for strengthening connections to employers with of
focus of PWD
Manual and guidelines on servicing employers with a focus with PWD
Training programme for specialised counsellors of PWD on services to employers

Expertise. The consultant should have a minimum of 10 years of experience on employment
services, especially on services for employers. Skills and experience as trainer is essential in this
assignment.

Activity 4.2: Concept development DPOs employment organisation 2 months
Specialist in organisations of PWD (2 person-months, international)
Background and rationale. During the recent years Mongolian government has reformed its
employment policies and services. From 2012 the Law on Employment Promotion has been
reviewed and a range of employment services and programmes has been introduced, including
specific measures targeted for the most vulnerable job seekers in the labour market. The
Employment Programme for PWD contains several new services and programmes, including
support to self-employment projects. DPOs in Mongolia have several employment initiatives which
are implemented in partnership of public employment institutions. The role of DPOs will be
increasing by establishing an umbrella organisation focusing on employment issues, but also many
other activities as vocational training and rehabilitation as well information and advisory services.
There is a building project to create modern premises in Ulan Bator to accommodate the planned
joint activities of the DPOs. Hence, there is a need to support the newly established DPOs
umbrella organisation in developing a sustained concept and business plan for it. The support
should bring international experiences from similar organisation to the process of developing the
DPOs umbrella organisation and hub in Mongolia.
Objectives and tasks: The consultant will support the Mongolian DPOs to develop a sustained
concept and business plan for the planned DPOs umbrella organisation and hub to be established
in Ulan Bator. In more details the consultant will perform the following tasks:
i.
ii.
iii.

Coaching on international experiences on similar organisations
Support in preparing a sustained concept and comprehensive business plan for the DPO
organisation and hub to be established in Ulan Bator
Discuss with the public institutions on partnership building with the DPOs on services
delivery for PWF

Deliverables. The consult will deliver the following outputs:
i.
ii.

Operational concept and sustained business plan for the DPOs join organisation and hub in
Ulan Bator
Training materials on international models on similar organisation

Expertise: The consultant should have a minimum of 10 years of experience on employment
services, especially on services for employers. Experience on employment of PWD and proven
training skills are essential in this assignment.
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Activity 4.2: Employment methods of PWD
Specialist in employment measures of PWD (3 person-months, international)
Background and rationale: During the recent years Mongolian government has reformed its
employment policies and services. From 2012 the Law on Employment Promotion has been
reviewed and a range of employment services and programmes has been introduced, including
specific measures targeted for the most vulnerable job seekers in the labour market. The
Employment Programme for PWD contains several new services and programmes, including
support to self-employment projects. In spite of the relatively modern policy instruments in place,
the current services do not reach PWD sufficiently and PWD are involved in the mainstream
employment services in a limited scale. The main focus in employment policy of PWD is currently
on self-employment and placements to paid-employment in the open labour market are rare A
need for complementing current services and programmes by internationally adopted modern
employment measures of PWD has been identified (e.g. supported employment by job coaching,
social enterprise concept). Hence, there is need to increase general knowledge on international
new practices on employment of PWD and roll on new employment measures in Mongolia with
national adaptations.
Objectives and tasks: The consultant will support the public employment institutions and
Mongolian DPOs in developing new employment measures of PWD, based on the international
practices and working methods. In more details the consultant will perform the following tasks:
i.
ii.
iii.
iv.
v.

Coaching and training on new internationally adopted measures and working methods in
employment of PWD
Conducting a study visit abroad on new practices employment measures of PWD
Introducing a concept and occupation profile for job coaches in Mongolia
Develop guidelines and manual on job coaching
Develop a deliver a training programme for job coaches based on the supported employment
approach

Deliverables. The consult will deliver the following outputs:
i.
ii.
iii.

Concept paper and occupational profile for job coaches
Guidelines on manual on job coaching
Training programme and materials on job coaching

Expertise. The consultant should have a minimum of 10 years of experience on employment
measures of PWD, with focus on supported employment approach. Hands-on experience in job
coaching and training experience is essential in this assignment.

Activity 4.2: Business incubator development
Specialist in PWD business incubator development (3 person-months, local)
Background and rationale. During the recent years Mongolian government has reformed its
employment policies and services. From 2012 the Law on Employment Promotion has been
reviewed and a range of employment services and programmes has been introduced, including
specific measures targeted for the most vulnerable job seekers in the labour market. The
Employment Programme for PWD contains several new services and programmes, including
support to self-employment projects. DPOs in Mongolia are implementing a range of initiatives on
employment promotion, including strengthening the business incubation services.
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Objectives and tasks, deliverables, expertise. To be developed (coordination with the JFPR
grant project, human resources/capacity building component)

Activity 4.3: Assessment of quota employment system and Strengthening quota
employment system
Specialist in employment quota systems (6 person-months, local)
Background and rationale: Employment quota of PWD is widely used employment measure
across the world. Also Mongolian Labour Code Article 111 introduces employment quota of 3% for
PWD in business establishments with more than 50 employees. However, the weaknesses in
enforcement of this Article have been commonly reported. Awareness on this legal obligation is
weak among the employers and many enterprises prefer to pay financial sanction followed from
failing to fulfil the obligation, instead of employing PWD. The skills requirements of the jobs
available through the quota system are pronounced to be dominantly low and sustainability in
placements weak. There is no detailed and updated information available for monitoring the
functioning and efficiency of the system a whole. Hence, there is need to undertake a
comprehensive assessment of the Mongolian PWD employment quota system and strengthen it to
serve as an employment measure of PWD.
Objectives and tasks: The local consultant will conduct a comprehensive assessment on the
current quota employment system of PWD and develop measures and legal framework for
improving the system to serve as an effective employment policy tools for PWD. The improved
system should give important role to DPOs in monitoring the compliance of law enforcement and
implementing the quota system. In more details the consultant will perform the following tasks:
i.

ii.

iii.
iv.
v.

Undertake and comprehensive assessment on the current PWD quota employment system
in Mongolia. The assessment will map roles and responsibilities in the current system of
reporting quota vacancies, identifying candidates for vacancies and details in the placement
process, monitoring of the placements and employment generated through the quota system.
Based on the assessment, preparing development plan which should take into account
reinforcing the roles of Government employment services and DOPs as providers of
expertise in the quota placement system. The plan should include proposal on governance
and management system for quota employment, strengthened job matching processes,
supportive measures to prepare PWD and workplaces for placements (use of job coaches
according to the supported employment approach) and permanent system for monitoring
quota enforcement among employers and job opportunities created for PWD through the
system.
Develop supportive measures to prepare PWD and workplaces for placement (use of job
coaches according to the supported employment approach)
Presenting the plan for assessment and results from it in the workshops targeted to policy
makers, experts and stakeholders in employment of PWD, including DPOs; discussing on
the findings and progress in development planning during the working process.
Supporting in drafting the necessary legislative framework to implement the development
plan for system reform.

Deliverables. The consultant will deliver the following outputs:
i.
ii.
iii.

Assessment report on the quota employment system of PWD based on the Mongolian
Labour Code Article 111.
Comprehensive development plan for the quota employment system
Draft amendments to the legal framework to implement the development plan
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Expertise. The consultant should have a minimum of 10 years of experience on public
administration and policy reforms. Knowledge on employment and labour market policy and issues
related to PWD are essential in this assignment.
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Activity 5.1 Raise awareness and change attitudes

1.1

Situtation analysis

Media coverage of disability
Initial results from monitoring of media coverage of disability issues conducted over seven days
from 25 February 2016 - the first of four weeks monitoring – offers some insights into the way that
awareness of disability and attitudes are reflected in the media. Of the 31 TV channels, 13
newspapers & 40 websites monitored, 54 media outlets disseminated 212 items of coverage. In
59% of the overall coverage disability was simply mentioned, rather than being the main subject of
the content, but this figure is lower for TV coverage – 26%. (This is likely to reflect the extent to
which passing coverage of events in print and web media is repeated.)
The quantity of coverage of disability may turn out to be unusually high, during this week, because
of government announcements on the Mongolian Law on Disability, rental housing, employment
support; PWD involvement in discussions of social welfare legislation; and the opening of an
exhibition of deaf artists, among other events.
There was significantly more reporting in newspapers and on websites than on TV. Numbers of
items transmitted on TV channels were as follows:
Frequency of items
Television
5
4
3
2
1
0

1

2

1

1

c1

etv

2
mnc

4

3

TV8

3

1

1

1

TV9

VTV

Eagletv Mongoltv Startv

Neutral

Positive

1
Ehoron

Negative

Source: Maxima Consulting LLC

According to the monitoring report1, almost all the items across all media outlets monitored in the
week’s monitoring exercise were news or brief reports. There appears to have been little depth
coverage of disability issues. This supports a criticism of media content levelled by the DPOs
during interviews.
The monitoring report provides some suggestions for possible trends, which will be reported on
once the full month’s monitoring has been completed:
•

There appears to be very limited access to information for deaf people. It is only prime time
news on MNB and TV9 that have sign language interpretation.

•

The media outlets (newspapers and websites) that disseminate the most information on
disability-related issues have low public reach.

1

Maxima, media monitoring report, March 2016
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•

Media coverage of disability-related issues was focused mainly on vision and hearing
impairments and physical disabilities. Learning disabilities, autism or other less common
disabilities did not feature.

•

While media providers were generally careful in the language they used to name PWD, most of
the information was framed in a rather patronising way, giving the impression that PWD are to
be pitied and need help. However some items did convey the strong message, that “we are
able to participate equally in social life”. This may be a reflection of the events that took place
during the week. Reports on the participation of PWD from Mongolia in a World Skills
Competition were framed to give a more positive understanding of PWD.

A report on the ethical behaviour of politicians stated that a former Minister used his disabled son
in his PR campaign. This report was later retracted with an apology. We are following up to learn
more about how disability was framed in this item.
Media use
The general perception that TV is the most important medium to reach the public and PWD was
also communicated in the four focus group discussions held with PWD conducted for the PPTA in
two districts of Ulaanbaatar and two districts in the Selenge aimag centre.
This perception was confirmed in the household survey with 77.5% of households in rural areas
and 72% in urban areas reporting that television is their main source of information. Other main
sources of information reported by respondents are ‘word of mouth’ (26.1%) of respondents and
‘Khoroo/Livelihood support council’ (23.2%). Internet is used by 10% of respondent households,
magazines or newspapers by 10.8%. Only 3.3% have information from DPOs (4.3% in urban areas
and 1.3% in rural areas).
Information from the focus groups cannot be generalised, but it tells us something about the media
use of the participants. FG respondents most commonly used TV9 & Mongol comment, MNTB &
News, and Eagle News. Two people listened to Mongolian National Radio, and two respondents
with vision impairments to 98.5 FM radio. Just two respondents sought information from more than
one TV channel. Respondents agreed that MNTB produces relevant TV programmes of
reasonable quality, and appreciate that they are broadcast nationwide, and that the news is
broadcast with sign language. TV News and drama series are preferred genres.
98.5 FM is a radio service run by people with vision impairments, and the focus group respondents
with vision impairments consider it an important source of information. Otherwise, the household
survey respondents indicate a clear preference for private TV channels and national TV. A
Maxima media monitoring report looks at the audience share of the top ten channels and states
that between 20:00 and 21:00 hours the top five TV channels have an average combined audience
share between them of 58.6%, and the top 10 channels have an average combined audience
share of 72.3% (this combined audience share is lower outside “prime time”) which means that
even at the time when viewing is most concentrated on the five top channels, over 40% of TV
viewers are watching other channels.
The top five channels always include MNTV at 21:00-22:00 and at all other times except 23:0024:00, when it comes in sixth. It tends to get lower shares than the Education Channel, MNB and
Moviebox, but no channel gets more than 17% share after 20:00. Thus the fact that 26.1% of
PWD draw on MNTV for disability-related information is significant.
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Experience of negative attitudes
The focus group discussions confirmed that the negative attitudes reported by DPOs in interviews
and at the inception workshop during the inception phase are a common experience, and
contribute to their isolation and reluctance to be socially active.
The focus group respondents reported “pity”, “staring”, “ignoring me”, “suspicion”, “superstition”,
“intolerance towards my wheelchair on public transport”. They report that although it may not be
expressed openly, assumptions are often made that PWD are not competent. One respondent
assumes that her PWD status prevents her/him being given the chance to study abroad.
Many respondents stated that doctors convey particularly harsh attitudes, and look to family
members for information rather than talking directly to the PWD patient. “I visit three places most
often: the family doctor, social welfare office and the bank. I am respected in the social welfare
office and at the bank, but not by the doctor.”
One parent tells the story of her relative suggesting euthanasia for her son. (It is not clear whether
the relative thinks that this is a real possibility.) Generally, however, there are few descriptions of
such extreme shocking attitudes being openly expressed, as is the case in some cultures: there
appears to be some understanding that this is socially unacceptable.
Interestingly, very few parents of CWD who took part in the household survey report negative
attitudes from teachers, but the sample was small so these results should be treated with some
caution. Urban parents are more likely to report negative attitudes or behaviours of teachers than
rural parents. Only 3 urban parents (7.7%) and no rural parents said that teachers are not nice or
discriminate against CWD and only 4 urban parents (10.3%) and no rural parents said that
teachers do not have a nice attitude.
Parents report more negative attitudes from other pupils at the school - 86.8% report that there is
some kind of discrimination and not normal behaviour from other pupils; but only 22.6% report that
other pupils laugh and actively discriminate, refuse to play.
Where children were not at school (an even smaller sample), three urban and five rural parents
report that their child dropped out of school, but of these only 1 parent said it was because of
discrimination and 1 because of negative attitudes from teachers or pupils. The main reasons
given were ‘lack of learning materials, tools’ (4 respondents) and the child falling behind at school
‘learning lag, backwardness’ (3 respondents).
23 parents said their child had never gone to school and the main reason given is ‘health problems’
(20 responses – 87%) only 3 parents said their child did not go to school because ‘children laugh,
don’t have friends’.
PWD information needs
Most of the FG respondents were concerned about the lack of media content that is relevant to
them as PWD, and that disability issues are highlighted only once a year, on the day earmarked for
PWD, 3rd October. This is the only time that “well researched, well-designed and proactive media
content” is broadcast.
The lack of signing on all channels apart from MNTB, and then only on the news programmes, was
also a key area of concern. The household survey also confirms the isolation of people with
hearing impairments.
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Respondents strongly expressed the need for special TV channels or programmes which would
serve the needs of PWD. The household survey respondents confirm this preference for specific
programs.
Focus group respondents articulated a need for the following types of content:
•

Stories of PWDs that might provide encouragement to other PWD, for instance in business, the
arts and sport.

•

Medical or health programs about how to support PWD with specific disabilities and related
health problems both for PWD, families, parents and carers of CWD

•

Information on legal issues.

•

News about existing or upcoming public social welfare services, events and support
opportunities

•

Information about employment & education opportunities for PWD & CWD

Some respondents considered that some of this information would be best provided in publications
/ print media.
(Use of print media should bear in mind that, according to the OPM data survey, 43% of the PWD
aged 6-18 surveyed cannot read a letter, and 15% can read a letter only with difficulty (cf. 4% and
8% of non-PWD, respectively).)
The ideas put forward for programmes perhaps suggest that there is not widespread awareness
among respondents of the existence of rights-based discourses and campaigns, or that media
users might be able to contribute to or profit from these. One respondent said that disability issues
should be reported on with care and understanding, and that sometimes disability issues are overly
politicised. Another was concerned at PWD in wheelchairs coming across as less than competent,
and too focused on complaining.
Representation / Framing
There are differences in opinion about how PWD should be framed in media content. One
important area is the use of a “pity/hero narrative” where an attitude of pity and tragedy is
expressed at the plight of a person with disabilities and admiration at the way that disabilities are
‘overcome’ in a heroic way.
Support for such stories was articulated at a consultation meeting with DPOs and government
stakeholders. Some individual FG respondents also articulated a liking for such stories. However
the DPOs interviewed for the project are very clear that they do not want PWD to be represented in
this way. B. Chuluundolgor, Chair of the National Association of Wheel Chair-users says, “Media
content about disability is very polarized, with two extremes – an attitude of great pity or of
heroism. For instance, the media often represent PWD as if they are heroes because they go to
work, but this is not heroism: it’s normal for PWD to go to work, and that is the way we want to be
seen.”
Framing PWD as heroes is clearly progress of a kind, and some PWD and media providers who
seek to support PWD believe it is valuable to provide inspirational coverage of PWD. Others
however believe that it reinforces the idea that it is up to the individual rather than the society to
dismantle barriers to equal rights, and that this kind of framing is not felt to be consistent with a
rights-based approach.
In some areas there is confusion over what disability is. The recently introduced Law on the rights
of PWD does not define “disability” per se, but defines “persons with disabilities” as “those who
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have long-term physical, mental, intellectual or sensory impairments which in interaction with
various barriers may hinder their full and effective participation in society on an equal basis with
others”.
One example of confusion is that previous Ministry of Health campaigns have focused on the need
to “prevent disability” and it has been suggested that “preventing disability” should be part of this
project. Prevention of accidents is obviously an important area of work, but to undertake this
within this project would very likely reinforce a narrative of disability as a disaster / tragedy, and
could reinforce negative perceptions of PWD. Similarly, it needs to be made clear that Early
Intervention and other forms of assistance are not “cures” for disability, but are designed to reduce
social exclusion and help families and PWD / CWD make the most of their abilities.
One DPO representative has suggested during consultations that there has been improvement in
the way that PWD are perceived, at least among decision-makers, following leadership and
communications training for DPO leader conducted many years ago and that this kind of
intervention needs to be repeated. He supported the idea of portraying PWD in the mainstream
media, but sounded a note of caution that this could backfire if the PWD become the butt of jokes
and humour as a result.
Apart from supporting DPOs to engage constructively with media and other communications target
to support attitude change, there is a general consensus among stakeholders consulted for the
PPTA that programme-makers need to be supported and motivated if they are to produce good
content.
Legal and regulatory requirements of media channels / outlets
Public service requirements of MNTB and other TV channels put certain obligations on programme
managers. These will be clarified for the next iteration of the situation analysis. The new Law on
the Rights of PWD has the following positive, but rather vague provision:
Article 7.1.2: To implement a publication and broadcasting policy, which is aimed to raise
the public’s awareness of persons with disabilities in society by the Mongolian National
Public Radio and Television.
It also states:
Article 11.2.6. To support non-profit making radio and television organized to deliver
information for persons with visual and hearing difficulties by the state.
The implications of this will be clarified for the next iteration of the situation analysis.

1.2

Gap analysis

Key elements of achieving attitude change through communications campaigns include:
•

Thorough understanding based on research of the attitudes of the target audience, of the
change that is being sought and of the information channels used by the target audience. This
understanding is acquired by qualitative and quanitative research

•

Using this understanding to create communications platforms (messages, visual materials)
and using research and media data to plan how to deliver the communication to the target
audience
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•

Monitoring and evaluation to understand the impact or effect on the target audience and the
change that was being sought

Research on initiatives to change attitudes internationally
Despite Article 8 of the CPRD, which places a duty on governments to raise awareness of disability
and combat prejudice and discrimination, efforts to change attitudes to disability have generally
been left to NGOs and DPOs, and, perhaps given the costs involved in evaluating their efforts,
there is almost no publicly available research or discussion of the impact of such campaigns.
Prejudice and discrimination towards people with Intellectual disabilities have attracted more
research attention than towards other PWD, perhaps because levels of stigma towards people with
intellectual disabilities appear to be still very high in developed countries. Katrina Scior2 has
reviewed general population based research into awareness, attitudes and beliefs regarding
intellectual disability published in English between 1990 and mid-2011, and notes widespread lack
of understanding of learning disabilities, and very limited evidence for interventions designed to
improve attitudes or awareness. Scior has also reviewed global efforts to raise awareness of
intellectual disabilities and combat stigma.3 She notes that such initiatives are small in number,
disjointed, and that few have been evaluated.
Media initiatives
Media initiatives may take the form of:
•

Social marketing-type campaigns, often outsourced to professional campaign production
companies;

•

Public advocacy campaigns generated by DPOs which seek to challenge self-stigma, amplify
the voices and experience of PWD, campaign on key issues and challenge stereotypical
representations of PWD;

•

Efforts to improve media providers’ coverage of the issues of PWD, and ensure that their
output reaches PWD, and to represent PWD in non-stereotypical ways.

Many books have been written about how media can reinforce stereotypes and negative
assumptions. There are different views however on whether media can change stigmatising
attitudes. An interesting controlled study of prejudice reduction and media in Rwanda4 appears to
demonstrate that media content with a focus on reconciliation can influence perceptions of social
norms but does not necessarily alter beliefs. It may make more sense to aim for changes in social
behaviour, which can, after all, make a huge difference to the lives of PWD and their families.
Social marketing strategies / professional media campaigns
Social marketing and professional media / information campaigns (the terms are loosely
interchangeable) use methodologies drawn from advertising and commercial marketing to try and
achieve attitude and behaviour change.
They involve careful precision in establishing which target audiences to focus campaigns at;
extensive quantitative and qualitative formative research to understand the beliefs, information
needs and media use of these target audiences; the development of messages, media formats and
approaches that accord with the understanding generated by the research; pre-testing of material
to check that it has the impact sought by the campaign; careful planning of content dissemination;
2

Scior, K., 2011
Scior, K., et al, 2015
4 Paluck, E., 2009
3
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and follow-up research to assess results. Social media are often used to amplify messages and,
where appropriate, to stimulate debate.
Such approaches have an important place in health promotion, and are effective particularly in
achieving behaviour change that isn’t rooted in deep-seated anxieties or cultural beliefs, or where
there is distrust in the perceived source of the campaign. They are believed to have been the main
driver, for instance, in making drink driving in the UK unacceptable, but were largely ineffective in
persuading parents frightened by autism scare stories to have their children vaccinated against
MMR.
The effectiveness of social marketing / media campaigns is generally assessed through before and
after quantitative and qualitative research but in complex media markets it is notoriously difficult
(and expensive) both to have a major impact on the public through media and to attribute change
to the campaign with any certainty.
In 1999 in Mongolia there was only one TV channel and research showed that almost every TV
owner watched the evening news. Advertising or social marketing spots that immediately preceded
the news were likely to be seen by a very large percentage of urban Mongolia, and could thus have
huge reach. Mongol Radio had similar reach in rural areas. In 2016, however, Mongolians watch
over 60 satellite channels and radio reaches only small audiences.
One organisation that is attempting to develop a rigorous, transparent cost-benefit analysis of
saturation-coverage public health media campaigns in Least Developed Countries is Development
Media International. They describe a “gold standard” methodology for such social marketing public
health campaigns based on ‘saturation, science and stories5’ where:
•

Saturation = broadcast spots 8-12 times per day (radio), or 3 times (TV), and daily longer
formats / on stations viewed or heard at least weekly by at least 75% of the target population

•

Science = Use mathematical modelling to estimate the impact of each message / Measure and
attribute impact using robust evaluations

•

Stories = Integrate formative research findings into the creative process / Test all materials
before and after broadcast to check audience reaction, message clarity, impact

Social marketing approaches can be very effective for some issues but the behaviour change
achieved may be short-term.
Few DPOs have the resources to mount major media campaigns. A recent exception has been
End the Awkward, a TV and social media campaign produced by the UK NGO Scope, which aimed
to help young people overcome awkward behaviour towards people with physical disabilities, and
to tackle a range of myths and taboos6. Ending the Awkward was controversial, not just for its
efforts to break taboos, but also, within the community of disability organisations, some of which
considered that it did not merit the funds spent on actors and professional communicators; that
changing public attitudes should not be the priority at a time of major cuts to disability services; and
that the campaign was patronising.
Self-advocacy initiatives
Self-advocacy initiatives seek first of all to reach and support individuals from stigmatised groups,
to inform them about their rights, and secondly to empower them to speak out about the barriers
that prevent their inclusion. While current initiatives largely focus on people with learning and
5
6

http://www.developmentmedia.net/achieving-impact-saturation
http://www.scope.org.uk/awkward
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mental health disabilities, such strategies and methodologies are also relevant for people with
physical disabilities.
Katrina Scior states that it is a lack of familiarity and feelings of insecurity around learning disability
that appear to be causing hostility, and that, “Whether it is in the media, or teaching at workshops
and conferences, it is hearing directly from people with a learning disability that produces the
greatest positive shift in people’s thinking.”
This view underlies much of the work done in an earlier period by DPOs representing people with
physical disabilities, in a range of communication and media initiatives. Marilyn Dahl states, for
instance,
“Attitude change can follow on heightened awareness, increased contact, and increased
meaningful communication between disabled and non-disabled people. Although personal
interaction is the most effective medium for conveying the personal experience of disability, the
mass media can be an effective vehicle for bringing about greater understanding, and a
consequent gradual change in public perceptions, of people with disabilities.”7
And the author of a more recent research project on the status of disability rights in nine countries
of Southern Africa concluded that disability stigma derived from ignorance and “a syndrome of
simply not engaging with PWDs on the part of many ‘abled’ people”.8
The Association for Self-Advocacy (ASA) is a Croatian NGO established and managed by
people with intellectual disabilities. It describes itself as “working to develop self-determination and
self-advocacy skills and to empower people with intellectual disabilities to actively advocate for the
realisation of their rights”. It appears to have been highly effective at reaching out to people with
intellectual disabilities, and has organised public awareness campaigns, roundtables, and
education sessions on the human rights of people with intellectual disabilities. It has developed a
network of 12 self-advocacy groups across Croatia. They describe their impact in a review of their
first decade9:
“Our society is still dominated by strong prejudice and negative attitudes
towards people with intellectual disabilities, primarily about their capacities
and competences. Using new technologies like video and internet may
contribute in raising awareness and change this negative attitudes, showing
that people with intellectual disabilities have wishes, fears, hopes, needs,
opinions and ideas just as everyone else and can express them when they are
given the chance and support they need."
Negative attitudes persist even in countries where a great deal of work has been done, and PWD
have made real progress in realising their rights. DPOs need to be prepared for the possibility that
successes will mean a backlash against PWDs. In the UK there is a serious problem of “hate
crime” against PWDs. In Scapegoat: why are we failing people with disabilities?10 Katharine
Quarmby writes:
“The moves to set disabled people free from centuries of institutionalisation –
virtual imprisonment – have not unchained the minds of many in society who
resent what are seen as perks that privilege disabled people”.

7

Dahl, M., (1993)
The Status of Disability Rights in Southern Africa, Hermien Kotzé, OSISA 2012
http://www.osisa.org/sites/default/files/disability_open_learning_-_overview_final.pdf
9
https://issuu.com/damyan/docs/10_godina_uzs_en
10 Katharine Quarmby, Scapegoat: why are we failing people with disabilities? 2011
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In the UK DPOs have a refined a range of ways to stimulate media interest in their issues. Some
have become very adept at media relations and at finding ways to put disability issues on media
agendas. Campaigns are co-ordinated with other DPOs and careful planning undertaken to enable
strong stories and voices of self-advocates, high-profile PWD and supportive celebrities to achieve
mainstream and social media coverage.
Key to these efforts is strong multi-directional communication networks with PWD, through social
media, and a polished approach to communication materials that are carefully targeted – at a
range of professionals, policy-makers and PWD and their families.
An example of such an NGO is Contact a Family11, which supports CWD and their families in the
following ways: it runs a helpline for families and professionals; links families together; connects
families to local and regional support; produces publications for families and professionals;
produces research reports on parents’ needs to support advocacy to policy makers; and
campaigns with other DPOS through the media.
Initiatives that target media providers
A range of interventions has been developed to support media providers to strengthen their
capacity to produce programmes and other media outputs for different target audiences. This might
take the form of: editorial mentoring; guidelines and story ideas for journalists; initiatives to inform
and sensitise journalists to the issues and concerns of a particular target group; and improved
capacity to learn about and engage with audiences.
BBC Media Action12 runs initiatives to support media partners in a range of countries to develop a
more detailed and nuanced understanding of their audiences’ information needs and aspirations,
and to gain feedback on their coverage. They assist media organisations to develop formats that
feature the real concerns and experience of their target audiences, which can in turn stimulate
increased engagement and participation from audiences.
InterNews Asia13 is part of the global InterNews network. It provides training and technical support
to radio and TV broadcasters, and supports the production of programmes for local audiences. It
has trained journalists from Mongolia to report on the mining sector. In Afghanistan it has run a
media project to support PWD. An article produced through this project describes the situation for
PWD in Afghanistan through the experience of a young woman PWD who set up an initiative to
support young women PWD to realise their rights.14
Media Wise15 is a UK NGO that supports responsible journalism on a range of social issues,
providing training, guidelines and assistance to journalists and to members of the public on ethical
and sensitive issues. They produce guidelines for journalists on the representation of PWD16 and
contribute to policy debate on media freedom in the UK.
Alive and Thrive17 is a US organisation that has developed strong approaches to working with
media providers in support of its efforts to strengthen nutritional practices. They have worked in
Bangladesh, Vietnam and Ethiopia to develop long-term media engagement and capacity-building
to increase commitment to child nutrition policies. Their publication Media Engagement and
11 http://www.cafamily.org.uk/
12

http://www.bbc.co.uk/mediaaction
https://www.internews.org/where-we-work/asia
14 https://www.internews.org/our-stories/project-updates/amina-azimi-raising-voices-disabled-afghanistan
15 http://www.mediawise.org.uk/
13

16
17

http://www.mediawise.org.uk/diversity/people-with-disabilities/
http://aliveandthrive.org/
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Capacity Building to increase commitment to child nutrition policies and programs shares the
lessons they have learned in developing good relationships with media and stimulating journalists
to produce good content on their issues.18
Public Service Broadcasting policies / strategies
Television channels and public service broadcasters in particular are generally regulated and may
be required to undertake specific duties The British Broadcasting Corporation (BBC), for instance,
is obliged under its Royal Charter and its “public purposes” to ensure that content reflects the
diversity of the UK.19
The extent to which these mandates are successful varies: the BBC has not been particularly
successful in improving the representation of PWD either in the work force or in media content.
One challenge with such mandates is ensuring that media providers’ editorial independence is not
restricted. It is important that DPOs understand the importance of editorial independence, and that
they do not expect to be able to set requirements of media providers.
The BBC’s competitor, the British television channel Channel Four, which was set up with a
specific diversity remit, has been much more successful in representing PWD within content.20 It
has made 2016 a “year of disability” across all its broadcast content.21
One area that the BBC has been very successful in is the representation of CWD in its
programmes for young children. Something Special is an entertaining children’s programme that
teaches young children to sign, and which is generally popular with young children, whether CWD
or non-CWD.22
In addition, one of the main on-screen BBC television presenters for young children, Cerrie Burnell,
happens to have a physical disability, but her disability is tangential to her role as a presenter.23
Successfully representing PWD and CWD to young children as full and equal participants in social
life is a powerful way of interrupting the development of negative attitudes.
Conclusions from international practice
•

Attitude change takes a long time and is hard to achieve. But changes in social behaviour and
the public treatment of PWD can make a significant difference to the lives of PWD and their
families, and may be achieved more quickly than changes in beliefs.

•

The stigma of disability runs very deep, and DPO efforts to change attitudes and support
PWDs to realise their rights need to be sustained and long-term.

•

Bringing in a professional company to run a communications campaign may bring short-term
results, and may galvanise stakeholders, but for sustained and far-reaching attitude change
and impact on the public DPOs need to develop strong communications capacity of their own,
and good long-term relationships with media providers

•

There are many ways that media providers can become strong partners in change, through
improvements to content; greater awareness of the issues; commitment at senior level and the
development of organisational strategies to give voice and active roles to PWD.

18

http://www.cmamforum.org/Pool/Resources/A-T-Lessons-Learned-Media-Engagement-March-2014-%281%29.pdf
http://downloads.bbc.co.uk/bbctrust/assets/files/pdf/about/how_we_govern/charter.pdf
20 http://www.channel4.com/media/documents/press/news/24114_C4%20Diversity%20Report_FINAL.pdf
21 http://www.channel4.com/info/press/news/channel-4-launches-year-of-disability-in-2016
22 http://www.bbc.co.uk/cbeebies/shows/something-special
23 https://www.youtube.com/watch?v=wVXC7iklaO0
19
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•

Some efforts to achieve attitude change are not suited to media. DPO interventions designed
to have impact on the attitudes of healthcare and education providers are more likely to
succeed if focused within professional environments. Personal interaction can be the strongest
medium for conveying the experience of disability.

Conclusions from situation and gap analysis
•

Need for understanding between government, DPOs and media about their roles and
responsibilities to execute rights-based awareness and change attitude communication
strategy

•

Increased consolidation of DPOs in communication with media about disability and need to
increase numbers of UB based DPOs involved in efficient advocacy and strong media
relations.

•

Limited quality and quantity media coverage on disability issues (exception is Best FM 98.5)
and limited rights-based understanding of disability among media

•

Capacity of DPOs to produce or disseminate significant information content to PWD and the
public needs to be strengthened

•

Responsibility and commitment of Mongolian national TV and private TV channels – needs
capacity building initiatives to motivate and build competencies of journalists, editors and
producers in relation to generating rights-based disability content

1.3

Recommended project design

The recommended design is based on that proposed during the inception phase and to the
working groups in March and the consultation workshop in April. Results from the focus groups
and household survey have largely confirmed the appropriateness of the design, although some
details still need to be finalised in terms of cost and scope.
The key to changing attitudes towards PWD is to build DPO capacity to be development agents in
their own right, with a voice and the capacity to change public discourse and influence attitudes.
For a marginalized group to be better respected, it has to have the capacity, media relationships
and alliances that can enable long-term changes to attitudes; to be able to continue to advocate for
their rights and fight discrimination long after the project has ended.
Thus we recommend the development of a media / communications strategy / plan that 1) supports
DPOs committed to a rights-based approach to take, and be seen to take, a leading role in
influencing attitudes and advocacy for change through media targeted both at the general public
and at PWD; and 2) builds the knowledge, capacity and skills of media providers to generate high
quality, rights-based content about PWD.
The project needs to be built on a clear understanding of what constitute appropriate and effective
relationships between the different actors in communications to achieve attitude change and to
raise awareness.
The project also needs to be built on consensus among DPOs about what constitutes positive
inclusion of PWD in mainstream media, and how PWD can best be supported to realise their rights
through communications and media initiatives.
An effective Media Steering Group made up of DPOs and media providers can provide a basis for
developing wider clarity on the importance of ensuring that the editorial independence of media
providers is respected; that media providers heed the evidence provided by audience research and
DPO advisors; and that government provides prompt, accurate information about the reforms and
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implementation process. The main tasks of the Media Steering Group is to advise and support the
PIU in implementing the media and communications strategy and to support, to advise on and
monitor the inclusion of PWD in mainstream media coverage over the life of the project and to
facilitate constructive engagement between DPOs and media providers.
In addition we recommend that an Inclusive Media Consultation Group is convened with
membership drawn from the wider DPO and media community as well as government with the
main tasks to advise and give feedback on the overall implementation of the Media and
Communications strategy and to ensure effective and constructive communication and informationsharing about the project between the wider community of DPOs, media providers and government
stakeholders.
We recommend that the PIU has a part-time media and communications expert to provide
administrative support to the two advisory and consultation groups and to coordinate the
implementation of the activities including monitoring and follow up. International and national
consultants will also support the implementation of the strategy.
Activity 5.1.1 Facilitating DPO and media organization leadership on communications for
attitude change and awareness raising
International and national consultant inputs to:
•

Provide history and principles of international experience of TV/media inclusion of PWD / CWD
to inform steering and consultation group discussions, the development of guidance, and the
conference

•

Facilitate strong understanding of international experience of TV/media inclusion of PWD

•

Provide training for media provider leaders on inclusion of PWD

•

Faciliate the Media Steering Group in building strong understanding of the different roles of
media, DPOs & government in changing attitudes of PWDs and explaining the reforms

•

Facilitate the Media Steering Group and Inclusive Media Consultation Group in developing
consensus among DPOs on guidelines for media providers on representation of disability and
development of good media content on disability issues based on new laws

•

Develop guidelines on qualitative and quantitative audience research and stimulus for audience
participation as a key factor in successful communications for attitude change

Activity 5.1.2 Small grants & capacity building for DPOs
a. Attitude change and communications grants
A competition will be held for four phases of “mini-grants” to non-profit DPOs, of between $10,000 $20,000, total value of each phase $100,000 (possibly US $125,000), for innovative initiatives that
provide information and strengthen communications, networks and linkages between DPOs and
PWDs; and which raise public and PWD awareness of the importance of PWD social inclusion.
The overall purpose of the grants is to enable PWD with a broad range of impairments to be better
informed on the issues that affect them, to link with other PWD, and to take actions to realise their
rights or to highlight progress or lack of progress in doing so.
Projects may seek to ensure that PWD are better informed on a range of issues related to their
disability and their rights, and to support PWD to voice their experience and engage in the
realisation of their rights. Actions could include research to highlight progress or lack of progress
on a rights issue; events, outreach to PWD beyond Ulaanbaatar; social media initiatives;
monitoring of media coverage; production and dissemination of content.
.
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The PIU will organise an information session to explain the application process and requirements
of the PIU, and a national Mongolian organisation will be contracted to provide training before each
phase for interested DPOs on the development of proposals and writing of applications.
Selection criteria will be established to ensure that grants are awarded to a broad range of
disability-specific organisations, and that the process reflects the principles of transparency,
fairness and non-discrimination. It will be made clear that projects that have a strategic focus, and
that lever other resources, are more likely to succeed.
b. DPO capacity building
In addition to the activities undertaken on DPO leadership through the Media Steering Group and
Inclusive Media Consultation Group, it is recommended that national consultants are contracted to:
•

Develop and provide 5 x 4-session training workshops on media relations and social media for
DPOs

Activity 5.1.3 Development and production of a Television Programme for PWD and
capacity building of media providers
a. Flagship PWD TV Programme
A competition will be held for a national Mongolian TV station to receive resources and capacitystrengthening support to create a flagship TV Programme targeted at PWD, but sufficiently wellmade to attract the passing interest of non-PWD.
This will be an innovative, participatory, magazine programme, presented by and for PWD, to
enable PWD throughout Mongolia to have a voice, break down isolation, and be better informed
about the issues that most affect them. PWD should come to feel is “their programme”.
Its aim will be to inform and entertain PWD, first and foremost, but it would also contribute indirectly
to removing boundaries between PWD and non-PWD.
While PWD will be the primary target audience, able-bodied people who catch the programme
would learn about disability - and that PWD are real people with similar interests, needs, rights and
passions to themselves.
Forty-five 30-minute programmes a year will be presented by three or four authoritative, intelligent,
“cool” and likeable PWDs - a mixture of women and men / older and young. Between them they will
need to develop the skills to interview both vulnerable people and people in authority.
The programme will be promoted to PWD through a range of means, which might include DPO and
government communications, and spot ads. A PWD following will be developed, and PWD
audience members encouraged to contact programme-makers with their issues and stories –
which can then be taken up by the programme-makers. It should seek answers to viewers’
questions and information needs, as evidenced by the audience research – where this is best done
through the programme.
The magazine packages will need to be very carefully researched at the pre-production stage, to
bring depth to coverage, make sure that facts are accurate, and that compelling stories and good
interviewees are selected and well-handled. This is unusual in Mongolian television, which does
not generally have the resources to produce well-researched content.
Some of the magazine items might be specific to the reforms and highlight progress or problems in
implementation. For instance a programme could be made that follows several PWD using a new
employment service. It could investigate the extent to which organisations are attempting – or not
attempting - to put measures in place to include PWD.
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But it should not just be about the realisation of PWD rights – if that is all it is, people will turn off. It
should have a greater range of content and be entertaining as well as informative. It should include
coverage of events that include PWD and interviews with those PWD about what they got from
attending, their views of the event and how they contributed.
In particular it should cover PWD playing an active part in life, particularly where their activities take
place alongside those of non-PWD. It might include PWD reading their poetry, taking on particular
challenges, or doing something distinctive or out-of-the-ordinary. It should “jiggle” stereotypes of
PWD as “passive people to pity”. It could have some humour – perhaps by shining a spotlight on
some of the absurdities of attempting to navigate the able-bodied world.
National and international consultants to:
•

Advise on commissioning of a regular “flagship” programme on disability issues by and for
PWD, to enable PWD to have a voice on the issues

•

Advise PIU interview panel on merits of short-listed TV Channels to produce Flagship TV
Programme

•

Support team producing Flagship TV series for PWD to develop series concept, and to
undertake series and programme research - three-months practical training and additional
further mentoring and distance support for the presenters, “Redaktors”, Directors and
Producers focused on building a strong team, supporting the presenters, developing strong
journalism research skills, and planning the series
Estimated budget is still being researched. The average cost of a TV programme shot in a studio
with some external production within UB is US $50 per minute. The budget for each programme
would thus be approx. US$ 1,500. The competition will require that the TV Channel provides these
resources, and will add a further $75 per minute, to support additional research and development
time at the pre-production stage; travel and production beyond Ulaanbaatar, including two trips
beyond Mongolia; the additional costs incurred for PWD contributor access.
Criteria for selection of the successful television channel:
Broadcasts nationwide
Reach to PWD / CWD, as evidenced by authoritative audience research data
Existing resources and capacity, evaluated independently including adequate location filming and
sound equipment
Concept and design of the series is compelling
Existing efforts to include PWD in coverage or report well on disability
Commitment of senior media providers to a change in public attitudes towards PWD.
b. Media provider capacity building
Recommended activities include inputs from national and international consultants to:
•

Produce guidelines (based on guidelines produced under Activity 5.1.1) for media providers on
inclusion of PWD in mainstream TV coverage and 6-page A4 attractive briefing materials, with
photographs, to interest media providers in covering the reforms and disability issues well, and
to include PWD in mainstream media. These will draw on the guidelines generated by the
Media Advisory Committee in consultation with the Media Consultation Group and give
examples of poor and good inclusion of PWD and CWD in mainstream media, without
referencing their disabilities; suggest key focus issues and story ideas, discuss language
issues, and provide tips on interviewing PWD.

•

Organise a one-day conference on the inclusion of PWD and CWD in mainstream TV
coverage, and media coverage of disability, with examples from international practice, for 100
media and DPO participants
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•

Develop and provide 20 half-day training workshops on guidelines for media providers

•

Organise 6 follow up events to support on-going linkages and relationships between DPOs and
media providers, and generate further coverage

Cross-cutting activities
Audience research
To inform the programme-makers, to ensure that the programme works for audiences, and to
provide monitoring data to the project Steering Group, formative and regular qualitative audience
research will be commissioned from a Mongolia-based monitoring and media research company.
Independent, replicable, audience research data is authoritative, and would reduce conflict over
the direction of the programmes.
Qualitative research will support the programme-makers to learn target audience information
needs, test whether content provided is valued and check whether the format and presenters are
compelling. An initial programme of research will inform the PWD programme producers. If
funding permits, we recommend commissioning quantitative research to enhance the quality of the
information on which programming and project monitoring is based.
Social marketing
In previous iterations of the design, we proposed to commission TV and radio spots to raise
awareness of the Law on the Rights of PWD and to address attitude change. This would require a
considerable investment for uncertain returns. Instead, we want to propose building on a recent
successful ADB initiative with the Global Shapers Community to run a social marketing campaign
focused on disability rights awareness.
The Global Shapers Community is a network of City-based hubs set up as an initiative of the World
Economic Forum at Davos. It is developed and led by young volunteers who are “exceptional in
their potential, their achievements and their drive to make a contribution to their communities.”
Each Hub is required to undertake an impact-generating project to better their local community.
“Hub activities are non-political, non-partisan and always focused on the great public good.”
Recently the Ulaanbaatar hub, which consists of 39 young entrepreneurs and leaders was
provided with $130,000 by the ADB to run a campaign to raise awareness of road safety. These
funds covered the overall management of the campaign and the expenses associated with
commissioning, etc, but the Global Shapers themselves gave their services free of charge.
https://globalshapers.org/hubs/ulaanbaatar
A similar initiative could be commissioned to raise public awareness of the need for PWD inclusion.
The tasks could be broadly similar to those developed for the road safety campaign (audience
figures given are from the road safety campaign):
•

Design an effective campaign to raises awareness of the rights of PWD and the need for new
attitudes.

•

Conduct stakeholder consultations with government, media companies and DPOs

•

Produce a minimum of 3 high-quality television spots (TVC) with local production to be aired
on at least 5 local broadcasters (Audience estimate of single broadcast is 200,000 people)

•

Broadcast the spots in 3 local cinemas (Audience estimate of single play 30,000 viewers)

•

Share the spots on social media channels Youtube, Facebook,Twitter, Vimeo, and Instagram
(Audience estimate of 300,000 views)

•

Produce 4 radio commercials to be aired by at least 5 local FM radios (Audience estimate
150,000 listeners)
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•

Produce two 3D billboards in downtown Ulaanbaatar

•

Design and print posters to be placed in schools, hospitals and local government service
buildings throughout Ulaanbaatar (9 district, 120 khoroo, 90 universities and 200 schools)

•

Drive social media campaign by creating hashtag that is easily recognizable and simple to use
(social media campaign will last 12 months period with regular weekly updates and
engagements)

•

Lectures and Open doors at Schools and universities

•

Design and implement an evaluation of the impact of the campaign

1.4

Risks and assumptions

Assumptions underlying recommended project design
•

The EI and employment components are supporting the development of information about the
new services that will be provided by the project, under the Social Communication budget line.

•

Information that PWD need about benefits and services will come in the first instance from
government and in the second instance from DPOs. The TV programme for PWD could also
cover stories about benefits and services - but would not be able to provide detailed
information.

•

DPOs can augment and help people make sense of the information provided by government,
but government is responsible for providing it in the first instance.

•

The isolation of deaf people is serious. The costs of providing signing / subtitles on TV will be
covered under Output 3.

Risks
It will be a major challenge for TV programme-makers to include PWD in mainstream
programming, in such a way that the impairment does not dominate and prevent audiences seeing
the person. One DPO leader has rightly voiced concern that this initiative could backfire and could
cause audiences to laugh at PWD rather than support them to recognise PWD as fellow human
beings with rights that have been denied.
The issue is partly one of lack of awareness of programme-makers, as they are very likely respond
to the PWD in exactly the same way as their prospective audiences; it is also a question of skill,
and the resources and time to make adjustments and work differently.
A particular challenge is that the project has to use the visual medium of TV, rather than radio to
communicate, given that, currently, radio is almost redundant. Radio programmes, such as the
BBC radio programme that ran for PWD for fifteen years in the UK ‘Does He Take Sugar?’ had a
significant impact, not just in supporting PWD to realise their rights, but also on public attitudes.
Research undertaken for this PPTA confirms, however, that radio is not being used by PWD and
that TV has to be the main channel for communications for the project.
These risks are serious but mitigated by the project design. The initiative has been crafted to raise
awareness of media providers first and foremost, and to inject resources into programme
development to provide the time and slack to alter routine programme-making approaches.
It will be important that inclusion of PWD in programmes takes place step-by-step, in a planned
way, with opportunities to review. It will not make sense to include in coverage PWD with
impairments that the public find more difficult to accept, at the outset, but as the initiative develops
it should be possible to move towards this. It should be remembered that negative attitudes
towards PWD still remain in countries where rights have largely been won, and that many media
channels still have a long way to go in developing an inclusive approach.
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The recommended design invests resources in ensuring that a broad range of disability-specific
DPOs are involved in the project through the Inclusive Media Consultation Group and this will
enable valuable feedback, information sharing and relationship-building across the DPO and media
environment. Exclusion is a very sensitive issue for DPOs, and the existence of a significant Media
Steering Group with a requirement to reach out to other DPOs should mitigate conflicts that could
emerge on this count.
Conflict over the value, relevance and impact of media content developed through the project is
also a risk. The audience research investment will provide independent audience feedback and
evidence of the quality (and hopefully reach) of programmes, and this should significantly reduce
the potential for conflict of this kind.

1.5

M&E arrangements and key indicators

The proposed DMF indicator is:
•

% Increase in media content on disability rights/issues reaches target audiences and meets
quality criteria set by DPOs

We recommend that the progress is monitoring through MPDSP qualitative and quantitative
research, and regular media monitoring.

1.6

Detailed instructions for implementation

1.6.1 Phasing of Activities
Years one and two
Inception phase: recruitment of a part-time coordinator, consultants, media support organisation;
recruitment of Media Steering group and Inclusive Media Consultaiton Group members.
Development of guidelines, of links between journalists and DPOs, and initial training of
media providers
Development of guidelines for media providers on inclusion of PWD in media coverage, and
materials to support their use
Training and conference for media providers and DPOs on the guidelines and their implementation
Media relations training for DPOs
Flagship TV programme
Competition organised for the development of a three-year (costs permitting) TV series of a 30minute weekly television flagship magazine programmes targeted at PWD, to be broadcast
nationally, awarding of tender and preliminary recruitment / training of PWD presenters and
development work on series concept undertaken
Audience research
Development of audience research to provide (quantitative and) qualitative data to assess the
(reach,) relevance and quality of the television series and efforts to include PWD in mainstream
programming
Grants to DPOs
Initial competition organised for the initial awarding of grants to DPOs; training provided on
development of proposals/applications; first set of 10 DPO grants awarded
“Global Shapers” social marketing campaign
Monitoring
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Processes developed for Steering group monitoring of use and impact of guidelines; review of
audience research data on TV programmes and inclusion of PWD; impact of DPO grants.
Process developed for Project Implementation Unit Gender Consultant to monitor gender balance
in TV programmes and DPO grant-facilitated content and activities
Years three and four
A further two (possibly three, funds permitting) phases of ten DPO grants, with evaluation of
impacts and review of criteria for selection if appropriate
TV flagship programme series supported for two (possibly three) years, with the option of a
contract break subsequent to a mid-term evaluation.
Further facilitation of linkages between DPOs and media providers to generate coverage, and of
high-level media providers and Media Steering Group members, to discuss efforts to develop
inclusion of PWD in media coverage
1.6.2 Draft terms of reference for consultants
The PIU will commission the services of two international consultants and one national Media
Support organisation:
DPO Facilitator, international individual, 2 months
A PWD with at least 15 years experience of leading rights-based disability work and substantial
experience of bringing together specific disability DPOs to develop consensus and solutionsoriented ways forward with each other and government,
Desirable to have experience of supporting rights-based work with media providers
Demonstrable understanding of the complexities and risks involved in media inclusion of PWD
Tasks
Support PIU and Coordinator to select Media Steering Group members and design transparent
process of engagement
Provide training and team-building for Media Steering Group members to ensure productive
process of engagement
Facilitate process of development of guidelines and mechanisms for monitoring.
Research and provide history and principles of international experience of TV/media inclusion of
PWD / CWD to inform Media Steering Group discussions, the development of guidance, and the
conference, in collaboration with the TV / Media Consultant
TV/Media consultant, international individual, 2 months
Recruitment criteria:
TV Producer with minimum 15 years TV factual production experience for mainstream terrestrial
television.
Experience in supporting TV providers to strengthen capacity
Strong understanding of rights-based approach to disability
Experience of working on social themed programmes, and programmes that include PWD
Experience of working with audience research data
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Research and provide history and principles of international experience of TV/media inclusion of
PWD to inform Media Steering Group and Media Inclusion Consultation Group discussions, the
development of guidance, and the conference, in collaboration with the DPO Facilitator
Work with national Media Support Organisation to facilitate strong understanding of international
experience of TV/media inclusion of PWD
Work with DPO International Facilitator and Media support organisation to organise training for
media provider leaders on inclusion of PWD
Advise PIU interview panel on merits of short-listed TV Channels to produce Flagship TV
Programme
Support team producing Flagship TV series for PWD to develop series concept, and to undertake
series and programme research
Provide distance capacity support to TV production team on programme plans
Media Support Organisation, national institutional consultant
A national Mongolian media support organisation will be commissioned to:
In first 18 months:
Work closely with the Executive Steering Group and draw on the support of the International Media
/ TV Consultant and the international DPO facilitator to produce guidelines for media providers on
inclusion of PWD in mainstream TV coverage.
Produce 6-page A4 attractive briefing materials, with photographs, to interest media providers in
covering the reforms and disability issues well, and to include PWD in mainstream media. These
will draw on the guidelines and give examples of poor and good inclusion of PWD and CWD in
mainstream media, without referencing their disabilities; suggest key focus issues and story ideas,
discuss language issues, and provide tips on interviewing PWD.
Organise a one-day conference on the inclusion of PWD and CWD in mainstream TV coverage,
and media coverage of disability, with examples from international practice, for 100 media and
DPO participants
Develop and provide 20 half-day training workshops on guidelines for media providers
Develop and provide 5 4-session training workshops on media relations and social media for DPOs
Subsequent to first 18 months:
Organise 6 events to support on-going linkages and relationships between DPOs and media
providers, and generate further coverage
Criteria for selection
The Media Support Organisation will be respected by Mongolian media providers and experienced
in running training and producing content on social themes and human rights issues for journalists

1.6.3 Structure for implementing and empowering DPO leadership
Project Implementation Unit
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Will recruit the Media Inclusion Consultation Group and Media Steering Group, with support from
the international DPO Facilitator
Will develop “Conflict of Interests” policy on grant awarding process
Will be responsible for final decisions on the awarding of grants and competitions
Will co-ordinate and administer project activities.
We suggest this is undertaken by a:
Part-time Media and Communications Co-ordinator
Public sector administrator with x years experience, with private/public sector media experience
and NGO experience desirable
Job Description
Provide reports for Steering group
Liaise with Steering Group members
Administer Grant award process
Commission firms to implement services for the Media and Communications element of the
project.
The Media and Communications Coordinator / PIU will be guided by a Media Steering Group
Rationale
The Media Steering Group will advise the PIU on the implementation of the Media and
Communications Strategy, output 5.1.
The Media Steering Group will lead efforts to ensure the inclusion of PWD in mainstream media
coverage, and the production of effective media content that explains the reforms and new
legislation
The project needs to be built on a clear understanding of what constitute appropriate and effective
relationships between the different actors.
The project also needs to be built on consensus among DPOs about what constitutes positive
inclusion of PWD in mainstream media, and how PWD can best be supported to realise their rights
through communications and media initiatives.
An effective Media Steering Group can provide a basis for developing wider clarity of the
importance of ensuring that the editorial independence of media providers is respected; that media
providers heed the evidence provided by audience research and DPO advisors; and that
government provides prompt, accurate information about the reforms and implementation process.
This will be composed of:
Three DPO leaders, and two media provider leaders :
Year 1 = 2 months each = 10 months
Year 2 = 1.5 months each = 6.5 months
Years 3-5 = 1 month each = 15 months
Total = 31.5 months at national consultant rates
The DPO leaders will have demonstrable experience of working across disability-specific
organisations to forge consensus, and the commitment to enable others to do so.
The media leaders will be respected high-level media providers with a commitment to supporting
the inclusion of PWD in mainstream media coverage
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Tasks of Media Steering group
To support and advise the PIU on the implementation of the Media and Communications element
of the project, output 5.1
To work closely with the Media Inclusion Consultative Group on the implementation of the Media
and Communications Strategy
To support, advise and monitor the inclusion of PWD in mainstream media coverage over the life
of the project.
To demonstrate and facilitate within the Media Inclusion Consultative Group an appropriate
understanding of the roles of DPOs, media providers and government information providers
To facilitate the development of consensus within the Media Inclusion Consultative Group on
guidelines for media providers on the coverage of disability issues and the inclusion of PWD in
mainstream media coverage
To work closely with the Media Support Organisation to develop guidelines for media providers and
materials for media providers to illustrate these
To advise the Project Implementation Unit on the awarding of grants to DPOs and the TV channel
selection process
The Media Steering Group members will be paid 2 pcm for the first year and 1.5 pcm for the
second year, and 1 pcm for following years– or have a similar element of their salary covered
The Media Steering Group will meet and consult with a wider group of DPO and media leaders,
quarterly in year one, and biannually from year two.
Media Inclusion Consultation Group
Tasks
To advise and give feedback on the overall implementation of the Media and Communications
strategy Output 5.1
To ensure effective and constructive communication and information-sharing about the project
between the wider community of DPOs, media providers and government stakeholders.
To promote a strong working understanding between the government, DPOs and media providers
of their distinct roles and responsibilities.
To develop consensus on what constitutes positive inclusion of PWD in mainstream media and
strategies for achieving this.
To support the Media Steering Group to develop and monitor the use of guidance for media
providers
Selection of Media inclusion Consultation Group members
The main Steering group will be made up of ten DPO / CWD parent leaders, five media leaders
and two government stakeholders
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Administrative support will be provided by the PIU, a representative of which will attend the
meetings
Consultants and organisations implementing project activities may be invited to the meetings.
DPO leader members:
Strong commitment to a rights-based understanding of disability and to supporting all PWD to
achieve their rights
Recognised and respected as leaders in their field
Demonstrable commitment to reaching out to and representing the views of PWD beyond their
immediate members, beyond Ulaanbaatar and in rural areas; and to building constructive linkages
with other related DPOs
Demonstrable commitment to extending engagement to PWD - and the DPOs that represent them
- which have greater challenges in realising their rights and achieving the respect of the public.
The group represents a broad base of impairments, from a broad range of disability-specific and
other relevant DPOs
The group reflects experienced different generations of DPO leaders, and of carers / parents,
All members have a demonstrable commitment to working cooperatively to achieve solutions and
consensus.
Media leader members:
Demonstrable commitment to include PWD in media coverage; or to ensure good media coverage
of disability issues.
Senior leaders of respected media organisations, with a public service commitment
The group will reflect the predominance of television, with representatives of three TV channels
including Mongol TV, one print/web media house, and one representative of Best FM 98.5 radio
station, for people with visual impairments.
The non-government Media Inclusion Consultation Group members will receive $50 per meeting to
facilitate their participation. We anticipate four meetings in year one, three meetings in year two,
and two meetings in subsequent years = $9,750
Government stakeholder members
The government official from the Information Service responsible for informing the public about
disability legislation and its implementation; a government official responsible for the
implementation of the project
All will need excellent communication and committee participation skills
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2

Activity 5.2 Social Welfare

2.1

Situation analysis

In the sphere of social welfare the three main laws currently existing and that are relevant for this
PPTA are the social welfare law, the social security law for people with disabilities, and the law on
social security for the elderly. Other relevant laws are also those related to social insurance: Social
Insurance Law, Law on benefits provided by the Social Insurance Fund against Employment
Accidents and Occupational Diseases. The Mongolian Government recognizes that current laws
do not fully address the needs of PWDs and intends to improve the social welfare law in articles
related to PWDs. A new law on the rights of PWD was approved in Parliament in February 2016,
but concerning social welfare it still refers to the current social welfare law and in some parts it
simply reproduced what is already present in the current Social Welfare Law (see in particular
chapter 8 of the law). However, there is the intention to subsequently reform social welfare
benefits and this therefore fits very well in the scope of the PPTA. More specifically the Ministry
has voiced the intention to consolidate disability benefits. Nevertheless, the new law also makes
some provisions for the creation of new special services for PWD to ensure access to concessional
mortage rates, community-based social welfare services, services to support independent living.
The presence of both social insurance and social welfare support for PWD shows the existence of
a good architecture and the system distinguishes well the role of these two functions of support.
The main benefits currently provided for PWDs under the social welfare law are: social welfare
pension (dwarfs aged 16 or more; people with disabilities who lost 50% or more of their labor
capacity, in 2015 this was equal to 126,500 MNT per month), caregiver allowance (carers of single
person with disabilities, or person in need of permanent care, including CWD, in 2015 equal to
58,000 MNT per month), support for person in need of permanent care (in 2015 PWD, 60,000 MNT
per quarter or CWD- 126,500 MNT per month, the latter was increased substantially and taken to
the value of the social welfare pension), community based social welfare services (counseling and
life training; funding community groups; rehabilitation services; temporary shelter; and home-based
care), and special entitlements for PWD (16 different entitlements, some of which are specifically
targeted to sub-groups: the blind, PWD in need of permanent care, single PWD, etc and range
from annual financial assistance for fuel expenses, prosthetic devices, free transportation,
communication allowance, etc.).
Social insurance provides a disability pension to all those who worked and paid social insurance
contributions for at least 20 years or for those who made at least 3 years of contribution in the 5
years before suffering an accident. If the assessment made by the Medical and Labor Examination
Commission is of a loss of capacity to work of 30% or more, the disability pension should not be
less than 75% of the minimum wage, and in general the amount is computed multiplying the
average monthly wage of the insured by the percentage of work ability loss. Moreover, in case of
work accidents, there are also one-off payments that the employer is compelled to make.
It is also very important to mention that the new law on the rights of PWD in article 17 states that “It
is forbidden to stop any pension and allowance of social welfare and social insurance of persons
with disabilities who are working, because they receive a salary”. This clearly aims at ensuring that
people have the right to work even if they are affected by disability. This is against the definition of
disability as a work capacity loss up to 100% and so requires a profound change in the way
disability is defined and understood.
In order to be considered eligible for social welfare and social insurance benefits PWD and CWD
need to undergo a medical examination in the aimag centre or district hospital (Medical Inspection
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Commission), under a referral made by the General Practitioner. For children there exist a
Childhood Health, Education and Social Welfare Commission (hereinafter referred as 'the Children
Commission' ), which is a multi-disciplinary team determines the disability status and the required
support needs. However, the creation of the Children Commission is relatively new and so not fully
operative everywhere. People 16 years and older following that examination also need to undergo
a different assessment under the Medical and Labor Accreditation Commission (MLAC), which
assesses the disability in terms of labor capacity loss. Such examination entitles people to receive
either social welfare assistance or social insurance depending on whether the PWD has made
enough contributions in the social insurance fund.

2.2

Gap analysis

The key problems identified under the current design and implementation of disability related
benefits can be summarized in terms of coverage, adequacy and flexibility of the system.
Concerning coverage there is informal evidence of unreported/unregistered cases of disability that
don’t receive services and access to social welfare services, and even when people with
disabilities are registered there is incomplete or partial access to social welfare benefits (lack of
use of entitlements and services). In terms of adequacy, amounts of benefits are very low,
especially some of them. And finally the system is very rigid, prescribing a system of entitlements
that do not necessarily respond to the needs of all PWD.
The lack of coverage was confirmed by the primary research conducted in February/March 2016
both concerning the assessment/identification of disability and the coverage of social welfare
among those identified. The household survey and the analysis provided in the Poverty and Social
Analysis paper shows that about 18% of PWD did not undertake an examination at the MLAC or
equivalent Children Commission. Moreover, there are clear signals that disability is underestimated among the elderly and women. while 39% of PWD in our sample did express the need
to receive assistive devices only 6% of them did receive them. Furthermore, coverage of
concessions/discounts and reimbursement benefits shows a coverage of only 1 out of 5 PWD, with
a clear tendency for these benefits to be received by the relatively better-off among PWD.
More in detail we can highlight the following main problems identified under the current design and
implementation of disability related benefits:
1.

2.

3.

4.

Amounts of social welfare benefits are considered too small in relation to minimum wage and
subsistence minimum level and do not take into account the extra costs faced by children and
people with disabilities. This is particularly true for the caregiver allowance, which is less than
30% of the minimum wage and less than 40% of the official per capita poverty line;
To somehow compensate for the extra costs of disability PWD are entitled to a set of
additional benefits and concessions, but these do not appear to have been developed
systematically and instead appear to represent ad hoc adjustments, perhaps responding to
specific requests of support from different groups (for example, a number of specific support
are designed just for the blind, other PWD might have other needs, but these do not have a
corresponding support). Nevertheless, some of the entitlements do try to distinguish the level
of support based on some assessment of the severity of disability (needing permanent care or
based on the degree of loss of capacity to work);
There is also a system of reimbursement for assistive devices, but the list appears restricted
and the amount reimbursed often insufficient; moreover, quality and care in the delivery of
such assistive devices has large inefficiencies;
Community based social welfare services could provide some rehabilitation services and
home care services for PWD. However, this has not developed for two main reasons:
absence of NGOs presence beyond aimag centres, too restrictive conditions on how these
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5.

services should be provided (there is also a limit of receiving no more than 15 days of home
care assistance per year per PWD);
There is very little support in terms of services for caregivers: this could take the form of simple
trainings and/or respite care. While some of these services are conceived under the
community-based services, in practice these encounter a number of implementation issues
and do not materialise, with clear asymmetries between urban/rural areas. Concerning social
insurance, and more specifically health insurance, it is unclear whether caregivers of CWD or
PWD are currently covered by health insurance. Moreover, even if caregivers work full-time to
look after household members this is not recognized in terms of pension contributions.

In various interviews DPOs confirmed at least some of the above statements emphasising the lack
of flexibility in the current system and giving PWD autonomy to decide how to spend some
monetary support, perhaps through some consolidation.
International best practice in social welfare systems for PWD is linked to the ICF conceptual
approach to disability, which moves away from seeing disability only as a medical condition that
needs compensation and as a percentage of work capacity loss, to an approach that emphasises
the possibility of rehabilitation, allowing activity through assistive devices and removing barriers to
participation and, whenever possible, encourage and support PWD to participate in the labour
market (see for example Palmer (2013): Social protection and Disability: A Call for Action; Oxford
Development Studies, Vol. 41, No. 2). Moreover, in order to increase flexibility of support and
accommodating individual needs some countries have developed packages of assistance in the
form of ‘personal budgets’ (see for example “European Platform for Rehabilitation: Personal
budgets a new way to finance disability services”, 2013). PWD in need of services receive a
certain budget that they can spend and use to meet their specific needs. Needs are assessed
based on medical and social care professionals advice and result in different budget allocations.
This budget can then be spent giving direct decision power to PWD or with the intermediation of
professional carers. The budget can usually be used to purchase social care services, equipment,
therapy and nursing services. However, these models require quite an advanced system of
intermediation as well as the presence of a network of service providers, which seems far from the
current conditions observed in Mongolia.
However, at the same time there is a clear call from DPOs to introduce more flexibility and fairness
in the way social welfare is provided. The system is currently very rigid and decides what is
possible to receive for PWD without taking into account the diversity of needs and circumstances
faced by PWD. The current administration of disability benefits and concessions works on a
piecemeal approach considering each request/need of support in isolation.
In particular, one of the key missing element that currently emerges from the existing system in
Mongolia is a more balanced assessment of the needs of PWD, so that the amount people receive
for the social welfare benefits better reflects the different needs. For this reason some countries
have developed systems of assessment that distinguish between the different levels of needs to
which corresponds a progressively higher monetary allowance. In the simpler scenario there is a
distinction between severe and moderate need.
One other area that is emphasized by the review committee of the CRPD is the lack of support for
PWD without family or relatives and their right to live independent lives. This is now recognized in
the newly approved Law on the Rights of PWD. This will require special personal assistance
services and perhaps the need of supported independent living services or community based
social care services provided in small apartment-homes for PWDs.
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2.3

Social welfare recommended project design

The proposed reforms of social welfare benefits for PWDs are the following:
•

Creation of a disability allowance through the consolidation of resources currently provided
under ‘social welfare pension’, ‘support to PWD or CWD in need of permanent care’, and some
of the other entitlements and benefits for PWD;

•

Possible increased amount for caregiver allowances distinguishing between the different level
of care, ensuring that they are covered by health insurance and ensuring that years spent as
caregivers would count for their pension eligibility;

•

Improved implementation and design of community based social services for PWD.

Disability allowance
The basic proposal consists of introducing a more flexible system in the package of support for
PWD and based on an actual assessment of needs. This essentially would involve consolidating
budget allocations for social welfare pension in case of disability (including dwarfs), allowances for
persons in need of permanent care (monthly benefit for children requiring permanent care and
quarterly benefit for those above 16) and the 16 types of concessions/benefits and use them to
provide a unique disability allowance, mostly in cash, but in some cases also retaining services
and entitlements to special services currently provided. The substantial difference is that it will
become one unique benefit. Attached to a unique benefit there will be information on related
services, including information about the possibility to obtain assistive devices. However, assistive
devices would be provided as part of the health insurance package and not, as now, as items for
which people need to pay in advance and then receive (partial) reimbursement.
The move to a disability allowance with a higher cash component will leave each PWD the
possibility to determine how to use such money to address their specific needs and social workers
could provide advice, also in relation to the services existing in the area. On the contrary, the
assessment of the targeting of social welfare benefits conducted by the WB (Onishi, J., & Chuluun,
T. (2015). Review of program design and beneficiary profiles of social welfare programs in
Mongolia. Washington, D.C.: World Bank Group) has shown that services such as access to
sanatorium, reduced transportation costs are used primarily by the relatively well off. Similarly, the
analysis of the household survey conducted for this PPTA has shown that demand for assistive
devices is largely unmet, and that all reimbursements and complementary services/benefits are
primarily received in urban areas and with a bias towards the relatively better-off households. This
suggests that some of these benefits do not fit everyone and that the service is somewhat unfair
and biased. Therefore it is recommended that people would have the choice of either taking up that
opportunity or obtaining a cash equivalent (though the cash equivalent might be a bit lower).
Where presence of DPOs is available it will also be possible to pilot an option whereby PWDs
could use their entitlements in form of services provided through DPOs.
It will be necessary to develop a methodology that identifies two or three levels for the amount of
the disability cash allowance depending on the assessed level of special needs of every CWD and
PWD. The exact amount of the disability allowance should be determined by an estimate of the
number of people with different needs and the currently available budget as well as taking into
account a reduced amount when people receive pension and other benefits through social
insurance. The procurement of assistive devices should be done through the rehabilitation centres
and supported by the health insurance package as suggested in the new health insurance law.
However, the exact calculation of what assistive devices can be included as part the health
insurance package will require a specific assessment. Access to the assistive device will be
determined based on the specific needs associated to the medical condition.
© Oxford Policy Management

26

Report Title

The expectation is that following the medical and disability assessment the new structure of
support will provide a single entry in the package of available cash support and services for PWD,
thus simplifying access, increasing transparency and equity. This should also guarantee an
increased coverage of PWDs.
Concerning the specific entitlements and concessions for PWD, Table 1 provides the list of
concession and the proposed treatment.
Table 1 Proposed treatment for concessions for people with disabilities
Type of concession

Proposal

Annual ﬁnancial assistance to pay apartment fees and to buy fuel if they live in an apartment
without centralized heating or in a ger
100% reimbursement of the cost of prosthetic correction in the country
Reimbursement for 100 percent of purchased or made special care instruments like
orthopedic tools, wheelchairs, and other equipment made in the country
Annual assistance for two-way transport to/from school and kindergarten, or provision of a bus
for them
Reimbursement of one-way transportation fee and 50 percent of rest and treatment fee once a
year in the domestic sanatorium and nursing centers
Discount in the price of kindergarten food

Disability cash
allowance
Health insurance

Discount in communication expenses for a blind adult
Reimbursement for a one-way transportation fee for medical treatment or undergo medical tests
in the capital city according to a decision of the specialist doctors’ commission of the local aimag
clinic
Free postal delivery of documents written by a blind person such as Braille letters, postcards,
and parcels up to 10 kilograms and equipment, devices, or facilities for blind persons in the
country
Reimbursement for 75 percent of a two-way transportation fee if a blind person needs to travel
from the aimag to the capital city and from the capital city to the aimag to receive medical
treatment or care at a domestic nursing home and sanatorium based on the conclusion of a
medical institution
Reimbursement once a year for 50 percent of a summer camp fee if a minor with disability
stays in a summer camp
Financial assistance equal to 75 percent of funeral expenditure from the social insurance fund
for single disabled persons or minors with disability who are not entitled to receive a funeral
pension under social insurance legislation
One-time ﬁnancial assistance equal to the pension during the period a person with disability
competes at the Olympics or a continental or world-class competition and wins a gold, silver, or
bronze medal
Free public transportation facilities (except taxis) for persons with disability in the capital city and
provincial centers notwithstanding the territorial jurisdiction
Priority services for persons with disability by trade, transportation, communication, health and
public service organizations

Health insurance
Remains as service
Option between
cash or service
Remains as service
Disability cash
allowance
Remains as service
Disability cash
allowance
Disability cash
allowance
Disability cash
allowance
Remains as service
Move to Ministry of
Sport
Remains as service
Remains as service

In the proposal we identify a number of options: ‘disability cash allowance’ and ‘remains as
service’. When we recommend that the concession becomes part of the cash element of the
disability allowance this means that the current budget allocation for this concession will be
distributed as cash or, as explained earlier, PWD in certain cases could opt to receive a specific
service. ‘Remains as service’ means that the service will always be offered as part of the disability
allowance package. This will be highlighted when the disability allowance is granted. In particular,
the proposal is to maintain services that reduce access costs to fundamental services: attendance
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to kindergarten as well as transportation for medical exams. Financial compensation for PWD
attending Olympics and winning medals appears a very occasional benefit that would fit better
under the Ministry of Sport and does not have a strict social welfare nature.
The above reforms would require to be more finely designed and then introduce changes both in
primary and secondary legislation. The social welfare law would need to be amended and such
changes should then be reflected also in the Law on the Rights of Persons with Disabilities. It
would then require changes in the regulations for proper implementation of the new allowance.

Caregivers’ allowance
The second proposal consists in increasing the caregivers’ allowances. This could be done either
by trying to differentiate amounts based on the actual support needs of the person to whom the
caregiver gives support or through an increased budget. It will also be important to consider how
to provide some training services for caregivers and ensuring that they are covered by health
insurance, as well as assessing the feasibility of including pension contributions for caregivers.
Community based social welfare services should also be reviewed to ensure a more realistic
approach and increase their clear linkages to caregivers’ allowances. Indeed, together with an
increased amount provided to caregivers should also come the need to support their activities with
some basic trainings, respite services as well as providing some support and monitoring. As part
of the community based services it will also be possible to develop the role of personal assistants.
Finally, as for other social welfare benefits, amounts of disability benefits should increase in line
with inflation.

Community based social welfare services
These are also discussed under the service delivery output of this project, but basically it will
consist of reviewing the current legislation, and in particular the new law on the rights of PWD and
develop proposals for sustainable and effective social wefare services. The degree and scale of
the provision of such services will crucially depend on the budget available for such activities.

2.4

Risks and assumptions

While the proposed reform and introduction of the ‘disability allowance’ would increase coverage,
flexibility and equity compared to the current system, it might encounter some resistence especially
from some of the beneficiaries who are currently receiving tailored support or have ways to actually
use some of the current benefits.
Moreover, the more transparent system of the disability allowance coupled with the changes in
which disability is assessed and measured might result in an increased number of PWD and thus
require a higher budget, which might not be available and so further obstacles could appear on the
way. This risk is mitigated by the employment component and the emphasis on ensuring people
participation in the labour market as well as an easing of the disability when environement and
assistive devices allow overcoming barriers of social exclusion. Experience of various OECD
countries is that such policies are primarily effective not on PWDs who are already receving some
benefits, but the newly impaired workers who are encouraged to remain in the labour market (see
for example Burkhouser et al. (2013): Disability benefit growth and disability reform in the US:
Lessons from other OECD countries; Working Paper 2013-40; Federal Reserve Bank of San
Francisco).
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Nothwithstanding the above considerations a meeting with stakeholders held at the MPDSP on the
18th of March concluded with large approval of the proposal.

2.5

M&E arrangements and key indicators

In line with the indicators of the Incheon strategy and the SDGs we would propose to include the
following indicators for social welfare.
Current indicator and target

Modified additional indicators

Social welfare funding is rationalized (better
targeted, progressive support, more relevant,
less complex)

Social welfare funding better responds to
needs of PWDis rationalized (more
equitablebetter targeted, progressive support,
more relevant, less complex)
Proportion of persons with disabilities who
need assistive devices or products and have
them (increased from X to Y)
Coverage of persons with disabilities within
social protection programmes (specifically
targeting PWDs), including social insurance
and social assistance programmes

The first indicator will be measured by the MPDSP and based on the proposed consolidation
reform of the different disability benefits and creation of the ‘disability allowance’. The success of
the reform will be assessed with hard sub-indicators, higher coverage of PWD with assistive
devices and the coverage of PWD with ‘disability allowance’ and social insurance programmes.
Both these sub-indicators will be measured through the HSES.

2.6

Detailed instructions for implementation

The proposed practical activities of the project are the following:
1. Implement the new system of assessment of disability that explicitly determine the level of
support needs of CWD and PWD. This is explained under output 1 and output 5.4.
2. At the beginning of the project it will be necessary to conduct an assessment of risk of certain
medical conditions and the related demand for assistive devices to understand expected
expenditure and what devices can be included in the health insurance package.
3. Design the details of the disability allowance (exact amount of benefit for different levels of
need) and the caregiver allowance as well as their implementation features;
a. support the modififcation of the law and preparation of specific regulations;
b. training of social welfare services staff in each khoroo and soum (about 900 people) on the
new benefit (including disability-sensitive training);
c. design and produce relevant information material;
d. introduce changes in the MIS for enrolling beneficiaries and provision and monitoring of
service and making payments;
e. improve management of grievance and complaint system.
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4. Development of more adequate regulations and implementation mechanisms of community
based social welfare services.
Therefore we envisage three main activities requiring the following inputs:
Activity

Inputs

1. Assessment of risks of medical conditions, 1.1) Experts on health risk assessments, need
demand for assistive devices, expected of assistive devices, health insurance (1
expenditure and inclusion in social insurance International + 1 national consultant)
package
2. Detailed design of 'disability allowance' and 2.1)
Senior
social
protection
experts
'caregiver allowance' + drafting of law and (international + national)
regulations + support to implementation
2.2) Media experts (international + national)
2.3) MIS national expert
3. Better regulations for community based 3.1) Social services experts (international +
social welfare services
national)

Given the strong relationship between these activities it is recommended that these consultants will
be hired and managed by a Firm.
Inputs
1.1) Experts on
health risk
assessments,
assistive devices,
health insurance

2.1) Senior social
protection experts

2.2) Media experts

2.3) MIS national
expert
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Main tasks/outputs
Experts will need to review the most common
health risks in Mongolia (chronic diseases,
frequency of accidents, communicable
diseases, etc.) and estimate the likely demand
of these conditions for assistive devices, what
would be their costs and the implications of
their introduction on the health insurance
package (costs and how they should be
spread)
Experts will design the new disability allowance
following the parameters provided; support the
development of relevant changes in the law,
develop regulations; support the
implementation of the law, development of
manuals for social workers and overview on
changes in the monitoring and grievance
systems. There will be a gap between design
and support to implementation depending on
when the legislative changes will be passed.
Production of adequate leaflets/brochure and
campaign strategy for communicating the new
disability allowance. This will only take place
after the new legislation is passed
Once the new legislation is passed, the MIS
system in the GOSWS will need to be
amended and properly structured, creating a

Number of months
This will be done at
the beginning of the
work, 2 months
each for
international and 3
for the national
consultant
10 months
international
(international team
leader), 12 months
national (deputy
team leader)

1 month
international, 2
months national
2 months national

30

Report Title

3.1) Senior social
services experts

set of new functions and monitoring tables
(work under supervision of team leaders).
Review the current regulations of community
social welfare, make changes to improve
regulations (adequate qualitative fieldwork will
need to be undertaken)

2 months
international, 4
months national

It is also expected that there will be need of budget to produce leaflets/brochures to explain the
new disability allowance and print manuals for social workers to explain in more detail the reform.
Moreover, training will need to take place nationwide for all social workers. This has been
conceptualised as a training of trainers with 3 people from every aimag and district travelling to UB
to receive 1 day training and then training in every aimag and soum for all social workers (at least 1
for every soum/khoroo).
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3

Output 5.3 Comprehensive strategic plan

3.1

Situation and gap analysis

The MPDSP and other Government agencies together with DPOs are currently in the process of
developing a National Programme for implementing the new Law on the Rights of People with
Disabilities which essentially represents a comprehensive strategy on disability that shifts the
paradigm from ‘welfare’ to ‘rights’. This activity is being supported by the EG4EG project, AIFO and
the State Department.
The National Programme is being introduced in 2016 and will run for 8 years through 2024. It is
therefore recommended that this project should contribute to a strategic review process that will
review implementation of the Law and the National Programme beginning in 2019 and support a
participatory consultative process for adjusting and updating the strategic plan for the second half
of the strategic period 2020-2024 and into the next eight year planning period. This will require
some national and international TA, but will also draw extensively on the monitoring data emerging
from other outputs under this project including in relation to gender, poverty and social analysis
and on broader monitoring of the Incheon Strategy and UNCRPD implementation.
The Working Group meetings held in March and the April consultation workshop confirmed that
this would represent a sufficient and appropriate contribution to strategy development on disability
for the project. Since then, the decision has been taken to turn activity 2.5 on development of
alternative care services for children with disabilities in UB into an activity to develop a
deinstitutionalization strategy for the provision of care services to children with disabilities without
parental care. The main reason for this proposed change is that deinstitutionalization of care
requires a strategic and long-term approach with considerable investment of resources into the
development of alternative services to support families and prevent placement of children into care
and to establish alternative, family-based forms of care (see for example UN Guidelines on
Alternative Care for Children and the Common European Guidelines on the Transition from
Institutional to Community Based Care24).
It is proposed that a strategic and long term approach be developed by incorporating the question
of desinstitutionalisation of care services into the strategic review process proposed under this
activity. The survey of institutions conducted for the PPTA shows that children with disabilities are
over-represented among children without parental care in institutional care and suggests that the
reasons for entry into institutional care for these children are mainly social – poverty, lack of
support for parents in the community, inability of families to cope. The service development
activities proposed under Outputs 1 and 2 will help to support families to provide adequate care for
their children in their own communities and help prevent entry of children into residential care
unnecessarily. Activities proposed under output 5.5 to systematize data collection on children and
adults living in residential institutions will also help to ensure that the deinstitutionalization strategy
can be based on more reliable data than is currently available.

3.2

Recommended project design

National consultant to support MPDSP and DPOs to plan and implement a strategy review process
in 2019 - including a review of data on children and adults with disabilities living in institutional care
arrangements - that will result in a renewed/updated National Programme for 2020-2024
incorporating a strategy for deinstitutionalization of care services and transition towards community
and family based care for children without parental care and for adults with disabilities without
24

www.unicef.org/protection/alternative_care_Guidelines-English.pdf and www.deinstitutionalisationguide.eu
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families. The review will also set longer term strategic objectives for the subsequent strategic
planning period.
Detailed implementation arrangements – 9 months national consultants
1. A DPO and inter-ministerial strategy review working group will be established by the MPDSP to
oversee the task including approval of the ToR for the national consultant. The ToR is likely to
include a review of the implementation of the Law on the Rights of PWD and the
implementation of the National Plan 2016-2024 to be conducted through:
a. Desk review of monitoring data generated through project implementation, Incheon
Strategy implementation monitoring and UNCRPD implementation reporting mechanisms –
1 month
b. Qualitative research seeking to elicit perceptions of PWD in UB and three aimags in urban
and rural areas, not only those who are involved in DPOs or formal disability structures, on
the implementation of the law and the National Plan, satisfaction with service developments
and other project qualitative indicators – 2 months and field research costs for conducting
focus group discussions and key informant interviews
c. Gap analysis of the implementation compared to the provisions of the Law and the strategic
goals and objectives set in the National Plan and the wider international framework
including the Incheon strategy – 0.5 month
d. Comparative analysis of equity in the implementation of the National Plan and the Law in
relation to gender, poverty and social factors including rural/urban divide, different types of
disability, children/adults with disability – 0.5 month
2. Facilitation of a series of 12 strategic planning consultation workshops for 30 people each to
adjust the existing National Plan if required and to set out medium to long term strategic vision
and goals for beyond 2024. It is anticipated that the consultation will take the form of a series of
three facilitated meetings and discussions in UB and 3 selected aimags with:
•
•
•

PWD and CWD, parents or carers of CWD
Professionals in the health, social, education and employement sectors working with PWD
and CWD
Decision-makers at all levels (aimag, City and National) concerned with health, education,
employment, social services and social welfare, accessibility to transport, information and
infrastructure

The aimag/district consultation will be consolidated into a national consultation report that will help
to inform the working group in shaping the strategy review. The consultation will aim to present the
findings of the review and consult with stakeholders to identify strategic priorities in the medium to
long-term as well as adjusting short-term goals within the 2020-2024 plan implementation period.
•

Consultation workshops: national consultants 2 months and associated costs for running
workshops – venue hire, refreshments, travel, printing handouts

•

Consultation report production and final validation with stakeholders: 1.5 months

Wide communication of the results of the review and the strategic planning consultation through
the media and a national conference on disability in 2020 for 200 people. The communication task
will help to contribute to implementation of Article 7 on raising awareness of disability and support
the ongoing shift in the paradigm from ‘welfare’ to ‘rights’.
•

Communication campaign on the national consultation and strategic review: 0.5 month national
consultant to define ToR for communication campaign and $25,000 to commission campaign
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•

National conference: 1 month national consultant and $24,000 procurement for logistics of
organizing conference – participant travel and accommodation, printing materials,
refreshments, venue hire,
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4

Output 5.4 Implementing the International Classification
of Functioning, Disability and Health (ICF)

4.1

Situation analysis

Mongolian authorities have started to change the prevailing purely medical approach to disability
into an approach based on human rights and a biopsychosocial model. This is in line with WHO
endorsement and recommendation of a broader definition of disability, provided by the ICF (2001).
In the ICF, disability is used as an umbrella term covering impairments, activity limitations and
participation restrictions and the ICF makes it possible to consider personal and environmental
(social) factors that influence a person’s abilities. The ICF meets the demand for rights for PWD
and provides a comprehensive and a biopsychosocial model of functioning.
The “Law on the rights for people with disability”, passed by Parliament in February 2016, provides
a legal definition of PWD: “…those who have long-term physical, mental, intellectual or sensory
impairments which in interaction with various barriers may hinder their full and effective
participation in society on an equal basis with others” which is in line with a wider, biopsychosocial
concept of disability. In article 37 of the law it is indicated that the ICF shall be used to identify
PWD and that disability assessments and decisions shall be taken in commissions.
Mongolia is a signatory of the Incheon Strategy and the UNCRPD, and as such committed to the
implementation of the ICF. In addition to responding to the needs of persons with disability and
defining parameters of disability for interventions, the ICF is also needed to:
•

meet the transition in health epidemiology from acute to chronic diseases and the ageing of the
population

•

meet the change in public health focus from disease to consequences of disease

•

meet the need for a “common language” to describe functioning for interdisciplinary and
international use

Therefore, the ICF should be used 1) as a classification of functioning in clinical work and 2) as a
framework for policy planning, methodology development and disability assessments. In the latter
aspect, it might not be necessary to use the full ICF classification. In the following sections of
output 5.4. we separate these two aspects of implementation for the sake of clarity. They are
however dependent on each other, and it is our opinion that they should be introduced
simultaneously.

4.1.1

Introducing the ICF classification

At a national conference in Ulaan Baatar in 2012, with support from the WHO, the ICF was given a
broad presentation. By then, a translation of the ICF into Mongolian had already been completed in
MoH. The translation was in some informal use by rehabilitation physicians but was never
published. In 2014, the National Rehabilitation Center (NRC) took up further work on the
translation and added the child and youth version of the ICF (ICF-CY, 2007) and a user manual.
The full ICF-CY version is now under editing process, with planned intersectoral workshop for
linguistic suitability and publishing in September 2016. Copyright issues will need to be settled with
the WHO. The NRC plans to disseminate and teach the ICF in the rehabilitation sector in the
coming period 2017-2020.
DPOs are strongly in support of the ICF and emphasize that it will improve service delivery, adjust
benefits and give a more just system of disability assessments. In the rehabilitation sector, the
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introduction of the ICF is under way, but less than in other health sectors. There has not been any
significant effort in social insurance/social welfare to make use of the ICF. Among DPOs, the
knowledge of the ICF is considerable and includes clear ideas on how the ICF should be
implemented in Mongolia. The knowledge is more varied in the ministries, and lower in the health
sector and in social welfare/social insurance, except for rehabilitation medicine25.
ICF has been taught in medical schools and in schools for physiotherapists and occupational
therapists26 since 2010. In medical schools, ICF is taught together with the disease classification
ICD, and the extent of teaching is small. In the curriculum for physiotherapist and occupational
therapists, the teaching of ICF is more comprehensive and amounts to 32 hours in total. The ICF is
not taught in nurse trainings. ICF is taught in schools for social workers, but the number of hours is
minimal.

4.1.2

Disability assessments

The assessment of disability is done in commissions and the total procedures contain three steps
(see also output 5.2):
•

An initial examination and assessment by the attending physician (family health center GP or
specialist doctor)

•

Further verification and decision by the Medical Inspection Commission (MIC) at an intersoum/aimag/district hospital or health center. This commission has 3-5 medical doctors as
members. The work of the MICs is supervised by the MoH.

•

The final step is verification and decision by the Medical and Labour Accreditation Commission
(MLAC), which includes 9 persons (in addition to chair and secretary: four medical specialists,
one accreditation doctor from social insurance, an officer from social welfare and one
representative of the DPOs). The commission works at the aimag/district level (30 in all) under
the supervision of the Central Commission of Medical and Labour Accreditation (CCMLA). The
CCMLA has also two sub-commissions on occupational health and mental health. The
assessments in the MLACs are rigorously medical. For children under 16 years, decisions are
taken by the newly established Childhood Health, Education, and Social Welfare Commission
(CC)

In the MLAC, the person is given a specific degree of disability, based on the diagnosis of the
person and by consulting impairment tables. In international insurance medicine such tables are
called “baremas” or “invalidity tables”. These tables have been worked out by the Ministry of
Health. The list contains 326 different medical diseases. For each listed disease a range for
disability is given. For congenital spinal muscular atrophy, as an example, the range is set to 70100 % disability. Social, economic and environmental factors are rarely taken into consideration. If
work incapacity is between 70 and 100%, a full disability pension can be given. Work incapacity
between 50 and 69% will give a partial pension. The MLAC determines the degree and the length
of the insured’s loss of work ability in social insurance and in occupational diseases/injuries27. If a
person does not fulfil the criteria for a disability pension, eg. by not having any history of working,
or is classified as not having rights to a disability pension, the MLAC might grant a social welfare
pension.

ICF-based categories are used in recently developed and approved guidelines for rehabilitation.
Occupational therapy is a newly introduced profession in health care. There are less than 100
physiotherapists working in hospitals, and the number of occupational therapists is likely to be even lower
27 Law on Pensions benefits and payments from the Social insurance fund against employment accidents
and occupational diseases

25

26
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Important information on PWD lies in the registers maintained by the CCMLA under the General
Authority of Social Insurance. The commission has developed a software program for registration
and a database of persons subject to MLAC.
The disability evaluation procedures for children were changed in 2015 with the establishment of
Childhood Health, Education, and Social Welfare Commissions. A central commission started to
operate in 2015, and 30 local commissions in aimags/districts are in the process of being
established. These commissions will have a multi-professional composition and will rely on a
biopsychosocial and developmental model for the assessment of the children. They are therefore
quite different from the MLACs. Their task is to assign disability status and make a referral for
services, including social welfare benefits.
The commissions have pivotal positions in Mongolia, by being the institutions that define disability
de facto. In focus group discussions among PWDs that were undertaken for the PPTA in 2016, the
system was criticized for being bureaucratic, slow and cumbersome.

4.2

Gap analysis

The prevailing medical model of disability which so far has governed the disability assessments,
does not meet the recommendations from the UNCRPD, that is to “…adopt the human rights
model of disability that stress human dignity of persons with disabilities…”28. There is a need to
support the implementation of the ICF as a social model of disability which also includes a human
rights model.

4.2.1

Introducing the ICF classification

The introduction of the ICF has taken different paths in other countries, but translation and
adaptation to national norms has, in general, been an important step. In Mongolia, there is now
prepared a full translation at the NRC and it awaits editing and publishing. There is a need to follow
up the publication, by including manuals and an internet version to make it more easily accessible.
To coordinate actions, Ministries of Health, or equivalent government bodies, have in
Scandinavian countries established permanent task force groups for the ICF, which have prepared
translations, cooperated with the WHO, disseminated the ICF and inspired the use of the ICF in
relevant areas of the health sectors. Such a task force is not established in Mongolia, and would
increase the chances for successful implementation.
It is an international experience that introduction, development, and use of the ICF as a
classification has been driven by the health sector, especially by professional groups that work in
rehabilitation: specialists in rehabilitation medicine, physiotherapists and occupational therapists. In
Europe, the ICF Research Branch of the University of Munich started early to develop diagnosisspecific core sets of the ICF for clinical practice (Escorpizo 2015), leading rapidly to more userfriendly versions of the ICF. These versions are widely used in many countries, especially in
rehabilitation medicine.
The ICF is a classification of health and health-related concepts, and one should expect that the
most extensive use and scientific development of the ICF will occur in the health sector. Attempts
to introduce the ICF without solid rooting in professional environments will probably not be
successful. In Mongolia, individual doctors and the professional association of rehabilitation
physicians have started to implement, test and develop the ICF, but these individuals need
28

United Nations Convention on the Rights of Persons with Disabilities

© Oxford Policy Management

37

Report Title

stronger support. The NRC could provide such support, but it needs to have both the staffing and
the academic qualifications to accept such a challenge.
The ICF is the only existing comprehensive classification that is based on a biopsychosocial model
and the only one that has been approved by WHO. Internationally, the teaching of the ICF
framework and model has given a firm theoretical and clinical background for studies on disability.
Such studies will give a deeper understanding of the nature of disability.
In spite of the clear intention to implement the ICF, there is a lack of strategy on the national level
how to move from the present medical model of disability to a more appropriate biopsychosocial
model. The lack of strategy permeates all levels of government, all sectors, and all local and
national institutions. A main target for action is to make the ICF widely available in the Mongolian
language. This has to be done in close collaboration with WHO as it can provide good advice (on
piloting, testing, choice of ICF version, etc.) on the implementation of the ICF.
The Ministry of Health approved a Community-based Disability Rehabilitation Program in 2011.
One sub-objective of this program was to implement the ICF in order to establish an internationally
standardized information system and to provide policy makers with correct and realistic data on
disabled people. The program should have been implemented by 2015. However, a mid-term
evaluation of the program assessed that the planned activities have been poorly implemented or
almost not at all.
In general, medical doctors know little about ICF. This is largely a consequence of their medical
school curriculum and postgraduate training which do not allocate sufficient time for ICF.
4.2.1.1 Survey of health care providers
We have collected data through primary research mainly interviews with family doctors, soum
doctors and MLAC doctors at the local level on their knowledge of and capacity for using ICF. This
information was necessary to evaluate the extent of preparation work that is required for the project
design. Together with the MPDSP we carried out an interview survey in two districts of
Ulaanbaatar and in two aimags in February/March 2016. In total, 69 doctors were interviewed, 61
(88 %) women and 8 (12%) men. There was an even distribution by age. Most (68 %) were family
doctors, 12 % were soum doctors, and 20 % were commission doctors. 26% worked in the two
aimags.
Almost all family doctors (94 %) frequently examined patients with disabilities. Also a majority of
the soum doctors (63 %) and doctors in the commission (64 %) often met with PWD. There was
considerable variation in how many PWD or CWD they met, from none up to several hundred
during a six month period (table 1). It can be concluded that family doctors have more than
sufficient experience with adults with disabilities, but that some of them might have too little
experience with children with disabilities.
All 69 doctors regarded disability both as a medical and a social issue. 97 % of them considered
the patient’s functioning and abilities in the examination. There was a high degree of agreement on
what medical conditions the term PWD refers to. Almost all agreed that difficulties with vision,
hearing, speech, physical and intellectual disabilities, mental health difficulties, and seizures should
be viewed as disabilities. Many other chronic health conditions, like old age frailty, trauma and
injuries, and congenital diseases were not view as disabilities. For two categories, combined
disabilities and long-term illness, the doctors were clearly divided. There were only small
differences between the younger and older doctors. The doctors seem to agree on what is and
what is not disability.
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Table 1. Number of patients with PWD and CWD in the last 6 months
Number of patients

PWD

CWD

0-4
5-9

16 %
4%

42 %
20 %

10-19
20-49

3%
22 %

17 %
16 %

50-99
100-199

22 %
23 %

1%
1%

200 above

10 %

1%

100 %

100 %

Total

In this group of doctors, the level of knowledge of the ICF was low. Only 12 (17%) said they knew
it. Knowledge was higher among older doctors and among family and soum doctors. The
knowledge of ICF had mainly been gained in short training events (81%), online training (42%) or
postgraduate training (40%).
Very few - only 3 (5 %) - used the ICF in practice. However, many indicated that they need it
(81%). The main need was for determination of disability (39 %), but also to make assessments
simple and clear (22 %) and to be up to international standards (15 %) were often mentioned. 62
(90%) doctors would find it useful to have a standard for registration of disabilities. There was
some knowledge about other types of disability assessment tests.
All doctors except three knew of the ICD-10 classification and they also used it. Most (58%) used a
short version of the ICD-10. The use of ICD-10 in practice covered a wide range of different areas,
where most used it to make note of diagnosis and register journals or reports. Fewer used it for
determining disability.
Almost all doctors (96%) had their decisions on disability status checked by others, first of all by a
specialist doctor (88%), and secondly by MIC (48 %) or MLAC (13%).
Most doctors (81%) either worked in multi-professional groups or with other professions. The most
frequent professions to work with were social workers, specialist doctors, and physiotherapy
doctors. A large majority (88 %) found working in multi-professional groups to be efficient and
worth-while.
To sum up the findings from the health care provider survey, we found that the doctors already
have a biopsychosocial view on disability, they need a standardized tool for disability assessments,
but they do not know the ICF. The introduction of a new assessment will be eased by the facts that
they already know and use the ICD-10 in short version and that they are accustomed to multiprofessional team work

4.2.2

Disability assessments

For the disability assessments, the ICF provides a conceptual framework that is consistent and can
give a clearer picture of the individual abilities, needs, and possibilities. Many European and Asian
countries have moved away from a purely medical model of disability to a biopsychosocial model
with increased emphasis on rights of PWD. This also has consequences for how the disability
assessments are carried out, and by whom. Many countries in Western Europe have assessment
methods that are based on a biopsychosocial model of disability, they use multi-professional
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assessment teams to greater extent and frequently consider rehabilitative measures as
alternatives to long-standing benefits (de Boer 2004, OECD, 2010). In Eastern Europe, a
biopsychosocial approach in the commissions have been introduced, and they frequently separate
decisions on work from decisions on disability in other contexts (for example child disability). It
might be valuable to look into the reforms of commissions in Poland and in the Czech Republic
(Wawrzyńczyk-Kaplińska, 2010, Siska, 2009). These countries have reformed their disability
assessment system procedures and their commissions in different ways and with various degree of
success. In Albania, there is an ongoing process of reforms that also might be interesting to study.
The use of impairment tables is in many countries is a firmly established approach to assess
impairment and disability caused by occupational diseases or injuries. However, in recent years
such tables have been regarded as insufficient in work ability assessments in a wider context, for
example in assessments of congenital disability or disability caused by non-occupational factors. In
such cases, a more functional approach to work ability assessment would also consider barriers at
the work place or in the community that negatively affects the possibility for activity and
participation.
In the MLACs, a medical model of disability is applied and the commissions comprise mostly of
medical doctors. There is a need to include a social dimension in the commission assessments, to
ensure that the commissions are multi-disciplinary and to uphold continuous medical training
among the 40 accreditation doctors. Such reforms are in line with the view of the present director
of the CCMLA. The commissions are in urgent need for reforms due to regional variations in
decisions on benefits, communication problems (lack of IT), resource strain, lack of accreditation
doctors and considerable work load. The wish for reforms are mainly: a) to meet needs for
standards and procedures in the commissions, b) to shift to a more ICF-based approach to
disability assessments, c) to strengthen the rehabilitation aspect in the commission, d) to improve
IT to facilitate the procedures and work in the commissions, e) to simplify the procedures, and f) to
support continuous medical training of MLAC doctors to improve the quality of their work.
Compared with other countries that have a commission system for assessing disability (for
example Russia, Hungary, Slovenia), the MLACs have many more members and it could be
considered to reduce the number of physicians in these commissions. It is also probable that the
number of cases for the MLACs could be reduced by prolonging intervals for reassessment in the
commission. A large proportion are reassessments for the extension of disability and in the
CCMLA there is ongoing work to differentiate the periods for which benefits can be given. It is
important to support and strengthen this work. If benefits are granted for longer periods for
diseases that obviously are chronic (cancer, stroke, diabetes), the work load in the MLAC would
decrease. As of 2015, more than 60% of the disability assessments have been conducted on
cases of mental, neurological conditions, trauma and injury, illnesses of cardiovascular system
and optalmological cases, and these conditions are, in many cases, long-standing or chronic.
For children, a universal system of early assessment to identify developmental delay will be
initiated with the final decision on assignment of disability status (and consequent referral for
services) by the multi-sectoral Childhood Health, Education, and Social Welfare Commission.
4.2.2.1 Household survey on commissions
From the Household Survey, March 2016, it was possible to extract some data on how well the
present commission system covers the PWD, how satisfied PWDs are and if outcomes are related
to who makes the assessments. The survey included 269 PWDs, aged 10 years and above and 34
CWDs, aged 2-9. Men were more frequent than women in the survey (55 %). Most respondents
(73 %) had more than one functional problem (impairment or activity limitation).
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48 % of the PWD/CWDs had been seen by a family doctor, 96 % by MICs and 82 % by
MLACs/CCs. While the coverage for MIC and MLAC/CC was as expected, the percentage seen by
the family doctor appears small. It is a frequent finding that PWDs have a higher need for health
care than others and the results from this survey indicate that there is an uncovered need for
medical service among PWD/CWDs.
Examinations in the MLAC/CC were clearly less frequent among children under 16 years of age,
while they were more frequent for older persons. The commissions do not seem to cover the needs
of this group well at present.
In the survey, there was included a 5-graded question on how well CWD/PWDs were satisfied with
the medical services related to the assessment of disability. Slightly less than half of the
respondents (46 %) were satisfied with the medical services related to the disability assessment,
and the rest was fairly evenly divided between so-so (29 %) and unsatisfied (25%). Persons who
reported more than one impairment or activity limitation were the most satisfied with the medical
services. Younger and older persons were more unsatisfied. The degree of dissatisfaction was
particularly high among the youngest, indicating that this group does not receive the same quality
of medical services as others.
Approximately half of the PWD had been visited by their family doctor. There was a weak tendency
that those who had been visited, had a higher chance of receiving a disability pension than those
who did not. The 10 persons who had not been examined by the MIC did not receive disability or
social welfare pension. There were quite many (18 %) who had not been examined by the MLAC.
Only a few of them received a disability pension or social welfare pension afterwards but the
chances were small.
To sum up, we found that two facts, relevant to output 5.4, could be derived from the household
survey. First of all that persons with disabilities need more contact with the health services, and
secondly that the need for assessments of children with disabilities is not well covered at present
within the MLAC/CCs.

4.3

Recommended project design

4.3.1

Introducing the ICF classification

We recommend the following strategy to implement the ICF in Mongolia:
Permanent task force for the ICF
We recommend that a permanent task force group for the ICF is established. This group should
meet the diverse needs for different sectors:
•

In the health sector, there is need for the ICF as a full classification to uncover rehabilitation
needs, to tailor rehabilitation programs for individuals and to assess, prevent and treat early
disability in clinical practice.

•

In social insurance and social welfare, the framework of ICF is needed to develop efficient tools
for disability assessments in decisions on benefits and service provision. There is only limited
need for a full classification.

•

In policy planning, statistical categories based on ICF are needed for disability analysis and
monitoring. The full classification is not needed here.
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•

In DPOs’ policy planning and disability analysis, the ICF framework, but not the full
classification, is needed.

•

In education and research the ICF framework needs to be included in curricula. The full
classification is only needed for special projects.

Publication of the ICF in Mongolian
We recommend that the Ministry of Health, in agreement with WHO, endorses the planned
publication of the ICF in Mongolian, which has been prepared by the NRC on basis of the ICFCY. The translation should also be made available on the internet for free use.
ICF training
We recommend national dissemination of the ICF to relevant professional groups in health,
education, and social welfare sectors, preferably by applying a two-stage strategy for the training of
the ICF framework and the biopsychosocial models of disability.
Participation at international conferences
There is a need to further support DPOs and professional associations to increase the
understanding of the ICF/biopsychosocial model of functioning among policy makers and high level
decisions makers. The DPOs and the professional associations are important members of the task
force on ICF, and they need more international contacts and to participate in the growing
international practice communities on ICF.
ICF Development Unit
The sustainability of the ICF classification and framework will depend on academic teaching,
research, and development of the ICF over time and in the future. The rehabilitation sector has, in
general, been the driving force in this development. We therefore recommend to support the
establishment of an ICF Development Unit in the rehabilitation sector. The NRC is here the
most important institution and the professional association for rehabilitation doctors the most
important actor. In this unit, the NRC and the professional association for rehabilitation doctors
should cooperate to avoid competition and rivalry. It is vitally important that the ICF Development
Unit adhers to scientifically sound methods and acts independently of political or financial
institutions.
The universities should increase the amount of teaching of the ICF in medical schools and other
health professional studies: rehabilitation, physiotherapy, orthopedics, pediatrics, and occupational
medicine and therapy.They should also include basic teaching of ICF model in the curriculum for
other relevant professional studies:social work, psychology, and teachers’ training institutions. Like
in eg. Norway, ICF can be an integral part of teaching in relevant studies, including analysis of
case histories according to the ICF model.

4.3.2

Disability assessments

In order to make decisions on disability congruent with a biopsychosocial model of disability, it is
necessary to introduce and test out new assessments of disability in the MLACs/CCs. These
commissions are central in how disability is defined practically. Disability status for children under
16 will be assigned by the Children’s Commission; early assessment against developmental
milestones for children aged 0-5 is under consideration through this project (see Output 1).
Assessment systems for older children of school age are being considered as part of the JICA
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START project. In Output 5.2. are made further recommendations for introducing social welfare
benefits that are differentiated according to needs, and this aspect will also be considered here.
New method of assessment in MLAC
The disability assessment for adults (16 and above) are done in the MLAC on the basis of medical
reports from the MIC. We recommend a change in the procedures by:
•

standardizing and simplifying the medical reports (from the MIC to the MLAC)

•

assessing the person’s functional limitations and environmental barriers (in the MLAC)

•

balancing these two sources in the MLAC to reach a more needs-oriented decision

•

differentiate needs for social welfare benefits

Training accreditating doctors and specialist in the MLAC
Basic training on ICF and the new assessment method for the MLAC doctors should be given
before the testing. A training package should be developed beforehand by the CCMLA in
cooperation with international consultants. The CCMLA will play a central role in the
implementation of the new method and hence there should be activities undertaken to build its
institutional capacity.
Testing the new assessment method
We recommend that the new assessment method is tested in 4-6 aimags/districts. Before testing,
new medical reports, guidelines principles for acquiring additional information on functional
limitations and environmental barriers, guidelines for processing information and software need to
be developed further. A detailed plan for training, testing and evaluating the new
methods/approach should be designed by CCMLA with assistance of international consultant.
Evaluation
The results should be evaluated after the pilot period.
National rollout
We recommend that the new method of assessment in the MLAC is applied nationally after the
evaluation. It will probably be necessary to adjust/amend the method according to evaluation
results.
Statistics
The extended disability categorization and assessments based on functional abilities that we
recommend for the commissions can be used for statistical purposes, policy planning, and
monitoring. We recommend that NSO and CCMLA establish a working group to agree on which
disability categories should go into the registry.

4.4

Risks and assumptions

4.4.1

Introducing the ICF classification

It is assumed that the existing translation of the ICF-CY will be successfully published in 2016, and
that this version is endorsed by WHO. This process might, however, take more time than
anticipated. This would delay the whole implementation process.
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4.4.2

The evaluation of disability

It is assumed that the local family doctors/doctors in MICs will have enough time to write relevant
reports on disability to the higher commissions. The danger of overloading could be reduced with
careful design of the standard report forms, and to keep the number of items in the form as low as
possible. By using parts of already existing forms that doctors are familiar with (for example the
FY-9 in family medicine) the risk can be further reduced.
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4.5

M&E arrangements and key indicators

Current indicator

Proposed indicator

None (In GP survey 2016 17 % knew the ICF, 5 Increase knowledge of ICF at local level (family
% used it)
doctors, bagh/soum doctors) to at least 70 % by
2021

4.6

Detailed instructions for implementation

4.6.1

Introducing the ICF classification

Permanent task force for the ICF
The permanent task force should include all important user groups: The MoH, MoPDSP, MoE,
NRC, GASI, CCMLA, universities, professional councils and associations in rehabilitation,
pediatrics, and neurology, and DPOs. The most extensive use of the ICF classification and
framework will be in the health sector, and the task force should be located in the Ministry of
Health. The task force has the following key tasks:
•

Supervise and coordinate further work with additions and revisions of the ICF publications in
Mongolia, including manuals, checklists, and core sets

•

Cooperate with WHO regarding copyrights and revisions of the ICF

•

Take initiatives and coordinate dissemination of the ICF, including the use in health and social
insurance sectors

•

Support extended teaching on ICF, and supervise the inclusion of ICF in curricula for relevant
professions

For continuity, the task force needs a chair and limited secretarial functions.
Our recommendation:
•

The project supports the task force with an administrative secretary in the five year project
period.

•

The amount of work is limited on a weekly basis, not exceeding 15-20 hours /week.

Recurrent cost:
•

One administrative secretary, 50 % position 2017-2022. 400USD (monthly)*12 months*5 years
=24,000USD

•

Costs for monthly meetings for task force (5 years). Lump sum for 2017-2022 = 6,000USD

Publication of the ICF in Mongolian
The publication of the ICF should include manuals, checklists, core sets and revisions in 20172022. The publication should both be a book (already planned) and a version available on the
internet.
Our recommendation:
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•

The project supports the publication of the ICF in paper and electronic formats.

•

One time cost: 1,000 copies = 8,000USD

ICF training
The dissemination of ICF should use a national, two-stage strategy for the training of the ICF
framework and the biopsychosocial models of disability. In the first stage, two persons (trainees)
from each aimag/district participate in a three day course in Ulaanbaatar where they are taught the
basics of ICF and a biopsychosocial approach to disability taught by international expert. At a
second stage, these trainees give one-day courses at their own locations for professionals in the
health, education, and social welfare sectors. The number of trainees will be 60 (30*2). The
training package can be developed by national consultants with assistance from an international
consultant in 2017. The ICF teaching package should follow international standards.
Our recommendation:
•

The project supports the first stage in the training of ICF and a biopsychosocial approach.

One time cost:
•

For international consultant in 2017: 1 month* 20,000USD = 20,000USD

•

For national consultants in 2017: 3 months (includes teaching)* 3,000USD = 9,000USD

•

For holding the trainee courses 60 persons for three days = 15,000USD

Participation at international conferences
Our recommendation:
•

The project supports conference fees, travel and living expenses for 8 persons from DPOs,
CCMLA and ICF unit at NRC in 2017-2022.

One time cost:
•

Conference fees, travel and living expenses: 8*3,000 USD = 24,000USD

ICF development unit
An ICF Development Unit at the NRC with participation from the professional organization for
rehabilitation physicians should be established. The ICF Unit has the responsibility to develop
teaching material for professional studies on ICF (e.g. medical schools, physiotherapy,
occupational therapy), to act as a knowledge centre for ICF matters in Mongolia, to build
international and national networks on ICF-related matters, and to carry out evidence based and
independent disability research.
Our recommendation:
•

The project finances three part-time (50 %) positions at the NRC for rehabilitation doctors or
other equally qualified persons. The unit leader should have excellent knowledge of the ICF,
adequate scientific background, and be experienced in academic work.

Recurrent cost:
•

Leading research physician, 50 % position 2017-22 : 750USD per month *60 months
45,000USD
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•

Assistant research physician, 50 % position 2017-22 : 600USD per month *60 months =
36,000USD

•

Assistant researcher, 50 % position 2017-22: 600USD per month *60months = 36,000USD

4.6.2

Disability assessments

New method of assessment in MLAC
The standardized medical reports with guidelines for their use, should be developed by the
MoPDSP (represented by the CCMLA) in cooperation with MoH. The medical reports should
describe medical diagnoses (ICD-10 coded) and impairments, and specify the links between
disease (diagnosis) and impairment. The medical report should end in clear recommendations for
the higher commission. It is a major concern that the reports should be short, simple and not
timeconsuming to produce. There are forms already in use (for example FH-9 and General
guidelines for rehabilitative care) that describe impairments, and they are approved by the MoH. It
is strongly recommended that already existing forms are used as much as possible. They should
preferably be IT-based.
We recommend that information on activity limitations and environmental barriers, if needed, is
collected in the MLAC. The commission could request such information from social workers, from
the MIC, and from the person hem/herself. Standard letters requesting the information should be
developed by the CCMLA in cooperation with the MoH.
For their decisions, the MLAC uses the available information as described above. In many cases,
the medical report from the MIC will be most important, but in some cases, additional information
on activity limitations and environmental barriers will give a clearer picture of the person’s actual
needs for benefits. Based on the available information, the MLAC also decide on level of care
needs (see output 5.2).
Our recommendation:
•

The project finances international and national consultants to develop the new
reports/forms/letters.

One time cost:
•

For international consultant in 2017

•

For national consultants in 2017 2 months*3,000USD = 6,000USD

1 month*20,000USD =20,000USD

Training accreditating doctors and specialists in the MLAC
Basic training on ICF and the new assessment method can be given as a 3 day course in
connection with the annual meetings with 40 MLAC doctors. A training package should be
developed beforehand by the CCMLA in cooperation with international consultants. The first
course can be held in 2017
Our recommendation:
•

The project finances international and national consultants to develop training course.

One time cost:
•

For international consultant in 2017

•

For national consultant in 2017
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Testing the new assessment method
The new assessment method should be tested in the UB and 6 aimags/districts that are engaged
in activities under outputs 2.2 and 5.2 and in cooperation with these activities. Before testing, new
medical reports, guidelines for acquiring information on activity limitations and environmental
barriers and software need to be developed.
Testing involves the following milestone activities:
•

Establish a project group

•

Assessment of institutional capacity in CCMLA and MLACs

•

Development of pilot plan and final design of reports, guidelines and information briefs

•

Establishment of working groups and local teams

•

Training of MICs and social workers delivering reports

•

Midterm monitoring of the process

Our recommendation:
The project supports testing of the new model for assessment. This should be budgeted with
output 2.2 and 5.2. There will be a need for national and international consultants in milestone
activities 1,2,3,5, 6. The international consultant can mainly assist from remote with assessments,
work/test design, and process evaluation. A study tour of 1-2 weeks for at least two persons in the
project group is recommended. The aim of the tour is to become familiar with commission
procedures in a country that already has adopted a more biopsychosocial model of disability in
their assessments. The international consultant can help to set up the study tour.
One time cost:
For international consultant in 2017-20

1.5 month* 30,000USD

=30,000USD

For national consultants in 2017-20 3 months (includes teaching)* 3,000USD

= 9,000USD

Study tour 2018

= 8,000USD

2*4,000 USD

Evaluation
The results of the testing should be evaluated after the pilot period by the PIU consultant and
should include both interviews for the process evaluation and quantitative data for the effect
evaluation. For the latter, work load for the MLAC, changes in number of applicants, and changes
in decisions can be used as outcomes.
Our recommendation:
•

The project supports the evaluation of the new model for assessment.

One time cost:
•

National consultant for interviews and quantitative study 1 month*20,000 USD = 20,000USD

•

PIU consultant for design and analysis of evaluation 1 month*3,000USD = 3,000USD

National roll-out
Our recommendation:
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The new method of assessment in the MLAC is applied nationally after the evaluation. It will
probably be necessary to adjust/amend the method according to evaluation results. The pilot
testing will probably finish before the project ends, and hence there might be a need to assist in
design of national roll-out plan and some other initial support. No separate line for output 5.4, but
should be done together with output 2.2 and 5.2
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5

Output 5.5 Statistics

5.1

Situation analysis

Overall statistical systems are relatively good in Mongolia: there are two main households surveys
conducted on a continuous basis by the National Statistical Office (NSO): the Household SocioEconomic Survey (HSES) and the Labour Force Survey (LFS), and other surveys conducted at
fixed intervals (reproductive health and child development surveys, Multiple Indicators Cluster
Survey (MICS)). Furthermore the NSO maintains at every soum and khoroo a household
booklet/registry for statistical purposes with relevant information on each household and it is the
basic source of many administrative data. This system has recently become an online database,
which is almost fully connected with the Civil Registry. Finally, NSO compiles and makes available
relevant statistics obtained from various Ministries.
As a signatory of the UNCRPD and the Incheon Strategy, Mongolia has a duty to collect relevant
statistics for the formulation and implementation of policies relevant to the UN Convention and a
list of selected indicators for the Incheon strategy. Moreover, Mongolia is part of the Washington
Group, which is an informal and temporary platform organised under the United Nations to favour
exchange of information and facilitate the production of internationally comparable statistics on
disability. Finally, Mongolia has also a duty to monitor the Sustainable Development Goals in
which there are a number of specific indicators directly related to disability.
Since 2012 simple questions about disability are currently captured in the HSES and LFS, as well
as in the household booklet (information about disability included in the household booklet comes
directly from the Soum/Khoroo that receives assessments made by the Medical Inspection
Commission). Questions about disability were also asked in the Census for the first time in 2010.
The question asked in surveys (HSES and LFS and in the 2010 Census) is simply: “do you have
any disability?” and if the answer is yes, enquiries are made on the type of impairment (sight,
speaking, hearing, mobility, cognitive, other) and whether it is a congenital or acquired disability.
The Ministry of Health also compiles information about disability, capturing exactly the same
information collected from the district and aimag hospitals where the Medical Inspection
Commission operates. These data are disaggregated by type of disability, age group and sex and
following a template approved by the NSO. This information though is not published and used only
internally within the Ministry of Health.
The National Rehabilitation Centre collates information about number of PWD and type of disability
following the Community Based Rehabilitation WHO guideline (initially this approach was
developed and implemented by AIFO until 2012). There is a first screening that family doctors are
supposed to do every year by visiting each household in the soum: this screening identifies PWD.
PWD are then visited at home to conduct a more in-depth assessment (23 questions). Such
information is then passed on from soum to aimag and from aimag compiled for the whole country.
Statistics is available for 7 types of disabilities: visual, hearing & speech, physical, convulsions,
mental illness, intellectual disability, multiple/other disability. Information is disaggregated by age
groups and sex and by aimag. Once again this information is not publically available.
Administrative estimates puts the percentage of PWD at about 3.3%, the percentage increases to
about 3.8% for estimates from the National Rehabilitation Centre (and it was the same based on
the 2010 Census) and go up to about 4.1% in the case of the 2014 HSES (see the Poverty and
Social Analysis report for more details on the numbers of PWDs).
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The Washington Group questions, which enquire about functioning, have been piloted by the NSO
in 2005 and 2009, but they have not been used in the 2010 Census and they are not used in
surveys. An attempt to capture children disability based on functioning was made in the 2010
MICS (this follows the approach developed by the WG but with specific questions for children).
Prevalence of children aged 2-17 at risk of disability was estimated at 14%, so substantially higher
than estimates coming from official estimates. However, the methodology developed in the MICS
would require a follow up assessment to measure the actual cases of CWD.

5.2

Gap Analysis

Currently the main gap in statistics is the lack of information on disability based on functioning
rather than on a purely medical assessment. There is clear evidence that the question “Do you
have any disability?” under-estimates the actual problem. People’s understanding of the question
appears primarily linked to any medical examination they undertook or the type of support that
people receive. Moreover, there might be an element of stigma attached and in some cases people
might want to hide the condition of a certain household member. Moreover, even for this ‘biased’
definition of disability, information is under-utilised, not analysed and not fully published.
Moreover, one area that is completely absent is information about CWD and PWD in residential
institutions. The NSO does not collect, nor compile such information and unfortunately the
phenomenon seems to be under-estimated. Residential institutions with CWD and PWD are found
under different Ministries (MPDSP, MOH and MOE).
It is clear that currently from a statistical point of view Mongolia is failing its commitments under the
CRPD, Incheon Strategy and the SDGs.
On statistics the concluding observations made in 2015 by the Committee on the Rights of PWD
highlighted “the lack of information about people with disability residing in institutional settings” and
urged Mongolia to address this problem.

5.3

Recommended project design

Under statistics the main activities envisioned would be the following:
•

Adapt current survey data collection tools to measure functional disability following the
recommendation of the Washington Group;

•

Implement and institutionalise a Survey on Residential Institutions;

•

Develop methodologies and report templates for adequate analysis of disability data.

Measuring functional disability
The WG questions have been piloted in the past by NSO, but they were not adopted. One of the
officers interviewed said that they were misunderstood by people. It will be necessary to pilot the
questions and ensure they properly fit within the survey instruments, in particular the HSES and
LFS. Specific questions on children disability are also required, but they could be included in the
HSES, or they could be better monitored through the MICS.
Other questions that should be included in the HSES are in relation to support needs, receipt of
social welfare benefits, the need for assistive devices and whether PWD have them, as well as
computer literacy in general among people aged 15 or more, and thus including also PWD.
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The inclusion of such questions would allow the production of a number of indicators relevant for
PWD. In particular it will be possible to compute poverty levels for households with PWD. For this
it will necessary to use equivalence scales that take into account PWD specific needs. Such
analysis should be included in one of the annexes of the HSES report. The intention is not to
change the methodology that NSO currently have in calculating poverty in the country, but to adapt
it only to determine the different poverty levels between households with PWD and other
households . Other indicators that could be easily obtained include: incidence of disability,
disaggregated by sex and socio-economic status, employment among PWD and ratio of PWD in
employment compared to employment in the general populayton, proportion of people who need
assistive devices who receive them, proportion of PWD who have access to government health
care, coverage of PWD with social protection programmes, enrolment rates for PWD, access to
mobile phones and internet for PWD, percentage of households with PWD who face catastrophic
health expenditure.

Survey of residential care institutions
There is need to institutionalise and regularly conduct a survey of residential institutions to
understand the number of CWD and PWD living in residential care and gather information about
services provided, and their living conditions. It will be necessary to develop specific forms to
capture the required information with some instructions on how to fill in the forms. Information
could both capture stock and flow data on number of residents, length of stay, and other relevant
information by age and sex. This should be sent to all residential institutions, both public and
NGOs, and then some statistical officers will need to follow up on the requests by phone and in
some cases requiring direct visits to the premises. This could be done through the exisiting
network of statistical offices. It will be necessary to maintain a list of such institutions at a national
level. This survey could be conducted at regular intervals, either annually or once every 2/3 years.

Methodologies and report templates
As mentioned above a lot of the currently available data is not fully analysed and made available to
the public. Therefore, one fundamental activity of the project should involve the development of
methodologies and templates for the analysis of such data, so that relevant statistics can then be
regularly produced, either as part of existing reports or for specific new publications.

5.4

Risks and assumptions

In order to improve the current statistical system it is assumed that the Government of Mongolia
will continue to provide adequate budget to the NSO for their data collection exercises. If financial
support to the NSO is reduced or delayed then this could jeoperdise the envioned activities.
There could also be risks associated to estimates of disability under the functional approach of
determining disability, which could encounter some resistence since they will challenge the current
patterns of data. It is likely that disability estimates will be higher than now, they will increase with
age and they might have a different sex ratio. Issues around these problems should be prevented
providing information on adequate studies and international experience of countries who made a
similar transition.

5.5

M&E arrangements and key indicators

The indicator for the production of relevant statistics is reported below, where we propose small
rephrasing.
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Current indicator and target

Modified proposed indicator

NSO statistics on disability in line with policy
and programmatic requirements

NSO statistics captures disability levels based
on functioning and routinely provides
disaggregated statistics on PWD

The indicator will be met once NSO will successfully introduce new questions in household surveys
and regularly produce reports with relevant statistics.

5.6

Detailed instructions for implementation

We envisage the following activities under this component:
1. Develop, pilot and analyse changes in the HSES:
a. Questionnaire design: introduction of Washington Group Questions to measure functional
disability; changes in the module collecting information about social welfare and social
insurance benefits, including questions about assistive devices; changes in the questions
about computer literacy; introduce minimum spending questions (for the calculation of
equivalence scales);
b. Compute Poverty Statistics for households with PWD considering the extra costs for
PWDs and new calculations of equivalence scales, calculation of other key indicators for
PWD based on Incheon strategy and the SDGs.
2. Implement and analyse a Survey on Residential Institutions to determine number and
characteristics/living standards of CWD and PWD living there;
3. Develop a system for monitoring the key Incheon indicators by collecting some information
from other Ministries (Ministry of Labour, Ministry of Construction, Ministry of Health, etc.) and
ensure that data is fully analysed and presented in various reports;
4. Implement Washington Group questions also in the LFS and monitor disability in the
Household registration booklet.

5.6.1

Revision of the HSES

The first activity will require Technical Assistance inputs from a national and international
consultant and some financial support might be needed directly to support the NSO in the piloting
activities of new questions in the HSES.
The set of indicators present in the Incheon strategy or connected to the SDGs that will be possible
to capture through the revised HSES are the following: proportion of PWDs living below the
international poverty line and the national poverty line; the ratio of persons with disabilities in
employment to the general population in employment; proportion of persons with disabilities who
use government-supported health-care programmes, as compared to the general population;
coverage of persons with disabilities within social protection programmes, including social
insurance and social assistance programmes; primary and secondary education enrolment rate of
children with disabilities; disability prevalence by age, sex, and socio-economic status; percentage
of PWD with mobile phone and with internet access; proportion of households with persons with
disabilities facing catastrophic/impoverishing health expenditure; percentage of population with
access to safe drinking water and sanitation, disaggregated for persons with/without disabilities.
While the HSES is conducted every year, it is only every other year that the questionnaire is
comprehensive, otherwise only focusing on income and expenditures. The comprehensive version
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of the questionnaire will be done in 2016, 2018, 2020, etc. Therefore, the proposal would be to
work on piloting questions in the second half of 2016, support the NSO to include them also in
2017, but only become part of the routine HSES from 2018.

5.6.2

Survey of residential instititions

The second activity concerns the development of a survey of residential institutions with CWD or
PWD. The survey of residential care institutions will need to collect the following information:
•

Numbers of CWD/PWD living in residential care institutions of all types - residential boarding
schools, infant home, sanatoria (for children/for adults), elderly/disability care institutions,
national mental health center, orphanages/children’s homes (government and other NGO/faithbased);

•

Age/sex of residents;

•

Type and degree of functioning (degree of disability);

•

Aimag/Soum, District/Khoroo of origin; age at which entered residential care for the first time;

•

Average length of stay; frequency/length of contact with family; legal status of residents
(children with/without parental care; adults with/without legal guardian);

•

Outcomes from stays in residential care (return to family, adoption, move to adult institution,
independent living).

The survey will consider the result of the quick assessment conducted under the PPTA and
expand it. This is an activity that should be conducted in the second half of 2016 and then
institutionalized within the NSO to be done at regular intervals.
Such activity should be once again supported by technical assistance primarily provided by a
national consultant.

5.6.3

Monitoring system for Incheon indicators

The Incheon indicators will require also the development of a monitoring and reporting system of
data that NSO will need to collect from other Ministries.
From the Ministry of Labour it will be necessary to collect information to compute the following
indictors: proportion of persons with disabilities who participate in government-funded vocational
training and other employment-support programmes as a proportion of all people trained;
From the Ministry of Construction and Urban Development and General Agency for Specialized
Inspection information to compute the following indicators: proportion of accessible government
buildings in the national capital; proportion of accessible international airports; availability of a
government access audit programme that requires the participation of experts with disabilities;
availability of mandatory technical standards for barrier-free access that govern the approval of all
designs for buildings that could be used by members of the public, taking into consideration
internationally recognized standards, such as those of the International Organization for
Standardization (ISO); availability of mandatory technical standards for barrier-free access that
govern the approval of all ICT-related services, such as websites for the public, taking into
consideration inter nationally recognized standards, such as those of the ISO.
Other information will need to be collected from Parliament, DPOs, etc.

© Oxford Policy Management

54

Report Title

NSO will need some technical assistance in order to develop the relevant forms, systems of
analysis and reporting.
Such activity can be primarily conducted by a national consultant with some inputs from an
international consultant.

5.6.4

Measurement of functional disability in other surveys

After the pilots in the first year of implementation in 2016 in the HSES, questions that capture
functional disability would also need to be developed in the LFS and Household registration
booklet together with relevant tabulation plan and reporting of such information. Specific questions
on disability would also need to be developed for children and included in the MICS.
The above activities could be conducted by one international and one national consultant in
intermittent assignements. Consultants should be statisticians who have experience in designing
and analyzing household surveys, statistical systems and specific experience on disability
statistics.
The main tasks/outputs and expected months of consultancies are reported in the table below.
Activity
International
statistician

National statistician

Main tasks/outputs
Number of months
Develop and test new questions in the HSES, 5 months
Analyse pilot data, analyse full data and
support NSO in changing the format of their
regular publications to include new statistics;
Support the NSO in the design of the
monitoring system for the Incheon strategy;
overview and provide comments on survey of
residential institutions, changes in other
surveys
All of the above + direct involvement in the 8 months
design/implementation of the survey of
residential institutions and in changes in the
LFS and household booklet

A budget of 10,000 USD could be allocated to the NSO through single sourcing to support the pilot
activities that will take place in 2017.
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