Ensuring Health Care Services for the Poor During a Financial Crisis
The Medicard Program in Mongolia: Experiences and Lessons Learned

The 2007–2008 global financial crisis severely affected the Mongolian economy. Poverty struck and access to
basic services and medical care plummeted, affecting the health of women and children. This paper describes
the Medicard program implemented in Mongolia in 2011–2013 to protect the poor by providing free health
services. The program was the Mongolian health sector’s first to apply the Proxy Mean Test to target eligible
households. It contributed to ensuring government health and social program inclusiveness, and highlighted
the critical role of political commitment in ensuring the sustainability of such programs. This paper provides
information on the program design and implementation by comparing it with international best practices.
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EXECUTIVE SUMMARY
The 2007–2008 global financial crises badly hit the Mongolian economy. Falling international mineral
prices resulted in a sharp reduction in government fiscal revenue that hampered public spending. A
plummeting growth rate compounded by a high poverty rate at the time left many households in
Mongolia highly exposed. The poor and vulnerable were particularly affected, as shown by the drastic
fall in their consumption levels and access to basic services. Against this backdrop, the poor
decreased their non-food expenses, including medical care, which affected women’s and children’s
long-term health.
In this context, there was an urgent need to ensure essential health services for the poor. Of several
programs to protect the poor introduced by the Government of Mongolia, along with financial and
technical support from international organizations, the Medicard program aimed to provide them
with free health services during the financial crisis. The program was funded by the ADBadministered Japan Fund for Poverty Reduction (JFPR).1
This working paper briefly describes the Medicard program, its design and implementation, the results
achieved, and the lessons drawn from the experience in Mongolia. The Medicard benefit package
provided various health services to eligible recipients without condition, one of the program’s unique
approaches.
The Medicard program was the Mongolian health sector’s first to apply the Proxy Mean Test (PMT)
to target eligible households. PMT was implemented nationally over 2.5 years, reaching out to all 329
soums and engaging 221 family health centers, 290 soum health centers, 30 hospitals, and 394
pharmacies. The poorest 5% of the population (92,501) were identified as eligible; by the end of the
program, the national cumulative number of beneficiaries reached 249,001.
The Medicard program addressed gaps in universal health coverage by minimizing out-of-pocket
expenses for the lower income population. Most importantly, it contributed to ensuring government
health and social program inclusiveness.
Medicard produced a number of lessons for similar future projects in Mongolia and in other countries,
one of which is that political commitment is critical to ensure these programs’ sustainability. Although
the Medicard program made a valuable contribution in protecting those affected by the financial
crisis, it lacked sufficient political support to become an integrated part of the national government
agenda.

1

ADB. 2009. Proposed Grant Assistance. Mongolia: Protecting the Health Status of the Poor during the Financial Crisis
(Financed by the JFPR). Manila.

MEDICARD MONGOLIA
I. The Need for Medicard in Mongolia
The 2007–2008 global financial crises badly hit the Mongolian economy. Falling international mineral
prices resulted in a sharp reduction in government revenue that hampered public spending. A
plummeting growth rate compounded by a high poverty rate, which reached 35.2% at the time2 left
many households in Mongolia highly exposed to the financial crisis.3 The poor and vulnerable were
particularly affected, as shown by the drastic fall in their consumption levels and access to basic
services. Against this background, the poor decreased their non-food expenses, including medical care,
which affected women’s and children’s long-term health.
While primary health care is largely state-funded in Mongolia and hospital services are mostly funded
by health insurance, people encounter high out-of-pocket expenditures, especially those who are not
insured,4 have no civil registration, and are poor. In 2009, out-of-pocket payments accounted for more
than 41% of total health expenditure in Mongolia.5 These payments include 10-15% co-payments for
hospitalization, the cost of diagnostic services, medical prostheses and other devices that are neither
subsidized nor covered by health insurance, and the cost of pharmaceuticals. Health insurance
partially covers a limited number of pharmaceuticals. However, due to inadequate allocation of funds,
hardly any insured benefited from this.6 People spent the highest share of their direct payments for
medicines (95% of direct payments of the poor and 62% of non-poor) and on outpatient care and
hospitalization (5% of the poor and 33% of non-poor). The need to pay out-of-pocket for health
services pushed 27,442 households (3.8%) into poverty in 2009.7
The Government of Mongolia generally subsidized the premium contribution for the so-called
vulnerable groups8 that are also exempted from copayments. However, as the premium subsidy and
exemptions were not adequately targeted, many poor households were left outside the scheme. Data
from the Household Socio-economics Survey 2007–20089 show that the poor most frequently used
the free primary health care provider services. The use of specialized medical services at the secondary
and tertiary level, and private health facilities increase as quintiles go up. The use of specialized
medical care among the poor and very poor is 4-8 times lower than that among the higher-income
population. The lack of civil registration, which affects migrants in particular, along with a lack of health
insurance, the cost of transportation, and additional charges for basic commodities and food that are
not provided by the hospital (i.e., some medicines and medical supplies that the hospital could not
afford) are the main factors hampering the poor’s access to health services.10
2
3
4
5
6

7
8

9
10

National Statistical Office. 2009. Poverty Profile in Mongolia. Ulaanbaatar.
Footnote 1, p. 5.
In 2009, the health insurance coverage was 77.6%. (Source: Health Indicators. 2009. Ministry of Health).
World Health Organization. 2012. Global Health Expenditure Atlas. Geneva.
In 2012, only 3% of the health insurance fund was allocated to “discounted drug program”, and only 8% of potential
beneficiaries used it. The discounted drug program covers up to 50% of the price of 300 essential medicines. (Source:
Assessment of the Drug Discount Program funded by the Health Insurance Fund. 2013. Ministry of Health).
Ministry of Health. 2011. Out-of-pocket expenses and catastrophic payments in the health sector of Mongolia. Ulaanbaatar.
Vulnerable groups include children 0–16 years old, people over 55 (women) and 60 (men) with no income sources other
than pension, pregnant women, mothers taking care of children below 2 years old, and people entitled for long-term social
welfare services.
2009. National Statistical Office, World Bank. Poverty Profile in Mongolia. Household Socio-Economic Survey, 2007–
2008. Ulaanbaatar.
Ministry of Health of Mongolia. 2010. Access to Health Services for Disadvantaged Groups in Ulaanbaatar. Situation Analysis
Report. Ulaanbaatar.
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Due to the financial crisis, the government was compelled to adopt a fiscal consolidation program to
contain the deficit, which reduced social protection and welfare. This limited the fiscal and institutional
capacity of the government to cope with the impact of the crisis on households. The poor and
vulnerable were particularly affected by these policies, as they are highly dependent on affordable
access and social assistance as coping strategy in times of economic stress.11
In this context, there was an urgent need to ensure free access to essential health services for the poor.
The Government of Mongolia, with financial and technical support from international organizations,
and in the framework of its poverty alleviation strategy,12 introduced several programs to protect the
poor and address their urgent needs. One of them, the Medicard program (Medicard thereafter), was a
component of a project to protect the health status of the poor during the financial crisis, which was
launched in 2009 with funding in the amount of $3 million from the ADB-administered JFPR.13

II. Designing and Implementing Medicard
The design of Medicard was developed through extensive consultations with all relevant stakeholders
at the national and local level. Following this participatory approach, the government issued a guideline
to regulate service provision, registration, reporting, claim reimbursement, and monitoring procedures
for Medicard’s implementation.14 The program was led by the Ministry of Health (MOH), which
established a project implementation unit (project unit thereafter) in partnership with the Ministry of
Social Welfare and Labor (MSWL) and the Social Insurance General Office. Medicard was
implemented nationwide from 2011–2013, in all aimags and cities, including Ulaanbaatar, where about
half of the total population resides.
1.

Services Provided and Delivery Mechanism

Upon consultation with medical doctors at the Family Health Centers (FHCs) and Soum Health
Centers (SHCs),15 Medicard-eligible households gained access to the following services at no cost: (i)
referral medical services, including outpatient, inpatient, and diagnostic services in aimag and district
general hospitals; (ii) medicines prescribed by family doctors;16 and (iii) transportation from soum to
aimag.17

11
12

13
14

15

16
17

Footnote 1, p.5.
Government of Mongolia. 2005. National Development Strategy of Mongolia for 2005-2021. Ulaanbaatar; Government of
Mongolia. 2010. National Health program for 2010-2021.Ulaanbaatar; and Government of Mongolia. 2012. National
Program to Support Household Development. Ulaanbaatar.
ADB. 2009. Proposed Grant Assistance. Mongolia: Protecting the Health Status of the Poor during the Financial Crisis (Financed
by the JFPR). Manila.
Government of Mongolia. Joint ministerial order No.358/135 of MOH and MSWL. 2010. Guidelines to Implement the
Program to Improve Accessibility of Health Services and Assistance for People in Need for Social Welfare Support and Assistance.
Ulaanbaatar.
Family Health Centers and Soum Health Centers are primary healthcare providers in Mongolia. FHCs are located in cities,
do not have beds, and comprise 3–4 family medicine practitioners and serve an average of 5,000 to 6,000 people from
the surrounding area. SHCs are located in soums, have around 10 beds, comprise 3–4 family medicine practitioners, and
serve an average of 3,000 to 5,000 people.
List comprised of 328 essential medicines.
In November 2012, the benefit package was updated to include the cost of transportation from soum to aimag centers.
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w established
d by the Ulaanb
baatar City Mayyor’s office with
h support from the Fraternity Notre Dame
Charityy organization o
of France, with the sole purpo
ose of providingg healthcare serrvices to homeless people in U
Ulaanbaatar.
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beneficiaries, a list of offered servicees, and detailed
d instructions ho
ow to obtain th
he program’s services.
Footno
ote 1, p. 5.
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2.

Targeting the Beneficiaries

One of the strengths of Medicard was the targeting of beneficiaries, first by using the list of homeless
people in Ulaanbaatar, which was developed by a nongovernmental organization,21 and second
through the use of a PMT, which was conducted by the MSWL. The PMT scores applicant households
based on such characteristics as the location of residence, dwelling quality, ownership of durable
goods, demographics, education level, and occupation of adult members. The target population was
identified in four phases from April 2011 to November 2012. The survey resulted in a detailed intersectorial database of low-income households that was first used for the Government of Mongolia
Food Stamp program that was originally implemented in 2009 with support from ADB.22 The PMT
database was shared with MOH for use for the Medicard program and with relevant government
agencies for other programs under other ministries (e.g. free textbook distribution).
According to the government’s decision, all households under the PMT cut-off threshold (the 5%
poorest) were designated Medicard beneficiaries. As a result, a total of 15,107 registered households
(92,501 individuals) and 2,719 homeless people received the benefits.
3.

Building Capacity for Medicard

To ensure the implementation of Medicard, capacity building was provided, and relevant information
disseminated. These included (i) training for social workers of local governments at aimag, soum,
district and khoroo levels on its features, including implementation arrangements, and procedures to
enroll the eligible poor; (ii) training for Medicard’s health care providers; and (iii) training for social
insurance inspectors in charge of claims review and reimbursement arrangements.
In addition, face-to-face briefing sessions with eligible households were organized by soum and khoroo
social workers to explain the features of Medicard. Publicly owned mass media channels raised
awareness about the program at the start of its implementation.
4.

Monitoring and Evaluation

In cooperation with the aimag and city health departments and the social insurance departments, the
project unit conducted a number of Medicard spot-checks to identify and discuss difficulties, and to
provide guidance on problem solving. Interviews and meetings with the program beneficiaries sought
feedback about health service availability and accessibility. All health service providers and
government agencies shared in the findings of the spot checks to improve local performance. The
project unit also assessed Medicard’s performance of randomly selected tripartite agreements made
among health service providers, social insurance departments, and the project unit, and shared the
results with relevant stakeholders.

21
22

The Life Skills and Training Specialized Center, a nongovernmental organization, provides social services to homeless
people in the capital, including civil registration, shelter, food, training, and basic first aid.
The food stamp program was launched in 2008 as a response to the high food prices during the financial crisis in 2008–
2009. The MSWL distributed food stamps for an average amount of MNT45,000 per household per month. Food stamps
were and still are redeemed in specified shops in every soum, khoroo and district. The food stamp program was supported
by ADB’s Food and Nutrition Social Welfare Programme and Project (ADB. 2008. Report and Recommendation of the
President to the Board of Directors: Proposed Asian Development Fund Grants to Mongolia for the Food and Nutrition Social
Welfare Program and Project. Manila).

En
nsuring Health Care Servvices for the Poor Duringg a Financial Crisis | 5
5.

R
Results

Medicarrd was impleemented at tthe national level, reachiing all 329 sooums in 21 aimags,
a
and all cities in
Mongoliia. The proggram engaged 221 FHCss, 290 SHCss, 31 aimag/d
district geneeral hospitalss, and 394
pharmaccies at soum,, khoroo, aim
mag and distrrict level. By the end of tthe program’s implemen
ntation, the
number of beneficiaaries who recceived health
h services naationwide, in
ncluding hom
meless peoplle, reached
249,001 (59.3% fem
male and 40
0.7% male). The
T majorityy of the ben
neficiaries reeceived drugg provision
23
services (97.32%). T
The top 10 medicines prescribed weere for cardio
ovascular disseases, respiratory, and
gastrointtestinal diseases. Less th
han 3% of th
he beneficiarries received
d referral meedical servicees, such as
ambulattory outpatieent services (1.01%), diaggnosis tests (0.73%), and
d inpatient sservices (0.9
91%) at the
aimag/district generral hospitalss. The most common diagnoses ffor referralss were pyelonephritis,
pneumo
onia, hepatitiis, hypertenssion, and rad
diculitis. Onlly 0.02% of the beneficiaries used tthe roundtrip transport cost reeimbursement between soum and aiimag as this service was added into tthe benefit
package late in 2012
2 (see Chart 2). Chart 3 shows a low
w number of beneficiaries in 2011–20
012. This is
explaineed by Medicaard being imp
plemented in
n only four a
aimags and one
o district in
n the capital city during
that perriod due to delayed ideentification of the poorr. However, in 2012–20
013, the pro
ogram was
expandeed to coverr all aimags and ninee districts o
of Ulaanbaaatar, successfully leadin
ng to the
disburseement of the funds amon
ng a many mo
ore program beneficiariees.

Ch
hart 2: Servicce Provision
n of the Med
dicard Progrram by Cateegory

Medicines
97.32%

Hospital and
medical services
2.65%
Transportation cost
0.02%

Source: A
ADB. 2015. Impleementation Comppletion Memorand
dum: Protecting th
he Health Status of
o the Poor during tthe Financial Crisis
(Financeed by the JFPR). M
Manila.

23

Top 10
0 prescribed m
medicines were amlodipine, en
nalapril, amoxiccillin, ibuprofen
n, vitamin syrup
ps for children, omeprazole,
diclofeenac, ciprofloxaacin, nifedipine,, and metronidaazole.
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Chart 3: Meedicard’s To
otal Numbe r of Beneficciaries and E
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III. In
nnovative F
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ding a proMedicarrd introduceed innovativee approachees to providing essential health servvices, includ
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1.

P
Pro-Poor
Taargeting Meethodology
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MT stands aas the most innovative feature of tthe program
m. This repreesented an
The ado
importan
nt deviation from the lesss-effective categorical ttargeting of social
s
welfarre benefits in
n Mongolia
(i.e., disaability, pregn
nancy, elderly people orr young child
dren), that did
d not facto
or in incomee status. In
contrastt, the PMT survey waas needs-baased, using simple, obsservable characteristicss, such as
househo
old location, quality of dw
welling, owneership of durrable goods, demographic structure, education
and occu
upation of th
he household
d adult mem
mbers, etc.
For this purpose, thee government surveyed 70% of the total populaation and crreated a inteer-sectorial
databasee of 437,615
5 middle- and
d low-incom
me household
ds in Mongo
olia. The database was shared with
relevant government agencies to
o be used forr any other social program
ms that wou
uld target thee poor. The
revised S
Social Welfaare Law man
ndates that the
t identificaation of the poor shall be done usingg the PMT
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survey methodology.24 According to the law, the poor are entitled to a number of benefits, such as
allowances and in-kind support for education, health, and food. However, the PMT database is not yet
widely used, and the majority of programs, including cash transfers, allowances, and services, still use
categorical targeting.25
2.

Addressing Gaps in Universal Health Coverage

Mongolia’s policy framework supports universal health coverage. The mandatory social health
insurance deploys various financial sources to cover different population groups. Public and private
sector employees are covered by payroll-financed contributory schemes, while vulnerable groups26 are
subsidized by the government and their premiums are covered by the state budget. In addition, a
number of services, including primary health services, delivery, antenatal, emergency, cancer
treatment, are provided at no cost in public health facilities, funded by the state and local budgets. As
such, most of the population is covered, and most of the essential services are free.
However, in practice, there are significant gaps in services, coverage, and financial protection. A
number of services that lack coverage, such as medicines or high-cost diagnostics and treatments, are
burdensome for low-income households. In addition, some population groups, like herdsmen or the
self-employed and unemployed, are not able to contribute to the social health insurance, and, hence,
lack support. Even those availing themselves of health insurance sometimes face difficulties accessing
key services due to such factors as system inefficiencies, unregulated competition among private
providers, and inaccessibility and unavailability of services in public hospitals. The gaps are illustrated
by the relatively low utilization of health services among the poorest, the still-significant out-of-pocket
expenses, and the high level of catastrophic payments.
Against this background, Medicard was the first program with a focus to address the gaps. Thanks to
the program, low-income households, the poor, and the homeless had access to healthcare services
through substantial reduction of out-of-pocket payments. Medicard showed that a key measure for
protecting the poor from out-of-pocket payments is to finance essential medicine. Moreover,
Medicard contributed to improving legislation to ensure the inclusion of the poor and homeless in the
government’s health and social programs.27

24

25

26
27

The passage of the amended Social Welfare Law in January 2012 was supported by ADB. Source: ADB. 2001. Report and
Recommendation of the President to the Board of Directors: Proposed Loans and Technical Assistance Grant to Mongolia for the
Social Security Sector Development Program. Manila.
Mongolia has an extensive social welfare system, consisting of 71 types of benefits, covering 41% of the population and
amounting to 2.8% of country’s 2013 GDP. Source: World Bank. 2015. Social Welfare Programs of Mongolia: Design and
Beneficiary Assessment. Washington.
Footnote 7, p.7.
The revisions of the Social Welfare Law in 2012 and of the Social Health Insurance Law in 2015 mandate that the
government provides a full or partial health insurance premium subsidy for those identified as social welfare beneficiaries,
the poor, and the homeless. The passage of the two revised laws was assisted by ADB. Sources: ADB. 2001. Report and
Recommendation of the President to the Board of Directors: Proposed Loans and Technical Assistance Grant to Mongolia for the
Social Security Sector Development Program. Manila; ADB. 2007. Report and Recommendation of the President to the Board of
Directors: Proposed Asian Development Fund Grant to Mongolia for the Third Health Sector Development Project. Manila.
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IV. INTERNATIONAL BEST PRACTICES IN MEDICARD MONGOLIA
Medicard was developed by national health experts in Mongolia based on the best available
international practices. However, Medicard Mongolia contained the following specific features.
1.

Non-Conditionality of the Program

Most of the globally available in-kind transfer programs impose conditionality on services and
subsidies to ensure mandatory participation of the eligible beneficiaries. Specific conditions, such as
children’s school attendance, or regular vaccination of children, are common worldwide. Medicard
Mongolia differs as there are no conditions imposed on eligible beneficiaries, who, once informed
about the program, are free to access the services as needed when they became sick. Absence of
conditionality is one of the unique features of Medicard Mongolia which indeed increased the program
efficiency, as funds were disbursed only for those in need or sick, and free access was secured for all
eligible.
2.

Free Access to a Variety of Health Services

In-kind transfer programs implemented in the health sector typically focus on one or two services (e.g.,
vaccination or monitoring of women’s pregnancy). In Medicard Mongolia, beneficiaries are given
access to comprehensive health services upon the recommendation of a family doctor. These include
medicines, and various types of referral medical services available at the secondary level general
hospitals. Although beneficiaries mostly accessed medicines, the most attractive feature of Medicard
Mongolia was free access to marginal medical services.
3.

Use of Existing Institutional Arrangements

Medicard Mongolia was designed to conform to the existing institutional arrangements in the country
rather than to consume time and resources creating a new framework. This pragmatic approach aimed
to both simplify program implementation and further strengthen the existing systems in the country.
The program engaged family doctors at the FHCs/SHCs as an entry point to the program benefits,
reinforcing the gate-keeping function of the family doctors. The program also relied on the official
referral arrangement between FHCs/SHCs and aimag/district general hospitals without creating
additional steps and forms other than the Medicard booklet. On the provision of medicines, the
program offered those included in the list of Essential Medicines.28 In addition, the program directly
reimbursed service providers (pharmacies and hospitals) through the existing health insurance fund.
This pragmatic design allowed the program beneficiaries to access health services without concerns
over cash payments, simplifying participation, and ensuring payments to the service providers.
4.

Geographical Coverage

Wide geographical coverage of in-kind transfer programs is among the key factors to ensure the
effective targeting of beneficiaries. However, some international programs limit services to certain
geographic locations. In contrast, Medicard Mongolia was an ambitious program that aimed at
reaching out to the poor in each of the 329 soums and in all the cities scattered in the country’s vast
territory. It should be noted, however, that despite its nationwide coverage, Medicard targeted only
28

The List of Essential Medicines consists of over 300 of the more commonly used and most efficacious, safe and costeffective medicines. The list is regularly updated by the MOH.
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2,719 homeless and 92,501 individuals, the poorest of the poor. Use of the existing healthcare system
to provide Medicard services allowed the program to remain efficient despite its wide geographical
coverage and relatively low number of beneficiaries.
5.

Program Duration

International experiences show that in-kind transfer programs in the social sector are best
implemented as national programs on a long-term basis. Medicard Mongolia was implemented from
2011 to 2013 only, as it was intended as a crisis response program. It should be mentioned that the
actual implementation period in 15 out of 21 total aimags was shortened from the originally planned
three years to about one-and-a-half years, as the identification of the target population using the PMT
method took longer than expected.
Despite the crisis response nature of the program, the encouraging results prompted the MOH in 2013
to propose continuing the Medicard program as a long-term national program. However, the initiative
did not receive full government support at the time, and the program was closed.
V. LESSONS AND RECOMMENDATIONS
The implementation of Medicard Mongolia offers the following lessons:
1.

Targeting of Program Beneficiaries

The identification of the most vulnerable groups using PMT was successful and was deemed an
innovative approach. However, the methodology faced shortcomings that led to the omission of some
vulnerable groups and the inclusion of others whose living standards were better off than the definition
of poor. In retrospect, the target population identification process would have substantially benefited
from the inclusion of a grievance redress mechanism engaging the local authorities, police, pharmacies
and local doctors at the district, soum and aimag levels, given their knowledge of local communities,
especially at the microlevel.
In addition, while the use of PMT was an efficient tool to target the eligible poor under the Food Stamp
program in Mongolia, the questionnaires created confusion when applied to the health sector. This is
because providers tend to interpret the definition of vulnerability as individuals with poor health status
rather than those unable to afford services. The PMT questionnaires should have been modified to
reflect the health needs of people, their insurance coverage, and/or access to and availability of basic
health services as these factors also contribute to vulnerability.
Instituting PMT in Mongolia was a complex process; indeed, visiting and questioning 437,615
households (or 70% of all households) in all soums in a country with low population density after
having designed and adapted the methodology and developed the survey questionnaire was
challenging. The MSWL had to engage more than 2,000 people to process the survey, who spent twoand-a-half years collecting data, and another six months developing the database. This understandably
delayed the implementation of the Medicard program nationwide. Therefore, it is important to start
the preparation of the targeting methodology well in advance, and coordinate with social protection
programs, in particular in countries with limited financial and institutional capacity.
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2.

Information Dissemination

Medicard Mongolia’s information dissemination and education of the target population was less
successful. The evaluation of Medicard showed that the eligible beneficiaries did not avail themselves
of the full program due to their poor understanding of the benefits and services provided.29 The
information dissemination sessions conducted by the project unit and later by the local authorities did
not reach all the eligible beneficiaries. This could be also due to the outreach not fully considering the
limited ability of the poor and homeless to understand or sometimes even attend the one-time, faceto-face briefing sessions provided under the program. Another factor that was not given due
consideration is awareness of specific behavioral aspects of the poor and homeless, who are not
accustomed to approaching institutions, such as hospitals for a variety of reasons, including their poor
personal hygiene, poor clothes, and a fear of being neglected or judged. A solid information
communication and education campaign, based on a detailed analysis of the needs of the poorest
beneficiaries and homeless, would have further enhanced the program.
3.

Provision of Services

Medicard covered the diagnostic, ambulatory, and inpatient services in secondary-level hospitals,
medicines prescribed by family doctors, and the cost for transportation from soums to aimags. The
FHC/SHC consultation was the prerequisite for obtaining drug prescriptions or any other medical
services needed. The most utilized service among the beneficiaries was the provision of essential
medicines, which amounted to 87% of the total disbursement and 97% of service provided under
Medicard. This clearly demonstrates that the most pressing health need for the poor was the need to
buy medicines, which are not funded by the health insurance and the state budget. The result suggests
that when designing similar programs to mitigate the impact of severe economic crisis, narrowing the
focus of the program to this particular need of the poor will simplify and accelerate implementation.
The Medicard program offered medical services at no cost in secondary-level hospitals through the full
reimbursement of the cost or when the beneficiary had health insurance coverage, by reimbursing the
co-payments (the insured in Mongolia bear 10% of the costs). However, the utilization of hospitalbased medical services among beneficiaries was minimal, leading to the conclusion that, besides the
purely financial barriers, there are important socioeconomic barriers to medical services. Long
geographical distance between soums and aimag centers, the need to be accompanied by a family
member in order to travel, lack of transportation means, and the impossibility of leaving family or cattle
unattended prevent people from seeking health care in aimag hospitals. The poor in urban areas
encounter other difficulties, in particular their unregistered status, which implies that they cannot be
identified as beneficiaries, as well as poor infrastructure in the city suburbs, and behavioral issues when
it comes to seeking health care.30
In this regard, during the course of the program’s implementation, the government revised the benefit
package to include the cost of transportation from soums to aimag centers to support the poor in
accessing medical services. However, this action came late in the project and was not supported by an
information and communication campaign. This lesson suggests that the selection of services to be
provided should be based on a detailed analysis of the system’s limitations and inefficiencies and on

29
30

Oxford Policy Management. 2013. Impact Evaluation Report: Food Stamps and Medicard Program in Mongolia. Oxford.
Ministry of Health of Mongolia. 2010. Access to Health Services for Disadvantaged Groups in Ulaanbaatar. Situation Analysis
Report. Ulaanbaatar.
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the target population’s health needs. It should also fully reflect the factors limiting access to and
availability of the services for the target population in each country.
4.

Coordination of the Program Implementation at the Local Level

The evaluation of Medicard Mongolia revealed a key impediment to local implementation, which is the
absence of an integrated oversight mechanism. At the start of the program, representatives of social
welfare and health departments, hospitals and pharmacies, along with social workers, were provided
with training and information dissemination sessions. This laid out good grounds for the launching of
the program locally. However, it was unclear which agency was actually in charge of ensuring the
proper implementation. It should be noted that in the onset of the program implementation there was
confusion at the central level. The MOH hesitated to consider the program as a social protection,
while the MSWL considered the program as a means for the provision of health care services. In this
context, the project unit concluded a tripartite agreement with the health service providers and the
social insurance departments, but no binding obligations were imposed on health and social welfare
departments at the aimag and district level. The role of health departments under Medicard was
limited to data collection on beneficiaries receiving health services that were submitted to the project
unit. The role of the social welfare departments was limited to the identification of the eligible poor.
With hindsight, it would have been more productive to have one of the two departments as the leading
agency in charge of the coordination, supervision, and monitoring of the program’s efficiency.
5.

Timing and Duration

Medicard was planned to be implemented from 2011–2013. However, due to the lengthy PMT process,
the actual implementation was shortened to about half of the intended period in most aimags and
soums. This undermined the program’s impact. However, Medicard succeeded in reaching the most
vulnerable individuals in the country, and helped many poor and homeless people to reduce out-ofpocket payments. Medicard’s success in Mongolia calls for the continuity of the program in the longer
term.
Although the MOH acknowledged the importance of this program, and developed guidelines for its
national implementation, it failed to gather sufficient political support. The PMT methodology showed
that there is a substantial portion of the population of Mongolia in real need for government’s support
to improve their health and socioeconomic status. The program has shown that the needs of the poor
and homeless require greater efforts and concrete, needs-based measures from the government, and,
in particular, strong political will.

V. CONCLUSION
Medicard was implemented by the Government of Mongolia with the technical and financial
assistance of the ADB and the JFPR in 2011–2013. It was the first targeted program in the health sector
of Mongolia to facilitate access to health services for the socially most vulnerable population, including
the poor and the homeless.
Medicard was developed by Mongolian health experts based on the review of the best international
practices. The program was implemented nationally, reaching out to 329 soums, 21 aimags and nine
districts in the capital of Mongolia, serving about 250,000 beneficiaries. The program made a valuable
contribution to the overarching government goal to protect the poorest during financial crises through
reducing their direct payment for health services.
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The program incorporated an innovative approach to identify the target population, the PMT
methodology, pioneering its use in health programs in Mongolia. The PMT produced positive results,
offering a relevant lesson for future programs seeking to identify beneficiaries from the target
population considering their health status.
The implementation of Medicard in Mongolia underlined the need for a multi-sectorial approach and
stakeholders’ cooperation and coordination as critical elements to enhance the effectiveness and
accessibility of health services for socially vulnerable groups. It also highlighted the importance of
having strong political will to implement this type of program nationwide to achieve tangible
improvements in the health status of the poor and homeless.
Medicard was designed as a short-term program to mitigate the impact of the 2007–2008 global
financial crises on the poor and vulnerable in Mongolia. The lessons learned from the program
implementation are useful to strengthen government policies for poverty alleviation, and could also be
replicated in other countries seeking similar social goals and objectives.

Ensuring Health Care Services for the Poor During a Financial Crisis
The Medicard Program in Mongolia: Experiences and Lessons Learned

The 2007–2008 global financial crisis severely affected the Mongolian economy. Poverty struck and access to
basic services and medical care plummeted, affecting the health of women and children. This paper describes
the Medicard program implemented in Mongolia in 2011–2013 to protect the poor by providing free health
services. The program was the Mongolian health sector’s first to apply the Proxy Mean Test to target eligible
households. It contributed to ensuring government health and social program inclusiveness, and highlighted
the critical role of political commitment in ensuring the sustainability of such programs. This paper provides
information on the program design and implementation by comparing it with international best practices.
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