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Preface

Approximately 1600 children under 5 years of age die every day in the Western 
Pacific Region from common preventable and treatable conditions including 
diarrhoea,pneumonia and perinatal events.  Many of these deaths are associated 
with undernutrition.  Vaccine preventable diseases and injuries further contribute 
to this high number of childhood deaths.

The Millennium Development Goal 4 of the United Nations Millennium 
Declaration calls for a reduction by two thirds, between 1990 and 2015,
of the under-5 mortality rate. An analysis of the progress in the Region shows
that the achievement of the goal will prove challenging for many countries if 
mortality reduction continues to stagnate and preventable and treatable causes 
of childhood mortality persist.

The WHO/UNICEF Regional Child Survival Strategy outlines a unified 
direction to accelerate and sustain action towards achieving the national 
targets for Millennium Development Goal 4, and to reduce inequities in child 
survival, particularly in areas of greatest need. The strategy was endorsed
by the WHO Regional Committee for the Western Pacific at its fifty-sixth session 
in September 2005.

The Strategy focuses on the implementation of an Essential Package for 
Child Survival composed of seven intervention areas: (1) skilled attendance 
during pregnancy, delivery and the immediate postpartum period;
(2) care of the newborn; (3) breastfeeding and complementary feeding;
(4) micronutrient supplementation; (5) immunization of children and mothers;
(6) integrated management of sick children; and (7) the use of insecticide-treated 
bednets in areas where malaria is a problem. At the heart of the Strategy are 
10 core child survival indicators for the monitoring of progress towards universal 
coverage of the different intervention areas.

The Western Pacific Region is a very diverse area. Therefore, the successful 
implementation of child survival actions at the country level must first take
into account the local child health situation and health system capacity.  
The child survival country profiles have been developed with support from 
WHO in collaboration with the respective ministries of health.  Each profile 
includes information on the progress towards implementation of Millennium 
Development Goal 4, the current status of the evidence-based interventions 
that affect the survival of children, related policies and strategies, child health 
financing, and coordination mechanisms.

This compilation should be useful in further analysing and designing 
country-specific plans of action, coordinating activities with key stakeholders,
and tracking progress towards the universal coverage of essential child survival 
interventions. These profiles reflect the current picture of child survival. Once
new data become available, and further progress in child survival intervention 
coverage is noted, these profiles may need to be updated.
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1. Demographic and socioeconomic data

Mongolia, the fifth largest country in Asia, has a total area of 1.567 million 
square kilometres and an overall population density of 1.7 persons 
per square kilometre, making it the least densely populated country in 
the world. 

The following summary provides key background information.

Table 1: Selected demographic and socioeconomic data for Mongolia

Indicator Estimate Source

Population 2626.6 NSO 2007

 Male 48.7% NSO 2007

 Female 51.3% NSO 2007

Under-five population 216 397 NSO 2007

 Male 109 130 NSO 2007

 Female 107 267 NSO 2007

Total fertility rate 2.3 Health Indicator 2007

Gross domestic product (ppp) US$2823 NHDR 2007

Adult literacy 97.8% NHDR 2007

 Male 93.6% NHDR 2007

 Female 95% MICS 2005

Proportion of population served with safe water 72% MICS 2005

Proportion of population served with adequate sanitary facilities 27.6% MICS 2005

In 2000-2006, the country experienced several kinds of natural disasters—
dzud, drought, steppe and forest fires, snow and dust storms, earthquakes
and floods. According to the statistics from the National Emergency 
Management Agency, Mongolia has experienced some 25 000 disasters 
and emergencies over the last ten years, in which more than 1100 people 
lost their lives, 9.3 million head of livestock perished, and 55 million 
hectares of forest and pasture land were affected by fires, amounting to 
an estimated 431.7 billion tugriks (US$0.372 billion) worth of damage.  

In 2007, about 61% of the population were urban dwellers, compared 
with 59.1% in 2004. The need to seek better opportunities for study 
and employment in urban settings is the primary factor that fuels 
the continuous rural-to-urban migration. Over half of total poverty is 
concentrated in urban areas and around one quarter in the capital,
Ulaanbaatar. This change in the poverty profile has brought with it 
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newfound social ills, including crime, street children and urban slums,
and has increased the pressure on already strained social services.

Mongolia has been undergoing a demographic transition since 
1990, characterized by a sharp reduction in fertility and deaths 
and the ageing of the population. The birth rate has declined by 
nearly 52% over 10 years as a result of a 40% drop in the marriage rate,
a high rate of divorce, greater use of contraceptives, the legalization 
of abortion, delayed marriage and longer intervals between births. 
Using the poverty line of approximately US$20 per month per 
person from the 2003 Living Standards Measurement Survey (LSMS),
some 36.1% of the population are classified as poor. The most 
recent data, however, which are not based on a full household 
LSMS and therefore do not strictly compare  with the earlier 
survey in 2003, indicate a drop in poverty incidence to 
32.2% as of 2006, with slight improvements in the poverty gap and 
poverty severity as well.1

By the end of January 2008, the number of registered unemployed had 
reached 29 700, a decrease of 1900 or 5.9% compared with the same 
period in the previous year.2

2. Mortality data

The infant and under-five mortality rates demonstrated a downward trend 
from 1990 to 2006 (see Figure 1), with most of the mortality decline in 
children aged 12-29 months. The combined effect of high immunization 
coverage, reaching almost 98.5% for all six EPI vaccines and hepatitis B
in 2006; well-implemented programmes to promote breastfeeding and 
essential newborn care, and to reduce mortality from diarrhoeal diseases 
and pneumonia; and generally good access to health facilities have
contributed to the overall progress in child survival.

The national under-five mortality rate is 22 per 1000 live births and 
the infant mortality rate is 18 per 1000 live births. Newborn deaths 
represent 62% of infant deaths, with 80% of neonatal deaths occurring in 
the first week of life.3
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Figure 1: Trends in infant and under-five mortality rates, 1990-2006

2.1 Geographical variation in child mortality rates 

Mortality rates differ widely according to geographical area and tend 
to be higher in the Western Region of the country and in rural areas. 
Overall mortality data, however, mask sub-populations at higher risk, 
such as the migratory populations who have less access to care and have
higher health risks.

2.2 Cause-specific mortality

The most important causes of child mortality in Mongolia remain to be 
neonatal causes, diarrhoea and pneumonia based on WHO estimates (see
Figure 2). Health facility data show that injuries are also a major cause of 
death and that diarrhoeal deaths have declined over time.  However,there 
may be some underreporting of diarrhoea morbidity as many cases are 
treated at home.  The proportion of deaths due to injuries has increased 
in line with rapid urbanization.

Source:  Mongolia vital registration data, 2007
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The proportion of causes of deaths in the neonatal period are similar 
in both WHO estimates and routine health facility data (see Figure 3).
Asphyxia ranks first, followed by prematurity, congenital anomalies and 
infections. The prevalence of low birth weight, a significant indicator of 
health risk, remains at 7%.4

Figure 3: Causes of deaths in the neonatal period by source of data

Sources: Health facility data, 2006; 2003 Reproductive 
Health Survey. Ulaanbaatar, National Statistical Office and 
the United Nations Population Fund, 2004.

Source: Global Burden of Disease update: Disease and injury 
regional estimates for 2004. World Health Organization,
Geneva.  2008.

Figure 2:  Causes of under-five deaths by source of data

Source: Health facility annual data, 2006.Source: Global Burden of Disease update: Disease and injury 
regional estimates for 2004. World Health Organization,
Geneva.  2008.
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2.3 Related nutritional data

The prevalence for wasting, underweight and stunting have
generally fallen since 2000, although stunting have fallen less rapidly.  
Indeed, stunting, particularly in children aged 6-36 months has been 
identified as a significant problem.  Little improvement has been 
observed despite increased efforts in growth monitoring over the past 
five years.  The national reduction in stunting from 2000 to 2004 was 
only 5% among children under five, from 24.6% to 19.6%; generally,
boys aged 6-23 months showed the highest levels of stunting by age 
group (22.2%) and rural areas have a higher prevalence for stunting 
(23.9%) than urban areas (11.5%). Studies carried out in 2004 showed that 
0.6% of all children aged 6-59 months were severely undernourished and 
6.7% were underweight.  Rural areas have a higher prevalence for 
underweight children (8.1%) than urban areas (3.9%).

Data from the Multiple Indicator Cluster Survey (MICS) 20055 reveal 
that the percentage of exclusive breastfeeding for infants up to 
6 months of age is low at 38.3%. Appropriate complementary feeding 
and continued breastfeeding for infants aged 6 to 9 months is 30.5%.
The National Nutrition Survey 2004 shows that the overall proportion of 
children between the ages of 6 and 59 months that receive vitamin A
supplementation is 52%, with slightly higher figure of 54% in the Western 
and Eastern Regions and a low 48% in the Central Region.

The overall prevalence of iron deficiency is 22.3% for children under 
five, but is 1.6 times higher in children aged 6-23 months (30.6%)
compared with those 24-59 months of age (18.5%). Similarly, the overall 
prevalence of anaemia is 21.4%, with higher values for the 6-23 month 
age group (33.4%) compared with those aged 24-59 months (13.4%).
The Third National Nutrition Survey Report, 2006 concluded that 7.3%
of children under five had iron deficiency anaemia.6 Prevalence for iron 
and iodine deficiency have fallen in the last two to three years, but remain 
a problem. The proportion of households using iodized salt is 74%, based 
on the National Nutrition Survey of 2004, with a wide variance for different 
areas: Western (58%),Central (88%),Eastern (91%) and Ulaanbaatar (97%).
The prevalence of vitamin D deficiency has not changed in the last four 
years and remains high (40%), with the Western Region reporting higher 
prevalence than the national level (46.8%) in comparison with the Eastern 
Region (31.4%).
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3. Child health-related legislation,
policies, strategies and plans

The National Programme of Action for the Development and Protection 
of Children 2002-2010 has been approved, outlining the Government’s
approach to achieving the Millennium Development Goal (MDG) mortality 
targets set in the United Nations General Assembly Special Session in 
2002. Improvement of the health status of mothers and children is also 
given high priority in the Health Sector Strategic Master Plan 2006-2015, 
and in the Medium-term Expenditure Framework.

3.1 Decrees and circulars 

The following child health-related decrees and circulars are in force:

• Regulation for implementation of the Law on Breast-milk Substitutes,
2008;

• Decree on introducing and scaling up the use of multiple  
micronutrients for pregnant, lactating mothers and 6-59 months old 
children, 2008;

• Decree on hospital accreditation (inclusive of BFHI indicators), 2008;
• Decree on improving the quality of neonatal care , 2008;
• Health Law of Mongolia 1992, amended in 2006;
• Drug Law of Mongolia, amended in 2006;
• Health Insurance Law of Mongolia 1993, amended in 2006;
• Law on Breast-milk Substitutes, 2005;
• Tobacco Law of Mongolia, 2005;
• HIV/AIDS Law of Mongolia, revised in 2004;
• Mental Health Law of Mongolia, 2003;
• Law on Social Welfare for the Disabled, 2003;
• Law on Salt Iodization and Prevention of Iodine Deficiency, 2003;
• Decree on IMCI expansion in Mongolia, 2003;
• Donor Law of Mongolia, 2002;
• Order of the Minister of Health on IMCI early implementation, 2000;
• Immunization Law of Mongolia, 1999; and
• Sanitation Law of Mongolia, 1998.

3.2 Child health-related policies  

• Policy for Integrated Early Childhood Development, 2006;
• State Public Health Policy, 2003;
• Human Resource Policy for the Health Sector (2004-2013), 2003;
• State Policy to Develop Mongolian Traditional Medicine, 2002;
• National Drug Policy, 2001; and
• Policy on Reform and Privatization in the Social Sector, 1998.
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3.3 Child health-related strategies

• National IYCF Strategy, 2008;
• Maternal Mortality Reduction Strategy (2005-2015), 2005;
• National Strategy for Prevention of Micronutrient Deficiency Among

Mothers and Children, 2005;
• Growth Monitoring Promotion Strategy for Children Under Three 

Years Old, 2005; and
• HIV/AIDS Prevention Strategy, 2003.

3.4 Plans and programmes 

• Government Plan of Action, 2008-2012;
• National Programme on Food Security Supply, Safety and Nutrition 

(2008-2015), 2009;
• National Programme Against Iodine Deficiency Disorder (2007-2010); 
• National Programme on Environmental Health (2006-2015), 2006;
• Multi-Year Country Plan for Immunization (2006-2011); 
• Oral Health Programme (2006-2015), 2006;
• “Healthy Mongolian” programme, 2006;
• National Programme on Non-Communicable Diseases Control and 

Prevention (2006-2013), 2006;
• Third National Reproductive Health Programme (2007-2011), 2006;
• Health Sector Master Plan (2006-2015), 2005;
• National Programme for Children (2006-2008);
• National Programme on Health Technology Improvement 

(2003-2008), 2003;
• National Programme on Injury Prevention (2002-2008), 2002;
• Soum Hospital Development Programme (2002-2008), 2002;
• National Programme of Action for the Development and  Protection 

of Children (2002-2010), 2002;
• National Programme to Combat Infectious Diseases (2002-2010),

2002; inclusive of National Expanded Programme on Immunization 
implemented since 1996; and

• National Mental Health Programme (2002-2007), 2002.

The Health Sector Master Plan, a long-term policy framework for
2006-2015, was developed by the Ministry of Health with the support of 
the Japan International Corporation of Welfare Services (JICWELS).
It represents the Ministry’s comprehensive documentation of its 
future directions and incorporates the Government’s commitment to
the MDGs.   In the Health Sector Master Plan, seven key areas and 
24 strategies have been incorporated to facilitate the delivery of 
socially responsive, equitable, accessible and quality services to all. 
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The overall outcomes to be achieved by 2015 include increased 
life expectancy; a reduction in the infant mortality rate; a reduced 
child mortality rate; a reduced maternal mortality ratio; improved 
nutritional status, particularly micronutrient status among children 
and women; improved access to safe drinking water and basic 
sanitation; prevention of HIV/AIDS; sustainable population growth;
reduced household health expenditure, especially among the poor;
a more effective, efficient and decentralized health system;
and an increase in the number of client-centred and user-friendly health 
facilities and institutions. The implementation framework of the Health 
Sector Master Plan has been endorsed by the Health Minister’s Council.   

3.5 Child rights and birth registration

The Convention on the Rights of the Child (CRC) was ratified in 1990.
Mechanisms to ensure its implementation in Mongolia include 
the development of the National Programme for Children 2006-2008, 
embodied in the Health Sector Master Plan 2006-2015, and the passage 
of important supportive legislation including: the National Statistical 
Law, the Law on Civil Registration, the Law on Breast-milk Substitutes and 
the Law on Juvenile Justice.

The Deputy Prime Minister’s Office is responsible for monitoring and 
reporting on CRC implementation.   Mongolia has submitted four periodic 
reports up to 2009 and has undertaken several kinds of action following 
the recommendations of the CRC Committee.

According to the Law of Mongolia on Civil Registration, a child has to 
be registered within 15 days of birth in urban areas and 30 days in rural 
areas.  Birth registration is free of charge.  The MICS 2005 survey showed 
98% birth registration among children under five years of age with 
most of the registered children within the 12-59 month age group,
as the registration among younger children was relatively low.5

Nearly 86% of mothers were able to show a birth certificate as proof of 
registration,while 13% failed to do so.   There were no significant variations 
in birth registrations according to gender, region or level of maternal 
education.

Mongolia has ratified United Nations Convention 182 on the Worst 
Forms of Child Labour in 1999, which has created opportunities for 
the implementation of various projects.
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4. Health services

The health system follows the administrative structure of the country,
therefore health facilities are distributed more or less equitably. 
Tertiary referral and specialized hospitals and clinics, however, are located 
in the capital city of Ulaanbaatar.  In 2001, the Government established 
a Regional Diagnostic and Treatment Centre in each region.  

An essential health care package has been adopted to guide 
the development of the Health Sector Master Plan 2006-2015.
This package includes a minimum set of essential public health and clinical 
services.  Implementation of the essential package to achieve universal 
coverage has a projected cost of 37.7 billion tugriks (US$32 million) for 
2005-2015 (ADB costing exercise). Government spending on health had 
reached 653.1 million tugriks (US$460 740) and accounted for 3.1% of 
GDP by 2007.1

4.1 Access to health services

In the last five years, 99% of births received skilled antenatal care and 
99% of deliveries took place at health facilities. As for clinical services,
majority of children were taken to health facilities for treatment and 
counselling on ARI and fever, with around 14% unable to receive any 
health services.  The percentage of children who received health care 
for diarrhoea was slightly higher in urban areas (83%) than in rural areas 
(79%). Among the regions, the Central region appears to have the highest 
access to health services.6

Some children are not registered with the local government health 
system, including children of migrants, working children, street and
out-of-school children. These child population groups plus disabled 
children may not be taken to basic health and social services if not 
registered since their parents falsely believe that they need to be registered 
or insured to enjoy such services.  Urban migrants live mostly in areas 
of the city where infrastructure development (transport, electricity and 
water supply) is poor which  further limits their access to health services. 
These groups need to be better reached.  In addition, there are concerns 
that the policy requiring payment for drugs at first-level facilities may 
discourage people from visiting such facilities. 
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Of the population of 1 097 576 living in soums, 736 893 (67.1%)
are nomadic herders. Of the nomadic population, 35% are 50-80 km
from a health facility, while 65% are less than 14 km from a health 
facility.  However, there is universal access to pharmacies stocked with 
83 essential drugs.  Distance is the most challenging issue in rural health 
service delivery.  Community health workers (bagh feldshers) are available 
for every household, but their accessibility is also affected by distance.

4.2 Utilization of health services

The 2006 amendment to the Health Law states that all primary health 
care services are to be financed from the state budget to increase access 
to health services.  However, at the primary level, all prescribed medicines 
are paid for out of pocket. Utilization of health services differs according to
wealth quintile, geographical location (example: urban vs rural), maternal 
education and infrastructure of the region or province.  Child care services 
rendered by public providers are free, but there is a charge for essential 
drugs.  Free referral and tertiary-level services are available for children up 
to 18 years old.  Based on the MICS 2005, 63% of children with suspected 
pneumonia were taken to an appropriate health provider; 28% to a family 
physician or general practitioner; 27% to a soum/village health worker 
and the remainder to government health centre staff.  Four out of every 
five children in the Western Region and three out of every five children in 
the Central Region were given appropriate antibiotics.5 All provincial and 
district hospitals and health centres manage both children and adults. 
The Maternal and Child Health Research Centre is the only tertiary-level 
hospital with specialized outpatient clinics for mothers and children.

4.3 IMCI implementation

The Integrated Management of Childhood Illness (IMCI) approach was 
introduced in 2000 and, by the end of 2006, IMCI implementation had 
been extended to all provinces in the country (see Figure 4). IMCI is 
practised in 95% of health facilities throughout the country.
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Figure 4 : IMCI coverage in Mongolia, 2001 -2005

The National Programme of Action for the Development and Protection 
of Children (2002-2010) focuses on: the essential newborn care and IMCI
package; improved infant and young child feeding; and micronutrient 
supplementation, particularly vitamin A, vitamin D and iodine.  The IMCI
guidelines have been further revised: the management of sick young 
infants from birth has been included; the “fever” box has been adapted 
to suit the local context (removing malaria and dengue hemorrhagic 
fever); steps have been added to assess, classify and manage rickets;
zinc is included for diarrhoea management; and iron and folate 
supplements are recommended for treatment and prevention of anaemia 
in children. Implementation of community-IMCI will be expanded using 
the newly developed modules. Activities to improve referral care have 
been strengthened following hospital assessment and oxygen evaluation 
in 2007. An emergency triage assessment and treatment course 
was conducted in 2008 for a core set of trainers, and the guidelines in 
the Pocketbook of hospital care for children were adopted.
These strategies recognize the important contribution of all levels of 
the health care system in implementing the child health programme:
the home and community, first-level facilities and referral care facilities.
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4.4 Health care financing 

There was a steady increase in the state budget for the health sector 
from 2000 to 2005, in terms of both percentage GDP and government 
expenditure.  The percentage of GDP spent on health decreased slightly 
to 3.3% in 2006 but increased to 4.5% in 2007 resulting in per capita 
health expenditure of US$51.3. The main financing sources in 2007
were the state budget (76.5%), the health insurance fund (20.2%) and 
out-of-pocket payments and other sources (3.3%).

Eighty percent of health care financing resources are spent on 
hospital-based curative services and preventive health services. 
In 2007, 26.6% of total health expenditures were spent on tertiary health 
care facilities, 42.2% on secondary health care facilities, such as aimag
and district general hospitals, and 28.8% on primary health care facilities. 
According to the Health Law, all kinds of health services for children up to 
18 years of age are free of charge.   

The current social health insurance, introduced in 1994, covered 78.3% of 
the population in 2007. Primary health care financing was initially based 
on capitation payments for insured people from the Health Insurance 
Fund.   The poor and people from vulnerable groups were not covered 
by health insurance and therefore had limited access to primary health 
care. In July 2006, the Health Law was revised so that all primary health 
care services are to be financed from the state budget, paving the way
for a more equitable distribution of health care services to all, especially 
disadvantaged groups.

5. Human resources 

5.1 Distribution of human resources

The Human Resource Development Policy, approved in 2003, focuses 
on planning, development, distribution and management of human 
resources for the period 2004-2013. However,despite government efforts 
to protect the population’s health by improving health care services,
enhancing health systems, creating a favourable legal environment,
increasing the efficiency of public financing and improving the social 
protection of health workers, many challenging human resource issues 
still remain. 
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The great discrepancies in the distribution of health manpower 
have resulted in an acute deficit of health professionals in rural areas 
and, as of 2007, seven soums had no medical doctors.  In addition,
the total numbers of physicians and nurses reflect a serious internal 
imbalance in the composition of the health work force.  The continued 
overproduction of physicians has resulted in a high physician-to-nurse 
ratio of 1:1.21, which is seriously distorted compared with international 
standards.  There is a shortage of nurses, midwives and other mid-level 
personnel, including technicians.  The situation is further compounded 
by the overspecialization of medical doctors, which contributes to
the shortage of general physicians at the primary health care level. 

A high-level coordinating committee for human resources for health has 
recently been established comprising: representatives of the Government 
Secretariat; the Ministry of Health; the Ministry of Finance; the Ministry 
of Education, Culture and Science; the Ministry of Social Welfare and 
Labor; the Ministry of Construction and Building; the Civil Service Council;
international donors and partner agencies; professional associations; and 
local administrations.  This high-level committee, headed by the Prime 
Minister, is expected to bolster political commitment, enhance donor 
support and funding and facilitate the implementation of health sector 
human resource policies and strategies at the national level, which will,
in turn, support child survival programmes.  

5.2 Pre-service education

In 2003, after a review of the early implementation phase of IMCI,
pre-service IMCI education was introduced.  As a result, graduates from 
medical schools and colleges, as well as other health science institutions,
are already trained in IMCI. Essential newborn care has also been 
integrated into the undergraduate curriculum of the Health Science 
University, as well as public and private medical colleges and nursing 
schools. Preservice education on immunization, community based 
nutrition, community – IMCI and midwifery needs to be revised and 
integrated into the curriculum of universities and colleges.   

6. Progress towards achieving MDG 4

6.1 Summary of progress

Millennium Development Goal 4 calls for the reduction of the under-five 
mortality rate.   Table 2 summarizes Mongolia’s progress towards achieving 
that goal. These figures indicate that Mongolia has already achieved its 
MDG goals.
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Table 2: Progress on MDG 4 indicators

Indicator 1990 2005 2006 2007
(Most recent estimate)

2015
(MDG Goal)

Under-five mortality rate (per 1000 live births) 87.5 25.6 24 22.1 29.2

Infant mortality rate (per 1000 live births) 63.4 20.8 19.2 17.8 22

Proportion of one-year-old children immunized against measles 96 98 98.4 98

Source: National Statistical Office of Mongolia

6.2 Interventions

Table 3: Key child health interventions, coverage indicators and targets

Period Intervention Coverage Measure Data available Current
target

Difference by region 
or group

Pregnancy Adequate antenatal care Proportion of pregnant women 
making at least four ANC visits

98%
(RHS 2003)

85% Bag 98%
Soum 97.5%
Aimag 75%
UB 64%

Iron supplementation
Detection and treatment of 
anaemia

Proportion of pregnant women 
taking at least 90 iron tablets 
during pregnancy

26%
(RHS 2008)

70% Bag 84%
Soum 89%
Aimag 89%

Prevalence of anaemia during 
pregnancy

40% (Maternal 
Mortality Reduction 
Strategy,2001)

13.8% Bag 11%
Soum 20%
Aimag 25%

Counselling on obstetric 
emergency preparedness 
and breastfeeding

Proportion of pregnant women with 
obstetric emergency plan and funds

Government subsidy 
60%

Bag 100%

Proportion of pregnant women who 
know at least three maternal and 
three newborn danger signs

NA NA

Labour and 
delivery

Deliveries assisted by a 
skilled birth attendant

Proportion of deliveries by skilled 
birth attendants

99%
(RHS 2008)

98% Soum 99.5%
Aimag 90%
National 99.5%

Proportion of home deliveries 2.3%
(RHS 2003)

1%

Identification and 
treatment of maternal 
emergencies, such as 
eclampsia and obstructed 
labour

Proportion of  women with a 
pregnancy-related complication 
identified

68% (RHS 2008) National 6.3%

Proportion of pregnancies resulting 
in a c-section

17.4%
(RHS 2008)

UB 24%
Aimag 12-20%
National 16%
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Period Intervention Coverage Measure Data available Current
target

Difference by region 
or group

Immediately 
after birth

Prevention of hypothermia Proportion of babies in facilities 
who are hypothermic during the 
first 24 hours

NA NA

Neonatal resuscitation Proportion of babies needing 
resuscitation who received it with 
bag and mask

NA NA

Postnatal/ 
neonatal 
period

Deliveries assisted by a 
skilled birth attendant

Proportion of deliveries conducted 
by skilled birth attendants

97%
(RHS 2003)

98% Soum 99.5
Aimag 90
National 99.5

Postnatal care visit Proportion of mothers/newborns 
with a care contact in the first week 
after birth

62%
(RHS 2003)

70% Bag 100
Soum 70
Aimag 84
City 74

Immediate initiation of 
breastfeeding

Proportion of mothers initiating 
breastfeeding within one hour of 
giving birth

81%
(RHS 2008)

Urban 79.8
Rural 82.3

Exclusive breastfeeding Proportion of newborn infants 
exclusively breastfed during the 
neonatal period

95% < 1m
(RHS 2003)

NA

Special care for small 
babies

Proportion of low-birth-weight 
babies receiving extra visits and 
supportive care

NA NA

Kangaroo mother care 
(KMC)

Proportion of low-birth-weight 
babies receiving KMC

NA NA

Detection and care-seeking 
for newborn complications

Proportion of newborn deaths 
occurring at home during the 
neonatal period

NA NA

Infants and 
children

Exclusive breastfeeding Proportion of infants exclusively 
breastfed to six months of age

55%
(MICS 2005)

79%
(RHS 2008)

100% Soum 50
Aimag 55

Urban 78.1
Rural 79.7

Appropriate 
complementary feeding

Proportion of infants aged 6-11 
months receiving appropriate 
breastfeeding and complementary 
feeding

22%
(MICS 2005)

Adequate micronutrients Proportion of children aged 6 
months and above who received a 
dose of vitamin A in the previous 6 
months

65%
(MICS 2005)

90% Western 54
Centre 48
Eastern 53

Proportion of households using 
iodized salt

74%
(NS 2004)

90-95% Western 58
Khangai 74
Central 88
Eastern 91
UB 97

Immunizations against 
vaccine-preventable 
diseases

Proportion of children 12-23 months 
of age who were vaccinated against 
measles, DPT, OPV, HepB by 12 
months of age

98% fully vaccinated 
(routine data)

96% Bag 97
Soum 97
Aimag 97
UB 96
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Period Intervention Coverage Measure Data available Current
target

Difference by region 
or group

Infants and 
children 
(cont.)

Community-based 
management of childhood 
illness (pneumonia, 
diarrhoea, measles, 
undernutrition)

Proportion of caretakers who 
know at least two danger signs for 
seeking care immediately

8.1%
(MICS 2005)

98%

Proportion of all sick children 
offered increased fluids and 
continued feeding at home

72% 
(RHS 2008)

85%

Proportion of children with watery 
diarrhoea  receiving ORT

84%
(RHS 2008)

75%

Proportion of children with fast/
difficult breathing going to a facility 
for treatment

72%
(MICS 2005)

Facility-based 
management of sick 
children

Proportion of children weighed and 
plotted on a growth chart

40%
(HFS 2003)

Proportion of children assessed for 
rickets

34%
(HFS 2003)

Proportion of caretakers of sick
children receiving an antibiotic who 
know how to give the drug correctly

56%
(HFS 2003)

Proportion of facilities with a full 
supply of vaccines and essential 
oral drugs

95% (vaccines)
62% (drugs)
(HFS 2003)

Proportion of facilities with at least 
60% of staff trained in IMCI

76%
 (HFS 2003)

Proportion of facilities receiving a 
supervisory visit in the previous six 
months

66% (Supervisory 
report, 
2006)
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7. Collaboration and coordination

As a developing country, donor support plays an important role in 
the health sector of Mongolia, and efforts to improve donor coordination 
and cooperation have become crucial. The Ministry of Health has started 
initiatives to coordinate support rendered by international organizations 
and donor countries.  The Health Sector Donor meeting was organized
by the Ministry of Health, Mongolia, in 2005, focusing on the issue 
of improving foreign aid coordination in the health sector.  In 2008, 
the Ministry of Health established a Coordinating Committee, headed 
by the Vice-Minister and with members from major stakeholders,
to coordinate international partner input and strengthen coordination. 

There are various partners and nongovernmental organizations working in
child health in Mongolia. The major contributors include the following:

• Asian Development Bank
• Government of Luxemburg
• Japan International Cooperation Agency
• Norwegian Lutheran Mission
• Save the Children Fund
• United Nations Children’s Fund
• United Nations Population Fund
• World Health Organization
• World Vision
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