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1. Introduction

1.1 Demographic characteristics 

Mongolia is a sparsely populated landlocked country 
in Central Asia. While the country is relatively large 
in size, spanning 1 564 100 km2, the population 
density is only 1.8 per km2. By the end of 2011, the 
population had grown to 2 811 666, increasing at an 
annual rate of 1.74% (Figure 1). The population has 
grown by 5.5% since 2008. The 15–64 year age group, 
which has been growing in recent years, comprised 
68.8% of the total population by the end of 2011. 

Children under 15 years of age made up 27.2%, and 
adults aged 65 years and older just 4.0%. 

In recent years, the population has rapidly migrated to 
urban areas and cities, which proves the urbanization 
trend in Mongolia (see Table 1). For instance, the 
population per km2 reached 274 in Ulaanbaatar, an 
increase of 30 (12.1%) compared with 2008, 19 (7.5%) 
compared with 2009, and 9 (3.4%) compared with 
2010. 

Table 1. Population of Mongolia and its growth rate, by province and national capital, 2011

Place name Population Average annual growth rate (%)
Province
  Arkhangai  84 355 -0.97
  Bayankhongor  76 651 -0.4
  Bayan-Ulgii  88 772 -0.28
  Bulgan  54 117 -0.09
  Darkhan-Uul  96 031 1.65
  Dornod  70 214 0.21
  Dornogobi  60 206 2.16
  Dundgobi  37 726 -3.84
  Gobi-Altai  52 970 -1.88
  Gobisumber  13 859 3.71
  Khentii  66 447 0.23
  Khovd  77 224 -0.36
  Khuvsgul  115 934 0.26
  Orkhon  91 488 2.03
  Selenge  99 240 1.9
  Sukhbaatar  51 782 0.1
  Tuv  85 705 0.94
  Umnugobi  63 426 3.71
  Uvs  72 984 -0.87
  Uvurkhangai  101 211 -0.84
  Zavkhan  64 224 -3.46
Capital city
  Ulaanbaatar 1 287 100 3.70
Total 2 811 666 1.74
Source: National Statistical Office of Mongolia, 2011.
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Figure 1. Population of Mongolia and its growth rate, 2008–2011 

Source: National Statistical Office of Mongolia, 2012.
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The number of infants born in 2011 represents an 
increase of 9.5% since 2008. Sex ratio at birth of 
the Mongolian population is 104 boys for every 100 
girls and the total fertility rate was 2.6 in 2011. The 
mortality rate of the Mongolian population gradually 
increased and reached 6.9 per 1000 population in 
2011 (see Figure 2). The infant mortality rate was 
increasing during the period 2008–2010, showing in 
2011 a decrease of 3.7 points, down to 16.5. 

1.2 Current economic situation 

Gross domestic product (GDP) annual growth reached 
an unprecedented 17.3% in 2011 from 6.4% in 2010 
(See Table 2), while the unemployment rate fell from 
9.9% in 2010 to 7.7% in 2011 (World Bank, February 
2012). 

Government spending in 2011 was almost double 
that in 2009 in real terms, and mainly reflected pre-
election year pressures. Because of high revenues, 
the government budget deficit was still modest: 

the 2011 deficit amounted to 3.6%. However, the 
structural deficit (based on long-run commodity 
prices as defined under the Fiscal Stability Law) was 
much higher at 5.8%. On the monetary front, the 
Bank of Mongolia (BOM) took significant action to 
curb inflation and lending growth in 2011. Mongolian 
currency, the togrog, depreciated by 11% during 
2011, reflecting high domestic inflation and declining 
commodity prices towards the end of the year, 
factors that similarly impacted the currencies of other 
emerging mineral-rich economies. 

1.3 Summary of health indicators 

Burden of communicable and noncommunicable 
diseases 
In 2011, 42 829 cases of 31 different communicable 
diseases were registered (see Figure 3), an increase of 

Table 2.  Selected economic indicators, 2010 and 2011

Indicator 2010 2011
GDP at current prices (US$ million) 6205.7 8557.9
GDP per capita (atlas method, US$) 2065 2562
GDP annual growth rate 6.4% 17.3%
Labour force growth rate 0.8% -2.0%
Poverty (population below national poverty line*) 35.2% 29.8%
Unemployment rate 9.9% 7.7%
GDP in health and social work activities at current prices (US$ million) 105.6 150.1
GDP in education at current prices (US$ million) 248.3 344.8
GDP in public administration and defence at current prices (US$ million) 223.5 295.4

* Less than US$ 17 per month (ILO-Mongolia). 
Source: National Statistical Office of Mongolia, 2011.
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1466 cases over the previous year. In 2011, incidence 
of viral hepatitis, varicella, mumps, scarlet fever, 
erysipelas, rubella, tick-borne diseases and syphilis 
increased by 0.1–19.5 cases per 10 000 population, 
compared with the previous year, which affected the 
overall increase in communicable diseases. 

Mongolia is experiencing an epidemiological and 
demographic transition, with a decline in morbidity 
and mortality from communicable diseases and an 
increase in the burden attributable to chronic and 
noncommunicable diseases. This trend is reflected in 

the five leading causes of mortality. In 2011, diseases 
of the circulatory system accounted for 36.7% of all 
deaths; together with cancer (20.7%) and external 
causes of morbidity and mortality (18.3%), these three 
causes of population mortality accounted for 75.7% 
of all deaths (Ministry of Health and Government 
Implementing Agency of Health, 2011). Figure 4 
shows the evolution of the main causes of morbidity 
through the years 2007 to 2011. 

Tables 3 and 4 show the five leading causes of 
morbidity and mortality, respectively, in the general 

Figure 4. Leading causes of morbidity per 10 000 population, 2007–2011 

Source: Ministry of Health and Government Implementing Agency of Health, 2011.
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Table 3. Leading five causes of morbidity in Mongolia per 10 000 population, 2011

 All causes
Diseases of 

the respiratory 
system

Diseases of 
the digestive 

system

Diseases of the 
genitourinary 

system

Diseases of 
the circulatory 

system

Injury, 
poisoning and 
certain other 
consequences 

of external 
causes

Sex
Male 4852 1004 778 353 589 643
Female 7451 1090 1119 1158 907 349
Age group 
Up to 20 4639 1942 747 216 46 372
20–44 5649 420 811 1036 404 573
45–65 9223 663 1568 1172 2240 537
Above 65 13 515 1128 1848 1155 5091 452
Residence
Urban 6151 842 812 625 647 782
Rural 6217 1220 1071 884 840 250
Region
Western 5887 1181 873 994 834 167
Khangai 6221 1065 1121 938 939 223
Central 6393 1340 1043 843 829 325
Eastern 6409 1433 1374 645 600 301

Total 6187 1048 953 766 752 492

Source: Ministry of Health and Government Implementing Agency of Health, 2011.
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population of Mongolia in 2011, by sex, age, urban or 
rural residence and region.

Maternal and child health 
A national Strategy on Maternal and Newborn Health 
(2011–2015) is being implemented with the aim of 
sustaining the reduction of maternal and newborn 
morbidity and mortality by providing accessible, 
equitable and quality services. In 2011, 70 328 
mothers gave birth throughout Mongolia, an increase 
of 4668 (6.6%) over the number of births in 2010.

To date, the maternal mortality rate in Mongolia has 
been reduced four times since 1990. In 2011, 34 

cases of maternal mortality were registered – 48.2 per 
100 000 live births. Of all cases of maternal mortality, 
17.6% had not received prenatal care, whereas 56.3% 
received prenatal care later than when is usually 
recommended (after 12 weeks of pregnancy).

During 2011, 1152 infant mortalities were registered 
in Mongolia, i.e. 16.3 per 1000 live births. Compared 
with 2010, there were 123 fewer cases (10.7%). 
However, 1410 deaths of children under five years of 
age were registered in 2011 (20 per 1000 live births). 
The leading causes of mortality in infants and children 
under five years of age in 2011 are detailed by urban 
and rural areas in Table 5, and Table 6 includes health 

Table 4. Leading five causes of mortality in Mongolia per 1000 population, 2012

 All causes
Diseases of 

the circulatory 
system

Neoplasm

Injury, 
poisoning and 
certain other 
consequences 

of external 
causes

Diseases of 
the digestive 

system

Diseases of 
the respiratory 

system

Sex
Male 76 25 15 19 6 3
Female 44 17 11 4 5 2
Age group 
Up to 20 17 ‹1 ‹1 4 ‹1 3
20–44 28 3 3 14 3 ‹1
45–65 127 54 35 21 13 3
Above 65 531 281 144 10 48 17
Residence
Urban 60 18 13 14 6 2
Rural 60 24 13 9 5 2
Region
Western 58 24 15 7 4 3
Khangai 63 27 12 7 4 2
Central 57 20 13 10 5 2
Eastern 65 20 14 11 9 3

Total 60 21 13 11 5 2

Source: Ministry of Health, Center for Health Development, 2012.

Table 5. Leading causes and urban–rural distribution of mortality in infants and children under five years of 
age (%), 2011

Cause of mortality Infants Children under five
Urban Rural Urban Rural

Diseases of the respiratory system 16.9 23.1 17.3 24.9

Diseases of the digestive system 3.3 4.8 3.5 5.3

Certain conditions originating in the prenatal period 50.9 49.1 41.6 40.1

Congenital malformations, deformations and chromosomal 
abnormalities 19.3 7.8 17.8 8.0

Injury, poisoning and certain other consequences of 
external causes 3.3 8.0 10.7 13.1

1st leading cause 2nd leading cause 3rd leading cause

Source: Ministry of Health and Government Implementing Agency of Health, 2011.
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indicators for infants and children under five in the 
main health indicators of Mongolia for the period 
2007 to 2011. 

Health sector responsibilities
A long-term policy framework, the Health Sector 
Strategic Master Plan (2006–2015), was approved in 
2005 aiming to increase life expectancy, reduce infant, 
child and maternal mortality rates, improve nutritional 
status, improve access to safe drinking-water and 
basic sanitation, prevent HIV/AIDS, and increase the 
number of client-centred and user-friendly health 
facilities and institutions by 2015.

1.4 Health system

According to the WHO–Mongolia Country Cooperation 
Strategy, 2010–2015, health service delivery is 
organized on three levels based on the administrative 
structure of the government at national, province 
(aimag) and soum1 levels (see Table 7). Mongolia’s 
health system is based traditionally on the former 
Soviet model of placing greater emphasis on hospital 

1 Administrative levels in rural provinces: there are 21 aimags, 
each of which is split into smaller districts called soums. Every 
soum is further divided into three or four smaller units (baghs), 
depending on the size of its population.

Table 6. Selected health indicators, 2007-2011

Indicator 2007 2008 2009 2010 2011
Life expectancy at birth 66.5 67.2 67.9 68.1 68.3

Male 63.1 64.9 64.3 64.9 64.6
Female 70.2 72.3 71.8 72.36 73.7

Infant mortality rate per 1000 live births
Male 19.2 22.4 22.6 21.3 17.5
Female 16.4 16.6 17.6 17.3 15.1
Country average 17.8 19.6 20.2 19.4 16.3
Ulaanbaatar city average 14.7 17.5 18.0 16.1 13.3
Province average 20.3 21.2 21.9 22.1 19.2

Under-five mortality rate per 1000 live births
Male 23.3 26.4 25.9 26.4 21.9
Female 20.8 22.2 21.2 22.7 18.0
Country average 22.1 23.4 23.6 24.6 20.0
Ulaanbaatar city average 28.8 20.8 21.0 20.6 16.2
Province average 24.6 25.3 25.7 28 23.5

Maternal mortality rate per 100 000 live births 
Country average 89.6 49.0 81.4 45.5 48.2
Ulaanbaatar city average 73.7 55.2 78.9 46.2 44.2
Province average 102.0 44.3 83.5 44.9 51.8

Human Development Index 
rank, Mongolia 114 (out of 177 countries)

115 (out of 
182 countries)

100 (out of 
169 countries)

110 (out of 187 
countries)

Source: Ministry of Health and Government Implementing Agency of Health, 2011; and UNDP, 2007/2008, 2009, 2010 and 2011. 

Table 7. Number of health-care organizations and hospital beds, 2011

Health-care organizations No. of 
facilities

No. of hospital 
beds

Public health 
organizations

 9 Central hospitals and specialized centres 16 3995

 9 Regional diagnostic and treatment centres
 9Aimag and district hospitals

35 5645

 9 Soum health centres and inter-soum hospitals 330 3603

 9 Family group practices 219 N/A

Private health 
organizations

 9 Hospitals 171 3069

 9 Outpatient clinics 1013 N/A
N/A, not applicable.
Source: Ministry of Health and Government Implementing Agency of Health, 2011.
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and clinical care rather than on preventive and 
promotive care. In 2011, there were 68 hospital beds 
per 10 000 inhabitants in Mongolia (Ministry of Health 
and Government Implementing Agency of Health, 
2011). A number of general tertiary hospitals and 
specialized institutions such as the National Center for 
Communicable Diseases, National Center for Mental 
Health, and National Cancer Center are operational 
in the capital city of Ulaanbaatar, whereas primary 
health-care services are provided mostly by soum 
health-care workers at soum hospitals, bagh feldshers 
at bagh clinics, and practitioners at family group 
practices (FGPs) in urban family clinics in Ulaanbaatar 
and aimag centres. 

Private sector involvement in the provision of health-
care services is growing. Private services such as 
hospitals, outpatient clinics, traditional medicine 
hospitals and laboratories are being established. 
Challenges remain in regulating the quality and cost 
of their services. 

Funding and allocation of health expenditure 
In 2011, 76% of total health expenditure was funded 
by the state budget, 21% by the Health Insurance 
Fund, and 3% by fee-for-service and other incomes, as 
shown in Figure 5. 
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Total expenditure from the Ministry of Health package 
budget, 2007–2011, is detailed in Figure 6. In 2011, 
salary and incentives accounted for 36.5%; investment, 
23.3%; purchase of goods and services, taxation and 
current transactions, 18.4%; medicine and food, 15%; 
and utilization costs, 6.8% (see Figure 7). Of the 
investment allocation, 68% was spent on building, 
20% on vehicles and medical equipment and 12% on 
renovations.

Significantt progress has been observed in the areas 
of health development in Mongolia. Nevertheless, 
with underlying socioeconomic and geographical 
patterns, as well as significant levels of major 
determinants of health in Mongolia, many constraints 
and challenges have been identified (WHO–Mongolia 
Country Cooperation Strategy, 2010–2015). One of 
the challenges to be faced is the suboptimal quality 
and maldistribution of human resources in the 
health sector. Figure 8 shows the decline of health expenditure’s share of GDP through the years 2001 

to 2011.

2. Health workforce supply and trends

According to statistical data and facts on human 
resources for health (HRH) in Mongolia, in 2008 there 
were 35 254 workers in the health sector, while the 
number increased to 41 124 in 2011 (see Table 8). 
Though it may appear that an increase of health sector 
workers has taken place over the past few years – and 

the current staffing levels are considered sufficient 
– there is in fact a shortage of nurses. The needs 
assessment of planning for health sector human 
resources in 2009 revealed a need for 14 000 nurses 
in the health sector; unfortunately, only slightly more 
than 9000 are currently employed.

Utilization
cost
6.8%

Salary and 
incentives

36.5%

Investment
23.3%

Purchase of 
goods and 

services, taxation 
and current
transactions

18.4%

Medicine 
and food

15.0%

Figure 7. Health expenditure by category, 2011

Source: Ministry of Health and Government Implementing Agency 
of Health, 2011; Department of Health, 2011. 

Figure 8. Health expenditure as a percentage of GDP, 2001–2011 

Source: Ministry of Health and Government Implementing Agency of Health, 2011.
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3. Health workforce distribution

The following sections respond to the necessity to 
understand Mongolia’s health workforce by looking 
at the distribution of its component categories by 
sex, age, geographical location, public–private sector 
employment, and skills mix. 

3.1 Gender distribution 

It should be noted that women play a dominant role 
by performing tough tasks to provide quality health 
services to the population in Mongolia: 82.3% of 
workers in the health sector are women, who are the 
majority in all categories (see Figure 9 and Annex A). 
They amount to 79% of all practitioners, and up to 
98% of all nurses. Also 80% of medical imaging and 
therapeutic equipment operators, as well as 95% of 
medical and pathology laboratory technicians, are 
women. 

3.2 Age distribution 

Age structure of health sector workers is shown in 
Figure 10 (further detail in Annex B). Duration of 
training (and thus the age of starting work) is relatively 
short for nurses and some other specialized medical 
workers, hence the proportion of young people is 
higher in these professions. Age structure is similar 
in each organization. The proportion of aged workers 
among doctors of the National Center for Mental 
Health and the National Dermatology Center is higher 
than that in other organizations. 

3.3 Geographical distribution 

The number of generalist medical practitioners per 
10 000 population is 6 for the country. However, 
in rural areas, especially in soum and inter-soum 
hospitals, there is a shortage of doctors and medical 

Table 8. Number of health workers per 10 000 population, by category/cadre, 2010 and 2011

Occupational category
2010 2011

No. Per 10 000 
population No. Per 10 000 

population

Generalist medical practitioner N/A N/A 1741 6
Specialist medical practitioner N/A N/A 4908 18
Traditional medical practitioner N/A N/A 411 1
Physician assistant (feldsher) 1767 6 2706 10
Advanced practice nursing 

9179 33
2145 8

Graduate/Registered/Professional nurse 7275 26
Midwife 298 1 723 3
Dentist N/A  N/A 709 3
Pharmacist 1176 4 1284 5
Pharmacy technician 169 1 2078 7
Environmental and public health worker 521 2 757 3
Occupational health worker N/A N/A 3 0
Medical imaging and therapeutic equipment operator 900 3 166 1
Medical and pathology laboratory technician 180 1 931 3
Dental prosthetic technician 1519 6 196 1
Health management worker/Skilled administrative staff 616 2 717 3
Other health support staff 16 084 58 14 374 52

TOTAL 32 409  117 41 124 148
N/A, not available.
Notes: Physiotherapists, optometrists and opticians recently started being trained in Mongolia, thus no information is available at this 
point. 
As the Government of Mongolia considers that enough health specialists are trained, currently there are no community health workers in 
Mongolia; social workers who support people in need fall under the responsibility of the Ministry of Social Welfare and Labour.
Source: Department of Health, 2011. 
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professionals. Consequently, rural inhabitants (about 
40% of the population) do not have sufficient access to 
primary health services. Figure 11 shows proportional 

urban and rural distribution of health personnel per 
10 000 population (Department of Health, 2010). 

Figure 9. Health workforce distribution by gender (%), 2011

*This category includes: generalist medical practitioner, specialist medical practitioner, traditional medical practitioner and dentist. 
**This category includes: graduate/registered/professional nurse and advance practice nursing. 
Source: Department of Health, 2011. 
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Figure 10. Health workforce distribution by age (%), 2011

*This category includes: generalist medical practitioner, specialist medical practitioner, traditional medical practitioner and dentist. 
**This category includes: graduate/registered/professional nurse and advance practice nursing. 
Source: Department of Health, 2011. 
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3.4 Sectoral distribution 

Notwithstanding improved partnerships between the 
public and private sectors in the provision of health 
care, public health workers still play an important 
role in delivering health services to the Mongolian 
people. About 74% of all health workers in 2011 
were employed in the public sector, notably 98% of 
generalist doctors and 86% of nurses (see Figure 12). 

3.5 Skills distribution

One of critical issues of human resources development 
in the Mongolian health sector is the establishment of 
appropriate skill mixes of medical professionals. The 
highest priority issue is the ratio of doctors to nurses. 
The doctor-to-nurse ratio is 1:1.2 in Mongolia (Ministry 
of Health/Asian Development Bank, 2008). There is 
a need to change admission policy in the training 
system of nurses. In order to achieve the appropriate 
ratio, many actions need to be undertaken, for 
example train more nurses with diploma education, 
open new nursing schools, and renew hospital 
staffing norms. The enrolment ratio of student doctors 
to nurses at training institutes should be 1:5 (Health 
Sector Human Resources Development Policy, 2010–

2014), while the actual ratio in the last four to five 
years was 1:1. The doctor-to-nurse ratio disparity will 
be further pronounced if current enrolment ratios are 
maintained.

Doctors are mainly specialized in narrow fields while 
the country is trying to increase the primary care 
service. According to the Health Indicators Report 
2011, general practitioners amount to only 21.9% 
(1741) of all doctors. Postgraduate training systems 
have been operating in both education and health 
sectors in parallel, with no coordination between them, 
leading to overspecialization of doctors. Unplanned 
enrolment in postgraduate training has resulted in 
increased numbers of specialist doctors and decreased 
interest to work at primary-level facilities.

On the other hand, there are still shortages in 
some specialty areas. In general, it can be seen that 
specialties that carry more risks and higher duties, 
with low salary and incentives and excessive workload, 
are more likely to suffer shortages. For instance, public 
health specialists, pathologists, anaesthesiologists, 
reanimation doctors, forensic medicine experts, 
paediatricians, midwives and nursing specialists are 
all in demand.
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4. Health professions education

The education system for health professions in 
Mongolia falls under the jurisdiction of the Ministry 
of Education, Culture and Science (MECS). Although 
postgraduate health professions training policy 
is defined by the Ministry of Health, this ministry 
plays essentially no role in licensing new medical 
schools and approving fields of specialization. The 
lack of coordination between the two sectors and 
inadequate involvement of the health sector in the 
education and training system have been widening 
the gap between HRH and medical training policies. 
This became one of the fundamental challenges in 
coordinating health sector human resources policy. 

For example, 85 students specialized in inpatient 
treatment and nursing graduated from the 
complementary evening classes in 2008–2009 
academic years. Treatment and nursing are 
separate specializations and there is no such dual 
specialization in any other country. Furthermore, 
quality of evening classes is questionable for the 
acquisition of adequate skills and competencies. 
Graduates of private schools have different levels of 
capacity because there are no education standards 
and requirements for their training programmes. 

The Ministry of Health is taking initiatives to 
standardize training programmes and curricula 
for health specialists. In 2012, competency-based 
professional training programme requirements were 
approved as national standards, including general 
medicine, traditional medicine, pharmacology, 
nursing care, stomatology and public health.

At the same time, the government is taking various 
measures to improve the educational and training 
system of health specialists, while bettering 
intersectoral coordination through the development 
of the Health Sector Human Resources Development 
Policy for 2010–2014. 

Currently in Mongolia there are seven health 
professions educational institutions, of which one 
is publicly owned: the Health Science University of 
Mongolia, sole provider of the PhD programme in 
health science, with branches in Darkhan-Uul, Gobi-
Altai and Dornogobi provinces. The Health Science 
University of Mongolia provides core, specialization 
and elective courses for 27 health professions in 

fields such as traditional medicine, stomatology, 
pharmacology, public health, social work, health 
economics, medical informatics, biomedicine and 
genetics, biomedicine and immunology, biomedicine 
and microbiology, biomedicine and molecular biology, 
biomedicine and histology, nursing, physical therapy, 
midwifery, dentistry, laboratory technician, imaging 
diagnostics, pharmaceutics and family service work. 
The six private schools are Ach Higher Educational 
Institution, Enerel College, Etugen Higher Educational 
Institution, Monos Higher Educational Institution, 
Otoch Manaram Higher Educational Institution and 
Ulaanbaatar Higher Educational Institution. 

No data are available or accessible to permit trends 
to be monitored on the number of admissions to 
and graduates from health professions education 
institutions. 

4.1 Career pathways of health professionals

The following major policy reforms have been 
reflected in career pathways: 
• training soum and family doctors through short-

term (four years) training programmes; 
• improving the quality of training for public health 

and biomedical specialists; 
• allowing interested individuals with a bachelor’s 

degree in other disciplines to be trained as public 
health specialists and obtain educational degrees in 
accordance with international practices; 

• training biomedical specialists from graduates in 
chemistry, biology and mathematics; 

• developing terms of reference and supporting 
training of nurses with a bachelor’s degree through 
short (two-year) courses; 

• allowing doctors who are interested in becoming 
public health professionals to obtain educational 
degrees through shorter courses.

The process of revising current training curricula, 
developing new standards and curricula for pre- and 
postgraduate training, and formulating terms of 
reference and other documents related to professional 
development in accordance with the career pathways 
has been initiated. One example of such efforts is 
Order No. 168 dated 14 May 2012 by the Minister of 
Health to determine the career pathways for medical 
doctors, doctors of traditional medicine, dentists, 
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public health professionals, biomedical professionals, 
pharmacists, and mid-level health-care workers such 
as nurses, feldshers and midwives, community health 
officers and hospital laboratory workers. Details are 
given in Annex C.

4.2 Plan for training of health professionals 
until 2020

Formerly, future health workforce needs would 
often be based on macro-methods of calculation, 
such as ratios of staff to population. These ratios 
can be useful for making national or international 
comparisons and to identify trends in workforce size, 
but do not provide enough detail to take account of 
workforce imbalances, staff productivity or efficiency 
issues. Newer methods for estimating staff need to 
look in more detail at the workload of the facility and 
the number of staff required to provide services. The 
current Health Sector Human Resources Development 
Policy (Ministry of Health, 2010) was prepared using 
population-to-personnel ratios and service demand 
methods based on research of human resources needs 
in the health sector. 

Family and soum doctors
The career pathways for health professionals (see 
Annex C) indicate that family and soum doctors in 
charge of providing the essential package of public 
health and medical services to the population should 
be trained through a four-year intensive graduate 
programme. Therefore, assuming that one family 
or soum doctor serves 1500 people, it is estimated 
that 1882 doctors will be required by 2020; relevant 
calculations of the number of admissions based on 
the new standard are shown in Table 9. 

The following assumptions were used for calculations: 
95% of graduates are expected to fill positions 
corresponding to their training (the present rate is 
65%–70% among doctors and 90%–95% among nurses 
and other mid-level medical specialists); the rate of 
attrition of family and soum doctors is estimated at 
7%; and 4% of positions will be re-filled by internal 
migration. These percentages are calculated on the 
basis of average migration rates of doctors, nurses 
and medical specialists. Training of family and soum 
doctors was launched in 2011. 

According to the plan, 1894 family and soum doctors 
(ex-feldshers) will be employed by 2020 if 120 
students enrol at each of the three rural medical 
colleges in 2011 (a total of 360 students), followed by 
160 students per college in the following four years (a 
total of 480 students annually). 

Medical doctors
It is estimated that 7991 general practitioners, doctors 
of traditional medicine, dentists and other medical 
specialists will be required by 2020, for which relevant 
calculations of the number of admissions are shown 
in Table 10. The assumptions used for calculations: 
drop-out rate during undergraduate training, 10%; 
employment rate among graduates is estimated at 
the minimum level, which is 65%; rate of attrition of 
employed doctors, 10%; and 7% of positions will be 
re-filled by internal migration. 

For specialties other than family and soum doctors, 
the number of enrolees and graduates has to be 
calculated differently because students enrolled in 
2008 are expected to complete their study in 2014. 
Therefore, calculations of the number of doctors 
required by 2014 are based on the number of 

Table 9. Plan for training of family and soum doctors, 2011–2020 

Year No. of doctors required 
Annual

drop-out rate
(7%)

Re-filled 
by internal 
migration

(4%)

No. of graduates Enrolment

2011 - - -  - 360
2012 - - - - 480
2013 - - - - 480
2014 - - - -  480
2015 291 20 12 291 480
2016 564 41 23 388 120
2017 876 63 36 388 90
2018 1226 88 51 388 90
2019 1565 113 65 388 80
2020 1894 137 78 97  -
Source: Health Sector Human Resources Development Policy 2010–2014.
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admissions in previous years. If student enrolment 
follows the calculations indicated in the plan, the 
number of doctors according to the new standard will 
be achieved by 2020.

According to the above calculation, it seems sufficient 
to enrol around 500 students annually to be trained 
as general practitioners, dentists and doctors of 
traditional medicine. In 2008, however, public and 
private medical schools together enrolled 805 
students, many more than the actual need. According 
to the forecast, approximately 200 vacancies will be 

available for these students in 2014. Therefore, it 
could be estimated that one in every two graduates 
may remain unemployed. 

Pharmacists
According to the calculations made, 1013 pharmacists 
will be required by 2020. The enrolment rate for 
pharmacists has been increasing by 2.3% annually 
over the past five years. A total of 1945 pharmacists 
will be in the labour market by 2020 if 2% annual 
growth of enrolment is maintained (see Table 11). 
The assumptions used for calculations: drop-out rate 

Table 10. Plan for training of medical doctors, 2007–2020

Year
No. of doctors required 
according to the new 

standard

Annual drop-out 
rate

(10%)

Re-filled 
by internal 
migration 

(7%)

No. of graduates Enrolment

2007 - -  - - 650
2008 7336 - - - 805
2009 7358 734 515 239 465
2010 7461 736 522 321 467
2011 7551 746 529 309 469
2012 7631 755 534 301 471
2013 7767 763 544 359 473
2014 7988 777 559 445 476
2015 8024 799 562 237 478
2016 8061 802 564 238 480
2017 8098 806 567 239 482
2018 8136 810 569 240 484
2019 8173 814 572 241 487
2020 8211 817 575 243 489
Note: Highlighted numbers denote actual data provided by MECS.
Source: Ministry of Health, 2010. 

Table 11. Plan for training of pharmacists, 2007–2020

Year No. of pharmacists 
required

Annual drop-out 
rate (8%)

Re-filled 
by internal 
migration

(6%)

Replacement Enrolment

2007 844 68 51 - 167
2008 908 73 54 82 175
2009 1005 80 60 117 179
2010 1106 88 66 123 182
2011 1208 97 72 126 186
2012 1310 105 79 128 189
2013 1394 111 60 134 193
2014 1485 119 65 137 197
2015 1572 126 70 139 201
2016 1650 132 74 142 205
2017 1727 138 79 145 209
2018 1801 144 83 148 213
2019 1874 150 86 151 218
2020 1945 156 90 154 222
Note: Highlighted numbers denote actual data provided by MECS.
Source: Ministry of Health, 2010. 
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during undergraduate training, 15%; percentage of 
graduates to be employed, 90%; rate of attrition of 
pharmacists annually, 8%; and 6% of positions will 
be re-filled by internal migration. It can be seen from 
Table 12 that an excess number of pharmacists will 
be trained by 2020 compared with the new standard. 
The surplus pharmacists will have no choice but to 
work in the private sector, which could lead to the 
establishment of too many private pharmacies in 
conflict with the national drug policy. 

To avoid such a situation and to train pharmacist 
technicians based on actual needs, student enrolment 
should be decreased in this category (Table 12). 

Nurses
The number of nurses required by 2020 is shown 
in Table 13. The assumptions used for calculations: 
drop-out rate during undergraduate training, 15%; 
percentage of graduates to be employed, 90%; rate 
of annual attrition of nurses, 8%; and 3% of positions 
will be re-filled by internal migration. Ratio of nurses 

Table 12. Plan for training of pharmacist technicians, 2007–2020

Year No. of pharmacist 
technicians required

Annual drop-out 
rate (8%)

Re-filled by 
internal migration 

(6%)
Replacement Enrolment

2007 844 68 51 - 167
2008 908 73 54 82 175
2009 1005 80 60 117 100
2010 1106 88 66 123 80
2011 1208 97 72 126 50
2012 1310 105 79 128 50
2013 1394 111 60 134 50
2014 1425 114 65 77 50
2015 1434 115 70 61 50
2016 1408 113 71 38 50
2017 1378 110 72 38 50
2018 1343 107 70 38 50
2019 1303 104 69 38 50
2020 1259 101 67 38 50
Source: Ministry of Health, 2010. 

Table 13. Plan for training of nurses, 2007–2020

Year No. of nurses 
required

Annual drop-out 
rate
(8%)

Re-filled by 
internal migration

(3%)
Replacement Enrolment

2007 8633 -  - 229 320
2008 8862 - - 233 335
2009 9095 - - 242 350
2010 9337 747 280 248 643
2011 9585 767 288 260 678
2012 9845 788 295 492 713
2013 10 367 829 311 518 751
2014 10 916 873 327 546 791
2015 11 495 920 345 575 833
2016 12 104 968 363 605 877
2017 12 746 1020 382 637 924
2018 13 421 1074 403 671 973
2019 14 132 1131 424 707 1024
2020 14 881 1191 446 744 1078
Note: Highlighted numbers denote actual data provided by MECS.
Source: Ministry of Health, 2010. 
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trained through two-year and four-year programmes 
has been taken into account. For instance, it was 
predicted that 70% of nurses would be trained through 
a two-year programme and 30% through a four-year 
programme starting from 2010, the direct opposite of 
the current enrolment ratio of 30:70. 

The target for 2020 could be achieved if the nurse 
enrolment follows the pattern that is proposed in the 
policy starting from 2010. There is a need to increase 
on three occasions the number of students enrolling 
into nursing schools in order to achieve the new 
standards by 2020. The capacity of existing nursing 
schools is not sufficient to fulfil this requirement. 
Therefore, a policy to support the expansion of the 
existing nursing schools and establishing new schools 
is needed. 

Midwives
In the current situation of increasing numbers of 
births and population growth, midwives are in 
demand. However, enrolment into midwifery training 
is exceeding the real need. Starting from 2009, the 
number of enrolees should have been decreased 
by 40% compared with the previous years. The 
assumptions used for calculations: drop-out rate 
during undergraduate training, 15%; percentage 
of graduates to be employed, 85%; rate of annual 
resignation of midwives, 10%; and 4% of positions will 
be re-filled by internal migration. 

As briefly mentioned previously, medical colleges 
have opened classes for dual specializations such as 
medical assistant–midwife and nurse–midwife, mixing 
separate specializations and causing an enrolment 
in excess of the real needs. The number of enrolees 
would be expected to decrease if these mixed classes 
were closed and single specialization classes for 
midwives were re-opened.

Data on overall costs of training and education per 
graduate (except information on tuition fees) are 
unavailable for public disclosure. 

4.3 Re-licensure requirements

The Minister of Health issued Order No. 280 on 
5 September 2011 on Issuing, re-issuing and 
terminating licenses of health specialists. The Order 
introduced the following methodology to apply when 
issuing, re-issuing and terminating licenses. Based 
on the professional licensing examination results, a 
health specialist licence valid for two to five years 
shall be issued and the following credit-hour system 
shall be used to monitor the work performance of the 
health professionals. Each physician is supposed to 
comply with six credit hours and mid-level specialists 
three credit hours of work annually in order to satisfy 
the re-licensure requirements for the next two to five 
years (see Annex D for credit-hour requirements). 

Table 14. Plan for training of midwives, 2007–2020

Year No. of midwives 
required

Annual drop-out 
rate

(10%)

Re-filled by 
internal migration

(4%)
Replacement Enrolment

2007 649 65 26 52 120
2008 673 67 27 63 125
2009 698 70 28 65 78
2010 725 73 29 68 80
2011 755 76 30 71 82
2012 775 77 31 46 84
2013 795 80 32 48 87
2014 816 82 33 49 89
2015 837 84 33 50 91
2016 859 86 34 52 94
2017 881 88 35 53 96
2018 904 90 36 54 98
2019 927 93 37 56 -
2020 952 95 38 57 -
Note: Highlighted numbers denote actual data provided by MECS.
Source: Ministry of Health, 2010. 
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5. Human resources for health (HRH) 
utilization 

In Mongolia there is a well-established health sector 
human resources management system covering 
soum, aimag and national levels, from front-line 
health organizations such as family and soum health 
centres to the ones that provide nationwide services. 
In 2009, the Minister of Health approved a decree on 
Health Sector Human Resources Development Policy 
for 2010–2014. 

5.1 Recruitment and migration

Recruitment processes are undertaken by each 
facility independently: every clinic and hospital has 
its own recruitment procedure, which is generally 
based on the terms of reference after the vacancy 
announcement. The Ministry of Health controls the 
quota of workers in public health organizations, 
linking it with the budget that includes compensation 
for health workers employed in the public sector. 

Chapter 4 describes the career pathway systems of 
the Mongolian health professionals: the deployment 
and distribution mechanisms for medical doctors, 
doctors of traditional medicine, dentists, public 
health professionals, biomedical professionals and 
pharmacists, and mid-level health-care workers such 
as nurses, feldshers, midwives, community health 
officers and hospital laboratory workers. 

Following population growth, the turnover of human 
resources in the health sector is increasing while 
out-migration remains stable. In 2011, the numbers 
of information technology specialists, nutrition 
deficiency specialists, monitoring, research and 
evaluation specialists, physicians and pharmacists 
increased much more than the other health specialists 
(see Table 15). Unemployment rate in the health sector 
is comparatively low because Mongolia is underserved 
in human resources in health professions. However, 

Table 15. Changes in numbers of selected health professionals during 2011

Occupational category Beginning of 
2011 End of 2011

Physician 7521 7943
Physician assistant (feldsher) 2589 2706
Advance practice nursing 1584 2145
Graduate/Registered/Professional nurse 7615 7275
Midwife 698 723
Pharmacist 1179 1284
Pharmacist technician 2032 2078
Medical imaging and therapeutic equipment operator 169 166
Medical and pathology laboratory technician 900 931
Dental prosthetic technician 181 196
Health management worker/Skilled administrative staff 623 717

Source: Ministry of Health and Government Implementing Agency of Health, 2011.

Table 16. Selected private clinic and hospital service indicators

Indicator 2005 2009 2010 2011
Private hospital 160 160 166 171
Private clinic 523 922 947 1013
Number of private hospital beds 1982 2422 2527 3069
Percentage of private hospital beds over 
the total number of hospital beds 10.8 13.6 14.2 16.2
Number of physicians 1145 1396 1549 1677
Number of nurses 682 858 1007 1135
Number of outpatients 1 016 705 1 304 897 1 036 934 1 986 901
Number of inpatients 63 267 75 003 86 117 97 821
Average length of stay (days) 9.0 8.1 7.9 8.2
Source: Ministry of Health and Government Implementing Agency of Health, 2011.
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up-to-date data are needed, as this assumption is 
based on old observations. 

5.2 Employment of health workers in the 
private sector

As of 2011, 1013 private clinics and 171 private 
hospitals were registered, and 1677 physicians and 
1135 nurses provided professional care in these 
facilities (see Table 16). Overall, private hospitals and 
clinics employ 4842 workers. 

In 2011, the number of private hospital beds reached 
3069, accounting for 16.2% of total hospital beds. 

There were 1982 private hospital beds in 2005, since 
which time the Government adopted a health sector 
policy to restrict the establishment of new private 
health organizations, while supporting the existing 
hospitals and building capacity by contracting out 
some of the public hospital services. One out of every 
four private hospitals has 15 beds or more, while the 
other three have fewer than 15 beds: 9.9% have 5-8 
beds and 40.9% have 10–12 beds. Dual practice is 
common and legally allowed in Mongolia. However, 
there are no definite data on the proportion of 
physicians or other health workforce cadres working 
in more than one health-care job. 

6. Financing HRH

6.1 National health expenditure

Health expenditure as a share of GDP dropped from 
4.9% in 2001 to 3.1% in 2011, as seen in Figure 8. 
However, according to data indicated in Health 
Indicators 2011, per capita health expenditure 
increased from 43 100 Mongolian togrogs to 119 800 
thousand togrogs between 2007 and 2011 in real 
terms.

Health insurance coverage (introduced in 1994) 
reached 98.6% in 2011, as a result of increased 
coverage among students, herders and unemployed 
people. See Table 17 for the share of the Health 
Insurance Fund within the health sector financing in 
the recent years. 

In 2011, as a percentage of total health expenditure, 
salary and incentives accounted for 36.5%; investment, 
23.3%; purchase of goods and services, taxation and 
current transactions, 18.4%; medicine and food, 15%; 
and utilization costs, 6.8% as shown in Figure 7. 
Compared with 2010, expenditure on salary increased 
by 21.2% (Ministry of Health and Government Imple-
menting Agency of Health, 2011), investment by 

89.2%, drug expenditure by 17.5%, food expenditure 
by 15.9%, utilization cost by 15.9% and other costs 
by 32.0%. 

6.2 Social protection and salaries

Efforts made by the Ministry of Health in previous 
years in order to improve social security of 
employees in the health sector have started to bring 
some results. Contracts with the Ministry of Social 
Welfare and Labour and the Ministry of Construction 
and Urban Development have been made within 
activit ies of the Intersectoral Coordinating 
Committee on Health Sector Human Resources, 
and effective collaboration has been established to 
revise the range of salaries and incentives, based on 
surveys, and to improve the housing conditions of 
employees in the health sector.

A working group, aimed at developing labour norms 
for medical personnel, was established by the Order 
of the Minister of Health No. 342 in 2006. With 
the support of the United Nations Development 
Programme (UNDP) and researchers, the team 
conducted a survey in 2007 on evaluation of the 

Table 17. Share of health sector financing by source, 2007–2011

Source of funding 2007
(%)

2008
(%)

2009
(%)

2010
(%)

2011
(%)

State budget 76.8 79.1 75.3 73.1 76.0

Health insurance fund 20.3 18.0 22.0 23.6 20.9

Other 2.9 2.9 2.7 3.3 3.0
Source: Ministry of Health and Government Implementing Agency of Health, 2011.
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current salaries and labour norms and incentives for 
doctors and medical personnel. Recommendations 
of the survey were submitted to the Government 
and the Ministry of Social Welfare and Labour, as a 
result of which, nine separate salary scales for public 
employees of the health sector were established by 
Resolution No. 237 of the Government in 2007, and 
are in use until now. In addition, the classification of 
posts of state-employed service staff of the health 
sector has been revised, and the minimal threshold for 
salaries was increased by 30% by Resolution No. 351 
of the Government in 2007. 

6.3 Incentives

Efforts have been made to introduce new types of 
incentives, improve the legal framework for providing 
incentives to medical personnel working permanently 
in the countryside and increasing pensions and social 
benefits for medical personnel. For instance, as a result 
of an amendment in the Health Law in 2003, health 

personnel who have worked for health organizations 
for 25 years or more receive an allowance that is equal 
to 12 months’ core salary, while health personnel 
working for 10 or more years in soum, intersoum 
and village hospitals are paid an allowance equal 
to 18 months’ core salary. Additionally, according 
to the amendments made to the Health Law in 2006 
and 2007, medical personnel working permanently 
in soum, intersoum and village hospitals (such as 
medical doctors, nurses and feldshers) are allowed to 
obtain a cash allowance every five years that is equal 
to six months’ core salary from their respective health 
organizations.

The Intersectoral Coordinating Committee on Health 
Sector Human Resources approved and implemented 
a package of incentives for medical personnel, 
students and health managers by its Resolution No. 2, 
and regulations for provision of incentives for medical 
personnel, students and health managers by its 
Resolution No. 3 in 2008. Therefore the new system 

Table 18. Civil service health sector: post category, level, and title for salary calculation 

Post category Salary 
level Post title

1 Management 
staff

CSHS-9 1. State Clinic and Specialized Hospital Director 
2. Regional Diagnosis and Treatment Centre Director
3. National Spring Sanatorium Director 

2 CSHS-8 1. State Clinic and Specialized Hospital Deputy Director 
2. Regional Diagnosis and Treatment Centre Deputy Director
3. Health Centre Director, Province and District Hospital Director                     

3 CSHS-7 1. Health Centre Director, Province and District Hospital Deputy Director
2. City Clinic’s Director
3. National Clinic and Specialized Hospital Adviser Physician 
4. Regional Diagnosis and Treatment Centre Adviser Physician

4 CSHS-6 1. Soum, Village, Intersoum Hospital Director
2. Hospital Department Heads, Quality and Human Resources Managers 
3. City Clinic Deputy Director 
4. Province and District Hospital Adviser Physician

5 Professional 
staff

CSHS-5 1. Physician, pharmacist, hygienist, public health worker of the State Clinic and 
Specialized Hospital 

2. Physician, pharmacist, hygienist, public health worker of the Regional Diagnosis 
and Treatment Centre 

6 CSHS-4 1. Physician, pharmacist, hygienist, public health worker of the General Clinics, 
Health Centres, City Hospitals 

2. Soum, village, intersoum hospital physician    

7 CSHS-3 1. Practical physician
2. Senior nurse
3. Midwife
4. Hospital laboratory technician
5. Pharmacist technician 

8 CSHS-2 1. Nurse
4. Other support specialists of the hospital

9 Technical 
support staff

CSHS-1 1. Sanitizing staff
2. Assistant to the pathologist

CSHS, civil service sector.
Source: Cabinet Resolution No. 354, Annex 5.
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for provision of cash allowances and other types of 
incentives for medical personnel has been established 
to provide support for policies that aim to hold on 
to medical specialists and students who are planning 
to work in rural areas, as well as managers of local 
health organizations.

In order to deal with the lack of housing for doctors 
and other medical personnel working in remote 
and rural areas, a programme to improve housing 
conditions of soum doctors and its implementation 
plan was approved by the Health Minister’s Order No. 
74 in 2007. A total of 96 model houses were built in 
96 soums of five selected aimags of the Health Sector 
Development Project 2 and another 13 aimags during 
the implementation of the project.

Health sector human resources are one of the key 
pools of public servants in Mongolia, as in any other 
country. Thus, health sector specialists’ compensation 

is paid in accordance with the civil service salary and 
wage scale (see Tables 18 and 19). Health sector 
staff receive incentives in addition to their base 
salary based on their years of employment, skills 
set, educational background and other specifications 
specified by the law, such as additional incentives 
for health sector workers employed in rural areas, as 
stated earlier. 

Despite policy actions aimed at increasing salaries 
of doctors and medical personnel, there are still 
many challenges such as optimizing salary and 
incentive systems for employees of the health sector, 
revising labour norms and standards, introducing 
performance-based incentives, improving housing and 
ensuring workplace safety. Taking into consideration 
the higher risks and incidence of infectious diseases 
among medical specialists and lack of workplace 
safety, there is a need to create a safer and more 
comfortable working environment.

7. Governance of HRH

The main directions of government policy on health 
in Mongolia are being implemented in the national 
comprehensive development policy based on 
Millennium Development Goals (MDGs) and in the 
Government’s Plan of Action for 2008–2012. Parliament, 

by passing Resolution No. 12, 2008, ratified the policy 
based on MDGs and has determined the development 
policies of Mongolia for 15 years. Divided into two 
main stages, the first stage is intensive economic 
development until 2015 and the second is transition 

Table 19. Basic salary scale for civil service health sector professional and technical support staff by post 
category 

Post 
category

Salary level

CSHS-1 CSHS-2 CSHS-3 CSHS-4 CSHS-5 CSHS-6 CSHS-7 CSHS-8 CSHS-9
  Effective 1 February 2012, in togrogs (million) 

1 294 465 315 911 351 298 378 428 393 349 440 352 476 387 508 296 542 560
2 296 629 318 292 354 036 381 440 396 512 443 988 480 387 512 579 547 185
3 302 128 324 341 360 992 389 091 404 546 453 227 490 550 523 394 558 866
4 316 078 339 685 378 638 408 502 424 927 476 666 504 750    
5 331 640 356 804 398 324 430 157 447 664 502 814 518 949    
  Effective 1 May 2012, in togrogs (million)
1 362 192 388 571 432 097 465 466 483 820 541 633 585 956 625 204 667 349
2 364 854 391 499 435 464 469 171 487 709 546 106 590 876 630 473 673 038
3 371 617 398 939 444 020 478 582 497 591 557 470 603 377 643 775 687 405
4 388 775 417 813 465 725 502 457 522 660 586 299 620 842
5 407 917 438 869 489 939 529 093 550 627 618 461 638 307

CSHS, civil service sector.
Source: Cabinet Resolution No. 78, Annex 7.
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to a knowledge-based economy until 2021. The health 
components of the national MDG-based development 
policy reflect human resources development issues 
such as bringing the training of medical professionals 
to the international level, improving the salary and 
incentives system, developing client-centred health 
services, and rationalizing the distribution of human 
resources. 

The Government’s Plan of Action for 2008–2012 
stated the health policy objectives as “to continuously 
upgrade knowledge and skills of doctors and 
medical professionals and improve their ethics and 
responsibility”. 

7.1 Health Sector Strategic Master Plan, 
2006-2015

In 2005, the Ministry of Health of Mongolia initiated 
the development of a set of policies for the health 
sector, involving all representatives of the sector 
through a consultative approach. The 10-year policy 
framework, Health Sector Strategic Master Plan (2006–
2015), was approved by the Government. Key areas 
that address issues in the health sector have been 
identified: 
 – health service delivery; 
 – pharmacy and support services; 
 – behaviour change and communication;
 – quality of care; 
 – human resources development; 
 – health-care financing; and
 – institutional development and sectorwide manage-

ment. 

The following activities of the human resources 
development strategy have been successfully 
implemented: 
• Review and revision of the legal framework and 

the Health Sector Human Resources Development 
Policy (2010–2014) in order to set up the planning 
and management system that involves a high-level 
body to regulate the sectorwide training, recruit-
ment, deployment and career development of 
health personnel. 

• Development and implementation of the work-
force plan to reduce disparity in the distribution of 
human resources in accordance with international 
standards of health worker-to-population ratio and 
workforce standards and norms. 

• Periodical review, adaptation and modification of the 
job descriptions to be consistent with the require-
ments of performance contracts and tasks identified, 
with increased emphasis on public health. 

• Development and implementation of the sector-
wide system to issue professional licences and to 
provide ongoing and relevant continuing education. 

• Development of new career pathways for key 
health professionals, particularly those working in 
rural areas. 

• Improvement and implementation of the modified 
incentive system, including financial and nonfinan-
cial incentives. 

• Revision, approval and implementation of salary 
and incentives packages for all categories of health 
workers assigned to the rural and remote areas, 
including mandatory postings for a certain period 
of time. 

The following steps are currently being taken to 
implement the human resources development 
strategy: 
• Improve national capacity of human resources man-

agement and planning through training of special-
ists and ensure sustainable working. 

• Strengthen the human resources database and 
conduct research on human resources. 

• Establish a close collaboration between public and 
private training institutions and employers. 

• Develop a legal basis for controlling the pre-ser-
vice and in-service training of health personnel in 
training institutions. 

The following activities of the human resources 
development strategy will be implemented within 
the framework of the Health Sector Human Resources 
Development Policy: 
• Regularly review and update the job descriptions 

for all cadres of health personnel; revise training 
curricula and train accordingly. 

• Establish a database to monitor the implementation 
of training plans, particularly continuing education 
and in-service training. 

• Implement an integrated postgraduate core cur-
riculum as described in the training standards in 
clinical specialties and related disciplines, to be 
followed by all educational institutions providing 
postgraduate clinical education. 

• Develop an integrated postgraduate core curricu-
lum in health management and nonclinical disci-
plines, to be implemented in all educational insti-
tutions. 

• Develop and implement an integrated postgraduate 
core curriculum for in-service training and distance-
learning programme, especially for rural health 
workers. 

• Develop a plan of action for using distance learning 
as a principal method for continuing education and 
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in-service training, especially for staff in the remote 
areas, using the regional training centres based in 
the regional diagnostic and treatment centres and 
in their subcentres. 

7.2 Health Sector Human Resources 
Development Policy, 2010-2014

Mongolia has developed the Health Sector Human 
Resources Development Policy for 2010–2014 with 
the mission statement of achieving a balanced 
distribution of a competent, socially protected 
and committed health workforce. The goal of the 
policy is to link the systems of training, re-training, 
specialization and development of human resources 
with needs in the health sector, and to improve ethics 
of medical professionals. 

Key principles 
• To link with national, international and regional 

development policies and priority strategies. 
• To meet health needs of the population and be in 

line with relevant trends in provision of health care 
and services. 

• To ensure participation of and cooperation among 
all stakeholders, international organizations and 
public organizations. 

• To ensure that policy actions cover all areas of the 
work cycle in the health sector, including entry into 
work and retirement. 

• To ensure creation of appropriate skill mixes and 
balance in location. 

• To consider ethics and accountability of medical 
specialists as an essential component of health 
human resources development. 

Policy objectives and the main activities to be 
implemented to achieve them
Objective 1. To strengthen multisectoral systems of 
human resources management, support partnerships 
and expand collaboration: 

 – expand activities of the Intersectoral Coordinat-
ing Committee on Health Sector Human Resourc-
es; 

 – create sustainable financial resources for the 
development of health sector human resources 
by expanding partnerships; 

 – increase local participation in strengthening 
health sector human resources management; and

 – support and strengthen activities of professional 
societies. 

Objective 2. To better link training of medical 
specialists with human resources needs of the health 
sector: 

 – upgrade general requirements for graduates of 
undergraduate programmes of medical schools; 

 – implement Health Sector Human Resources Policy 
for 2020; and

 – undertake regular activities of the Committee 
for professional development and continuous 
training of medical specialists. 

Objective 3. To create a supportive environment 
for ensuring social guarantee and motivation of 
employees in the health sector: 

 – create comfortable and safe environments for 
employees in the health sector; 

 – optimize the salary scale of employees of the 
health sector and create a legal environment for 
the provision of additional incentives; and

 – each health organization creates a possibility for 
professional development of its staff. 

Objective 4. To create an appropriate skills mix at each 
level of health care and services: 

 – upgrade standards determining structure and 
functions of health organizations to ensure 
proper ratio of human resources; 

 – revise and upgrade job descriptions of medical 
specialists; 

 – optimize activities aimed at evaluating skills of 
medical specialists; 

 – link enrolment of students into medical schools 
with human resources needs in the health sector; 
and

 – build capacity for human resources planning in 
each health organization. 

Objective 5. To improve systems for ensuring ethics 
and accountability of medical specialists: 

 – support medical education institutions in training 
of medical specialists with good ethics; 

 – increase civil society participation in improving 
ethics of employees of the health sector; 

 – introduce international practices to improve 
ethics and accountability; and

 – evaluate activities of the ethics committee and 
its branches. 

Monitoring and evaluation will be conducted to review 
and assess the implementation of the Health Sector 
Human Resources Development Policy for 2010–
2014 and its implementation plan, as well as to plan 
further steps. The central administrative body in 
charge of health will be responsible for monitoring 
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and evaluation of the policy implementation in 
collaboration with nongovernmental organizations 
and other interested parties. 

Legal documents related to human resources in the 
health sector 
The legal framework for human resources of the health 
sector is based on the Health Law, Labour Law, Civil 
Services Law, other related laws, Cabinet resolutions, 
resolutions of the Intersectoral Coordinating 
Committee on Health Sector Human Resources, 
Health Minister’s orders, Health Minster’s joint orders 
with other portfolio ministers and other related legal 
documents. 

The main legal documents related to human resources 
of the health sector are listed by chronological order 
and scope in Annex E. 

Policy development, planning and management of 
human resources 
There is an integrated system for human resources 
management and organization in the health sector, 
covering all levels of health services from national 
to primary institutions such as FGPs, soum and 
intersoum hospitals. Figure 13 shows its structure in 
detail. 

Intersectoral Coordinating Committee on
Health Sector Human Resources

Main tasks include provision of policy support on health sector 
human resources development at Cabinet level, mobilization of 

additional resources, ensuring involvement of other sectors, 
coordination of activities and monitoring.

Ministry of Health
(Department of Public Administration and Management)

City Health Department Department of Health
Government Implementing Agency

- Medical Professionals Development 
Division

- Medical Professionals Licensing Division 
Department

Main tasks include provision of leadership on public adminis-
tration and health sector human resources and ensuring 

transparent and accountable working conditions.

To implement health sector 
human resources policy; to 
develop and implement 
human resources policy at 
the capital city level and to 
provide management 
support

Aimag Health Department 

To implement health sector 
human resources policy; to 
develop and implement 
human resources policy at 
local level and to provide 
management support  

To implement health sector human 
resources policy at the national level

To implement health sector human resources policy 
To develop and implement human resources policy at organizational level

Specialized 
hospitals and 
centres of the 
Ministry of 
Health

District 
hospitals, 
health centres

Private 
hospitals

Family group 
practices, 
village 
hospitals

Soum and 
intersoum 
hospitals

Aimag general 
hospitals, regional 
diagnostic and 
treatment centres  

Figure 13. Human resources management structure in the health sector

Source: Ministry of Health, 2010.
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The top-level unit of the human resources management 
structure in the health sector is the Intersectoral 
Coordinating Committee on Health Sector Human 
Resources, which is chaired by the Prime Minister 
of Mongolia and composed of 16 representatives 
of national and international organizations (see 
Figure 14). The committee was established by Cabinet 
Resolution No. 41 of 2007: its main tasks include 

to gain high-level sustainable support for decision-
making to implement policies, strategies and actions 
on human resources development in the health 
sector; to coordinate donor agencies’ involvement 
and multisectoral participation; to provide integrated 
regulations; to improve health sector financing 
issues; to mobilize additional resources for human 

CHAIR:
PRIME MINISTER OF MONGOLIA

SECRETARY:
Minister of Health

MEMBER - 8 INTERNATIONAL 
ORGANIZATIONS - 8

Head of Cabinet 
Secretariat

Head of Civil Service 
Committee

Minister of Education, 
Culture and Science

Minister of Finance

Minister of Social 
Welfare and Labour

State Secretary of 
Ministry of Defence

State Secretary of 
Ministry of Food and 
Agriculture

State Secretary of 
Ministry of Justice and 
Internal Affairs

Resident 
Representative of ADB  

Resident 
Representative of WHO

Resident Representative of the 
United Nations Development 
Programme (UNDP)

Resident Representative of the
United Nations Population 
Fund (UNFPA)

Resident Representative of the
United Nations Children's
Fund (UNICEF)

Resident Representative of the 
World Bank (WB)

Resident Representative of 
the Japan International 
Corporation of Welfare Services 
(JICWELS)

Resident Representative of the 
Japan International Cooperation 
Agency (JICA)

Secretariat:
Department of Public
Administration and

Management of 
Ministry of Health

Permanent working group
Representation from

ministries and international 
organizations

Figure 14. Intersectoral Coordinating Committee on Health Sector Human Resources

Source: Ministry of Health, 2010.
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resources development; to conduct analysis of the 
implementation; and to provide monitoring.

The Department of Public Administration and 
Management of the Ministry of Health is responsible for 
promoting policies for human resources development 
in the health sector, proposing improvements in 
the legal environment and providing integrated 
management during implementation. In 2005, the 
ministry made the necessary structural changes, and 
the human resources team was established within the 
department. Moreover, the same department provides 
direct management and technical supervision to 
the Government Implementing Agency Department 
of Health, aimag and city health departments, 
specialized hospitals and centres under the Ministry of 
Health and also furnishes the technical secretariat for 
the Intersectoral Coordinating Committee on Health 
Sector Human Resources. 

Medical Professionals Development Division and 
Medical Professionals Licensing Division are the main 
structural units within the Government Implementing 
Agency Department of Health with tasks to implement 
health sector human resources policy at the national 
level and to provide professional and technical 
assistance to health organizations. These divisions are 
responsible for ensuring medical professional policy 
implementations in areas of continuous development, 
postgraduate training, licensing, ethics and social 
protection. 

Aimag and city health departments are responsible 
for organizing the implementation of health sector 
human resources development policy at the local level. 
All levels of health facilities – including specialized 
hospitals and centres of the Ministry of Health, 
regional diagnostic and treatment centres, aimag and 
district general hospitals, FGPs, soum and intersoum 
hospitals – as well as private hospitals have human 
resources units or a specialist designated for human 
resources issues. 

Health sector human resources matters, particularly 
those of an administrative or disciplinary nature, are 
much more decentralized in Mongolia than elsewhere. 
There is thus a delegation of authority to local level; 
for example, making decisions on recruitment and 
release from employment, taking disciplinary actions, 
and evaluating workers’ performance are matters 
mainly resolved at the organizational level. However, 
the pay structure is centrally determined by the 
Civil Service Council pursuant to the Decree on Civil 
Servants’ Compensation ratified by Parliament.

7.3 National plan for monitoring and 
evaluation of national strategic 
objectives

Volume 3 of the Health Sector Strategic Master Plan 
(2006–2015) of the Ministry of Health is a framework 
for monitoring and evaluating the implementation of 
the strategic master plan (Volume I). It is a tool to help 
move from strategies and outcomes to successful, 
effective and efficient implementation at all levels of 
the health system. It is closely linked to the planning 
and budgeting framework (Volume 4) and in future 
years will influence the medium-term expenditure 
framework (Volume 2). These volumes will be 
updated as and when necessary. The medium-term 
framework’s cycle coincides with the overall planning 
and budgeting cycle of the Government and sets the 
stage for the development of operational plans and 
budgets.

“Output evaluation” is the objective and activity level; 
it uses a variety of indicators that are derived from the 
master plan’s strategic framework and are included in 
the business and annual operation plans. These are 
used to monitor performance in the short to medium 
term (1–3 years). Output evaluation is critical for 
effective and efficient planning, decision-making and 
resource allocation.

“Outcome evaluation” takes place at the goal and 
strategy level, using a variety of high-level indicators 
that are derived from the strategic master plan matrix. 
These are used to monitor performance in the medium 
to long term (5–10 years). Outcome evaluation is 
essential to determine the overall direction of the 
development of the health sector and the scope 
and nature of the health services, in order to guide 
planning, decision-making and resource allocation. 

In general, the Ministry of Health is responsible 
for monitoring and evaluation of HRH policy 
implementation, in collaboration with nongovernmental 
organizations and other interested parties.

Flow of information in the monitoring and evaluation 
system
Health information flows from health facilities 
to the central-level institutions described above. 
Data collection starts at the soum and FGP levels; 
information is forwarded to the respective aimag 
and city health departments where it is collated and 
analysed to a limited extent. It is then sent on to the 
National Center for Health Development (NCHD) and 
the Ministry of Health for final analysis and reporting.
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Tertiary-level hospitals and specialized centres also 
send health and management data to NCHD. Data 
related to health insurance are collected from the 
health facilities and forwarded to the aimag-level 
offices of the State Social Insurance General Office 
and then transmitted to its central office. Financial 
data go to the Ministry of Finance and also to the 
Ministry of Health.

Data from national programmes are sent to the 
various agencies funding the programmes and 
to the Ministry of Health and NCHD through their 
project management and steering committees. Vital 
statistics data are sent to NSO and NCHD. Over 60 
different types of forms are used at various levels 
to gather, collate and forward routine health and 
management information to the central levels where 
this information is analysed, collated and reported 
in the form of monthly and annual reports and 
distributed to the health agencies for their use in 
decision-making. Feedback is not immediate, and 
data are usually accessed for decision-making about 
one year after they have been collected. These data 
and related information are not sufficiently used in 
the planning and evaluation activities.

The Department of Health Information and Statistics 
is unable to analyse fully all the data and information 
received because of lack of capacity, limited time and 
inadequate resources. There is lack of clarity about 
which agency is finally responsible for data analysis, 
the NCHD or the Ministry of Health through the World 
Bank’s Development Impact Evaluation Initiative. 
Some types of data and information collected are 
not fully used because of low quality of data and the 
level of knowledge and skills of the information user.

Information sources
Currently, there are two major databases used in the 
health sector regarding HRH: (1) Human Resources 
Database (Division of Public Administration and 
Management, Ministry of Health) has the following 
fields: name, age, sex, state ID number, employer’s 
address, number of years worked, type of 
postgraduate training received, current occupation, 
educational qualification, awards received; and (2) 
Health Professionals Registration Database (Health 
Professionals Licensing and Training Department, 
NCHD) provides such information as full name of the 
health professional, his/her academic background, 
age, sex, specialty and number of the licence, expiry 

Table 20. Projections for health workforce requirements to 2015

Category 2011 2012 2013 2014 2015
Generalist medical practitioner

7551 7631 7767 7988 8024Specialist medical practitioner
Traditional medical practitioner
Physician assistant/Health officer N/A
Advance practice nursing 

9585 9845 10 367 10 916 11495Graduate/Registered/Professional nurse
Vocation/Enrolled/Practical nurse
Nurse assistant/nurse aide
Midwife 755 775 795 816 837
Midwife associate

N/ADentist
Dentist assistant and therapist
Pharmacist 1208 1310 1394 1485 1572
Environmental and public health worker

N/A

Occupational health worker
Physiotherapist 
Optometrist/optician
Medical imaging and therapeutic equipment operator
Medical and pathology laboratory technician
Medical and dental prosthetic technician
Community health worker
Health management workers/Skilled administrative staff
Other health support staff

N/A, not available
Source: Ministry of Health, 2010. 
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date, renewals (examination, credit hours). Both 
databases are updated once a year and include 
private sector data on HRH but do not include data 
from nongovernmental organizations. 

Table 20 shows health workforce requirements 
for the next few years, which were projected by 
the Ministry of Health in its Health Sector Human 
Resources Development Policy 2010–2014 based on 
the existing data of HRH demand and supply.

8. Concluding remarks

The health workforce of Mongolia faces challenges of 
geographical and skill-mix imbalances. The shortage 
of health workers is observed in the areas outside 
Ulaanbaatar, and the introduction of various strategies 
and incentives is required to attract health workers to 
these areas. 

The quality and relevance of education is still a 
concern, and a number of efforts are in place to 
focus on these problems, especially in reviewing 
and upgrading postgraduate and medical residency 
training. Health workforce supply is not linked with 

identified needs and workforce planning because of 
the structure of the current system. 

The Health Sector Human Resources Development 
Policy 2010–2014 paves the way to the future. A 
significant innovation has been the introduction of 
a high-level Intersectoral Coordinating Committee 
on Health Sector Human Resources chaired by the 
Prime Minister. The existence of this committee has 
facilitated some strategic intersectoral policies and 
decisions such as approval of a special pay scale for 
health sector personnel. 
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ANNEXES

ANNEX A. Distribution of health workers, by sex and category, 2011

Occupational category Total No. Female
No. %

Generalist medical practitioner 1741

6284 79.1
Specialist medical practitioner 4908

Traditional medical practitioner 411

Dentist 709

Physician assistant (feldsher) 2706 2363 87.3

Advanced practice nursing 2145 9235 98.0

Graduate/Registered/Professional nurse 7275

Midwife 723 711 98.3

Pharmacist 1284 1193 92.9

Pharmacist technician 2078 2019 97.2

Environmental and public health worker 757 498 65.8

Occupational health worker 3 - -

Medical imaging and therapeutic equipment operator 166 132 79.5

Medical and pathology laboratory technician 931 884 95.0

Dental prosthetic technician 196 152 77.6

Health management workers/Skilled administrative staff 717 457 63.7

Other health support staff 14 374 9906 68.9

TOTAL 41 124 33 834 82.3

Source: Ministry of Health and Government Implementing Agency of Health, 2011. 
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ANNEX B. Distribution of health workers, by age and category, 2011

Occupational category Total <30 years 30–39 
years

40–49 
years

50–59 
years ≥60

Generalist medical practitioner 1741 1946 1936 2123 1593 345

Specialist medical practitioner 4908

Traditional medical practitioner 411

Dentist 709

Physician assistant (feldshers) 2706 523 783 906 478 16

Advanced practice nursing 2145 2136 2635 3137 1502 10

Graduate/Registered/Professional nurse 7275

Midwife 723 134 187 296 103 3

Pharmacist 1284 361 363 293 226 41

Pharmacist technician 2078 436 605 571 433 33

Environmental and public health worker 757 174 157 144 101 10

Occupational health worker 3 - - - - -

Medical imaging and therapeutic equipment 
operator

166 13 45 80 28 0

Medical and pathology laboratory technician 931 207 237 334 147 6

Dental prosthetic technician 196 80 48 44 23 1

Health management workers/Skilled 
administrative staff

717 55 151 262 217 32

Other health support staff 14 374 2644 4020 5022 2594 94

TOTAL 41 124 8709 11 167 13 212 7445 591

Source: Ministry of Health and Government Implementing Agency of Health, 2011. 
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Work as a specialized dentist at the 
central clinic, specialized centres, 
regional diagnosis and treatment 

centres or private hospitals
Work as a 
professor, 
researcher at 
the univer-
sity, higher 
educational 
institution, 
colleges pro-
viding health 
science 
education, 
scientific 
research 
organiza-
tions 

Work as dentist at the public and 
private hospitals

Strengths and 
opportunities
1. Specialized dentist with 

qualification level
•  Increase of salary
•  Coach physicians
•  Conduct training on 

treatment
2. Dentist with educational 

degree
•  Increase of salary
•  Teach at training 

institutions
•  Perform research 

work

If meet the 
criteria

If meet 
the  criteria 
and pass 

 admission 
exam

If meet the 
 criteria and 

pass  admission 
exam

ANNEX C. Career pathways for health professionals

Career pathway for dentist

Start
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If meet the 
criteria

If meet the 
criteria

If pass the 
licence exam

If pass general 
admission exam and 

included in quota

If meet 
the  crite-

ria and  pass 
the  exam

If meet 
the criteria 
and pass 
admission 

exam

If meet 
the criteria 
and pass 
admission 

exam

Work at hierarchic 
management 

positions of health 
organizations

Study for long-
or short-term 

management training

Management career Professional career Educational career

Generalist 
medical 

 practitioner

Enrol in generalist 
medical practitioner’s 
specialization training 
for not less than 1.5 
years

Enrol in specialist 
medical practitioner’s 
specialization training 
for not less than 6 
months

Specialist 
medical 

 practitioner

Doctor of 
Science

Master’s degree 
programme

Doctor of Traditional Medicine with 
a licence to “treat” for five years

Doctor of Traditional Medicine

PhD in 
Education

Enrol in PhD 
programme 
for not less 

than 3 years

Enrol in a master’s 
degree programme for 
not less than 1.5 years

Enrol in doctor of traditional 
medicine’s programme 
at a higher educational 

institutions for 6 years (180 
credit hours)

Specialists other than medical specialists

Citizens with general education 
 (12 yrs of education) or higher
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Work as a doctor of traditional 
medicine in medical or health 

organizations

Work as a 
professor, 
researcher at 
the univer-
sity, higher 
educational 
institutions, 
colleges pro-
viding health 
science 
education, 
scientific 
research 
organiza-
tions 

Strengths and opportunities
1.  Specialized doctor of 

traditional medicine with 
qualification level
•  Increase of salary
•  Coach physicians
•  Conduct training on 

treatment
2.  Doctor of traditional 

medicine with educational 
degree
•  Increase of salary
•  Teach at training 

institutions
•  Perform research work

If meet the 
criteria

If meet 
the  criteria 
and pass 

 admission 
exam

If meet the 
 criteria and 

pass  admission 
exam

Start

Career pathway for doctor of traditional medicine

A doctor of 
traditional 
medicine cannot 
work as a doctor 
of Western 
medicine. In this 
case, it is required 
to enrol in a 
bachelor’s degree 
programme for 
physicians.
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If meet the 
criteria

If meet the 
criteria

If pass general 
admission exam and 

included in quota

If meet 
the  crite-

ria and  pass 
the  exam

If meet the criteria and pass 
admission exam

Work at hierarchic 
management 

positions of health 
organizations

Study for long-
or short-term 

management training

Management career Professional career Educational career

Specialized Public Health Specialist

Attend specialization training for
not less than 6 months

Doctor of 
Science

Master’s degree 
programme

Public Health Specialist

PhD in 
Education

Enrol in PhD 
programme 
for not less 

than 3 years

Enrol in master’s 
degree programme for 
not less than 1.5 years

Attend public health specialist’s programme at the 
medical university, higher educational institutions, 

colleges for 5 years (150 credit hours)

Citizens with general education 
(12 yrs of education) or higher
Specialists other than medical 

specialists
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Work as a public health specialist in 

medical or health organizations

Work as a 
professor, 
researcher at 
the univer-
sity, higher 
educational 
institutions, 
colleges pro-
viding health 
science 
education, 
scientific 
research 
organiza-
tions.

Work as a public health specialist in 
medical or health organizations

Strengths and 
opportunities
1. Specialized Public 

Health Specialist with 
qualification level
•  Increase of salary
•  Coach physicians
•  Conduct training on 

treatment
2. Public Health Specialist 

with educational degree
•  Increase of salary
•  Teach at training 

institutions
•  Perform research 

work

If meet the 
criteria

If meet 
the  criteria 
and pass 

 admission 
exam

If meet the 
 criteria and 

pass  admission 
exam

Career pathway for public health specialist 

Start

Citizens with a bachelor’s 
degree in natural science, 
economy, social science and 
law except medical specialists 
may hierarchically study for 
the public health master’s and 
doctorate programmes if they 
meet the criteria and pass the 
admission exam.
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If meet the 
criteria

If meet the 
criteria

If pass general 
admission exam and 

included in quota

If meet 
the  criteria 
and  pass 
the  exam

If meet the criteria and pass 
admission exam

Work at hierarchic 
management 

positions of health 
organizations

Study for long-
or short-term 

management training

Management career Professional career Educational career

Biomedical Specialist

Attend specialization training on 
biomedicine for not less than 

6 months

Doctor of 
Science

Master’s degree 
programme

Biomedical Specialist

PhD in 
Education

Enrol in PhD 
programme 
for not less 

than 3 years

Enrol in Master’s 
degree programme for 
not less than 1.5 years

Attend biomedical specialist’s programme at 
the public health and medical university, higher 

educational institutions

Citizens with general education 
(12 yrs of education) or higher
Specialists other than medical 

specialists
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Work at public and private health 
organizations, research institutes, 
centres in the professional field

Work as a 
professor, 
researcher at 
the univer-
sity, higher 
educational 
institutions, 
colleges pro-
viding health 
science and-
public health 
education, 
scientific 
research 
organiza-
tions 

Work at public and private health 
organizations, research institutes, 
centres in the professional field

Strengths and 
opportunities
1. Specialized biomedical 

specialist with 
qualification level
•  Increase of salary, 

coach physicians, 
conduct training on 
treatment

2. Biomedical specialist 
with educational degree
•  Increase of salary, 

teach at training 
institutions, perform 
research work

If meet the 
criteria

If meet 
the  criteria 
and pass 

 admission 
exam

If meet the 
criteria and 

pass admission 
exam

Career pathway for biomedical specialist

Start

Citizens with bachelor’s degree 
in natural science or doctors, 
pharmacists, public health 
specialists may hierarchically 
study for the biomedical 
master’s and doctorate 
programmes if they meet the 
criteria and pass the admission 
exam 
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If meet the 
criteria

If meet the 
criteria

If pass general admission exam and 
included in quota

If meet 
the  criteria 
and  pass 
the  exam

If meet the criteria and pass 
admission exam

If pass the licence exam

Work at hierarchic 
management 

positions of health 
organizations

Study for long-
or short-term 

management training

Management career Professional career Educational career

Specialized Professional Pharmacist

Attend postgraduate residency 
training for not less than 6 months

Doctor of 
Science

Master’s degree 
programme

Pharmacist with a licence to 
“produce medicine” 

Pharmacist 

PhD in 
Education

Enrol in PhD 
programme 
for not less 

than 3 years

Enrol in master’s 
degree programme for 
not less than 1.5 years

Attend biomedical specialist’s programme at the public health and medical 
university, higher educational institutions for 5 years (150 credit hrs)

Citizens with general education (12 yrs of education) or higher
Specialists other than medical specialists
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Work at public and private 

pharmacies, pharmaceuticals supply 
organizations, pharmaceutical plants, 

drug control division, laboratories, 
hospitals, other health organizations

Work as a 
professor, 
researcher at 
the univer-
sity, higher 
educational 
institutions, 
colleges pro-
viding health 
science and-
public health 
education, 
scientific 
research 
organiza-
tions 

Work at public and private 
pharmacies, pharmaceuticals supply 
organizations, pharmaceutical plants, 

drug control division, laboratories, 
hospitals, other health organizations

Strengths and 
opportunities
1. Specialized pharmacist 

with qualification level
•  Increase of salary
•  Coach physicians
•  Conduct training on 

treatment
2. Pharmacist with 

educational degree
•  Increase of salary
•  Teach at training 

institutions
•  Perform research 

work

If meet the 
criteria

If meet 
the  criteria 
and pass 

 admission 
exam

If meet the 
criteria and 

pass admission 
exam

Career pathway for pharmacist 

Start
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If meet the 
criteria

If pass general admission 
exam and included in quota

If meet 
the criteria 
and pass 
the exam

If meet the criteria and pass 
admission exam

If pass the exam for licence

Work at hierarchic 
management 

positions of health 
organizations

Study for long-
or short-term 

management training

Management career Professional career Educational career

Specialized Midwife

Attend specialization training for 
not less than 3 months

Doctor of 
Science

Master’s degree 
programme

Midwife with the licence to perform 
“Delivery, midwifery” operations

Further career path depends on 
what occupation has been chosen

May study for physician or public 
health programmes hierarchically

Midwife

PhD in 
Education

Enrol in PhD 
programme 
for not less 

than 3 years

Enrol in master’s 
degree programme for 
not less than 1.5 years

Attend midwife’s programme at the medical 
university, higher educational institutions, 

colleges for 4 years (120 credit hrs)

Citizens with general education (12 yrs 
of education) or higher

Specialists other than medical specialists
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Work as a 
professor, 
researcher at 
the univer-
sity, higher 
educational 
institutions, 
colleges pro-
viding health 
science and-
public health 
education, 
scientific 
research 
organiza-
tions 

Work at health organizations

Strengths and 
opportunities
1. Specialized midwife 

with qualification level
•  Increase of salary
•  Coach physicians
•  Conduct training on 

treatment
2. Midwife with 

educational degree
•  Increase of salary
•  Teach at training 

institutions
•  Perform research 

work

If meet the 
criteria

If meet 
the  criteria 
and pass 

 admission 
exam

If meet the 
criteria and 

pass admission 
exam

Career pathway for midwife

Start
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If meet the 
criteria

If pass general admission 
exam and included in quota

If meet 
the criteria 
and pass 
the exam

If meet the criteria and pass 
admission exam

If pass the exam for licence

Work at hierarchic 
management 

positions of health 
organizations

Study for long-
or short-term 

management training

Management career Professional career Educational career

Specialized Pharmacist Technician

Attend postgraduation residency 
training or retraining for 1–3 months

Doctor of 
Science

Master’s degree 
programme

Pharmacist technician with a licence 
to perform “medicine-producing 

operations” 

Further career path depends on 
what occupation has been chosen

May study for physician or public 
health programmes hierarchically

Pharmacist Technician

PhD in 
Education

Enrol in PhD 
programme 
for not less 

than 3 years

Enrol in master’s 
degree programme for 
not less than 1.5 years

Attend pharmacist technician’s programme 
at the medical university, higher educational 

institutions, colleges for 4 years (120 credit hrs)

Citizens with general education (12 yrs 
of education) or higher 

Specialists other than medical specialists
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Work at pharmacies, pharmaceuticals 
supply organizations, pharmaceutical 

plants, drug control division, 
laboratories and hospitals Work as a 

professor, 
researcher at 
the univer-
sity, higher 
educational 
institutions, 
colleges pro-
viding health 
science and 
education, 
scientific 
research 
organiza-
tions

Work at pharmacies, 
pharmaceuticals supply 

organizations, pharmaceutical plants, 
drug control division, laboratories 

and hospitals

Strengths and 
opportunities
1. Specialized pharmacist 

technician with 
qualification level
•  Increase of salary
•  Coach physicians
•  Conduct training on 

treatment
2. Pharmacist technician 

with educational degree
•  Increase of salary
•  Teach at training 

institutions
•  Perform research 

work

If meet the 
criteria

If meet 
the  criteria 
and pass 

 admission 
exam

If meet the 
criteria and 

pass admission 
exam

Career pathway for pharmacist technician

Start
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If meet the 
criteria

If meet the 
criteria

If pass general admission exam and 
included in quota

If meet 
the criteria 
and pass 
the exam

If meet the criteria and pass 
admission exam

Work at hierarchic 
management 

positions of health 
organizations

Study for long-
or short-term 

management training

Management career Professional career Educational career

Specialized Laboratory Technician

Attend postgraduation residency 
training or retraining for 1–3 months

Doctor of 
Science

Master’s degree 
programme

Laboratory Technician

Further career path 
depends on what 

occupation has been 
chosen

May study for physician or 
public health programmes 

hierarchically

PhD in 
Education

Enrol in PhD 
programme 
for not less 

than 3 years

Enrol in master’s 
degree programme for 
not less than 1.5 yearsAttend laboratory technician’s programme 

at the medical university, higher educational 
institutions, colleges for 4 years (120 credit hrs)

Citizens with general education (12 yrs 
of education) or higher

Specialists other than medical specialists
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Work in medical and health 
organizations in professional field

Work as a 
professor, 
researcher at 
the univer-
sity, higher 
educational 
institutions, 
colleges pro-
viding health 
science and 
education, 
scientific 
research 
organiza-
tions 

Work in medical and health 
organizations in professional field

Strengths and 
opportunities
1. Specialized laboratory 

technician with 
qualification level
•  Increase of salary
•  Coach physicians
•  Conduct training on 

treatment
2. Laboratory technician 

with educational degree
•  Increase of salary
•  Teach at training 

institutions
•  Perform research 

work

If meet the 
criteria

If meet 
the  criteria 
and pass 

 admission 
exam

If meet the 
criteria and 

pass admission 
exam

Career pathway for laboratory technician

Start
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If meet the 
criteria

If meet the 
criteria

If pass general admission exam  
and included in quota

If pass general 
admission exam and 

included in quota

If pass the exam on nursing

If meet 
the criteria 
and pass 
the exam

If meet the criteria and pass 
admission exam

Work at hierarchic 
management 

positions of health 
organizations

Study for long-
or short-term 

management training

Management career Professional career Educational career

Specialized Professional Nurse

Attend specialization training for 
not less than 3 months

Doctor of 
Science

Master’s degree 
programme

Nurse with a licence for “nursing” 

Bachelor NurseDiploma Nurse

Assistant Nurse

Citizens with 
general education 

PhD in 
Education

Enrol in PhD 
programme 
for not less 

than 3 years

Enrol in master’s 
degree programme for 
not less than 1.5 years

Enrol in nursing 
programme for  

4 years (120 credit hrs) 

Attend general 
education programme 

for 3 years  
(90 credit hrs)

Attend general 
education programme 

for 3 years  
(90 credit hrs)

Citizens with general education (12 yrs 
of education) or higher

Specialists other than medical specialists
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Work as specialized nurse in 
the public and private health 

organizations
Work as a 
professor, 
researcher at 
the univer-
sity, higher 
educational 
institutions, 
colleges pro-
viding health 
science and 
education, 
scientific 
research 
organiza-
tions 

Work as nurse at the hospital and 
clinics

Strengths and 
opportunities
1. Specialized nurse with 

qualification level
•  Increase of salary
•  Coach physicians
•  Conduct training on 

treatment
2. Nurse with educational 

degree
•  Increase of salary
•  Teach at training 

institutions
•  Perform research 

work

If meet the 
criteria

If meet 
the  criteria 
and pass 

 admission 
exam

If meet the 
criteria and 

pass admission 
exam

Career pathway for nurse

Continue 
or after some 

time

Start
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Type of training Credit hours Evidence document
A. Formal training

1. Each year’s attendance at residency training 6 Report card, copy of professional 
certificate when graduated

2. Professional training Physicians 6 Copy of certificate
Nurses, mid-
level specialists

3

3. Capacity-building training 
(competencies other than 
professional)

Physicians 6 Copy of certificate

Nurses, mid-
level specialists

3

4. Each year’s attendance at a Master’s degree 
programme

6 Report card, copy of professional 
certificate when graduated

5. Each year’s attendance at a PhD programme 6
B. Informal training
1. Participation in workshops

1.1  International
1.2  National
1.3  Local

1
0.5
0.25

Official resolution, programme, 
invitation

2. Presention at professional consultative 
meeting or conference
2.1  International
2.2  National
2.3  Local

1
0.5
0.25

Speech abstract

3. Participation at conference on pathology 0.1 Attendance sheet
4. Attendance in distance training Accepted credit hour Programme, topic, certificate
5. On-the-job training or theme training Accepted credit hour Approved training topic, copy of 

certificate
6. Obtain professional 

qualification degree
Physicians 6 Copy of certificate
Nurses, mid-level 
specialists

3

C. Research and studies, creative works
1. Presentation

1.1 At the organization
1.2  At university or higher educational 

institution
1.3  National, international

1
2

3

Copy of the presenter’s list of the 
meeting programme

2. Participation in diagnosis and development of 
treatment standard 

Per standard: 3 Copy of approved standard

3. Leading research work 6 Research work report
4. Participation in the research team 3 Research work report
5. Participation in the project, programme 

development team or working group
Per page: 0.5 Documents of approved project 

and programme
6. Publication of professional guide Per guide: 1 Copy of published journal

7. Development and publication of manual, 
methodology

Each: 2 Copy of published journal

8. Authorship of professional book Per page: 1
More than 8 pages: 6

Copy of the book cover page with 
the author’s name

9. Participate in writing professional book 
(criticize, conclude, review, edit)

Per page: 0.5
More than 8 pages: 3

Copy of the book cover page with 
the author’s name

10. Translation of professional book Per page: 0.25
More than 8 pages: 3

Copy of the book cover page with 
the translator’s name

11. Co-translation of professional book Per page: 0.1
More than 8 pages: 1.5

Copy of the book cover page with 
the translator’s name

12. New creative work, approval/initiation of best 
practice

6 Copy of patent

13. Teaching professional subject Per 6-hour lecture:1
Per 12-hour practice:1

Approved training programme 
curriculum

Source: Order No. 280 by the Minister of Health, 2011.

ANNEX D. Credit-hour system applied for re-licensure requirements



Human Resources for Health Country Profiles40

ANNEX E. Key legal documents related to human resources in the health sector

1. Laws (in chronological order)
• 1998, Health Law (amendments in 2001, 2002, 

2006, 2007, 2008, 2009 included articles 
on social guarantee of medical professionals, 
licensing, ethical norms, additional salary and 
supplementary payments for health workers) 

• 1999, Labour Law 
• 2002, Civil Services Law 
• 2002, Education Law 
• 2002, Higher Education Law 12 
• 2006, Anti-Corruption Law 
• 2008, Occupational Safety and Hygiene Law 
• 2009, Professional Education and Training Law 

B. Cabinet Resolutions (in chronological order) 
• In 1995: 

 ο Cabinet Resolution No. 96, Approval of 
allowances for civil servants 

 ο Cabinet Resolution No. 218, Annex 1, 
Procedure on issuance of compensation for 
civil servants 

• In 2001: 
 ο Cabinet Resolution No. 90, Annex 1, Approval 

of additional salaries for medical workers of 
aimag, soum hospitals and FGPs in aimags and 
capital city 

• In 2000: 
 ο Cabinet Resolution No. 112, Annex, Conditions 

and procedure for issuance of compensations 
to civil servants 

• In 2005: 
 ο Cabinet Resolution No. 72, Approval of Health 

Sector Strategic Master Plan for 2006–2015 
• In 2007: 

 ο Cabinet Resolution No. 41, Amendments to the 
resolution on Cabinet-level committee, national 
committee and working group establishment, 
added Intersectoral Coordinating Committee 
on Health Sector Human Resources) 

 ο Cabinet Resolution No. 351, Annex 7, 
Re-establishment of civil servants’ salary net 
and its minimum limits, Minimum limits for 
salary of civil servants in the health sector, by 
posts 

 ο Cabinet Resolution No. 354, Annex 5, Renewal 
of civil servants classification, and grades for 
civil administrative and service staff, Health 
sector civil service staff posts and grades 

• In 2009: 
 ο Cabinet Resolution No. 143, Indicators for 

transparency of all levels, local and national 
level administrative organizations 

 ο Cabinet Resolution No. 164, Procedure 
on issuance of on-time allowances to civil 
servants 

• In 2012:
 ο Cabinet Resolution No. 78, Annex 1, 

Amendment to the civil servants’ salary net 
and its minimum limits 

C. Resolutions of Intersectoral Coordinating 
Committee on Health Sector Human Resources (in 
chronological order) 

• In 2007: 
 ο The first resolution of the committee, 
“Rules and priority actions of Intersectoral 
Coordinating Committee on Health Sector 
Human Resources” 

 ο The second resolution of the committee, 
“Composition of permanent working groups 
under the Intersectoral  Coordinating 
Committee on Health Sector Human Resources”, 

“Types and forms of incentive packages for 
medical specialists and management staff” 

• In 2008: 
 ο The third resolution of the committee, 
“Procedure for issuance of incentives to medical 
specialists, management staff and students” 

D. Health Minister’s Orders (in chronological order) 
• Before 2002: 

 ο Joint order of Health and Social Welfare 
Ministers No. A/264 of 1999, Pension 
allowance and making amendments to the list 
of professionals working in underground or 
hot, toxic and grievous working conditions 

 ο Health Minister’s Order No. 144 of 2002, 
Procedure for taking a medical doctor’s oath 
and paying respect 

 ο Health Minister’s Order No. 166 of 2002, 
Procedure on selecting and rewarding best 
performances of the health sector

• In 2006: 
 ο Health Minister’s Order No. 135, Ethical norms 

of medical professionals, Procedure of Ethical 
Committee of medical professionals, Sample 
procedure for Ethical Sub-Committees of 
medical professionals 

• In 2007: 
 ο Health Minister’s Order No. 43, Implementation 

framework for Health Sector Strategic Master 
Plan 

 ο Health Minister’s Order No. 177, Transparency 
indicators for health organizations
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• In 2008: 
 ο Health Minister’s Order No. 113, Approval of 

career pathways for medical professionals 
• In 2009: 

 ο Health Minister’s Order No. 07, Procedure for 
issuing rewards from the MOH

 ο Health Minister’s Order No. 132, Improvement 
of nursing management and organization 

 ο Health Minister’s Order No. 167, Renewing 
and appointing the composition of Ethics 
Committee of medical professionals 

 ο Health Minister’s Order No. 215, Procedure on 
issuing licence, re-licensing and cancellation of 
licenses for medical professionals 

 ο Health Minister’s Order No. 442, Approval 
of sample job descriptions for medical 
professionals 

 ο Health Minister’s Order No. 443, Working 
procedure for career development of 
medical professionals and training council, 
postgraduate training procedure, Procedure for 
issuance of professional degrees to medical 
professionals 

 ο Health Minister’s Order No. 444, Approval of 
Health Sector Human Resource Development 
Policy for 2010–2014 

• In 2012:
 ο Health Minister’s Order No. 102, Developing 

national competency requirements for 
educating the health sector human resource 

 ο Health Minister’s Order No. 168, Approval 
of Health Sector Human Resource Career 
Pathways 

E. Joint orders (in chronological order) 
• Joint order of Ministers for Health, Population 

Policy and Labour and Finance No. A53/41/71 of 
1996, Procedure for issuance of allowances on 
skills for service staff of the health sector 

• Joint order of Ministers for Health, Social Welfare 
and Labour and Finance and Economics No. 
233/141/310 of 2003, Procedure for issuance of 
remunerations and incentives 

• Joint order of Ministers for Health and 
Education, Culture and Science No. 377/486 of 
2009, Approval of composition of permanent 
committee on issuing joint conclusions and 
recommendations in areas of training of health 
professionals 

• Joint order of Ministers for Health and Education, 
Culture and Science No. 408/500 of 2011 

F. National Standardization and Measurement 
Centre, Mongolian National Standards 

• MNS 5081 of 2001, Health protection technology, 
structure and functions of intersoum hospitals, 
minimum limits of medical professionals staffing 

• MNS 5082 of 2005, Health protection technology, 
structure and functions of soum hospitals, 
minimum limits of medical professionals staffing 

• MNS 5095 of  2001, Health protect ion 
technology, structure and functions of aimag 
general hospitals, minimum limits of medical 
professionals staffing 

• MNS 5203 of 2002, Health protection technology, 
structure and functions of specialized hospitals, 
minimum limits of medical professionals staffing 
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