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Health promotion is receiving more attention in Mongolia. A survey is undertaken to examine
health promotion in terms of health-related information, education, counseling, screening, and
preventive and medical checkups. Almost all (97.5%) the participants feel that access to reliable
and systematically organized health-related information is important. About 60% of the partici-
pants said that the amount of currently available information is inadequate. There are several
factors that limit the implementation of public health programs. These include inadequate focus
on promoting health at the individual level, lack of funds, and limited incentives to promote
health. This article examines social health insurance as an option to address these issues. Three
hypothetical benefits package options expanded to health promotion were developed and simu-
lated by a computerized tool. The simulations show that all 3 options are financially sustainable
at the existing level of contribution if Mongolia will gain near universal health insurance cover-
age and improve revenue collection practices.

Keywords: health promotion; Mongolia; social health insurance

Introduction

Noncommunicable diseases (NCDs) pose increasing threats to the population health in
developing countries. WHO estimates that 35 million people die each year from NCDs, and
80% of deaths occur in low- and middle-income countries.' Health promotion is a cost-
effective intervention to deal with NCD.?

Health promotion aims to reduce major risks of diseases at the population level and
support healthy lifestyles for individual people. Health and health-related information, edu-
cation, and counseling are important features of health promotion. As public good, health
promotion interventions have unrivaled and nonexcludable characteristics, which are ben-
eficial to a large number of people once produced.? Currently, many developing countries
exert efforts to improve health promotion interventions that suit their needs. Experts agree
that the economic and social benefits of health promotion largely exceed the investment.*®
However, ensuring secure and sustainable funds for health promotion is an important task.
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Available data suggest that health promotion in most developing countries lacks adequate
funding support even from public sources.®”

Health insurance is one of the principle sources of public finance. A general perception
exists that health promotion is public good and, therefore, insurance agencies have limita-
tions to invest in health promotion, and insured members are reluctant to pay contributions
for health promotion benefits. Recently, there are increasing discussions on strengthening
health promotion and disease prevention in social health insurance systems and shifting the
focus from illness to health.®’

This article examines the feasibility of health promotion financing with social health
insurance in Mongolia, which is chosen because of the increasing burden of NCD and high
insurance coverage among the population.

Overview of the Setting

Mongolia has a population of 2.5 million scattered across a large area of 1.565 million
square kilometers. It is a developing country with a per capita income of less than US
$875.'° Administratively, Mongolia is divided into 21 provinces and 4 geographical regions.
Nearly half of the population lives in the capital city and the other half in provinces. The
country has a 97.6 % literacy rate, and 60% of the total population lives in urban
settlements.'!!5¢)

Communicable diseases and NCDs are a major concern in Mongolia. In 2004, a total
of 31 324 cases of 25 different communicable diseases were reported. The increase was
15.4% compared to 2003. Cardiovascular diseases, cancer, and injuries have become the
leading causes of mortality since 1995.'* The reported prevalence rates of cardiovascular
diseases, cancer, and injuries per 100 000 people were 5018.4, 261.1, and 3655.6 in 2006."*
Tobacco and alcohol consumption, physical inactivity, unhealthy diet, and unsafe sex are
common risk factors for NCDs.

Mongolia spends 6.7% of its GDP on health. As regards financing, 45% of total health
expenditures are funded directly from the government budget, 25% from health insurance,
14% out of pocket, 12% from external sources, and 4% from other sources. The share of
the total health expenditure that targeted disease prevention and health promotion is as
low as 4.7%.'*

Mongolia introduced national social health insurance in 1993 and achieved more than
80% population coverage. Currently, it provides only hospital-based curative care benefits.
Health insurance contribution is set at 6% of the salary in the formal sector, which is shared
equally between employees and employers. Flat contribution rates apply for the self-
employed and low-income section of the population. These rates are defined on the basis of
minimum wage and contribution levels.

Methods

Survey questionnaires and the health insurance simulation tool SimIns Plus were used to
examine people’s need, opinion, and preference to health promotion and develop hypo-
thetical benefit package options. Simlns is a health insurance simulation tool developed by
WHO and a German International Cooperation Enterprise (GTZ) that helps project health
insurance incomes and expenditures.'” Health promotion is examined in terms of health-
related information, education, counseling, screening, and preventive and medical check
ups. The questionnaire contained multiple choice items, but the participants were given
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choices of tradeoffs if they did not want to choose any of the multiple choice items. The
survey protocol with pretested results was approved by the Ethical Committee of Medical
Professionals of Mongolia. Altogether, 5 sites that consist of the 4 provincial centers and the
capital city Ulaanbaatar were chosen for this study. One provincial center each out of 3
provinces in eastern, 5 in western, 6 in mountainous, and 7 in central geographical regions
were drawn at random. One half of the questionnaire was preset for the capital city and the
other half evenly distributed across 4 provincial centers.

The survey was undertaken in all sites from August, 2005, to February, 2006. The sam-
pling was purposefully limited to specific socioeconomic groups to obtain fair responses and
judgments on health promotion and health insurance. The survey intended to cover at least
1% of the target population that excludes the rural population. A total of 4000 participants
received questionnaires, and 3702 were considered valid. The questionnaire was adminis-
tered by contracted agents following a predefined list of major organizations and business
entities, including market places in each site.

The survey results are used to expand the current insurance benefits to selected health
promotion and disease prevention interventions as preferred by the participants. Additional
costs of expansion of health insurance benefits were estimated and incorporated in the
hypothetical health insurance expenditure projections.

The computerized Simlns Plus tool was used for estimating and projecting hypothetical
health insurance revenues with inputs such as health insurance coverage and projections for
different population categories, contribution rates, and average salary and income levels.

Health insurance coverage is estimated on the basis of the total population divided into
3 major categories with coverage targets. The total population for 2005 was taken as base-
line year input, and then, the total population (TPOP) is forecast as follows:

TPOP, = TPOP,, x (1 + ATPOP), (1)

where t refers to the forecasting period (t = 1, ..., 10), and ATPOP, is the population
growth rate. The total population is divided into 3 population categories (POP):

POP,, =P, x TPOP,, (2)

where k = 1 refers to salaried employees in the public and private sectors, k = 2 refers to
the self-employed including nomads, k = 3 refers to children and the low-income population,
and P, refers to the shares of the different population categories in the total population.

The membership percentage for each of the population categories (k =1, k=2, k = 3)
in the health insurance scheme is defined throughout the 10-year projection period. The
membership rates are denoted as m,,. Then, health insurance coverage is calculated on the
basis of the number of insured members per population group and the total population
forecast.

HIC,= %, _, [(POP,, x m,,) / TPOP,] x 100%, (3)

where HIC, refers to health insurance coverage as a percentage of the total population
insured. The total health insurance revenue (TR) is expressed as follows:

TR,= %, _; [(cont, x W, x POP,  xm, )], (4)

where k refers to the population categories, cont,, refers to health insurance contribu-
tions as a percentage of the average wage and income, W,, refers to the average wage and
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Table 1. Opinions on Health-Related Information (N = 3702)

Percentage of Participants
Statement Agreeing With the Statement

It is important that people have access to systematically organized 97.5
health-related information and advices.

Some of the available health related information and advices confuses 60.5
people and difficulty to understand what will lead to better health.

The current amount of health related information and advices 59.9
available to people is inadequate.

income, and POP,, refers to the total number of people in these population categories. By
default, the contribution amounts are adjusted for inflation.

Results

Survey Results

Among 3702 participants, 51.9% were male and 48.1% were female. Regarding age distribu-
tion, 42.2% of the participants were from 26 to 40 years old and 30.0% from 41 to 55.
Among the participants, 46.4% represented the capital city and 53.6% the provincial cen-
ters. By occupation, 44.2% of the participants were civil servants, 21.3% employed at busi-
nesses, and the remaining 34.5% a mixture of self-employed people, students, pensioners,
and unemployed people. The employment distribution adequately represents the general
population of Mongolia. In terms of education, 46.8% of the participants had completed
university or had some type of higher education diploma. Of the total, 74.7% had recently
been concerned by at least 1 health problem of their own. Regarding service provider prefer-
ence, 24% of the participants visited a family physician and 49.2% a pharmacy at least once
a month. The level of participants enrolled in social health insurance was high at 91.4%.
The participants also reported that public health organizations (90.7%), health insurance
organizations (84.0%), and the central government (74.0%) are important in relation to
population health.

Table 1 shows the participants’ opinions regarding health-related information, including
health education and advice. Almost all (97.5%) the participants feel that access to reliable
and systematically organized health-related information is important. However, about 60%
of the participants said that the amount of currently available information is inadequate and
some of the information confuses people.

This indicates that there is increasing need and unmet demand for health-related infor-
mation because people have become more concerned about their health. A self-rating of
current health conditions among the participants showed that the average perception is
moderate for most participants (57%). About 75% of the participants were concerned at
least with 1 health problem of their own. Similar findings were observed in the 2006 Steps
survey on the prevalence of NCD risk factors in Mongolia. It estimated that 9 out of every
10 people (90.6% of the surveyed population) had at least 1 risk factor, and 1 out of every
5 (20.7%) had 3 or more risk factors for developing a disease. One in every 2 men aged 45
years and above was at high risk.'®

Health insurance is well accepted and practiced in Mongolia. Out of 3539 participants,
3028 or 85.6% noted the importance of health insurance in accessing needed health
care. The survey showed that 97.7% of all 3702 participants supported the expansion of the
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Table 2. Services to Be Included in the Insurance Benefit Package (N = 3456)

Number of Participants Percentage of Participants
Agreeing That the Service Agreeing That the Service
Services Should Be Included Should Be Included
Regular advice on prevention 3065 88.7
and medical health checkups
Immunization for children 2965 85.8
Reliable health education materials 2772 80.2
and health advice
Noncommunicable disease prevention 2150 62.2
Nutritional supplements 2129 61.6
and dietary guidelines
Program to help people reduce 2074 60.0
alcohol consumption
Program to help people quit smoking 1966 56.9
Program to help people lose weight 1819 52.5

current health insurance benefits to health promotion, and a total of 2887 or 78% of the
participants would be willing to increase their contribution for additional benefits.

Table 2 shows the preference of interventions that the participants would like to include
in the insurance benefit package. The interventions preferred by them emphasized both
health promotion and disease prevention. We have chosen health information, education,
counseling, and child immunization as additional benefits to include in the current health
insurance benefit package. Costs of the additional benefits were estimated based on specific
activities identified under each intervention. Then, hypothetical benefit package expansion
options were developed and simulated. In these options, expansion of benefits to health
promotion included health information, education, and counseling. Publication and dis-
semination of periodical newsletters, leaflets, and posters are proposed under health infor-
mation. They will aim to provide systematic, reliable health information and messages to
raise overall awareness about health and health-related issues, including lifestyle and behav-
ior. Informative newsletters, innovative posters, and leaflets will be developed and distrib-
uted free to all households with an assumption that there will be at least 1 insured member
in each household.

Under health education, a series of brochures will be prepared and disseminated to
those who are insured through family doctors, pharmacies, school clinics, health centers,
hospitals, and health insurance offices twice a year. The brochures will contain systematic
health-related and disease-specific educational materials targeted at different population
groups to provide them appropriate knowledge, health advice, and practical help to facilitate
the development of personal skills, healthy habits, and lifestyles.

Health counseling will be offered to those insured members who seek face-to-face indi-
vidual sessions to obtain professional advice, guidance, and assistance in support of address-
ing their health problems or maintaining good health. It includes risks assessment and case
management counseling to manage health problems and support healthy actions.

The participants preferred to receive health examination, advice, and counseling prima-
rily from the public sector. In view of this, family physicians and medical doctors working in
public health clinics and hospitals will be encouraged to provide effective health promotion
benefits through appropriate training and financial motivations.

Expansion of benefits to disease prevention refers to child immunization only. Mongolia
achieved almost 100% coverage for all vaccines thanks to external funds. It projects that
80% of the vaccine supply and logistics costs will still be funded externally by the year
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Figure 1. Health insurance coverage (%).

2010."” The proposed option aims to reduce external funding dependency and achieve self-
sufficiency by 2015.

Simulation Results

Insurance coverage is an important variable because all insured members are expected to
have access to hypothetical benefits. It will affect health insurance expenditures and
incomes. Mongolia targets to regain near universal coverage by 2015. The projections to
increase the coverage from 81.2% in 2005 to 95.6% by 2015 were made in collaboration
with national experts as shown in Figure 1.

Following the target, health insurance expenditures were estimated across 2005-2015
for each of the 4 hypothetical benefit package options developed for simulation. Option 1
represents the existing benefit package without change. In option 2, the benefit package is
expanded to health promotion that offers health information, education, and counseling.
Options 3 and 4 represent the benefit package, which is expanded to disease prevention in
addition to health promotion. The only difference is health insurance will fund 50% of fully
immunized child cost in option 3 and 100% in option 4. Simulation showed that the current
benefit expenditures (option 1) will increase from 24.6 billion Mongolian tugriks (MTs) in
2005 to 42.97 billion in 2015. Table 3 presents hypothetical benefit expenditure estimates
for all 4 options and the expenditure difference between the newly proposed options (2 to 4)
and the current option (1).

As shown in Table 3, the expansion of insurance benefits to health promotion (option 2)
requires additional 1.48 billion MTs in 2005 and 2.48 billion MTs in 2015 compared with
option 1. The expansion of benefits to disease prevention (options 3 and 4) will result in
expenditure increases of 2.86 and 4.24 billion MTs in 2005 and 3.76 and 5.05 billion MTs
in 2015.

Table 4 shows health insurance revenue estimates for the benefits package options and
their financial sustainability. The SimIns tool helped produce hypothetical revenue estimates
and simulate the financial sustainability of each hypothetical option. Table 4 shows that the
hypothetical revenues can fund all hypothetical benefit package options. Minor deficits are
observed in 2008 and 2009 because of the benefit expansion to child immunization. But
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Table 3. Hypothetical Health Insurance Expenditures (billion Mongolian tugriks [MTs])*

Hypothetical
Health Year
Insurance

Benefit Package® 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015

Option 1 24.60 26.86 30.76 33.78 36.07 36.07 36.16 37.65 38.61 3999 4297
Option 2 26.08 28.43 3233 3547 38.07 38.19 3832 3993 4090 4246 4545
Differences 1.48 1.57 1.57 1.69 2.0 2.12 2.16 2.28 2.29 2.47 2.48
Option 3 27.46 29.81 33.7 36.82 39.47 3957 39.71 41.21 4226 43.78 46.73
Differences 2.86 2.95 2.94 3.04 3.4 3.5 3.55 3.56 4.65 3.79 3.76
Option 4 28.84 31.19 35.06 38.17 40.86 40.95 41.11 42.63 43.62 45.1  48.02
Differences 4.24 4.33 4.3 4.39 4.79  4.88 4.95 4.98 5.01 5.11 5.05

*1000 MT = US $1 (2005).

"Option 1, no change to the existing benefits package; option 2, expand to include health promotion (offer health
information, education, and counseling); option 3, expand to include health promotion (offer health information,
education, and counseling); option 4, expand to include disease prevention.

Table 4. Financial Sustainability of the Expanded Benefit Package Options
(billion Mongolian tugriks [MTs])

Hypothetical
Health Year
Insurance

Benefit Package 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015

Simulated 34.61 3562 3587 36.81 40.08 42.03 43.83 47.68 5080 53.10 57.57

revenue

Estimated surplus/(deficit)
Option 1 10.01 8.76 5.11 3.03 4.01 5.96 7.67 10.03 12.19 13.11 14.60
Option 2 8.53 7.19 3.54 1.34 2.01 3.84 5.51 7.75  9.90 10.64 12.12
Option 3 7.15 5.81 2.17  (0.01) 0.61 2.46 4.12 6.40 8.54 9.32 10.84
Option 4 5.77 4.43 0.81 (1.36) (0.78) 1.08 2.72 5.05 7.18 8.00 9.55

21000 MT = US $1 (2005).

they will not affect the overall financial status of the scheme because of adequate reserve
funds and because the total number of immunized children will reduce beyond 2010.

Table 5 shows the changes in financing of public health programs as a result of the
proposed hypothetical options. The estimates are compared with the base year only. As
shown in Table 5, the percentage of the total health expenditures allocated to public health
programs is estimated to increase from 4.7% to 9.0%. The health insurance benefit spending
as a percentage of total health expenditure will increase from 25.0% to 34.0%. Mongolia can
achieve self-sufficiency in immunization financing because positive changes are expected to
occur in sources of financing of public health programs.

The simulations show that social health insurance is a feasible option for Mongolia to
fund health promotion and increase resources for public health programs. This is in line
with government efforts to shift resources from the curative arena to one of promotion and
prevention. Traditionally, Mongolia had an extensive hospital network with an average
number of 120 hospital beds per 10 000 people. In 2004, the average bed occupancy rate
was reported as 95.6%, and the average length of stay was 14.3 days. In this regard, the
proposed hypothetical options encourage discussions on additional investments in health
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Table 5. Changes in Financing Public Health Programs, 2005*

Hypothetical Health Insurance Benefit Package

Option 1 Option 2 Option 3 Option 4

1. Health insurance funding 25.0 31.1 33.0 34.0
as percentage of THE

2. Public health expenditure 4.7 6.0 8.0 9.0
as percentage of THE

3. Total spending on public 3.93 5.12 6.5 7.88
health programs (billion MT)
(1) Child immunization 2.80 2.80 2.80 2.80
(2) Planning and capacity building 1.13 1.13 1.13 1.13
(3) Health promotion programs 0.00 1.19 1.85 2.50

funded by health insurance

4. Funding sources of public health 100.0 100.0 100.0 100.0
expenditure, total (%)
(1) Government 22.0 23.1 35.0 44.0
(2) External sources 77.0 53.9 25.0 5.0
(3) Private 1.0 0.0 0.0 0.0
(4) Health insurance 0.0 23.0 40.0 51.0

NOTE: THE = total health expenditure.
*1000 MT = US $1 (2005).

promotion and disease prevention by deemphasizing hospital services. Financing child
immunization from own resources is an internationally desirable effort to reduce external
funding dependence for immunization programs in developing countries.

The simulation estimates that the expansion of social health insurance benefit to the
health promotion program would cost 850 MTs (US $0.85) per person. The expansion of
the heath insurance benefit to cover the full cost of child immunization would cost an addi-
tional 880 MTs (US $0.88) per person. These costs are affordable at the current premium
levels, on the condition that near-universal coverage is obtained and revenue collection
practices are improved.

Discussion

Health promotion is advocated to address the risks of major diseases. Although health pro-
motion is a multisector activity, its success will depend on changes in people’s knowledge,
attitude, behavior, and practices leading to healthy actions, the environment, and lifestyle.
Therefore, one of the strategic aims of health promotion is to improve health knowledge and
literacy of individuals and support them to live healthy lives or manage the risks well and
prevent avoidable illnesses.'"

The survey undertaken in Mongolia revealed that the participants’ lack adequate health
information, education, and personal knowledge to act competently to monitor their own
health and health-related problems. We observed that there are several factors that limit the
implementation of the effects of health promotion activities in Mongolia. First, all public
health programs address the general public, and they are expected to be implemented at the
population level. There is no particular focus on individual people. Second, the public
health programs seriously lack funding resources. In Mongolia, the central and local govern-
ment budgets have been referred as funding sources for public health programs. However,
no specific budgeting tools and guides are practiced to ensure adequate funds for these
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programs. Recent National Health Accounts data revealed that the public health expendi-
ture allocated to public health services increased by 0.4% during 2000-2005. Third, people
highly regard medical professionals as an important source for obtaining health-related
information. In practice, medical professionals do not always possess necessary knowledge
in health promotion. In addition, medical professionals in Mongolia do not have financial
incentives to work on health promotion. Sometimes, health-promoting messages are dis-
seminated through public media in public places. Usually, these are regarded as part of
externally funded project activities, and therefore, they appear in ad hoc and unsystematic
fashions. In recent years, commercial newspapers and magazines began to publish health
and lifestyle-related information, and many of them translated from foreign sources. Most
of them have commercial purposes, and sometimes their message is confusing because of
inaccurate translation and interpretation. In our opinion, Mongolia should exert increasing
efforts in health promotion and increase health literacy and education among the popula-
tion. Their effects also need to be monitored regularly with relevant indicators targeted at
specific risks such as obesity prevalence, physical activity, alcohol use, and smoking rates.

Public financing sources need careful examination to increase fiscal spaces for health
promotion. It is advisable to explore social health insurance as one of the options to fund
health promotion by adopting the social security approach to health care financing.*

The survey results suggest that the insured members firmly support the expansion of
health insurance benefits to health promotion. One good reason for this is that the current
health insurance benefit package is heavily skewed toward hospital-based curative care. As
a result, the actively contributing members receive benefits only when they became sick or
are hospitalized.”!

Special relationships of insurance with insured people, a single national scheme, and
high population coverage would be regarded as advantages for promoting health among
insured people in Mongolia. Another advantage of health insurance is the potential to mon-
itor provider behavior and create financial incentives to deliver health promotion benefits to
the insured. Mongolia’s health insurance is open to adopt successful business and consumer-
oriented strategies such as social marketing that can complement the newly proposed insur-
ance benefits. The effectiveness of the benefit package options can be further analyzed with
the generalized cost-effectiveness analytical tool.** These and other issues need to be further
examined and discussed in the Mongolia-specific situation.

There has already been a positive move, with the government deciding to review the
current health care financing arrangements to strategize funding support for national health
policies and obtain better health outcomes with available resources. The review is expected
to be undertaken during 2008-2009 by focusing on the 2 main sources of public finance,
which are taxation and social health insurance. Eventually, the better health outcomes could
be achieved through taxation and social health insurance because both financing mechan-
isms increase equitable access to needed health care by all and, thus, contribute to universal
coverage. Based on social health insurance experiences, a single purchaser scheme is
becoming an attractive option in Mongolia. The potential exists to enhance the efficiency
and effectiveness of public health financing through a single purchaser, which can provide
the most needed and cost-effective interventions such as health promotion.

Conclusion
In Mongolia, health promotion is receiving more attention because of increasing incidences

of both communicable diseases and NCDs among the population. The government is com-
mitted to health promotion by approving a number of public health programs with health
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promotion effects. These efforts need further improvements to support individual people to
make healthy decisions, take healthy actions, and practice a healthy lifestyle. Currently,
most people likely lack adequate health information, education, and personal knowledge to
act competently to monitor their own health and health-related problems.

There are several factors that limit the implementation of public health programs in
Mongolia despite increasing health concerns, need, and demand for health promotion.
These include inadequate focus of public health programs on promoting health at the indi-
vidual level, lack of funding resources, and limited opportunities and incentives for medical
professionals to provide health promotion services to the population.

People generally, including those who are insured, are concerned about health, and
they need reliable and effective health information, education, and counseling services.
This article examined social health insurance as an option to fill the gap. The simulation
results suggest that health insurance is a feasible option to fund health promotion services
at the individual level because of its special relationships with the insured and with service
providers.
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