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Palliative care 
Palliative care (PC) improves the quality of life of patients and their 

families who are facing problems associated with life-threatening 

illness, whether physical, psychosocial or spiritual (WHO)

It is care for patients with 
life-treatening illnesses & 

their families

It can be given in 
homes, health centers, 
hospitals and hospices

It improves quality 
of  life 

It benefits health 
systems by reducing 
unnecessary hospital 

admissions

It relieves physical, 
psychosocial & 

spitirual suffering 

It can be done by many types 
of  health professionals & 

volunteers



Necessity 
Ø Palliative care is required for a wide range of diseases

Ø Each year, an estimated 40 million people are in need of 

palliative care, 78% of them people live in low- and middle-

income countries.

Ø Worldwide, only about 14% of people who need palliative 

care currently receive it.



Poor access 

Ø Of 234 countries, palliative care services were only well integrated 

in 20 countries

Ø Restrictive regulations for morphine and other essential controlled 

palliative medicines

Ø Lack of training and awareness of palliative care among health 

professionals is a major barrier to improving access.

Ø Early palliative care reduces unnecessary hospital admissions and 

the use of health services.



Country profile 

Mongolia has 1,564,116 km2 21 provinces

The Capital is Ulaanbaatar
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MONGOLIA–WHO COUNTRY COOPERATION STRATEGY 2017–2021

ANNEX. CORE HEALTH INDICATORS

Indicator Baseline (2016)

Total population 3 119 900a

Population under 15 years (%) 30 a

Population over 60 years (%) 3.8 a

Life expectancy at birth 69.57  (Total)a; 
75.10  (Female) 
65.58  (Male) 

Maternal mortality ratio (per 100 000 live births) 48.6 a

Births attended by skilled health personnel (%) 100 a

Adolescent birth rate (per 1000 girls aged 15–19 years) 33.6 a

Under-5 mortality rate (per 1000 live births) 20.8 a

Infant mortality rate (per 1000 live births) 16.8 a

Neonatal mortality rate (per 1000 live births) 9.2 a

Ratio of health personnel per 1000 population 316 a

Total expenditure on health as % of gross domestic product  4.7c

Government health spending as % of gross domestic  
product (%)

2.8 a

Out-of-pocket expenditure as % of total health expenditure 
(%)

42b

Population using drinking-water sources at least basic (%) 72d (2015)

Population using sanitation facilities at least basic (%) 59 d (2015)

Annual mean concentration of Particulate Matter 2.5  
in capital city

57μg/m3 d(2015)

Children under 5 years who are stunted (%) 1 a

Adult (over 15 years) literacy rate (%) 98.3 a

Poverty headcount ratio at US$ 1.90 a day (2011 purchasing 
power parity) (% of population) 

0.22 (2014)e

Gender-related development index rank out of 188 countries 90 (value 1.028)f

Human development index rank out of 188 countries 108 f

Sources: 
a Center for Health Development. Health Indicators 2016. Ministry of Health, Mongolia, 2017. 
b WHO. WHO Global Health Expenditure Atlas, 2014. 
c WHO. Global Health Observatory Data 2014 (http://www.who.int/countries/mng/en/, accessed on 1 September 2017). 
d WHO UNICEF, Joint Monitoring Programme. Progress on Drinking Water, Sanitation and Hygiene: 2017 Update and SDG,  
  2017 Baselines. 
e World Bank. Databank (https://data.worldbank.org/indicator/SI.POV.DDAY?locations=MN, accessed 1 September 2017). 
f Government of Mongolia, UNDP. Mongolia Human Development Report 2016, 2016.
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Leading causes of mortality per 10 000 
population, 2006-2016 

Center for Health Development

Health indicators, 201684

Diseases	of	the	circulatory	system,	cancer	and	injuries	have	been			the	leading	causes	
of	deaths	for	the	population	since	1995.

In	2016,	there	were	16	181	deaths	registered	in	the	nationwide,	which	reduced	by	193	
cases	or	1.2%,	compared	to	last	year.	59.7%	were	males	and	40.3%	were	females	
of total mortality.

Of	total	mortality,	4551	deaths	or	28.1%	were	occurred	in	hospital,	and	the	proportion	
of	deaths	that	occurred	within	24	hours	of	admission	was	22.3%.

   
Figure 8.1. Five leading causes of mortality per 10 000 population, 2016
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The	leading	causes	of	mortality	in	2016	were	diseases	of	circulatory	system	(33.1%),	
cancer	(25.6%),	injuries,	poisonings	and	certain	other	consequences	of	external	causes	
(15.0%),	diseases	of	digestive	system	 (7.4%),	and	diseases	of	 respiratory	system	
(4.3%).	Deaths	from	these	diseases	combined	accounted	for	85.4%	of	all	deaths.

POPULATION MORTALITY

CHAPTER 8. 



Leading causes of cancer morbidity by the stage 
diagnosis, 2016 

Center for Health Development
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Figure 8.2.1. Leadind causes of cancer mortality 
by survival years after the diagnosis, 2016

Figure 8.2.2. Leading causes of cancer morbidity 
by the stage diagnosis, 2016

8.3 MORTALITY DUE TO INJURIES, POISONING AND CERTAIN OTHER 
CONSEQUENCES OF EXTERNAL CAUSES 
Mortality	due	to	injuries,	poisoning	and	certain	other	consequences	of	external	causes	has	increased	
significantly	for	the	last	years.	It	was	ranked	as	the	fifth	leading	cause	of	population	mortality	in	1990	
and	has	been	ranked	third	since	2000.	
The	mortality	rate	caused	by	injuries,	poisoning	and	certain	other	consequences	of	external	causes	per	
10	000	population	was	6.0	in	1995,	7.6	in	2000	and	11.7	in	2007,	it	was	increased	by	almost	2	times.	
However,	the	mortality	rate	from	these	diseases	has	declined	steadily	since	2008	for	the	first	time	over	
the	last	decade.	The	rate	was	9.3	per	10	000	population	in	2008	and	was	8.7	per	10	000	population	
in	2009.				In	2011,	the	mortality	rate	was	11.2	per	10	000	population,	whereas	the	rate	reached	7.87	
per	10	000	population	in	2016,	decreased	by	3.3	promile.
In	2016,	there	were	2	431	deaths	from		injuries,	poisoning	and	certain	other	consequences	of	external	
causes	registered,	which	was	7.87	per	10	000	population.					Deaths	by	gender:	79.5%	were	males	
and	20.5%	were	 females,	 in	other	words,	12.73	of	deaths	per	10	000	men	and	 this	 is	4.0	higher	
compared	in	women.
Figure 8.3.1. Injury-caused mortality rate per 10 000 population, 2016

 

0.0 20.0 40.0 60.0 80.0 100.0

Liver

Stomach

Eosophagus

Lung

Pancreas

Cervix	uteri

Breast

Up	to	1	year 1-2	year 3	and	more under	5	year Over	5	years	old  

0.0

0.2

0.6

26.7

2.0

0.0

4.4

3.3

2.5

0.9

10.8

6.8

1.3

14.4

9.0

6.4

8.2

12.2

33.7

9.3

40.5

39.8

55.8

46.0

39.5

43.4

36.0

40.7

47.7

34.7

44.9

10.8

14.1

53.4

0.0 20.0 40.0 60.0 80.0 100.0

Liver

Stomach

Eosophagus

Lung

Cervix	uteri

Breast

CIS Stage	I Stage	II Stage	III Stage	IV

 

2.40

2.55

1.02

0.76

0.40

0.27

0.00 0.50 1.00 1.50 2.00 2.50 3.00

Зам тээврийн

Амиа хорлосон

Хүчирхийлэл, бусдад 
хорлогдсон

Эмэгтэй

Эрэгтэй
Suicide

Male
Female

Traffic accident

Homicide



Palliative care in Mongolia 

Odontuya Davaasuren MD, PhD 

The woman helping Mongolians die with dignity  (21 June 2017)



National Palliative Care Program

changes, essential drug availability (especially
generic morphine), education of health care
professionals (including the integration of pal-
liative care into the curricula of physicians and
nurses), and the first steps for integration of
palliative care into the national health care sys-
tem, starting at the National Cancer Center
(NCC). When the necessary opioids were li-
censed and made available, and the rules for
their prescription had been changed to allow
adequate pain control, Dr. Frank D. Ferris
from San Diego Hospice & Palliative Care in
California and Mary S. Wheeler, a nurse from
Capital Hospice in Fairfax, Virginia, provided
the first intensive bedside training in 2006.

Mongolia Today: Size of the Problem
Mongolia is geographically a large country,

extending 1,564,116 km2, with a small popula-
tion of 2,791,272. It is divided into 21 prov-
inces called aimags and a capital region. The
capital region of Ulaanbaatar is divided into
nine districts, of which six are within the city
and three are outside the city. There are three
principal aimagsdKhoud, Uvurkhangai, and
Dornod. Each aimag is divided into 15 suoms
or districts. Each suom has its own local hospi-
tal with 1e2 doctors and 4e6 nurses.

The age distribution of the Mongolian popu-
lation is as follows: 0e14 years, 28.7%; 15e64
years, 67.7%; and 65 years and above, 3.7%.

Two-thirds of the population live in urban areas,
and one-third lives in rural Mongolia. The esti-
mated life expectancy at birth is 64.5 years (for
males, 62.3 years and for females, 66.8 years).
The average family size is 4.5 and the main reli-
gions are Buddhism (Lamaist) 50%, none 40%,
Shamanist and Christian 6%, and Muslim 4%.
Literacy is 97.8%. GDP per capita (purchasing
power parity) is $2,200.4,5 A nurse’s salary is
USD 90 per month and a doctor’s salary is
USD 100e150 per month. Thirty-six percent
of the population lives below the poverty line.
In 2002, the total health expenditure per capita
was USD 128 and total health expenditure as
percent of GDP was 6.3%.

In 2004, 3,381 new cancer cases were regis-
tered in Mongolia. The cancer incidence is es-
timated to be 134.0 per 100,000 population,
around 3,740 per year. Eighty-seven percent
of the patients present with advanced disease
(stage III or IV), and only 13% present with
stage I or II disease. Because of this late stage
of presentation, over 70% of these cancer pa-
tients die within the first year after their
diagnosis.6

The most common cancers are listed in
Table 1. Approximately 90% of these cancers
are incurable at the time of diagnosis, and
three of the most common cancersdliver,
lung, and esophagus (65% of all cancers in
Mongolia)dare incurable regardless of ther-
apy (Table 2). As palliative care is the most hu-
mane, realistic, and cost-effective therapy to
offer these patients, it must be a priority in
Mongolia’s cancer care strategy. Because of
the incidence and the magnitude of the associ-
ated suffering, cancer is the logical entry point
for starting to implement pain relief and palli-
ative care in Mongolia.

There is no palliative care for the elderly or
terminally ill children in Mongolia. The HIV/

Drug
Availability

Education

Implementation

Policy

Fig. 1. World Health Organizaton foundation mea-
sures established in Mongolia.

Table 1
Most Common Cancers

Cancer Primary
Sites, 2004

No. of
New Cases

% of
Total Deaths

% of
Total

Total, all sites 3,381 2,669 78.9
Liver 1,312 38.8 1175 44.0
Stomach 469 13.9 394 14.8
Lung 319 9.4 313 11.7
Cervix 264 7.8 15 0.6
Esophagus 251 7.4 237 8.9
Breast 81 2.4 34 1.3
% of all new cases 80
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WHO foundation measures for National Palliative 

care program established in Mongolia between 

2002 and 2006. 

The program included

üPolicy changes 

üEssential drug availability 

üEducation of health care professionals

üIntegration of palliative care into the national 

health care system



Policies 

2005 The National Pro-gram on Prevention and Control of Non-

Communicable Diseases

2005 The Social Welfare Law  care givers in low income families can     

receive social support

2006 Health Law of Mongolia

2007-2017 The National Cancer Control Program for 2007-2017 

the plan to develop palliative care in 21 provinces 

2012 Pain Management Guidelines were approved by the MoH 

2012 The Health Insurance Law of Mongolia - insurance for palliative 

care patients



Drug Availability/Access to Opioids 

In 2004, the MoH approved the National Standards for 

Prescribing Practices and changed the prescribing regulations 

to allow prescribing a seven-day supply of the amount of 

opioids required to treat the patient’s pain. 



Education and Training 

Ø In 2004, the Mongolian Palliative Care Society (MPCS) established 

a Palliative Care Resource Training Center. 

Ø It  began providing short term (one to five days) palliative courses. 

More than 3000 medical professionals participated. 

Ø In 2005, palliative care was included in the curricula of medical, 

social work, and nursing schools. 

Ø IIn 2010, palliative care was included in the core curriculum of 

general practitioners



Education and Training 
Ø Since 2010, palliative care questions have been included in 

the licensing examination for general practitioners.

Ø in 2011, Palliative care was recognized as a medical 

subspecialty and six months training course to be certified in 

palliative care

Ø In 2006 and 2010, training the trainers workshops were held 

for physician and nurse leaders from all 21 provinces and the 

nine districts of Ulaanbaatar. 



Trained Specialized Palliative care Doctors and 
Nurses 

curricula of medical, social work, and nursing schools.
In 2010, palliative care was included in the core curric-
ulum of general practitioners; and since 2010, over 500
palliative care questions have been included in the
licensing examination for general practitioners. Pallia-
tive care was recognized as a medical subspecialty and
approved by the MoH and the Ministry of Education
in 2011. Doctors have to complete six months training
course to be certified in palliative care.18 In 2006 and
2010, training the trainers workshops were held for
physician and nurse leaders from all 21 provinces and
the nine districts of Ulaanbaatar.

Palliative care textbooks have been published in
Mongolian and more than 10 international palliative
care books and guides have been translated into
Mongolian.19e23

Palliative Care Research
To develop evidence-based palliative care policy

many studies were completed, published, and pre-
sented during palliative care conferences. Starting in
2005, the MPCS has organized palliative care research
conferences every year. Two palliative care physicians
have gone on to complete PhDs and eight physicians
have completed master degrees in palliative care.

Clinical Service Availability
Up to five palliative care beds in all 21 provinces and

nine districts were approved by order of the MoH (N
306 in 2003), but without an approved budget, ser-
vices remain limited.

Table 2
Trained Specialized Palliative Care Doctors and Nurses

Date
Number of Graduated Doctors by

Three Months Course on Palliative Care
Number of Graduated Nurses by

Three Months Course on Palliative Care
Number of Specialized
Doctors and Nurses

2004 3 3 6
2005 14 6 20
2006 13 13
2007 26 11 37
2008 60 11 71
2009 57 2 59
2010 20 3 23

Number of Graduated Doctors by
Six Months Course on Palliative Care

Number of Graduated Nurses by
Three Months Course on Palliative Care

Number of Specialized
Doctors and Nurses

2011 5 5 10
2012 2 1 3
2013 5 5
2014 6 6
2015 5 5
Total 216 42 258

Fig. 3. Morphine consumption in Mongolia (mg per capita), 1980e2013. Sources: International Narcotics Control Board;
World Health Organization population data by: Pain & Policy Studies Group, University of Wisconsin/WHO Collaborating
Center, 2015.
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Clinical Service Availability
Established in 1999 with 2 
doctors 5 nurses and 10 
beds

Since 2015 expanded as 
department with 21 beds, 4 
doctors, 11 nurses, 1 
pharmacist, 1 social worker, 
2 assistant staff, 
psychologist

Number of patients -1103
Average inpatient day -7,3
New patients-1115 
Number of deaths -30

Palliative care department, The 
National Cancer Center Mongolia



Clinical Service Availability 
Up to 5 palliative care beds in all 21 provinces and  9 districts in 
Ulaanbaatar

A pediatric palliative care at Pediatric 
Oncology Hematology Center in the 
National Center for Child and Mother 
Health
10 hospices



Palliative care team

Medical doctor (PC)

Volunteer Volunteer 

MD 
traditional 
medicine 

Psychologist  

Pharmacologist Nutritionist 

Palliative care 
nurse 

Social 
worker

Spiritual 



Indonesia (10)

Vietnam (7)
Indonesia (10)

Vietnam (7)



Quality of death index 2015



Quality of death index, Mongolia 

19 © The Economist Intelligence Unit Limited 2015

The 2015 Quality of Death Index 
Ranking palliative care across the world

When	in	2000	the	Mongolian	Palliative	Care	Society	(MPCS)	
was	established,	it	marked	the	start	of	efforts	to	fill	a	gaping	
hole	in	palliative	care	services.	Until	then,	the	country	had	
no	hospices	or	palliative	care	teaching	programmes,	it	used	
just	1kg	of	morphine	each	year,	and	no	government	policy	on	
palliative	care	existed.18 

“We	did	not	even	have	the	terminology	for	palliative	care,”	
explains	Odontuya	Davaasuren,	the	driving	force	behind	the	
creation	of	palliative	care	services	in	Mongolia.		

It	was	in	2000,	after	attending	a	conference	in	Stockholm	
of	the	European	Association	for	Palliative	Care,	that	Dr	
Davaasuren	decided	to	take	action.	On	returning	to	Mongolia,	
she	made	visits	to	patients	with	her	postgraduate	students	
and	recorded	the	conversations	with	families.	“I	saw	so	much	
suffering	in	families—not	just	physical	but	also	psychological	
and	economic,”	she	says.	

Funding	from	the	Ford	Foundation	and	the	Open	Society	
Foundations	helped	Dr	Davaasuren	in	her	efforts	to	build	

awareness	among	the	public,	health	professionals	and	
policymakers,	to	develop	specialised	training	in	palliative	
care,	and	to	increase	access	to	painkilling	drugs.

However,	Dr	Davaasuren	admits	that	the	work	has	not	always	
been	easy,	particularly	as	when	she	started	neither	the	public	
or	health	ministry	officials	were	aware	of	the	existence	of	
palliative	care	services.	“No	one	talked	about	it,”	she	says.	
“And	policymakers	are	very	conservative,	so	it	was	very	
difficult	to	change	the	laws	and	regulations.”

While	much	work	remains	to	be	done	to	accommodate	
everyone	in	need	of	care,	as	a	result	of	Dr	Davaasuren’s	efforts	
the	situation	today	is	vastly	improved.	Ulaanbaatar,	the	
capital,	now	has	ten	palliative	care	services	(with	the	largest	
facility	at	the	country’s	National	Cancer	Center).	Outside	the	
city,	provincial	hospitals	now	accommodate	patients	in	need	
of	palliative	care.	

Palliative	care	is	also	now	included	in	Mongolia’s	health	and	
social	welfare	legislation	and	its	national	cancer	control	
program.	Since	2005,	all	medical	schools	and	social	workers	
receive	palliative	care	training.	And,	since	2006,	affordable	
morphine	has	been	available.19	In	2013,	Dr	Davaasuren	says,	
the	country	started	non-cancer	palliative	care	provisions,	
outpatient	consultation	and	nursing,	home	care,	and	spiritual	
and	social	services.

All	this	is	reflected	in	the	Index,	in	which	Mongolia	makes	it	
into	the	top	30	in	the	overall	ranking	(at	position	28)	as	well	
as	in	three	of	the	Index’s	categories	(palliative	and	healthcare	
environment,	human	resources	and	community	engagement).	
It	ranks	first	among	its	peers	in	the	“low	income”	bracket—
around	ten	points	ahead	of	the	second-ranked	country	in	
this	group,	Uganda.	Plotting	Index	scores	against	per-capita	
income	(see	Figure	1.4)	reveals	that	Mongolia	overachieves	by	
some	margin	given	its	resources.

The	next	challenge,	Dr	Davaasuren	says,	is	to	expand	the	
provision	of	non-cancer	and	paediatric	palliative	care	services	
while	also	increasing	the	availability	of	home	care	and	services	
for	those	living	in	the	provinces.

For	Dr	Davaasuren,	the	ability	for	those	in	pain	and	with	
incurable	diseases	to	receive	palliative	care	is	not	just	a	case	of	
expanding	services	to	meet	rising	need—it	is	about	meeting	a	
basic	human	right.

Case study: Mongolia—A personal mission

Rank/8 0 Score/100

Quality of Death overall score (supply) 28 57.7

Palliative and healthcare environment 24 51.3

Human resources 21 61.1

Affordability of care =36 65.0

Quality of care =32 60.0

Community engagement =27 42.5
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Mongolia was ranked as 
the 28th country on the 
quality of death index 
out of 80 countries 



Challenges and Future Direction

Challenges

ØUnstable health policy

ØThe production of injectable forms of opioids can decrease use of oral

Future goal is to develop

ØPalliative care for non-cancer patients;

ØPalliative and nursing care for the elderly and children;

ØHome care services;

ØEducate all medical professionals and social workers; 

ØDevelop a volunteer program from the society. 



Thank you for your attention 

Баярлалаа


