Tajikistan 2005 – 2009

I. Progress on key indicators

	Indicator
	Value
	Year
	Value
	Year

	Child population (millions, under 18 years)
	2.8
	2002
	3.1
	2007

	U5MR (per 1,000 live births)
	72
	2002
	67
	2007

	Underweight (%, moderate and severe)
	
	
	17
	2005

	Maternal mortality ratio (per 100,000 live births) 
	45
	2001
	97a
	2007

	Primary school attendance (% net, male/female) 
	79/81
	2000
	89/88 b
	2005

	Primary school enrolment (% net, male/female)
	100/99
	2000
	
	

	Survival rate to last primary grade (%)*
	94
	2000
	99
	2005

	Use of improved drinking water sources (%)
	60
	2000
	67
	2006

	Use of improved sanitation facilities (%)
	
	 
	92
	2006

	Adult HIV prevalence rate (%)
	< 0.1
	2001
	0.3
	2007

	Child labour (%, Children 5-14 years old)
	18
	2000
	10
	2005

	GNI per capita (US$)
	180
	2002
	460
	2007

	One-year-olds immunized with DPT3 (%)
	84
	2002
	86
	2007

	One-year-olds immunized with measles vaccine (%)
	84
	2002
	85
	2007


* Baseline data refer to primary school children reaching grade 5.

a The 2005 estimate developed by WHO/UNICEF/UNFPA and the World Bank, adjusted for under-reporting and misclassification of maternal deaths, is 24 per 100,000 live births. For more information, see http://www.childinfo.org/areas/matrnalmortality/.  

b Survey data.

II. Progress on key MTSP indicators 2005 – 2009

Focus Area I – Young child survival and development

· Vitamin A supplementation coverage rate (children 6-59 months) – 92% in 2008;

· National Development plan includes quantified targets for scaling up high impact health and nutrition interventions;

· National programme promotes good parenting and has specific strategies to reach marginalized families and children;

· National Development plan incorporates explicit programmes and targets for achieving MDG target on sustainable access to safe drinking water and basic sanitation.

Focus Area II – Basic education and gender equality
· National standards for monitoring school or developmental readiness established partially or fully;
· The education sector plans include specific measures to reduce gender disparities;
· The country has a formally recognized United Nations Girls’ Education Initiative (UNGEI) partnership;
· Standardized tests for measuring learning achievement, linked to the national curriculum introduced;
· Net intake rate in primary education has reached 100% of boys and 95% of girls in 2006.
Focus Area III – HIV / AIDS and Children

· HIV/AIDS education integrated into the national curriculum at the secondary level.
Focus Area IV – Child Protection from violence, exploitation and abuse

· Child friendly and gender appropriate investigation and court procedures used partially or fully for children;

· Policies established on the provision of alternative care for children, in line with international standards.

Focus Area V – Policy Advocacy and Partnerships for Child Rights

· National development plan addresses key challenges for children, women and gender equality;

Cross-cutting areas

· The country has a plan to address shortages of essential commodities for children;
Gender review and/or self-assessment has been conducted for the country programme.

· Consolidated Results Report
Country:  Tajikistan
Programme Cycle: 2005-2009
	1. Key Results Expected 
	2. Key Progress Indicators  
	3. Description of  Results Achieved 
	4. Constraints and facilitating factors 

	1.1 Adoption of  national policies and education sector reforms which support child centered and gender sensitive  education practices and mobilize financial and human resources for girls education


	1.1.1. National level education policy documents that give priority to child centered and gender sensitive education in place, including EFA/NPA, 

Current Status

· National Strategy on Education for Development (NSED), 2006-2015 endorsed by the Ministry of Education with a revised Action Plan and costing

	· The sector strategy has served as a guide for implementation as well as resource mobilization.

· Medium Term Expenditure Framework (MTEF) has started in education sector
· Tajikistan is a recipient of the Fast Track Initiative/Catalytic Fund (FTI/CF) grant
 US$ 18.4 million,  2006-08 
· The Government  increased resource allocation in education sector (from 19.6%, 2005 to 21.4% of State Budget) in 2007, PPER, WB, 2007 ) 
· Areas that need attention in the sector strategy have been identified such as pre-school, tertiary and vocational education.


	· The costing of the NSED has been completed with indication of resource requirements and funding gap analysis.
· The donor coordination in education, jointly chaired by UNICEF and the World Bank, provided a regular forum for   coordinating development assistance in the sector.

	1.2 At least 90 % of children complete basic education up to grade five, with reduced gender disparity in the 15 priority  districts
 where completion rates are below the national average


	1.2.1 Primary school net attendance ratio : 

Baseline:  

Primary school net attendance ratio : 88.7% (male 89.1%, female 88.2%, MICS 2005)
Current Status

97.32% (male 98.5%, female 96.1%, TLSS 2007) 

1.2.1 Gender parity index in secondary school: 

Current Status

Gender parity index in secondary school 0.98 (MICS 2005)

1.2.2 % of children completing grade five: 

Current Status

No data on completion rate available. 

 
	· Over 99% of children complete basic education by grade five nationwide. However, disaggregated data are not available for priority districts. 

· In six priority districts where the UNICEF-assisted Girls’ Education project was initiated the following results have been noted: 1) regular attendance rate girls/boys, Grades 5-11,  rose from 81.8% to 87.9%;  2) the irregular attendance rate dropped from 10.% to 6.1%; and 3) the drop-out rate reduced from 6.6% to 5.6%.
  

· Children, teachers, parents and community leaders in the six priority districts were actively engaged and contributed to the achievement of results to improve school attendance and reduce school drop out particularly among girls at high school level.
· Gender audit recommendations are now being used in the revision and development of textbooks

	· Ministry of Education (MoE) has recently stepped up efforts to improve the Education Management Information System to address data gaps. 



	1.3 In 15 priority districts, children in at least 35 % of schools have access to improved sustainable water supply and sanitary facilities sensitive to the needs of girls and employ sound hygiene practices


	1.3.1. % of schools with girl friendly water supply and sanitation facilities: 

Baseline: 18% of schools have access to sanitary facilities (2004)

Current Status: 33.2% in 10 districts (UNICEF School mapping, 2008)

	· 358 out of 985  schools  in 19 districts
 (10 pilot districts plus additional 9 areas covered during the emergency response)  were provided with appropriate sanitation facilities, gender-sensitive for girls, and improved water supply. Of these, 284 schools are in the 10 districts.
	· Children participated actively in the maintenance of sanitation facilities and promotion of handwashing.

· Effective use of appropriate water and sanitation technology is closely linked to availability of water. The lack of sufficient water supply in some rural areas affected the adoption and use of pour-flush water sealed latrine.

	2.1. Introduction of an Integrated Early Childhood Development (IECD) policy at the national level


	2.1.1. Formulation and adoption of a National IECD policy

Baseline: Absence of national IECD policy or any coordination framework or mechanism for cross-sectoral attention to ECD.  

Current Status: Development of ECD Policy Framework underway in 2009. 
 
	· A preliminary analysis of ECD in national policy, including recommendations for laying the groundwork for an ECD Policy Framework was completed in 2007. 

· The development of  the Early Learning and Development Standards (ELDS) has served as a foundation for coordinated ECD policy.

· ECD has been incorporated in the recently approved comprehensive Child and Adolescent Strategy that will also be included in the Health Sector Strategy


	· ELDS process sets a precedent for cross-sectoral collaboration and Government attention to early childhood, and established national goals for early learning and development
· There is a lack of clarity on how to define a relevant cross-sectoral ECD Policy Framework  and an effective coordination mechanism
remains to be confirmed .


	2.2. At least 80 % of pregnant women in the 15 priority  districts have access to quality antenatal  and postnatal care and trained birth attendants


	2.2.1. % of  Primary Health Centre (PHC) staff in  the 15 priority districts1   with quality skills and capacity to provide services:  

Baseline: Not available
Current Status: 70% staff of PHC are oriented to provide quality services (MoH report, 2008)

2.2.2. Proportion of births attended by skilled birth attendants:

Baseline: 71% of births attended by skilled birth attendants (MICS 2000);
Current Status  83.4% of births attended by skilled birth attendants (MICS 2005)
2.2.3.  % of women aged 15-49  receiving antenatal care thrice during last pregnancy by a skilled health personnel: 

Baseline:  62% of women attended by skilled health personnel (MoH, 2004)

Current Status:  77.1% of   women attended by skilled health personnel (MICS 2005)


	· National protocols and standards on neonatal care were developed and will be integrated into the routine peri- and antenatal care services
· The MoH endorsed the recently developed national guidelines on management of severe malnutrition   

· Growth monitoring system is revitalized as an  integral part of  MCH services; 2000 primary health care centres are equipped with growth monitoring equipment.

· About 1,800 primary health wokers are better informed on counseling and growth monitoring; 

· There is at least 1 trained health worker in all 2,600 primary health care facilities nationwide 
· Essential  supplies provided to PHC and hospitals combined with appropriate training have contributed to increasing access of pregnant women to antenatal care services.


	· The limited capacity of service providers and frequent turn over of staff at  primary health care level  affects quality of service delivery.

· The  integrated child survival package  that includes: nutrition counseling, immunization, distribution of oral rehydration salts, counseling of caregivers on acute respiratory infections  and diarrhoeal diseases  combined with other services enabled a holistic approach to child health and nutrition  service delivery.


	2.3. At least 70 % of families and other caregivers have improved their knowledge and practices on integrated early childhood care in the 15 priority districts


	2.3.1. Proportion of infants 0- 6 months exclusively breastfed. 

Baseline: 17 % (MICS, 2000)

Current Status:  Available data are from 0-5 months:

25.4; urban -23.8; rural -25.9, (MICS 2005)
2.3.2. Proportion of family care givers having improved knowledge and adopting sound IECD practices. 

Baseline: 60.9% timely initiation of breastfeeding; 15.3% timely introduction of complementary foods; 58.4% use of oral rehydration therapy (ORT); 6.5% proper home management of diarrhea; 63.9% seeking health care for suspected pneumonia (MICS 2005)

Current Status:  Anecdotal evidence suggests improvements in all areas but representative data will be collected in the National Nutrition Survey in 2009.

	· The Law on Breastfeeding Protection has been approved and endorsed by the Government. It includes almost all provisions of the International Code of Breastfeeding and Marketing of Breast milk Substitutes
· Information on advising mothers on ECD and care practices has been integrated and expanded in  Integrated Management of Childhood Illness (IMCI) training and resource materials
· Tajikistan Early Learning and Development Standards (ELDS) have been drafted for ages 0-7 with one proposed goal of sharing holistic ECD and parenting messages with families. ELDS are being revised and validated in 2009.

	· The increased understanding among health workers of key messages on breastfeeding helped efforts on breastfeeding promotion.

· The expansion of the certification of baby friendly hospitals that now includes children’s hospitals gave a boost to  breastfeeding promotion efforts.
· There is a weak enforcement   mechanism of the law on breastfeeding.
· Early introduction of fluids remains a practice among caregivers.



	2.4. All families in the 15 priority districts  have access to improved  institutional based safe deliveries and home based early childhood care practices


	2.4.1. Proportion of  PHCs and linked service points providing  minimum package of MCH services

Baseline:  NA

Current Status: 85 % (MoH report, 2006)

2.4.2 Percentage of  institutional deliveries:

Baseline:  50% (2004)

Current Status: 75% (MoH report, 2008)  
	· 75% of deliveries are in health facilities.  Improved early childhood health care has been achieved through IMCI, immunization, and nutrition interventions. 
· About 1,000 primary health care workers are oriented to use counseling to improve family practices. 
· Integrated Management of Childhood Illnesses strategy is considered as key  priority  strategy  of child survival and has been expanded nationwide 
· Neonatal care has been integrated into existing IMCI strategy and training curriculum  
· 68 out of 75 maternity hospitals and neonatal units nationwide are equipped with basic medical equipment  to provide quality of services

	· Access to maternities has been difficult for some very poor families, particularly those residing in remote areas, as they are not able to afford the transport fare plus the informal payments for services.
· Low public expenditure on health limits institutional and human capacity to deliver quality services. 
· The Government has endorsed the assessment of hospital maternity and paediatric departments in 2009 that will inform future actions.
.  



	2.5   100 % of households have access to and use iodized salt


	2.5.1 % of households  using iodized salt:

Baseline: 27 % (NMNS, 2003)
Current Status: 85.2% of households using iodized salt (TLSS, 2007)
49% of households using adequately iodized salt  (TLSS, 2007)
	· Law on Iodized Salt was amended in 2007 that included an additional section on licensing of salt factories
· Sanitary rules and regulations on production of iodized salt were developed and approved.   
· A revolving fund for procurement of potassium iodine  has been established by the Association of Salt Producers.
· Inspection agencies such as the Sanitary and Epidemiological Services, National IDD Centre, Standardization Centre are oriented to better monitor salt production, distribution and use.

	· In some priority areas, the local government’s leadership and partnership with NGOs facilitated the mobilization that led to increase coverage and use of iodized salt.

· It has been difficult to convince some poor communities with easy access to raw salt to buy and use iodized salt.


	2.6  90% of pregnant women have access to iron supplements and 90% of children under five have access to vitamin A nationwide


	2.6.1 % of pregnant women who received iron supplements: 

Baseline: NA

Current Status: 47.9%; urban-54.8%; rural-45.6%, (MICS 2005)

2.6.2 % of children under five who received vitamin A supplements: 

Baseline: NA

Current Status: 64.8%, (TLSS 2007)

	· Legislation on mandatory flour fortification submitted to Government but remains under review.
· The Ministry of Health approved the Nutrition Plan of Action 
· 32 small mills around the country were equipped for production of fortified flour.
· The Ministry of Health has started implementation of home-based fortification (sprinkles) in 15 remote and vulnerable districts including micronutrient supplementation reaching 22,000 pregnant women.
· The Government continues to carry out twice a year vitamin A supplementation week, and plans to integrate vitamin A supplementation into routine MCH services starting 2010.  


	· The use of the twice a year campaign has helped improve coverage

· Due to increase of food prices and economic crisis, the approval of the legislation on mandatory fortification has been postponed 
· Private food manufacturers (salt and flour)  are not able to sustain the additional costs required for procurement of fortificant.


	3.1. National level  policies, norms and standards for decentralized support for child protection developed,  and implemented by district and local authorities. 


	3.1.1  Extent of compliance regarding the respect of physical integrity and dignity of the child within state institutions:

Baseline: Outdated norms and standards used in institutions
Current Status: Measures on establishment of a multi-tiered child protection system included in the Poverty Reduction Strategy, 2007-09

3.1.2. National policies, norms and standards for decentralized support for child protection developed and  approved:
Current Status: 1) Presidential Decree issued in August 2008 on Merging of Commission on Minors and Establishment of Child Rights Departments (CRDs); 2) Amendments related to use deprivation of liberty as a last resort incorporated into the Criminal Code and Criminal Procedure Code; 3) Social work education standards developed and endorsed by the Government for tertiary education; and 4) Minimum standards for residential care institutions drafted. 
	· The Government has placed priority attention on the reform of the child protection system and incorporated recommended improvements in the system in its poverty reduction strategy.

· The Government has issued a Decree for the merging of two commissions (Commission on Minors and Guardianship office) into one  Commission on Child Rights. Merging these mechanisms has improved coordination of Ministerial and local government’s efforts in establishing a multi-tiered child protection system 

· The amendments to the regulation of  the Ministry of Labour and Social Protection’s Social Assistance Home Units widens the scope of social work directed to vulnerabilities of families especially children.
· In two areas where the Juvenile Justice Alternative projects are being carried out, juvenile offending decreased by 50 per cent. About 300 children in conflict with the law benefited from the juvenile justice alternative efforts. 

.
	· The Commission on Child Rights has coordinated and regulated a multi-dimensional child protection system reform.
· Limited human and financial resources affect implementation at district level.

	3.2. Child protection support systems (Child Rights Departments) for identification, reporting, and monitoring children in vulnerable situations developed in the 15 priority districts through local governments.


	3.2.1 Number of cases of abuse, violence, sexual exploitation that are identified and reported by different entities of the child protection system and referred within the system: 

Baseline: Not available

Current Status: 25 cases of violence reported to local authorities during 2007-2008. Two family medical centres (Dushanbe and Khujand) are able to identify signs of violence and cases of abuse against young children.
3.2.2  Ratio between residential care and family substitute care and the absolute number of children in institutions in the 15 priority districts1: 

Current Status:  17:1 ratio between residential care and family substitute care
 (CRDs, 2008)
2,584 children in institutions in 9 pilot districts (CRDs, 2008)
3.2.3  Number of children in the 15 priority districts1 having access to functional child protection support system that allows for reporting and referral of cases and monitoring of children at risk:

Current Status:

- 9,606 children in institutions nationwide;

- 3 institutions transformed into secondary schools;

- In 9 districts, more than 2000 children applied to the established CRDs to get consultations, referrals and various services
	· Staff from the Child Rights Department in Dushanbe and doctors of Family Medical Centre  are able to record, report and refer alleged cases of abuse.  Records show that 25 out of 100 assessed children were referred to the Child Rights Department in Dushanbe. 
· The Social Work Resource Centre of the Ministry of Labour and Social Protection has developed a national competency-based social work training programme, and now used by the Tajik State National University.

· In 9 pilot districts, more than 1500 children in institutions were assessed and re-integrated with their biological families.

· More than 400 children deprived of family care were referred to the guardianship office hence reducing the number of referrals to institutions by 20 per cent in 9 pilot districts 

· About 96 per cent of children in conflict with the law who were in institutions were reunited with their families


	· The strong Tajik value on families have helped in the re-integration of children in institutions.

· Civil servants perceived violence against children to be a private matter for the family to resolve

	4.1. At least. 90 percent routine immunization coverage  rate achieved and  sustained in all the regions of the country


	4.1.1 % of children fully immunized at national level, and disaggregated by districts:

Baseline: 70.6 % of children are fully immunized (MICS 2005)

Current Status: 85% (MoH, 2008) 

4.1.2 Percentage of children having adverse effects following immunization: 

Current Status: No reports from MoH

4.1.3  Number of confirmed cases of measles reported and identified: 

Current Status: No reports

4.1.4  % of children and lactating women receiving vitamin A:  

Current Status: 64.8%,  (TLSS 2007)
4.1.5  Proportion of districts reporting DPT3 coverage rate less than 80% : 

Current Status: 9% (MoH,2008) 
	· The Government has increased budgetary allocation for procurement of vaccines for the national routine immunization by 30 per cent and has started co-financing procurement of pentavalent vaccines.
·  Almost 85% of children are fully immunized.

· The country developed a comprehensive  multi-year immunization plan and is now used in forecasting,  costing and introduction of new vaccines.
· New vaccine (Hib)is introduced into the routine vaccination schedule 

· The cold chain system at central and regional levels has been upgraded following an extensive inventory of cold chain equipment from central to jamoat level. About 100 old refrigerators,   two cold rooms and other cold chain items were replaced. 
.


	· The Government commitment to sustain the gains in immunization is manifested in its budgetary allocation.
· The recent decision to change the target population for routine immunization reduced immunization coverage in almost all districts.



	5.1. National policy and decentralized strategies in place to enable the participation of young people in the national and community response to HIV/AIDS.


	5.1.1  Number of forums for young people to participate in the design, implementation, governance, and monitoring of national and community based HIV/AIDS prevention programmes and policies. 

Baseline: One big forum composed of 28 NGOs, 2003

Current Status: 3 major forums with 11 operational youth NGOs engaged in HIV/AIDS prevention activities. 
	· The Government endorsed the National Programme on Young People’s Health, 2006-2010. The programme encouraged young people’s active participation in the response against AIDS in Tajikistan.
· Youth participation has been integrated into the national youth policy.

	· Prevalence of  stereotypes on young people’s active participation in  decision making impede scaling up of  youth networks.

	5.2. At least. 90 % of young people aged 10 to 18 years have acquired better knowledge and skills to protect themselves from HIV/AIDS, STIs and drug use in  the priority 15 districts 


	5.2.1  % of young people with increased knowledge and development of skills to prevent HIV/AIDS. 

Baseline: 3.7% and 4.2%  HIV /AIDS comprehensive knowledge among students age 13-15  and  students age 16-18 respectively (Global School Based Health Survey, WHO/CDC/UNICEF,2006)
Current Status: 11% of HIV/AIDS comprehensive knowledge among young people age 15-24 (National report to UNGASS 2007)

	· The MoE supported the introduction of Life Skills Based Health Education (LSBHE) and as a result, it is now mainstreamed into the curriculum for Grades 7-9 with accompanying  HIV/AIDS learning materials.   In 200 schools with close to 25,000 school children, about 400 teachers are able to facilitate LSBHE classes
. 

	· The results of the Global School Based Health Survey has helped  promoting use of LSBHE.
· The introduction of LSBHE  encountered some delays.  Prior to to its implementation, evidence-based policy advocacy and capacity building of MoE specialists and master trainers in LSBHE took much more time than planned. 

	5.3. All young people have access to and at least 40 % of young people are using quality  “youth-friendly” health services (YFHS), with a focus on the especially vulnerable within the 15 priority districts. 

	5.3.1  Percentage of young people having access to and using youth friendly services operating in each of the 15 priority districts1 

Baseline: No youth friendly services

Current Status:

- 27 %  targeted at risk youth visited YFHS in 3 cities.

- 23% prevalence of STI/HIV among at-risk youth who have access to YFHS centres in 3 cities(2008)

(Source: YFHS bottlenecks and  Cost Benefit Analysis reports 2007-2008.)   
	· The MoH endorsed the YFHS regulation in 2007
.The regulation facilitated free access of most-at-risk adolescents (MARA) to confidential services. 
· The YFHS  regulation supported the operation of 11 new YFHS in Dushanbe, Vakhdat and Javan.

	· Development  agencies coordinated their efforts on YFHS  in three cities.

· A management tool for monitoring results including bottlenecks has been instituted and used by the MoH in the 3 areas.
· In 2005,  a shift was made to focus on MARA (Injecting Drug Users - IDUs, commercial sex workers and Men who have Sex with Men -MSM) as they are the groups at the  centre of the AIDS epidemic in in the country. 
· Due to limited resources and the long preparation process, the target coverage focused on three major cities only focusing on areas with high concentration of HIV prevalence.



	2. Key Results modified or added by the Mid-term Review
	3. Key Progress Indicators 

	4. Description of  Results Achieved 
	5. Constraints and facilitating factors 

	2.7.   30 % pregnant women with risk profile who received ANC care have access to voluntary counseling and testing (VCT) and those, who are HIV positive received ARV prevention. 


	2.7.1 % of pregnant women who received counseling and tested for HIV:

Baseline: 23.8%  of pregnant women received counseling  

9.8% of pregnant women were tested for  HIV,  (MICS 2005)

Current Status:  updated data will be collected with MICS4 in 2010

Baseline: 0.1% of pregnant women are HIV positive (MoH-CDC Study, 2006)
Current Status: 0.3%-0.5% of HIV prevalence among pregnant women (National UNGASS report, 2007)
Current Status: 60,000 pregnant women have access to VCT in 18 districts (MoH, 2009)
100% or all of the 19 newly registered HIV positive pregnant women received ARV prevention in 2008 (WHO, UNICEF, MoH PMTCT card report)
	· MoH adopted and endorsed the Prevention of Mother-to-Child Transmission (PMTCT) protocol that facilitated access of pregnant women at risk to services. Risk assessment scale for pregnant women and VCT initiated by ANC providers were also endorsed. 

· Government approved the national proposal for social assistance to HIV positive children in January 2008.


	· The lack of access to HIV rapid test for pregnant women  in ante natal care affected service coverage. 
· The Ministry of Health approved the  Opt- In  approach in VCT for  pregnant women attending ANC. 


� In 2007 MTR, the 15 priority districts were reduced to 6 in all key result areas, except 1.3


� Defined as not attending school more than 10 days in a month.


�In the school-based programme on water, sanitation and hygiene (WASH) there were a number of reasons related to the increase in the number of districts including: 1) inclusion of areas from previous country programme; 2) areas affected by emergencies; and 3) additional areas selected based on request and agreement with the Ministry of Education. 


� Data based on 9 pilot districts only


� MoE prikaz dated 3 March 2007, No. 86: “Tarzi Haeti Solim program” for Grades 1-11 revised and endorsed


� MoH Order No. 243 on the approval of the model and regulation on medical and counseling department for young people.





� MoH Order 24 May 2008  No. 269.
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