Armenia 2005 – 2009

I. Progress on key indicators
	Indicator
	Value
	Year
	Value
	Year

	Child population (millions, under 18 years)
	0.8
	2002
	0.8
	2007

	U5MR (per 1,000 live births)
	35
	2002
	24
	2007

	Underweight (%, moderate and severe)
	3
	2000
	4
	2005

	Maternal mortality ratio (per 100,000 live births) 
	22
	2001
	27a
	2004

	Primary school enrolment (% net, male/female) 
	69/70
	2000
	 
	 

	Primary school attendance (% net, male/female) 
	97/98
	2000
	99/98
	2005

	Survival rate to last primary grade (%)*
	100
	2000
	99
	2005

	Use of improved drinking water sources (%)
	 
	 
	98
	2006

	Use of improved sanitation facilities (%)
	 
	 
	91
	2006

	Adult HIV prevalence rate (%)
	0.2
	2001
	0.1
	2007

	Child labour (%, children 5–14 years old)
	 
	 
	4b
	2005

	GNI per capita (US$)
	790
	2002
	2640
	2007

	One-year-olds immunized with DPT3 (%)
	94
	2002
	88c
	2007

	One-year-olds immunized with measles vaccine (%)
	91
	2002
	92c
	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 underreporting and misclassification of maternal deaths, is 1,100 per 100,000 live births. 
For more information, see http://www.childinfo.org/areas/maternalmortality/.

b Indicates data differ from standard definition, and refer to children 7 to 17 yeas old.

c DPT3 is 94.1%; measles is 93.3%. (Immunization Coverage Survey, Armenia, 2006).
II. Progress on key MTSP indicators 2005 – 2009

Focus Area I – Young child survival and development

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

· National development plan partially or fully incorporates explicit programmes and targets for achieving the 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;
· Education sector plans include specific measures to reduce gender disparities;
· Standardized tests for measuring learning achievement, linked to the national curriculum introduced partially or fully.
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 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;

· Adolescent girls and boys participated in the most recent CRC reporting process.
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Programme Cycle: 2005 to 2009 
	1. Key Results Expected 
	2. Key Progress Indicators
  
	3. Description of  Results Achieved 
	4. Constraints and facilitating factors 

	1.1By 2009, at least 40% of under-6 children in 5 most socially disadvantaged marzes
 benefit from early childhood development services (parental education, pre-primary education, primary health care (PHC) services, community-based protection services)


	1.1.1 % of children who benefit from ECD services. 

Recent status: 
Data on children benefiting from a comprehensive package of ECD services not available. (See explanation in column 4). Education-related data in item 1.2.1 below. On health:
· 100%  of children have access to community-IMCI services in 5 marzes, and their parents have access to parenting  classes, within PHC services

	1.1.1 
· Community – Integrated Management of Childhood Illnesses (C-IMCI) programme is introduced in 5 marzes and health providers are trained to conduct parental education classes.
· 28 resource centers were established in 11 marzes of Armenia providing 850 families with access to quality educational services and counselling on child rearing and development.

	Facilitating factors: 
· Parental consultation and education is officially included in PHC providers’ job description.
Constraints: 
· The development of a comprehensive policy on early childhood development (ECD) did not materialize.

· In the absence of such policy, Government agencies continued to provide their services sectorally. Hence, it was not possible to measure the number of children benefiting from all ECD services. 
· No Government body has been designated to assume the coordination responsibility for ECD..

	1.2 By 2009, at least 60% of children and women nationwide have access to quality care and actively seek timely delivery of services
	1.2.1 % of children and women participating in ECD development programmes.
Baseline: 25 % are enrolled in formal pre-schools services (2004)
Recent Status: 33% of children are enrolled in formal pre-school services (2008)
1.2.2 Case-specific morbidity (Acute Respiratory Infections, diarrhoea, pneumonia and intrapartum haemorrhage)

Baseline: 11% ARI and 8% diarrhoea (2000)
Recent Status: 8% ARI and 17% diarrhoea (2005)
	1.2.1 Strategic Programme for 2008-2015 Reforms in Preschool Education approved in 2008. 

UNICEF supported the development of WB-funded Government demonstration project in 22 communities. This resulted in Government acknowledgement of need to scale up alternative early childhood education (ECE) services and allocation of World Bank Second loan (2009-2013) to ECE.
1.2.2 Guidelines/protocols developed for IMCI and safe pregnancy and introduced in health facilities. 
Baby Friendly Polyclinic Initiative introduced to ensure continuity of breast feeding promotion and feeding practices. 
Standards on immunization and breastfeeding have been included in Basic Benefit Package (BBP) for quality control and performance- based financing. 
	Facilitating factors: 

· Government took over the supply components of all projects including clinical IMCI and iodine deficiency disorders (IDD) prevention.  

Constraints: 
· Decentralization of preschool education system without appropriate funding and relevant capacities at community level continue to hinder the development of the system

· Low utilization rates of PHC services (2.8 average number of visits, 2006), three times lower than the average for Commonwealth of Independent States and European Union. 
· Low expenditure from state budget to health sector; high level of out of pocket payment (62%). 

· Lack of quality improvement systems.

· Demographic and Health Survey (DHS) did not analyse the factors that led to the increase in diarrhoea rate. There was also no survey or research conducted to assess and probe the causes.

	1.3 By 2009, 90% of population nationwide benefit from micronutrient Iodine Deficiency Disorders /Iron  Deficiency Anaemia (IDA) prevention programmes
	1.3.1 Incidence and prevalence rates of IDA in children and women

Baseline: 24% in children under 5 and 12% in women of childbearing age (2000)
Recent Status: 37% in children and 25% in women (2005) 

1.3.2 % of households using iodised salt

Baseline: 84% (2000)
Recent status: 97% (2005)
	1.3.1 Cost benefit analysis and advocacy conducted on flour fortification.
1.3.2. Armenia officially recognized as having eliminated iodine deficiency (2006).  


	Facilitating factors:
· Partnership of line ministries, partliamentarians, salt manufacturers and UNICEF facilitated the achievement of USI; USAID funds were used for public/private dialogue.

· Manufacturers have taken over the cost of iodisation

Constraints: 
· Lack of comprehensive strategy on Infant and Young Child Nutrition.

· Insufficient capacity of health care providers to raise awareness and counsel parents with regard to optimal child feeding, including complementary feeding.

· The increase in IDA is attributed mainly to the lack of appropriate knowledge and skills among parents on child nutrition practices and the extremely low intake of iron supplements by pregnant women.

· Weak monitoring and surveillance system on IDD and universal salt iodisation (USI). 
· . 


	1.4. By 2009, all new-born children are registered and registration of infant mortality is properly carried out based on international standards
	1.4.1. % of newborn registered

Baseline: not available
Recent Status; 96.4% of newborns were registered (2005)

	1.4.1 Communication campaigns (countrywide broadcast of Public Service Announcements) and community-based meetings on birth registration were conducted within the framework of Facts for Life dissemination. 
Trainings for the 65% of heads of Civil Status Registration units were conducted on birth registration issues (Family and Civil Codes, Law on Civic Status Registration). 
As a result of joint advocacy with the Ministry of  Justice (MoJ), the state fee for birth registration was removed.
	Facilitating factors:
· All governmental bodies responsible for infant birth and death registration recognize the problem and initiated the development of  joint plan of action   
Constraints: 
· Gaps in by-laws regulating birth registration issues.

· Lack of interaction between civil status registration units and communities in identification of unregistered birth cases.

	
	1.4.2 % of healthcare facilities nationwide following correct live birth definition

Baseline: partial adoption of WHO definitions (2004). 

Recent Status: full adoption of WHO definitions (2005)

	1.4.2 Government adopted the WHO live birth definition as an official indicator in 2005. All health workers responsible for registration and civil registration staff were trained on use of the new package for infant birth and death registration. 
	· About 50% of health facilities misclassify and under register infant death. 


	2.1. By 2009, children at risk and children with disabilities in 5 most socially disadvantaged marzes receive quality care based on appropriate standards and implementing guidelines
	2.1.1. No. of child protection policy documents are adopted/improved (prevention of institutionalization, families at risk, child abuse and neglect, child labour, juvenile justice administration and early identification of childhood disability)

Baselines: 
· National and local policy on children at-risk and children with disabilities not included in the child welfare reform
· Child protection bodies non-existent at national and sub-national levels
·  Performance  below standards (Ministry of Labour and Social Issues Report, 2003)
·  Children and families have limited access to community alternative services (Situation Analysis on Children in Residential Care, 2001)

Recent Status:
· 4 National Strategy documents adopted; 3 Codes amended; 1 Concept paper is ready for adoption; NPA (2004-2015) is under revision; Domestic Legislation relating to children is under revision. 

	2.1.1  The following policy documents were adopted/improved:

· National strategy on social protection of children in difficult situations
· Criminal, Family, Labour Codes were amended to ensure better protection of children’s rights.

·  National strategy on people with disabilities 
· Concept Paper on prevention, early identification of childhood disability and early interventions
· Concept paper on improvement of alternatives to imprisonment for juvenile offenders (developed) 
· Sustainable Development Program 2009-2021 sets deinstitutionalisation and other child protection components as priorities.


	Facilitating factors:  
· Receptiveness of the Government to working models which formed the basis for policy and strategy formulation for child protection concerns.

Constraints: 
· Insufficient coordination among partners at national, regional and community levels negatively affect the quality of services provided to children.


	2.2. By 2009, children at risk and children with disabilities are identified early and provided with legal, psychosocial, health and rehabilitation services
	2.2.1. Existence of quality standards of care and guidelines for children at risk and children in institutions.

Baselines: 
· Regulation and referral mechanisms for child protection weak (National Report on UN Convention on the Rights of the Child (CRC) Implementation, 2004; CRC Concluding Observations, 2004)

Recent Status: 
· Standards and guidelines on childhood disability are in place
· Code of Conduct for Juvenile Police Officers is in place
· Multidisciplinary training package/manual on child protection has been developed. 
	2.2.1 Standards and guidelines approved for social and health workers, teachers, residential institutions’ staff, and health workers (on childhood disability) and are being considered for incorporation into services for children with disabilities and for children at risk in 6 marzes.
More than 80% of juvenile police officers were trained on professional guidelines and are familiar with the Code of Conduct.
National Child Protection Commission (NCPC) and Child Protection Units (CPU) countrywide were established. 
Six community day-care centres for children at-risk and children with disabilities and six Child Development and Rehabilitation Centres were established and operate in compliance with approved state standards. 
The Government allocated budgetary resources to support foster families. 

More than 200 teachers, paediatricians and nurses, local authorities, NGOs and police have obtained knowledge and skills in identifying, managing, referring, monitoring child rights violation cases and making child focused decisions.
More than 40 judges and prosecutors have become knowledgeable in applying existing legal provisions pertaining to children and their families.
	Facilitating factors:  
· Government committed to ensure funding of six community day-care centres for children at-risk and children with disabilities and to expand the number of centres up to 25 by 2015.
Constraints: 
· Absence of alternative services is still an issue in many communities due to limited local budgets.

· Lack of comprehensive data on vulnerable children and their families.

	2.3. By 2009, children in 5 marzes benefit from social and legal protection services and prevented from trafficking, abuse, neglect and exploitation
	2.3.1. No. of reported cases of abuse, violence and sexual exploitation appropriately referred to the child protection system

Baseline: Guidelines on prevention, early identification and referral of child abuse and neglect are non-existent (2004)

Recent Status: Systematic and comprehensive referral, reporting and data collection system not fully functional.  No data on reported cases. (2008).
2.3.2 Extent of compliance regarding the respect of physical integrity and dignity of the child in state institutions
Baseline: No data available

Recent Status: No survey/assessment conducted to determine the extent of compliance, 


	2.3.1 Abuse reporting and monitoring mechanisms are in place and require further strengthening.


	Constraints: 
· Inadequate coordination at national, regional and community levels.
· Guardianship and Trusteeship Councils at community level are functioning on an ad hoc basis and services provided to children are not permanent.

	2.4 By 2009,   school- age children from vulnerable groups (children of minorities, refugees and children with disabilities), have access to age-appropriate and culturally-sensitive education.


	2.4.1 Policy pronouncements and mechanisms on inclusion of children of minorities, refugees and children with disabilities into mainstream education.
Recent Status: 2 policy documents adopted during the programme cycle and mechanisms for inclusive schools are in place 


	2.4.1 In 2005, Government adopted the Concept of Inclusive Education.  Government’s commitment for Inclusive Education is now more explicitly defined in the Sustainable Development Plan (SDP) 2009-2021.
Following this, the Law on Education of Persons with Special Educational Needs was passed by the National Assembly in June 2005, thus providing a legal foundation for sustainable development of special and inclusive education in Armenia. 
In 2008, the UNICEF-supported demonstration model of inclusive education provision was expanded with funding from state budget and Mission East. 


	Facilitating factors:
· Presence of national and international NGO partners working on inclusive education.
Constraints: 
· In general, inclusive education concept continues to be used only in relation to students with disabilities. In many cases, integrated classes are presented as inclusive education. 
· A system of continuous professional development for teachers and staff of inclusive schools is missing and there is continued reliance on support from international organisations. 

· Some minority communities, view education as less important and are more inclined towards physical labour and keeping to cultural/religious traditions.



	3.1 By 2009, at least 90% of children nationwide receive timely vaccination, including new and underused antigens.
	3.1.1 No of marzes reporting DPT3 coverage rate < 90%

Baseline: DPT3 93.8% (2003) 

Recent status: DPT3 88% (2007) 
3.1.2 % of total routine vaccine spending financed by government funds

Baseline: 20% (2005)
Recent status: 70% ( 2008)
3.1.3 % use of AD syringes for immunization

Baseline: 100% (2003)
Recent Status: 100% (2008)

	3.1.1 A measles/rubella campaign in 2007 and Polio catch-up in 2008 achieved 90% coverage. No measles cases and only one rubella case registered between November 2007-08. 
UNICEF contributed to 100% availability of routine vaccines at national level.
3.1.2. Government included separate budget line for routine vaccine procurement and allocations of funds have been gradually increased. 


	Facilitating factors: 
· Vaccine sustainability plan is in place

Constraints: 
· Weak management system of NIP at all levels including reporting/information system. 
· Inadequate supportive supervision and monitoring mechanisms. 
· Limited state capacity to fully take over the procurement of all routine vaccines.

· The decline in immunization rate was mainly due to parental misconceptions and concerns about contra-indications and adverse reactions of vaccination.



	4.1 By 2006, plans of action, strategy and mechanisms in place that enable participation of young people in the national and community response to HIV/AIDS and other key issues affecting them
	4.1.1 Existence of plans of action, strategy and mechanisms on young people’s participation (design, implementation and monitoring national/community HIV/AIDS programmes)

Baseline: National HIV/AIDS Action Plan adopted for 2002-2006; National Programme on HIV/AIDS Prevention has no component on young people’s participation on HIV/AIDS response (2004)

Recent Status: National action plans incorporate youth participation (2008).
	4.1.1 National Youth Policy, Concept Paper on Youth Friendly Health Services (YFHS), Country Plan on HIV/AIDS Prevention Among Especially Vulnerable Young People/Most At-risk Adolescents, and National Response to HIV Epidemic were all passed. 
The National Reproductive Health Strategy puts a strong focus on adolescents’ issues. 

UNICEF supported youth groups to contribute to the development of all policy and planning documents. However, participation of young people is limited at the community level. 
	Facilitating factors:
· Many NGOs and other community-based groups helped promote related issues of young people in the national agenda.

Constraints: 
· UNICEF resources were prioritized for other areas due to the multitude of other actors in young people’s health and development.


	4.2 By 2009, at least 90% of young people, including especially vulnerable young people (EVYP) aged 10-18, nationwide know how to protect themselves against HIV/AIDS and have access to youth –friendly services
	4.2.1 % of young people who correctly identify ways of preventing the transmission of HIV, who reject major misconceptions about HIV transmission and can identify available HIV/AIDS and youth-friendly services.
Baseline: 0%  have comprehensive knowledge of HIV (2001)
Recent Status: 15 % (male) and 23% (female) have comprehensive knowledge of HIV (2007)
	4.2.1 Standards for piloting YFHS services focusing on medical aspects have been developed. 
	Facilitating factors: same as above
Constraints: same as above


	4.3 By 2009, at least 60% of all women of child-bearing age and all pregnant women in all 11 marzes benefit from Voluntary Counselling and Testing (VCT) and Prevention of Parent to Child Transmission (PPTCT) services
	4.3.1 % of MCH clinics with fully integrated PPTCT services.

Baseline: 0% ( 2005)
Recent status: 30% (2008) 
	4.3.1 PPTCT is introduced in MCH clinics of 5 marzes. 
	Constraints:  
· PPTCT and VCT services are not systematic and universally available.

· Quality needs improvement in facilities where they are introduced.



	4.4 By 2009, at least 50% of children in primary (1-7 grades) and secondary (8-9) schools benefit from life-skills based education (LSBE) programmes
	4.4.1 % of primary schools where life skills is taught

Baseline: 16% ( 2004)
Recent Status: 95% (2008)
4.4.2 % of secondary schools where life skills based HIV/AIDS education is taught

Baseline:0% (2004)
Recent Status: Healthy lifestyle education will begin in 2009    
	4.4.1 New subject “Me and My Surrounding World” with Life Skills components is introduced for grades 2-4 countrywide. 

4.4.2 Healthy lifestyle curriculum including Life Skills-based HIV/AIDS prevention education is integrated into the State education curriculum of grades 8-9 of secondary school.   

	Facilitating factors: 

· MoES is committed to expand the introduction of life skills-based HIV/AIDS prevention education in the 10-12 grades of high school Constraints:
· The quality of implementation of the new curriculum is not up to standard as many schools lack relevant curricular and instructional materials








� CPAP 2005-2009 baselines used


� Number of marzes (provinces) in Armenia is 11.
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