Kazakhstan 2005 – 2009

I. Progress on key indicators

	Indicator
	Value
	Year
	Value
	Year

	Child population (millions, under 18 years)
	5
	2002
	4.6
	2007

	U5MR (per 1,000 live births)
	76
	2002
	32
	2007

	Underweight (%, moderate and severe)
	4
	1999
	4
	2006

	Maternal mortality ratio (per 100,000 live births) 
	50
	2001
	70a
	1994-2006

	Primary school enrolment (% net, male/female) 
	89/88
	2000
	
	

	Primary school enrolment/attendance (% net, male/female)
	
	
	99/98b
	2006

	Survival rate to last primary grade (%)*
	99
	1999
	100
	2006

	Use of improved drinking water sources (%)
	91
	2000
	96
	2006

	Use of improved sanitation facilities (%)
	
	 
	97
	2006

	Adult HIV prevalence rate (%)
	0.1
	2001
	0.1
	2007

	Child labour (%, Children 5-14 years old)
	
	
	2
	2006

	GNI per capita (US$)
	1510
	2002
	5060
	2007

	One-year-olds immunized with DPT3 (%)
	95
	2002
	93
	2007

	One-year-olds immunized with measles vaccine (%)
	95
	2002
	99
	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 140 per 100,000 live births. For more information, see http://www.childinfo.org/areas/maternalmortality/ 

b Survey data.
II. Progress on key MTSP indicators 2005 – 2009

Focus Area I – Young child survival and development

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

· National development plan 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;

· Standardized tests for measuring learning achievement, linked to the national curriculum introduced.
Focus Area III – HIV / AIDS and Children

· Ratio of school attendance of orphans to school attendance among non-orphans in children aged 10-14 years was 98%;

· HIV/AIDS education integrated partially or fully 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 partially or fully 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.

· CONSOLIDATED RESULTS REPORT
Country:  Kazakhstan

Programme Cycle: 2005-2009   

	Key Results Expected 
	Key Progress Indicators 
	Description of Results Achieved 
	Constraints and facilitating factors

	Girl’s Education

1.1 50% of children in the pilot    regions attend Child-Friendly Schools (CFS)  that include life-skills-based education up to secondary level 

	1.1.1 Indicator:  % of children enrolled in CFS (by rural, urban, and gender) 

Baseline: 2% (2005) 
Most recent status: 20% (of which 53% girls and 47% boys; 35% rural and 65% urban) (2008)
1.1.2 Indicator: National education policy and curricula in line with the CFS concept adopted

Baseline: National education policy and curricula do not include the CFS concept
Most recent status: Key CFS elements are now included in the national education policy and curricula (interactive and child-centered teaching, child rights, life skills, gender, disaster preparedness) 
	The CFS project was modeled in two regions and scaled-up to three more regions.

CFS assessment methodology and training programme are included into pre- and in-service teacher training institutions in East Kazakhstan region.

Life-skills based education is scaled- up in South Kazakhstan and training materials for teachers and students of 9-11 grades distributed.

	The institutionalization of the CFS concept took longer then expected due to the decision to transit to a 12-year education system;  introduction of a new examination system; and intermediate knowledge assessments. On the other hand, this transition allowed tailoring CFS components to the new policies. 

The inclusion of prevention of bullying, violence and peer pressure still needs to be further developed as essential CFS components. 

	IECD

2.1 80% of families have access and use a package of basic PHC/MCH services including for prevention of Mother to Child Transmission (MTCT) of HIV


	2.1.1.Indicator:  % families utilizing basic package of quality PHC/MCH services 
Baseline: 60% (Access and Quality of Health Services, 2003) 
Most recent status: 
92.3% of households have access to health services  and 87% of population has no or little financial obstacles to access health services (MICS3)

	The Government of Kazakhstan (GoK) endorsed Universal Basic Benefit Package (BBP) funded from state and local budgets, covering free medical care for pregnant women and children under-five, Immunization programme, prevention of MTCT of HIV and Vitamin A supplementation . 

The Sectoral Programme on Maternal and Child Health, incorporating high impact MCH interventions, was adopted. A core of national health care managers and professionals were trained in IMCI and Better Parenting. Clinical guidelines and protocols are being reviewed to comply with WHO MCH standards. Nationwide introduction of international live- and –still birth criteria/definitions recommended by the WHO started in 2008.


	The use of monitoring tools by health workers and managers to assess progress towards results achievement have not been institutionalized yet. 
The 2010-2020 Health Care System Development programme is now being developed and expected to embrace all interventions, ensure sustainability and continuum of services.

	2.2 90% of children aged 6 to 59 months receive Vit. A supplementation


	2.2.1 Indicator: % of children 6-59 months receiving one or more doses of Vit. A in previous year

Baseline: not available
Most recent status: 24.7% of children from 6-59 months were receiving Vitamin A (MICS3)
	Vitamin A included into BBP, see 2.1 above


	Although the Government endorsed the expanded BBP executed mainly from local budgets, its accessibility and effectiveness (especially for the most vulnerable children) has not been assessed yet. Changes in planning and executing of BBP at the local level will be made by MoH in 2009

	2.4  70% of children in pilot areas will benefit from better ECD practices in their families which will be documented, analyzed and advocated for ECD policy changes at national level

	2.4.1 Indicator: % of children in pilot area age 4-6 enrolled in ECD programme (by rural/urban) 

Baseline: 20% children <5 years enrolled (Child Rearing Study, 2003)
Most recent status: 16% (24% in urban areas, 7% in rural areas)  children aged 36 to 59 months  attending early childhood education programmes (MICS3). 
2.4.2 Indicator: % of parents with knowledge and skills on ECD;

Baseline: 15% (Child Rearing Study, 2003)
Most recent status: 81% of household members engaged in activities that promote learning and school readiness (MICS3)
2.4.3 Indicator: National ECD plan developed, adopted and necessary resources mobilized
Baseline:  no
Most recent status: Health and ECD regulations compliant with UNICEF and WHO standards adopted; Increased access to pre-schools is a specific goal of national policies and local strategic mid-term plans.

	Based on mid term review recommendations, piloting in South Kazakhstan Oblast and Semey region was upstream  towards incorporation of better parenting practices in MOH regulations and guidelines. 
Over 50% of nurses of Southern Kazakhstan and Semey regions have skills in empowering parents for Better parenting. The assessment of the piloting of the Better Parenting (BP) has been endorsed and is now part of national regulations.
IMCI, Baby Friendly Hospital Initiatives (BFHI) and Better Parenting components were incorporated into three regulatory documents adopted by the Ministry of Health and prioritized in the MCH programme. 


	The holistic approach to ECD was challenged by weak coordination among stakeholders, which impacted on the achievement of the planned result
The challenge to be addressed is the inclusion of children with disabilities and special needs within the system, including by strengthening early identification, rehabilitation programmes, referrals and strengthened community-based support to families. 


	Child Protection

3.1 National policies and legislation which incorporate a deinstitutionalized approach to child protection, juvenile justice, backed up by enhanced standards for social work services and professionals adopted


	3.1.1 Indicator: No. of appropriate national policies and legislation passed and implemented

Baseline: Gaps identified by Legislative review 2006
Most recent status: 8 national programess were adopted, 17 legislative acts were reviewed or endorsed to support children’s well being (e.g. Law on Specialized Social Services, juvenile justice concept, education law, Children of Kazakhstan programme, etc), 2 new laws (inter-country adoption, domestic violence) and draft codes on budget, health, marriage and family drafted
3.1.2 Indicator: Ratio between residential care and family substitute care/community care
Baseline: 90/10 (2005)
Most recent status: 80/20 (2008)
3.1.3 Indicator: Absolute number of children in institutions

Baseline: 87,300 (2005)
Most recent status: 76,308 (Transmonee data, 2008)
	64 legal acts and directives directly related to child health, education, child labour and juvenile offending, have been revised. 
30% of recommendations to align national legislation to Convention on the Rights of the Child (CRC) were implemented. 

The de-institutionalisation concept was developed and included in the national policy and new Marriage and Family Code.

The transformation of a residential care institution into a family support centre was documented and presented for scale-up. 


	The legislation on foster care was too broad and interpreted differently by regions. 

Good partnership with the Members of Parliament and the ongoing review of legislation provided the opportunity for advocating compliance of the law with CRC. 
The introduction of foster care, in 2004, contributed to an increase of family substitute care ratio.

Acceptance of new models, standards and techniques to prevent institutionalization as well as transformation of institution progressed due to good communication campaign and positive experience of family support center.

	3.2 Systems of identification, referral and rehabilitation of child victims of abuse and neglect improved
	3.2.1 Indicator: No. of cases of abuse, violence, sexual exploitation identified and reported by different entities of the Child Protection System

Baseline: 2,700 (MoI data, 2005)

Most recent status: 5,123 (MoI data, 2007);
3.2.2 Indicator: % of schools and other child care institutions which respect physical integrity of children

Baseline: 45 schools (UNICEF project on Global Education) (2005)
Most recent status: 300 schools and other educational establishments (2008)
	Three child rights monitoring and referral models in Almaty, East and South Kazakhstan, as well as a toll free child help line “150”, were piloted and documented within a resource package for the establishment of Child Rights Ombudsman.
Communication for Development strategies were designed and implemented. As result, 250 young and professional journalists learnt how to conduct investigations and present sensitive issues, and over 1,300 articles were published.
	The delays in adopting the legislation on domestic violence negatively affected services to prevent, identify and rehabilitate cases of violence and sexual exploitation. 
Inclusion of specialized social services to the victims of abuse into the Law on Specialized Social Services adopted in December 2008 is expected to improve the quality of social services.    



	Fighting HIV/AIDS

4.1 90% of young people aged 10-18 years know how to protect themselves against HIV/AIDS and drug use in target areas and policy for scaling-up Life Skills Based Education (LSBE), peer-to-peer education and youth participation in place 
	4.1.1 Indicator: % of young people who have increased knowledge and development skills to prevent HIV/AIDS (by rural/urban and gender)

Baseline: Available data of a study on Knowledge, Attitude, Practice (KAP 2004) are not comparable with current UNGASS measurement guidelines 

Most recent status: 19.4%  of young women and men aged 15-24 correctly identify ways of preventing the sexual transmission of HIV and reject major misconceptions about HIV transmission (UNGASS Report, 2007)

4.1.2 Indicator: % of schools delivering quality LSBHE

Baseline: 20 schools (2004). The data on % of schools that provided life skills-based HIV education in 2004-2005 academic year is not available.

Most recent status: 72% of schools provided life skills-based HIV education in 2007 academic year (UNGASS Report, 2007)
	Integrated LSBE curriculum for grades 8-11 was developed, piloted and introduced in 800 schools. 

 
	Ongoing transition from 11 to 12-year education system delayed the integration of LSBE into the school curriculum. This adversely affected the expansion of LSBE throughout the country, which also resulted in low UNGASS indicator on HIV knowledge of young people. 

The platform for introducing LSBE into the curriculum was incorporated into the National Strategy on Healthy Lifestyle Promotion for 2008-2016. 


	Child-Focused Social Policy

5.1 Government and non-government organizations better plan child-focused social policies 
	5.1.1 Indicator: % increase in financial resources allocated to social protection services

Baseline: Health care: 2.2%; education: 3.2%; Social protection: 4.6% of GDP in 2004

Most recent status: Health care: 2.3%; Education: 3.6%; social protection: 3.9% of GDP in 2007   
5.1.2 Indicator: No. of appropriate pro-children policies elaborated and implemented

Baseline: 3 country development strategies that indirectly cover the pro-child interventions; 0 specific pro-child policy document

Most recent status: 1 specific national programme (Children of Kazakhstan) and  20 legislative acts that are being elaborated
5.1.3 Indicator: QoLA/DevInfo Approach used in national and local planning

Baseline: 0 in 2004

Most recent status: the respective QoLA indicators are being developed; DevInfo will be introduced by the Agency for Statistics in 2010.

5.1.4 Indicator: % of Local Authorities which fully adopted and implement CP supported initiatives (such as YFS, CFSs, ECD/Better Parenting, etc.)

Baseline: 0 in 2004 

Most recent status: 10% of local authorities support ECD/Better Parenting, 5% of local authorities support YFS and CFSs (2008)
	National dialogue, and specifically the 2007 international conference on child-friendly budgeting, contributed to some increase in health and education spending for child-related programmes.

Adopted development programmes (central and regional ones) incorporate the child-focused approach. 

The Government prioritized the Quality of Life Approach (QoLA) to social programming. The respective QoLA indicators are now being developed. 

 Local authorities in East and South Kazakhstan Oblasts , as well as in the Karaganda city, piloted the noted initiatives. 


	Previous national budget process did not consider how existing resources could be explicitly invested towards key results for children. 

The adoption of results-based management and budgeting provides the opportunity for including strengthening resources allocation to programmes for children. 

Budget constraints did not allow UNICEF to be actively involved in the QoLA and DevInfo interventions. 



	2. Key Results modified or added
	
	
	

	IECD

2.3 >90% of households nationwide consume iodized salt for sustainable elimination of IDD and 60% (originally 80%) consume fortified flour


	2.2.1 Indicator: % of families consuming iodized salt; and fortified flour (by rural/urban)
Baseline:

29% of households consume iodized salt (1999 DHS)
5.8 % of households consume fortified flour (ADB report, 2005)
Most recent status:

92% of households consume iodized salt (MICS3)
28.4 % of households consume fortified flour (MICS3)
	The universal Flour Fortification Strategy adopted in 2005 was revoked the following year. A new Law on Food Safety was enacted in 2007. The inclusion of the mandatory wheat flour fortification (WFF) into the Health Code is currently under review in Parliament. Technical regulation on WFF is considered as an indication of further progress in this area. 
	The promotion of WFF encountered difficulties when the legal act on mandatory WFF was revoked. 



	4.2 70% of centres are certified as providing youth-friendly services (YFS)
	4.2.1 Indicator: % centres certified as providing youth-friendly services Baseline: 0% (2007)

Most recent status: 
As end of 2008, 8 YFS centres are fully operational and 4 more endorsed by local authorities for opening in 2009
	YFS was endorsed by the MOH for nationwide scale-up. YFS became integral part of local health departments’ plans and budgets in 6 regions, as well as included into the ongoing national health reform. YFS became part of the curriculum of national in-service training for health professionals.  YFS certification package is under piloting.
	YFS as part of National Strategy on Healthy Lifestyle Promotion for 2008-2016 is expected to accelerate the scaling-up of YFS.



	4.3 At least 90% of HIV positive women and children have access to quality PMTCT and paediatric HIV/AIDS services
	4.3.1 Indicator: % of HIV-positive pregnant women receiving ARVs for PMTCT
Baseline: 86% (2006) 

Most recent status: 88% (2008)
4.3.2 Indicator: % of HIV-positive children receiving ARVs for PMTCT 
Baseline: 91.4% (2006) 
Most recent status: 80,6% (2008)
	The national PMTCT-related normative legislature has been revised and a new national order on PMTCT endorsed by the MOH. Support was provided to overcome the consequences of HIV outbreak in paediatric hospitals of South Kazakhstan region and to increase the quality of care and support provided by local specialists to children and their families.
	The effectiveness of the ongoing review of MCH services is affected by inadequate monitoring and weak quality assurance mechanisms. 
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