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INTRODUCTION 1
1.1 TERRITORY

The Republic of Armenia is a small, mountainous country, 90 percent of which is located more 
than 1,000 meters above sea level. The country is located in southwestern Asia, between the Caucasus 
and Near Asia (the area between the Kur and Araks rivers). The country is bordered by Georgia and 
Azerbaijan on the north and east, and by Turkey and Iran on the west and south. The area of the country is 
29,743 square kilometers, 46.8 percent of which is agricultural land, 36.4 percent mountains and high-
lands, 11.2 percent forests, and 5.6 percent water surface. In Armenia, the largest lake is Lake Sevan, 
which has a surface area of 1,253 square kilometers. The longest river is the Araks. 

The highest point in the country is the peak of Aragats (4,090 meters); the lowest point is the De-
bet River (390 meters). The longest distance between the northwest and the southeast is 360 kilometers, 
and the longest distance between west and east is 200 kilometers. The country is subdivided into 11 re-
gions (marzes), which includes the region of Yerevan, the capital city of Armenia.  

1.2 DEMOGRAPHIC CHARACTERISTICS

According to the most recent census, the population of Armenia is 3.2 million, of which 51.7 per-
cent are female. The urban population consists of 64.1 percent of the total population. 

Armenians are a mobile people, with approximately two-thirds of ethnic Armenians living in 
other countries. The exodus of Armenians began during the first World War, when the territory of Arme-
nia was divided between the warring Ottoman and Russian Empires. 

1.3 HEALTH CARE SYSTEM IN ARMENIA

Historical Background 

The radical changes that have been taking place after the declaration of independence in Armenia 
could not help but affect the health system. The implementation of fundamental reforms in this important 
social area, the departure from the monopolistic state financing, the use of various sources of financing, 
and the transition to the self-management methods in the health sector brought to light the shortcomings 
remaining from the Soviet years. 

The present health system of Armenia has inherited the positive and negative features of the Soviet 
health system. On the positive side, it incorporates a rather developed structure and network, and suffi-
cient staffing. However, the system is largely focused on hospital care, as well as deficiencies in the pri-
mary health system and a generally low quality of medical care. 

In the former Soviet Union, health care was highly centralized. Medical services were basically ac-
cessible for the whole population. After independence, the unfavorable socioeconomic and political situa-
tion brought forward the need for developing a program of radical reforms. 

The system reforms initiated since the mid-1990s were based on the condition that health services 
could no longer be freely provided to the whole population. Thereafter, a majority of the population had 



2 | Introduction

to pay the full cost of medical services. Although the government tried to provide free medical care to 
vulnerable groups of the population under state-guaranteed programs, the under-financing of the health 
sector implied that even the persons included in these groups had to make partial payments. Thus, the 
changes violated the principle of equity and caused concerns about the deterioration of the population’s 
health.

Basic Principles of Health Policy 

Armenia began reforming the health care sector at an early stage following independence. Recog-
nizing health and health care as a fundamental human right, the strategy identified the major components 
of health care reform to involve a reorientation of health services towards a balanced partnership between 
primary and hospital care; the promotion of health and prevention of disease through tackling the deter-
minants of health; and a shift from the narrow biomedical model towards a social, multiprofessional, and 
multisectoral approach to health and health care.  

The current long-term directions and objectives include a combination of the following character-
istics in service organization and delivery: 

Increase accessibility and utilization, especially at the primary health care level; 
Improve (refine) the system’s organizational structure and governance;  
Introduce evidence-based clinical standards and implement continuous quality improvement 
programs; 
Enhance consumers’ participation and responsibility in the clinical decisionmaking process; 
Integrate patient safety programs and medical error management into the system; and 
Assure rational linkages between the different levels of health care delivery. 

A population’s health status is a major determinant of human development, providing the ground 
for promoting economic and social growth of the society. Armenia has entered the new millennium with 
an orientation to the internationally recognized policies and strategies, including those in the health sector. 
Armenia recognizes basic health values, which include: 

Health as a basic human right; 
Equity in health issues and solidarity in the actions aimed at the health standards; and 
Involvement and responsibility of individuals and institutions in the continuous development of 
the health system. 

In conformity with the said values, Armenia identifies the following internationally recognized 
health policy objectives: 

Promotion and protection of people’s health over the whole life span; and 
Reduction of the incidence of the leading diseases and injuries and mitigation of the suffering 
caused by them. 

The main directions of health sector development in Armenia arise from the basic provisions of the 
Government’s Action Plan and the document “Health for All in the 21st Century” adopted by the World 
Health Organization. The main tasks of the health system reforms are—given available resources and po-
tential—ensuring citizens’ constitutional right to health care, improving access to state-guaranteed free 
medical care, and initiating targeted balancing of the social and market values in the sector. In order to 
ensure the hygiene and epidemiological security of the population, it is planned to intensify activities 
aimed at prevention of infectious and mass non-infectious diseases, as well as the formation, strengthen-
ing, and further development of public health. 
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It is known that the number, capacity, and staffing potential of health facilities currently operating 
in the system essentially exceed the actual demand for medical care, including the demand under state-
guaranteed programs. As a result, the resources allocated from the state budget to these programs are 
channeled not to ensuring quality health care, but to the maintenance of the whole system, including the 
payment of salaries of the staff with an inadequate workload. At that, these resources barely cover the 
current expenses of the medical care providers and are insufficient for providing the necessary pharma-
ceutical and technological supply or for increasing the salaries of the medical staff. Pursuant to govern-
ment decrees, the health system optimization will continue in the regions and the city of Yerevan. The 
long-term continuous optimization programs provide for structural reforms and rationalization of the sys-
tem, accurate assessment of health care needs, identification and rationing of the required capacities 
through the consolidation of premises and services, reorganization of ineffective health organizations, and 
redistribution of vacated capacities. 

Further reforms of the health system financing mechanisms will be aimed at the reduction of the 
unofficial turnover, introduction of objective criteria for counterpart payments, clinical-economic stan-
dards, and reimbursement for provided services. The development of the hospital care system will pro-
ceed with short- and long-term planning aimed at introducing specific financing mechanisms, improving 
cost-efficiency, reducing excess capacities, and ensuring the quality of medical care. In order to ensure 
the provision of high-quality, accessible, and targeted health care to the population and to improve cost-
efficiency, it is planned to practice selection-based placement of the state order. 

The issue of medical insurance is one of the most important components of health system reforms; 
at that, it should be viewed not only as a means to involve additional sources of financing, but also to en-
sure better access to health care, to instill the principles of social equity, to enhance the targeted use of 
resources, and to improve the efficiency of medical services. In order to provide the legislative framework 
for the introduction and development of the mandatory medical insurance system, the Law on Mandatory 
Medical Insurance is to be adopted. The introduction of medical insurance is based on the “Concept Paper 
on Introduction of Medical Insurance” developed by Ministry of Health (MOH) and approved by the gov-
ernment. 

In the arrangement of medical care, it is envisaged to essentially enhance the role of the primary 
unit. The main focus in the development of the ambulatory-polyclinic system, which appears to be the 
most important unit in primary care, is on forming the family medicine system and ensuring an adequate 
volume and quality of free ambulatory-polyclinic services through the use of borrowed and direct budget-
ary resources. 

The main direction in the drug and technological policy will be the improvement of their accessibil-
ity, safety, and rational use. Actions will be taken for improving the state system of drug quality assur-
ance, introducing prescription forms, and ensuring affordability of drug prices. Medical equipment ac-
quired through budgetary allocations and international grants will first be provided to improve the 
technical instrumentation of the primary care unit, with preference given to medical institutions in the 
regions, as well as to the technical reinforcement—on a competitive basis—of the second- and third-level 
medical institutions providing really accessible medical care to the vulnerable groups of the population. 

In relation to the further improvement of the medical education and scientific systems, it is planned 
to contract the volume of admissions to basic medical education and to improve the postgraduate educa-
tion unit through partially transferring the educational process to the regional training centers. 

Within the framework of international collaboration in the health sector, it is planned to channel the 
international collaboration programs to the improvement of the population’s health, to further coordinate 
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the gradually decreasing humanitarian assistance, and to encourage foreign investments in the system in-
cluding those for the instrumentation of modern technologies.  

The next 10-12 years should be viewed as an important period from the perspective of adjusting the 
situation created in the health sector and assuring the prerequisites for the future development of the sys-
tem. 

Health Care Financing 

Historically, the state budget was the primary funding source for health care. Currently, the health 
system is financed both from local and international sources. The main local sources are the state budget 
and direct out-of-pocket payments by the population. International financing sources are general humani-
tarian donations and project-specific support. 

 The state budget remains the main formal source of financing. State funds are derived from gen-
eral tax revenues. State health expenditures are not sufficient to support the core system and to meet the 
health needs of the population. In 2000, actual public health care expenditure amounted to only 4.4 per-
cent of the state budget, about 1.0 percent of the gross domestic product (GDP). However, this share has 
since risen to 7.4 percent of the state budget in 2005 (1.4 percent of GDP). This increase has been attrib-
uted to the strengthening of sustainable budgetary policy introduced by the government, as well as a 
wider public acceptance of poverty reduction and related programs that are directed towards improving 
health as national priority. The 2005 health budget is projected to reach 8.2 percent of the total state 
budget and to rise to 10 percent by 2008 and 12 percent by 2015 (Ministry of Health, 2004). This trend 
indicates that health has become a higher priority in the allocation of funds across sectors of the state 
budget. However, state allocations are still too low to meet the costs of the benefits package. 

Official external health financing sources include humanitarian aid (donations of medical supplies 
and equipment) as well as credit and grant programs with or in coordination with the MOH. Grants and 
credit projects financed by foreign governments and international and multilateral organizations are now 
the dominant form of external support in immunization, maternal and child health, reproductive health, 
adolescent health, iodine deficiency, and HIV/AIDS prevention that emphasizes prevention of mother-to-
child transmission of HIV.  

Family Planning Policies

The main objectives of family planning programs in Armenia are to ensure safe motherhood 
among women of reproductive age, to decrease health risks during pregnancy, and to reduce reliance 
upon abortion as a method of family planning while promoting more modern and effective methods of 
contraception. In Armenia, abortion is a common method used to terminate unwanted pregnancies. Al-
though originally outlawed in 1920, abortion was legalized by the Soviet Union in 1955 because of in-
creases in mortality associated with illegal abortions. Today, abortion is legal during the first 12 weeks of 
pregnancy. In certain cases, an abortion may be performed until 22 weeks of gestation if there is medical 
or social justification. Abortions are performed in hospitals by trained medical staff. Despite decreases in 
recent years, the incidence of abortion remains an important issue for Armenian health care because of its 
negative effects on women’s health.  

Although contraceptives are distributed free of charge, health consultations are not free. For many 
years, oral contraceptives were not commonly available in Armenia because of the order “On the Side 
Effects and Complications of Oral Contraceptives” enacted by the MOH of the former Soviet Union in 
1974. This document in effect banned the distribution and use of oral contraceptives. Currently, obtaining 
oral contraceptives or an abortion is not a problem in Armenia. In 2002 the Parliament of Armenia 
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adopted a new law on reproductive health and reproductive human rights. According to this law, use of 
contraception (including oral contraceptives) is legal in Armenia. Also, in 2005 the Government of Ar-
menia proposed a law on abortion. According to this law, abortion is legal when carried out with drugs. 

1.4 OBJECTIVES AND ORGANIZATION OF THE SURVEY

The 2005 Armenia Demographic and Health Survey (2005 ADHS) is the second in a series of na-
tionally representative sample surveys designed to provide information on population and health issues in 
Armenia. As in the 2000 ADHS, the primary goal of the 2005 survey was to develop a single integrated 
set of demographic and health data pertaining to the population of the Republic of Armenia. In addition to 
integrating measures of reproductive, child, and adult health, another feature of the 2005 ADHS survey is 
that the majority of data are presented at the marz (region) level. 

The 2005 ADHS was conducted by the National Statistical Service (NSS) and the MOH of the 
Republic of Armenia from September through December 2005. ORC Macro provided technical support 
for the survey through the MEASURE DHS project. MEASURE DHS is a worldwide project, sponsored 
by the United States Agency for International Development (USAID), with a mandate to assist countries 
in obtaining information on key population and health indicators. USAID/Armenia provided funding for 
the survey, while the United Nations Children’s Fund (UNICEF)/Armenia and the United Nations Popu-
lation Fund (UNFPA)/Armenia supported the survey through in-kind contributions.  

The 2005 ADHS collected national- and regional-level data on fertility and contraceptive use, 
maternal and child health, adult health, and HIV/AIDS and other sexually transmitted diseases.  The sur-
vey obtained detailed information on these issues from women of reproductive age and, on certain topics, 
from men as well. Data are presented by marz wherever sample size permits. 

The 2005 ADHS results are intended to provide the information needed to evaluate existing social 
programs and to design new strategies for improving the health of and health services for the people of 
Armenia. The 2005 ADHS also contributes to the growing international database on demographic and 
health-related variables.  

Sample Design and Implementation 

The sample was designed to permit detailed analysis—including the estimation of rates of fertil-
ity, infant/child mortality, and abortion—for the national level, for Yerevan, and for total urban and total 
rural areas separately. Many indicators can also be estimated at the regional (marz) level.  

A representative probability sample of 7,565 households was selected for the 2005 ADHS sam-
ple. The sample was selected in two stages. In the first stage, 308 clusters were selected from a list of 
enumeration areas in a subsample from a master sample that was designed from the 2001 Population Cen-
sus. In the second stage, a complete listing of households was carried out in each selected cluster. House-
holds were then systematically selected for participation in the survey. 

All women age 15-49 who were either permanent residents of the households in the 2005 ADHS 
sample or visitors present in the household on the night before the survey were eligible to be interviewed. 
Interviews were completed with 6,566 women. In addition, in a subsample of one-third of all the house-
holds selected for the survey, all men age 15-49 were eligible to be interviewed if they were either per-
manent residents or visitors present in the household on the night before the survey. Interviews were 
completed with 1,447 men. 



6 | Introduction

Questionnaires

Three questionnaires were used in the 2005 ADHS: a Household Questionnaire, a Women’s 
Questionnaire, and a Men’s questionnaire. The Household and Individual Questionnaires were based on 
model survey instruments developed in the MEASURE DHS program and on questionnaires used in the 
2000 ADHS. The model questionnaires were adapted for use by experts from the NSS and MOH. Input 
was also sought from a number of non-governmental organizations. The questionnaires were developed in 
English and translated into Armenian. The Household and Individual Questionnaires were pretested in 
June 2005. 

The Household Questionnaire was used to list all usual members of and visitors to the selected 
households and to collect information on the socioeconomic status of the household. The first part of the 
Household Questionnaire collected information on the age, sex, educational attainment, and relationship 
to the household head of each household member or visitor. This information provides basic demographic 
data for Armenian households. It also was used to identify the women and men who were eligible for the 
individual interview (i.e., women and men age 15-49). In the second part of the Household Questionnaire, 
there were questions on housing characteristics (e.g., flooring material, source of water, type of toilet fa-
cilities), on ownership of a variety of consumer goods, and other questions relating to the socioeconomic 
status of the household. In addition, the Household Questionnaire was used to record height and weight 
measurements of women, men, and children under age five; hemoglobin measurement of women and 
children under age five; and blood pressure measurement of women and men. 

The Women’s Questionnaire obtained data from women age 15-49 on the following topics: 

• Background characteristics 
• Pregnancy history 
• Antenatal, delivery, and postnatal care 
• Knowledge, attitudes, and use of contraception 
• Reproductive and adult health 
• Health care utilization 
• Vaccinations, birth registration, and health of children under age five 
• Episodes of diarrhea and respiratory illness of children under age five 
• Breastfeeding and weaning practices 
• Marriage and recent sexual activity 
• Fertility preferences 
• Knowledge of and attitude toward HIV/AIDS and other sexually transmitted infections 

The Men’s Questionnaire, administered to men age 15-49, focused on the following topics: 

• Background characteristics 
• Health and health care utilization 
• Marriage and recent sexual activity 
• Attitudes toward and use of condoms 
• Knowledge of and attitude toward HIV/AIDS and other sexually transmitted infections 
• Attitudes toward women’s status 
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Table 1.1   Results of the household and individual interviews

Number of households and respondents selected, number of interviews, and 
response rates, according to residence, Armenia 2005 
––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––

Residence 
 ––––––––––––––––– 
Result Urban Rural Total 
––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––– 
Household interviews    
Households selected  5,446  2,119  7,565  
Households occupied  5,032  1,971  7,003  
Households interviewed  4,806  1,901  6,707  
        
Household response rate1 95.5  96.4  95.8  
        
Individual interviews: women    
Number of eligible women  4,732  2,041  6,773  
Number of eligible women interviewed  4,592  1,974  6,566  
        
Eligible women response rate2  97.0  96.7  96.9  
        
Individual interviews: men    
Number of eligible men  1,126  504  1,630  
Number of eligible men interviewed  999  448  1,447  
        
Eligible men response rate2 88.7 88.9 88.8  
–––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––
1 Households interviewed/households occupied 
2 Respondents interviewed/eligible respondents 

Training of Field Staff 

The main survey training, which was conducted by the NSS, was held during a three-week period 
in August and was attended by all supervisors, field editors, interviewers, and quality control personnel. 
The training included lectures, demonstrations, practice interviewing in small groups, and examinations. 
The health technicians, who were recruited by the MOH, were trained separately during the same period. 
They received training in anthropometric measurement, anemia testing, and blood pressure measurement. 
All field staff participated in four days of field practice. 

Fieldwork and Data Processing 

Thirteen teams collected the survey data; each team consisted of four female interviewers, a male 
interviewer, a field editor, and a team supervisor. A health technician was also assigned to each team. 
Fieldwork began in early September 2005 and was completed by early December 2005. Senior DHS tech-
nical staff visited teams regularly to review the work and monitor data quality. 

The processing of the 2005 ADHS results began shortly after the fieldwork commenced. Com-
pleted questionnaires were returned regularly from the field to NSS headquarters in Yerevan, where they 
were entered and edited by data processing personnel who were specially trained for this task. The data 
processing personnel included a supervisor, a questionnaire administrator who ensured that the expected 
number of questionnaires from all clusters were received, several office editors, 10 data entry operators, 
and a secondary editor. The concurrent processing of the data was an advantage because the senior ADHS 
technical staff were able to advise field teams of problems detected during the data entry. In particular, 
tables were generated to check various data quality parameters. As a result, specific feedback was given 
to the teams to improve performance. The data entry and editing phase of the survey was completed in 
January 2006. 

1.5 RESPONSE RATES

Table 1.1 presents household 
and individual response rates for the 
survey. A total of 7,565 households 
were selected for the sample, of which 
7,003 were occupied at the time of 
fieldwork. The main reason for the 
difference is that some of the dwelling 
units that were occupied during the 
household listing operation were 
either vacant or the household was 
away for an extended period at the 
time of interviewing. Of the occupied 
households, 96 percent were 
successfully interviewed.  

In these households, 6,773 
women were identified as eligible for 
the individual interview, and inter-
views were completed with 97 percent 
of them. Of the 1,630 eligible men identified, 89 percent were successfully interviewed. Response rates 
are almost identical in urban and rural areas. 
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