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EExxeeccuuttiivvee  SSuummmmaarryy

The analysis of findings of the Rapid Assessment and Response (RAR) carried out among the
Especially Vulnerable Young People (EVYP) and Most at Risk Adolescents (MARA) in Armenia pro-
vides a picture of the current HIV/AIDS situation within these populations. This rapid assessment
evaluated the level of knowledge on HIV prevention, risk behaviour, vulnerability and accessibility
to services among EVYP and MARA. The RAR findings present an opportunity to identify and
respond to the needs of EVYP and MARA, and to plan targeted interventions to reduce their risk
and vulnerability to HIV infection. 

The RAR findings demonstrate low levels of awareness on HIV/AIDS among EVYP and MARA. In
particular, 30% of young commercial sex workers (CSWs), 40% of young injecting drug users
(IDUs), 38% of young non-injecting drug users (DUs), and 48.5% of young men who have sex with
men (MSM) had a clear understanding of the relationship between their own risky behaviour and
their vulnerability to HIV. HIV/AIDS awareness is particularly low among Children in Conflict with the
Law (ChCL) (16%) and Children Deprived of Parental Care (ChDPC) (12%), including ‘street chil-
dren,’ young people attending community centres and those living in state care institutions, orpha-
nages and boarding schools. These findings highlight the need to increase awareness on
HIV/AIDS, and to support activities to form safer behaviour. 

To address these issues and to increase HIV/AIDS awareness it will be necessary to conduct a
combination of targeted Information/Education Campaigns (IEC) and Behaviour Change
Communication campaigns (BCC) to reach these particularly hard-to-reach populations. 

Only 40% of DUs, 67.3% of ChCL, 43.8% of ChDPC, 68% of young CSWs, 51.4% of young MSM
and 8% of IDUs mentioned their friends and peers as the source of information on HIV/AIDS pre-
vention. The fact that very few IDUs mentioned friends and peers as the source of information may
mean that current peer education programmes have overlooked or do not involve this high-risk
group of young people and requires further investigation.

To raise HIV/AIDS awareness among vulnerable groups, current barriers should be identified, and
peer education and other appropriate measures should be provided to help IDUs, DUs, ChCL,
ChDPC, young CSWs, young MSM learn how to protect themselves. Interventions should involve
children attending special educational institutions and ‘street children,’ as well as those in main-
stream schools and those not attending school.

Very few surveyed young people from any group mentioned school as the source of information. In
particular, 10% of DUs, 12.2% of ChCL, 22.9% of ChDPC, 8.6% of young MSM and none of the
surveyed CSWs or IDUs reported school as a reliable source of prevention information. The role of
schools in promoting healthy lifestyles should therefore be strengthened. To achieve this, it is re-
commended that HIV/AIDS-themed courses, such as Life Skills and Healthy Lifestyles should be
incorporated into the curriculum of special educational institutions. 

Interviews show that 72% of IDUs, 64% of DUs, 53.1 % of ChCL, 45.8 % of ChDPC, 37.1 % of
young MSM and 34% of young CSWs sited mass media as their source of HIV/AIDS prevention
information. Based on the outcome of these interviews, it is recommended that mass media is to be
involved  in future prevention activities. 

None of the surveyed IDUs and nearly none of the DUs would seek support from health care insti-
tutions or youth-friendly services. This is interpreted to mean that young people do not have confi-
dence in these institutions, and may not understand what types of relevant services they can pro-
vide. The survey also revealed that a relatively small number of surveyed MSM ChCL and ChDPC
would access health care institutions or youth-friendly services. None of the surveyed young CSWs
would go to youth-friendly health services, 40% would go to a health care institution in case of need.
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The low level of involvement of adolescents into youth-friendly health services makes monitoring
the trends of STI prevalence among the young people difficult. Based on survey results, it is re-
commended that: 

• Accessibility to Voluntary Counselling and Testing (VCT) and health care institutions ser-
vices be increased and that services are adapted to the needs of adolescents, making
them more youth-friendly; 

• Psychological services and support are provided to IDUs and DUs; and,
• Access to early testing and treatment of STIs for young CSWs is improved.

The surveys revealed that EVYP and MARA continue to engage in high-risk behaviours. Among
those surveyed ChCL (40%) had experience of drug use, which appears to be starting at increa-
singly younger ages (10-14) across all of the young populations surveyed. Additionally, more than
half (58%) of the young people involved in the RAR were sexually active, and nearly half of them
had their first sexual experiences when they were under the age of 14.  Less than a quarter (24.1%)
of all of the surveyed sexually active youth used condoms consistently. 

Risk behaviour increased when sex and drugs were combined. More than one third (32%) of the
RAR participants who inject drugs reported sharing syringes in the month prior to the interview and
more than half (56%) had injected drugs prepared by someone else. 

In terms of condom use, roughly one third (34.2%) of surveyed young MSM used condoms consis-
tently during the year prior to the survey. Less than two thirds of young CSWs reported practicing
consistent condom use, although almost all of them successfully identified condoms as a way to
reduce risk of HIV transmission.

The analysis of the survey on risk behaviours indicated that the mean age of first experience in drug
use among ChCL and ChDPC (13.1 and 13.2 respectively) is lower than that of young IDUs, DUs,
young CSWs and young MSM (17.6, 15.6, 18.2 and 18.7 respectively). The mean age at first 
sexual intercourse, is also lower in ChCL, ChDPC and young MSM (14.4, 13.1 and 14) than that in
IDUs, DUs, young CSWs (17.7, 17.9 and 16.6 respectively). There is an urgent need to strengthen
STI and primary drug abuse prevention. It is recommended that this be achieved thought the
strengthening of the prevention component within the primary health care system, engaging rele-
vant specialists and expanding and/or establishing outreach services., 

The surveys show that ChCL, ChDPC and young MSM still place importance on the support of their
parents and relatives (56%, 36% and 20.6% respectively). Amongst IDUs, DUs, and young CSWs,
an insignificant number indicated that they would turn to their parents and relatives for support (4%,
12% and 2 %). Overall, very small numbers of ChCL, ChDPC, CSWs and MSM, and no IDUs or
DUs at all mentioned their families as sources of information. Consequently, it is recommended that
family members of EVYP and MARA are involved in prevention activities, to provide them with the
opportunity to participate in the prevention and treatment processes.

The interviews demonstrated a low level of community involvement in HIV/AIDS prevention activi-
ties. It is important to carry out activities aimed at reducing indifference amongst community leaders
and members towards ChCL and ChDPC. At the same time, it is necessary to implement interven-
tions at the community level, aimed at eliminating stigma and discrimination against IDUs, DUs,
young CSWs and MSM. To achieve this task, it is proposed that the level of involvement and role
of communities in implementing prevention activities is increased.

The survey shows that most young CSWs (70%), some young MSM (26.5%) and very few young
IDUs (12%) would seek support and assistance from NGOs in case of need. Almost no ChCL and
DUs surveyed would look to NGOs, and none of the surveyed ChDPC mentioned would go to
NGOs for care. The capacity and efficacy of NGOs should be increased by involving EVYP and
MARA in their activities. An integrated focus on MARA within harm reduction projects aimed at IDUs
will allow increased accessibility of syringes and other means of prevention, which will ensure that
NGOs reach out to target populations effectively, and are able to appropriately meet their needs. 
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To increase the efficiency of treatment provided to IDUs it is necessary to:
• Combine existing treatment with rehabilitation.
• Amend existing laws prohibiting drugs and psychotropic substances in drug addiction treat-

ment. 
• Study potential obstacles, which can arise when representatives of the surveyed groups

attempt to access services at institutions and monitor confidentiality maintenance. 

The National Programme on HIV/AIDS Prevention envisages a variety of prevention activities tar-
geted at risk groups (IDUs, MSM and CSWs), and general prevention of HIV/AIDS, sexually trans-
mitted infections and drug abuse to reduce overall prevalence among adolescents and youth.

The results of the survey indicate that the various prevention projects targeting high-risk groups
(IDUs, MSM and CSWs) are not reaching EVYP and do not employ specific strategies to reach
them. It is therefore necessary to develop new approaches and strategies to implement more effec-
tive activities on HIV/AIDS prevention among EVYP. Though the National Programme on HIV/AIDS
Prevention plans to involve youth outside of the formal education system and those who do not
work in preventive activities, such activities are usually implemented in educational institutions and
do not involve children in conflict with the law, children deprived of parental care or those outside
the formal education system.

The Response Analysis shows that the effective implementation of interventions among the EVYP
and MARA requires the following:

• Increase the level of knowledge of EVYP and MARA by introducing prevention pro-
grammes in special educational institutions, providing peer education and conducting
Information and Education Communications and Behaviour Change Communications.

• Improve accessibility for adolescents to VCT and health services by creating more youth-
friendly services. 

• Involve parents of EVYP and MARA in community- and school-based prevention activities
to promote greater responsibility.

• Enhance the role of parents and the community in rearing EVYP and forming safer beha-
viour through community-based events. 

• Improve social mobilisation to eliminate stigma and discrimination against EVYP, MARA
and PLHIV.

• Increase the accessibility of MARA to needle exchange and other preventive equipment
and commodities through incorporating MARA-specific components into harm reduction
projects.

• Promote safer sexual behaviour through providing education on abstinence, fidelity and
condom use. 

• Reduce gender inequality through ensuring equal access to information, promoting girls
rights and forming responsible attitudes in young boys.

• Prevent drug abuse and STIs through enhancing the role of primary health care institutions
and wider involvement of relevant reproductive health specialists. 

The RAR carried out among EVYP and MARA in Armenia proves again the need for a special stra-
tegy for this unique group. The strategy must aim to reduce risk behaviours, raise awareness, and
improve affordability and accessibility of services, by tailoring existing services to the specific needs
of these youth, as well as implementing activities at the community level aimed to overcome public
indifference and prejudice. 
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IInnttrroodduuccttiioonn

The RAR on HIV/AIDS among EVYP and MARA was conducted in Yerevan and the country regions
(Marzes). The RAR was implemented from May through November 2005. 

Because there was a general lack of information on EVYP and MARA, the RAR aimed to capture
the risk factors and external influences that make these groups especially vulnerable to HIV infec-
tion. The Response Analysis shows that HIV/AIDS prevention activities conducted among young
people do not specifically target or reach EVYP and MARA, and efforts are not systemized. Thus,
these activities cannot efficiently reduce the risk, vulnerability and impact of HIV/AIDS in this high-
ly vulnerable population. Communities are not engaged in the effort to prevent HIV/AIDS and there
is no sense of community responsibility in caring for young people. Parents and families are not suf-
ficiently involved in HIV/AIDS prevention activities. 

Since 1998, UNICEF and the Ministry of Education and Science launched a systemized Life Skills-
based Education (LSBE) project in secondary schools. UNICEF has supported the implementation
of Life Skills in 384 secondary schools throughout the RA. More than 600 teachers have been
trained and retrained in Life Skills, which targets students in grades one through seven. Healthy
Lifestyles has been introduced in 30 schools for grades 8 and 9, providing teachers with skills to
address smoking, alcohol, drug abuse, risk reduction, health promotion and other HIV/AIDS-related
issues. It is additionally envisaged to introduce classes on HIV/AIDS prevention and forming safer
behaviour during the first phase of implementation of the National Programme on HIV/AIDS
Prevention supported by the Global Fund to Fight AIDS, Tuberculosis and Malaria (GFATM).This
effort is supported by the National Programme on HIV/AIDS Prevention and recommended by the
RA Ministry of Education and Science to be implemented in 400 secondary schools country-wide.
The classes are to be given within lessons of form masters.

The National Centre for AIDS Prevention (NCAP) and the NGOs (Scientific Association of Medical
Students of Armenia (SAMSA) and For Family and Health Pan-Armenian Association (PAFHA))
have implemented preventive activities in secondary schools to raise awareness of the young peo-
ple with the support of international donors. 

In 1999-2000, PAFHA, with support from UNICEF, established a Youth-friendly Health Service
Centre at ‘Arabkir’ Medical Centre, and published the books ‘The ABCs of Sexual Health’ and
‘Children of Armenia Speak about AIDS.’

In 2001, a training of trainers on peer education was provided within the framework of the UNAIDS
project, with assistance from UNICEF and an international consultant from UNAIDS. 

From December 2001 to January 2002, the NGO AIDS Prevention, Education and Care (APEC)
implemented a pilot project on ‘HIV/AIDS, STDs and Drug Abuse Prevention among Youth’ in
Syunik Marz, supported by UNICEF. The project aimed to promote the Healthy Lifestyle model as
a priority among youth through peer education; to reduce the spread of HIV/AIDS and drug abuse;
and, to form safer and more responsible behaviours among youth. The project was implemented in
the six secondary schools of Kapan and two secondary schools of Qajaran cities. 

In additional to this pilot project, APEC supports peer education in secondary schools throughout
the RA. To date 2,100 peer educators have been trained in 200 schools within the framework of the
prevention project and are providing peer education on HIV/AIDS prevention to fellow schoolchild-
ren. In total, the project will cover 400 schools totalling 30% of all schools in the country. It will be
necessary to expand the peer education project to cover more schools, and to introduce the project
in special education institutions, with wider involvement of EVYP. 

In 2004-2005, three harm reduction projects were implemented among IDUs in Yerevan, Gyumri
and Kapan cities by APEC and Kapan State Medical College within the framework of the National
Programme on HIV/AIDS Prevention, supported by GFATM. These projects comprise a harm
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reduction strategy including needle exchange, VCT provision, outreach work, peer education, con-
dom distribution and information/education materials. 

These efforts have been viewed as successful; however they were developed before MARA was
identified as a vulnerable group and therefore have no MARA-specific interventions. 

Within the framework of the GFATM-supported National Programme, in 2004-2005, six HIV/AIDS
prevention projects were implemented among CSWs in the cities of Yerevan, Abovyan, Gyumri,
Vanadzor, Kapan, Agarak, Gavar, and Vardenis. The projects were implemented by NGO AIDS
Prevention Union (APU), NGO Family Benefactor, NGO Hope and Help, Kapan State Medical
College and the Gavar State Medical College. Activities covered peer education, outreach work,
VCT provision, STI treatment, condom distribution and information/education materials. In general,
these projects successfully reached their targets. However, the target special needs of MARA are
not sufficiently targeted, which may reduce the effectiveness of these preventive activities. 

There is one GFATM-supported project that focuses on ensuring access to peer education, VCT
services, information/education materials and condoms for MSM in Yerevan. This project focuses
on MSM in general, and has no special focus on young MSM leaving them vulnerable and without
resources to meet their specific needs.

In conclusion, the Response Analysis shows that HIV/AIDS prevention projects implemented in
high-risk populations are highly effective in reducing the spread of HIV among IDUs, CSWs and
MSM. However, these interventions often overlook MARA, and fail to address their special needs
and a youth-friendly approach. This is especially relevant in regions where MARA/EVYP has no
opportunity to access VCT and is not targeted by preventive interventions. To successfully reach
MARA and EVYP with prevention efforts, it is necessary to expand current services and develop
new, targeted strategies.

The on-going National Programme on HIV/AIDS Prevention and the projects implemented within its
framework by NGOs do not target ChDPC and ChCL, which constitute a significant proportion of
EVYP and MARA. 

The National Programme on HIV/AIDS Prevention implements activities aimed at reducing the rates
of HIV/AIDS, STI and drug use prevalence, specifically targeting young people. This is addressed
primarily through awareness-raising among minors and youth. The implementation of the National
Programme on HIV/AIDS Prevention showed that young people aged 10-24, especially those out-
side the formal educational system and those who do not work, including DUs, ChCL and ChDPC,
are not covered by these prevention activities. The RAR was implemented to support the National
Programme on HIV/AIDS Prevention for 2007 - 2011 by identifying gaps in current prevention efforts
and developing specific strategies to reach EVYP and MARA. 

• To effectively undertake this analysis, the RAR was implemented among the following tar-
get groups aged 10-24:

• Young Drug Users (in Yerevan);
• Young Injecting Drug Users (in Yerevan);
• Young Commercial Sex Workers (in Yerevan);
• Young Men who have Sex with Men (in Yerevan);
• Children in Conflict with the Law (in Yerevan and in the six Marzes of Syunik, Kotayk, Lori,

Gegharkunik, Tavush and Shirak); and,
• Children Deprived of Parental Care [children living or working on the streets; children

attending community centres, young people living in State care institutions including
orphanages and boarding schools] (in Yerevan and in the six Marzes of Syunik, Kotayk,
Lori, Gegharkunik, Tavush and Shirak).
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Obstacles  

It was necessary to obtain approval from various authorities in order to implement the RAR among
ChCL and ChDPC, which caused some delays.

Low literacy levels in target groups also impacted timely implementation. This issue should be taken
into account in further strategy planning and implementation.

All groups surveyed expressed that they did not hold their health as a strong value, and were reluc-
tant to discuss their health in general. Therefore, gaining a clear and firm understanding of health
issues pertaining to EVYP and MARA is challenging and not properly capturing these issues risks
the development and implementation of misguided interventions. 
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GGooaallss  aanndd  oobbjjeeccttiivveess

RAR  overall  goal

The overall goal of the RAR was to collect and analyse data on risk behaviours of EVYP and MARA,
and to provide recommendations for interventions that will improve the health of young people in
general, by minimizing their risk of HIV infection.

RAR  Objectives
• Describe the dimensions and nature of HIV risk behaviours and associated health and

social consequences among EVYP and MARA;
• Assess the context in which risk behaviours of EVYP and MARA take place;
• Examine the extent and effectiveness of existing interventions targeting EVYP and MARA;
• Increase awareness and support of local communities towards EVYP and MARA; and,
• Develop activities that improve the health of young people, reduce vulnerability and

strengthen prevention by refining existing and implementing the new interventions.

The ultimate aim of the RAR was to identify sufficient information on the target populations to deve-
lop effective strategies for HIV/AIDS prevention among EVYP and MARA.

In 2000, UNDP and UNAIDS supported HIV/AIDS situation and response analyses, a rapid assess-
ment on the increase in injecting drug use and HIV infection, and as well as sentinel epidemiologi-
cal surveillance among vulnerable populations. These assessments targeted IDUs, CSWs, groups
at high risk of HIV infection such as MSM, former IDUs, individuals with STIs and individuals
demonstrating clinical symptoms, and looked at specific sub-populations, including prisoners and
others in the penitentiary system. 

Based on the situation and response analyses, the National Strategic Plan on HIV/AIDS Prevention
was developed and approved by the college of the Ministry of Health (MoH) of the RA on 6
December 2000 and by the Order No. 14 of 12 January 2001 by the Minister of Health of the RA. 

Based on the National Strategic Plan, the MoH and other key ministries developed the National
Programme on HIV/AIDS Prevention for 2002-2006, which was approved on 1 April 2002 by the
Government Decision No. 316 and ratified by the President of RA. 

The main goal of the National Programme on HIV/AIDS Prevention is to reduce the spread of
HIV/AIDS in the Republic of Armenia. 

The main objectives are to: 
1. Develop and implement the national policy on HIV/AIDS prevention and treatment;
2. Prevent HIV/AIDS among injecting drug users;
3. Form safer sexual behaviours;
4. Prevent mother-to-child HIV transmission; 
5. Ensure donated blood safety;
6. Prevent HIV/AIDS and STIs among minors and youth; and,
7. Care for people living with HIV/AIDS. 

The framework for the RAR aims to address gaps in the National Programme, and to ensure that
the needs of vulnerable young people aged 10 – 24 are included and reflected. The National
Programme goal is HIV/AIDS and STI prevention among minors and youth. The following activities
are designed to reduce the rates of HIV/AIDS, STI and drug use prevalence among young people
through raising awareness among minors and youth:

• Design and introduce education programmes on HIV/AIDS, STIs and drug use prevention
into educational establishments; 
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• Develop and publish relevant methodological and didactic materials for educational estab-
lishments;

• Train education specialists in HIV/AIDS preventive teaching methodology;
• Design and implement information/education programmes for the military and individuals

in penitentiary institutions;
• Develop and implement programmes to target and address young people outside of the

formal education system and those who do not work; and,
• Design mass media information/education programmes focused on youth.

However, the National Programme on HIV/AIDS Prevention does not implement activities to
address young people outside the formal education system and those who do not work. The RAR
aims to address these gaps.

Rapid  Assessment  and  Response  Team

The RRaappiidd  AAsssseessssmmeenntt  aanndd  RReessppoonnssee  TTeeaamm included representatives of 3 local NGOs: the
Armenian National AIDS Foundation, the AIDS Prevention Union and the French-Armenian
Development Fund.

The 17-member RRAARR  FFiieelldd  TTeeaamm included one sociologist from ALM Holding; one specialist from
the Narcological Branch of the Psychiatric Centre of the MoH; two representatives from the NGO
AIDS Prevention, Education and Care, two representatives from the NGO Education in the Name
of Health, two representatives from the AIDS Prevention Union, one STI specialist from the Medical
Scientific Centre of Dermatology and STIs, and eight representatives from the French-Armenian
Development Fund.

Local Field Teams consisted of 2-8 members who were young people, young physicians, young
women, female NGO staff who work with sex workers and in the area of trafficking and gender
issues, medical workers, social workers, sex workers and former drug users who work with NGOs
to address MSM and drug users. 

RAR Field Team members participated in the RAR National Workshop, on 25-27 May 2005, and
their activities were supervised by the three Field Coordinators. Team members attended Local
Field Team meetings, collected data, recorded and submitted their results to the Field Coordinators,
ensured confidentiality of surveyed participants, provided HIV/AIDS-related information materials
when appropriate; reported problems or emerging issues, and reported on the strengths and weak-
nesses of the RAR design to Field Coordinators.

The RRAARR  CCoorree  TTeeaamm was comprised of one National Coordinator, three Field Coordinators, one
Data Analyst and one National Consultant on Response Analysis.

The NNaattiioonnaall  CCoooorrddiinnaattoorr managed the RAR project and supervised the Field Coordinators. The
National Coordinator was responsible for the preparation of the RAR final report and development
of the strategy plan.

The NNaattiioonnaall  CCoonnssuullttaanntt  oonn  RReessppoonnssee  AAnnaallyyssiiss performed the HIV response analysis and prepared
a report.

The FFiieelldd  WWoorrkk  CCoooorrddiinnaattoorrss oversaw the data collection process and submitted reports to the
National Coordinator. They coordinated the regular meetings of Local Field Teams, and were
responsible for the logistics of each surveyed area. Field Work Coordinators controlled the quality
of collected data, provided ongoing support to the field workers and submitted collected data to the
National Coordinator. They were also involved in the preparation of the RAR Report. During the
RAR implementation, together with the Field Workers the Field Coordinators ensured the confiden-
tiality of study participants. At the same time, they informed the RAR Core Team about the strengths
and weaknesses of the RAR, specifying problems in implementation and recommended solutions.
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They also participated in the development of the Strategy Plan.

The DDaattaa  AAnnaallyysstt provided support to the Field Workers in proper data collection and analysis, and
participated in the preparation of the final report. 

To ensure RAR planning, implementation and advocacy, the Country Coordination Commission on
HIV/AIDS, Tuberculosis and Malaria issues (CCM) in the Republic of Armenia designated a
National Support Team involving representatives from various ministries, local NGOs and UNICEF:

Training  Workshop

The training workshop on Rapid Assessment and Response Analysis on HIV/AIDS among EVYP
was held on 25-27 May 2005 in Yerevan and provided the RAR Field Team with the knowledge and
skills for RAR implementation and strategy planning. The objectives of the workshop were to:

1. Introduce the principles and practice of Rapid Assessment and Response to the Coordinators
and Field Team members.

2. Ensure that Field Team members practice and understand the principles and purpose of under-
taking a Rapid Assessment and Response.

3. Build or strengthen the capacity of Field Team members to:
• Facilitate focus group discussions
• Conduct in-depth interviews with key informants 
• Conduct surveys
• Undertake observations and mapping
• Accurately record and manage data
• Analyse data using activity grids

At the workshop, active discussions took place and focused working groups were formed. By the end of the
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workshop, the working groups finalised the questionnaires that had been developed before the workshop. The
questionnaires were used for conducting surveys among vulnerable groups, as well as for focus group discus-
sions among community leaders, decision-makers and service providers. Each workshop participant received
a certificate. 

Methods

During RAR implementation, data were collected from EVYP, MARA, service providers, policy mak-
ers, community leaders, the police representatives and NGOs.

Data was collected to highlight and assess the context, health status and social consequences,
health and risk behaviours, and interventions surrounding HIV/AIDS. Data was drawn from existing
information, focus groups, interviews, surveys and observations.

A plan to use mapping for data collection was not realised. Through key informant interviews it was
discovered that there are no specific geographical locations where risk groups gather, making tar-
geting interventions by geographic locations ineffective. This must be considered during the deve-
lopment and implementation of prevention activities. 

11..  EExxiissttiinngg  iinnffoorrmmaattiioonn was collected from the Statistical Yearbook of the Republic of Armenia
(2004), reports from the Ministry of Health, the National Centre for AIDS Prevention, annual reports
from UN Agencies and reports from projects implemented within the framework of the National
Programme on HIV/AIDS Prevention.

22..  FFooccuuss  ggrroouupp  ddiissccuussssiioonnss were conducted using questionnaires (See Appendix 1) Focus group
discussions were held among vulnerable groups and service providers. 

33..  SSeellff-aaddmmiinniisstteerreedd  qquueessttiioonnnnaaiirreess (See Appendix 2) were developed taking into consideration the
revised approaches provided in Behavioural Surveillance Surveys: Guidelines for Repeated
Behavioural Surveys in Populations at Risk of HIV. At the same time, the questionnaires helped to
determine the indicators listed in the United Nations General Assembly Special Session on
HIV/AIDS Guidelines on Construction of Core Indicators. Monitoring the Declaration of Commitment
on HIV/AIDS, and the Joint United Nations Programme on HIV/AIDS, (UNAIDS) 2005. 

A Note on self-administered questionnaires: These contained questions on gender, age, marital sta-
tus, place of residence, modes of HIV/AIDS prevention and risk behaviours (both sexual behaviour
and drug use). The content of the questionnaires was agreed upon by the UNAIDS consultant,
experts involved in the development of the National Strategy and Policy on HIV/AIDS prevention
and RAR workshop participants. The surveys were conducted among the targeted vulnerable
groups. Questionnaires were completed by the respondents or by the Field Workers, in cases
where respondents were unable to independently complete the questionnaire. Upon completion, it
was concluded that the self-administered questionnaires had certain weaknesses, including the
absence of a mechanism to ensure completion and a potential for participants biasing each other,
when completing questionnaires at the same time. 

44..  IInn-ddeepptthh  iinntteerrvviieewwss were conducted among EVYP, service providers, policy makers, community lead-
ers, NGO and police representatives using preliminary designed questionnaires (See Appendix 3).

Before conducting the RAR, the CCM, Ministry of Health and the Ministry of Education and Science
were informed about the proposed project. Prior to conducting the surveys, in-depth interview, and
focus group discussions were conducted among representatives of vulnerable groups (ChCL and
ChDPC), National and/or Field Coordinators informed parents and key administrators of schools
and special educational institutions about the RAR project, and obtained verbal consent to conduct
the RAR. IDUs, DUs, young CSWs and young MSM made informed decisions to participate in the
RAR. The confidentiality of RAR participants was maintained and participants could withdraw from
the survey any time. 
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55..  OObbsseerrvvaattiioonnss were conducted by the National and the Field Coordinators in Sisian, Kapan and
Gyumri cities. Observations were aimed at social marketing of condoms in those cities. 

Distribution of activities conducted with various groups is shown in the tables below.
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Theoretical, ‘snowball’ or network sampling, as described in the Rapid Assessment and Response
Technical Guide, (WHO/HIV/2002.2,2 June 2003), were used to identify individuals representative
of the ensure sub-population. These sampling methods were used due to the absence of accurate
official data on target population size and behaviour. Expert estimations on sample sizes as well as
international experience were also taken into account. The sample size shows specificities of the
whole target group. The selected method allows for obtaining reliable information in an effective and
quick manner, regulating the information flow and avoiding duplications. Also, selection through key
informants/participants or those conducting the survey allowing for a flexible array of methods.1

Following data collection, data were processed using quantitative statistical methodology with 95%
confidence interval. In order to ensure the accuracy of the data, data entry was carried out by two
independent specialists with further data cleaning. EpiInfo 6.0 software was used for data proces-
sing and analysis. Qualitative data analysis from interviews and focus group discussions was per-
formed using mega grids. Data were analyzed using triangulation and induction methods.
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The Response Analysis was conducted on the basis of existing data from two major sources: infor-
mation from official sources including reports from the Principle Recipient and sub-recipients of the
GFATM-supported National Programme on HIV/AIDS Prevention, documents from the Country
Coordination Commission on HIV/AIDS, TB, and Malaria issues (CCM) in the RA, UN bulletins,
reports from various RA ministries, including implementation reports from the National Programme
on HIV/AIDS Prevention, results of the situational analysis conducted among EVYP and MARA,
and from interviews with key informants, representative from UNICEF and NGOs working in the
field of HIV prevention. 

Country  Experience  in  Strategy  Planning

The Republic of Armenia has already undertaken strategic planning in HIV/AIDS prevention. In 2000,
UNDP and UNAIDS supported the implementation of an HIV/AIDS situation analysis and rapid
assessment of the situation on the spread of injecting drug use and HIV infection. Additionally, sen-
tinel epidemiological surveillance was undertaken among vulnerable populations, including IDUs,
CSWs, groups at high risk of HIV infection in penitentiary institutions (MSM, former IDUs, individuals
with STIs and individuals having clinical symptoms), as well as HIV/AIDS response analysis.2

Based on the HIV/AIDS situation and response analyses, the National Strategic Plan on HIV/AIDS
Prevention was developed and approved by the college of the Ministry of Health of the RA on 6
December 2000 and by the Order No. 14 of 12 January 2001of the Minister of Health of the RA.

Based on the National Strategic Plan, the MoH jointly with other key ministries developed the
National Programme on HIV/AIDS Prevention for 2002-2006, which was approved on 1 April 2002
by the Government Decision No. 316 and ratified by the President of RA. 

Data from second generation HIV surveillance conducted in March-April 2002 IDUs, CSWs, MSM,
pregnant women, prisoners and youth indicated HIV prevalence at: 15% among IDUs, and in the
range 3% among, CSWs and 5-6% among prisoners (with a 90% confidence interval). No cases of
HIV infection were revealed among the surveyed MSM or pregnant women. Based on these fin-
dings, it was concluded that the Republic of Armenia has a concentrated HIV/AIDS epidemic.

Strategic planning was also undertaken in the framework of the ‘HIV/AIDS and Uniformed Services’
UNDP/UNAIDS-supported project in 2004-2005 to support the implementation of the National
Programme on HIV/AIDS Prevention and HIV prevention within the uniformed services. 

Description  of  the  RAR  Process

UNICEF and the MoH recognised the lack of reliable, consistent data available on MARA and
EVYP, and saw the RAR as an opportunity to address these information gaps. The HIV/AIDS situ-
ation analysis conducted in 2000 showed that 15.5% of respondents aged 19-29 used drugs.5 The
results of second generation HIV surveillance in 2002 showed that 81.5% of the surveyed IDUs
started using drugs at the age of 15-29; 3.4% of CSWs were engaged in sex work at the age of 14.2

According to findings from the American Fund for Armenian Relief (2003), 17.3% of children under
18 living or working on the streets had a history of STIs.3 The findings of second generation HIV
surveillance conducted in 2002 showed that 76% of the surveyed MSM had their first homosexual
experience at the age of 7-15.

As of 1 May 2005, 328 HIV-infected individuals were registered in the Republic of Armenia of which
312 were Armenian citizens. Of those reported, there are 6 cases of HIV infection among children,
though the majority of the HIV-infected individuals (76.3%) are 20-39 years old.4 Many believe that
poor social protection mechanisms, rejection of traditional values, increased social inequality and
high levels of unemployment seem to be impacting young people’s health and development. In
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many cases, poor socio-economic conditions push young people to engage in risk behaviours, such
as commercial sex work and drug and alcohol use, increasing their vulnerability to HIV/AIDS. 

Based on the results of the above-mentioned surveys and lack of precise information regarding the
HIV/AIDS situation among EVYP and MARA, UNICEF and the MoH recognised the importance of
obtaining reliable data on to enable effective, targeted interventions to reduce the risk of HIV infec-
tion in this population. 

UNICEF’s regional strategy ensures that EVYP and MARA are at the centre of the HIV/AIDS pre-
vention agenda. UNICEF builds the capacity of Government to halt spread of HIV/AIDS among chil-
dren aged up to 18 years and reduce the risk and vulnerability of adolescents to HIV/AIDS infection
through increased access to information and services and building relevant skills. In 2005, UNICEF
supported the Ministry of Culture and Youth Affairs in developing the State Youth Policy Strategy for
2005-2007, which includes the issues of HIV/AIDS and YFHS.

In May 2005 the MoH by its Order N458-A included the conducting of a RAR for EVYP and MARA
in its 2005 work plan with UNICEF, and in the same month, the RAR project was launched.

The following activities were conducted in May 2005: the RAR Core Team and the National Support
Team were created; preliminary consultations with communities were conducted; candidates for the
Field Team were selected; the RAR Team was trained; Local Field Teams were formed; Community
Support Boards were established. Field Work was scheduled for July-September 2005 with data
analysis and reporting to be completed by October 2005. All planned activities were implemented
according to the approved schedule, except the establishment of the Community Support Boards,
as potential members were on summer holidays. In the interest of time and efficiency, the RAR was
carried out without these Boards.

Within the framework of the Project, a training workshop on Rapid Assessment and Response
Analysis on HIV/AIDS among EVYP and MARA was held from 25-27 May 2005 with the support of
an international consultant from UNAIDS. Thirty-one specialists attended the workshop and 17 were
selected as Field Team members. Working groups for RAR implementation were then formed from
representatives and national consultants from the Armenian National AIDS Foundation, AIDS
Prevention Union, French-Armenian Development Fund, AIDS Prevention, Education and Care,
Education in the Name of Health and the Medical Scientific Centre of Dermatology and STIs,
Narcological Clinic of the Psychiatric Centre of the MoH.

Field Work was carried out from July-October 2005. Three Local Field Teams were formed and were
coordinated by three Field Coordinators. One Local Field Team worked with ChCL and ChDPC. The
second team worked with young CSWs. One sub-group of the third Field Team worked with DUs
and IDUs, and the second sub-group focusing on young MSM. The activities were monitored and
evaluated by Field Coordinators and the National Coordinator through daily random visits to project
sites where interviews and focus group discussions were held. Monitoring and evaluation were also
carried out by UNICEF representatives. During meetings with each target population, field activities
were planned with a time frame for analysis and problem-solving was addressed. Administrative
issues related to completion of questionnaires, conducting interviews and focus group discussions
were addressed. Completed questionnaires and minutes from interviews were submitted and veri-
fied by the Field Coordinators. 

The RAR Core Team meetings were held on a monthly basis. During these meetings, RAR activi-
ties were planned and Field Coordinators presented activities carried out by their Local Field
Teams. The conducted activities and visits to Marzes were discussed and evaluated. During the
meetings, other challenges were addressed, and strengths and weaknesses were presented as
well as problems that had emerged during implementation 

The qualitative and quantitative data analyses were performed in the period of July - mid-October
2005.
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RAR findings will be disseminated to relevant governmental, non-governmental and international
organizations. A Strategic Plan will be developed based on findings and submitted to the UN Theme
Group on HIV/AIDS and CCM for comments and recommendations.

Obstacles  and  Successes

As was previously mentioned, implementation among ChCL and ChDPC was delayed due to the
necessity to obtain the consent of various authorities. An additional unforeseen obstacle was the
low level of literacy among all involved target groups. There is some concern that low literacy rates
resulted in study bias: self-administered questionnaires were not always completed by study partic-
ipants alone. This issue should be taken into account in future studies, strategy planning and imple-
mentation.

Another area of concern was the finding that study participants do not value their good health. There
is great concern that, without using good health as a motivating factor to seek information and form
healthy habits, these already hard-to-reach groups may be even more difficult to protect. 

A positive result of the RAR implementation is that field workers became more experienced in wor-
king with vulnerable groups. Trustful relations with target group representatives were established
and can be built upon for future studies and interventions. This will be critical in effectively reaching
out to vulnerable groups.

Another successful outcome of RAR implementation resulted from the surveys conducted with ser-
vice providers, community leaders, policy implementers and the police. Although not the purpose in
administering the RAR with this group, implementation effectively drew their attention to the issues
of the target groups and promoted deeper acknowledgement of the necessity to find solutions to the
problems they face.
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CCoonntteexxttuuaall  EEvvaalluuaattiioonn

Geography  

The Republic of Armenia is one of the Transcaucasus countries located in the Northeast part of the
Armenian plateau. The area of the country is 29,743 square kilometres. Total border is 1,254 kilo-
metres, of which 566 kilometres on the east and 221 kilometres on the north the country is bordered
by Azerbaijan, 164 kilometres by Georgia, 35 kilometres by Iran and 268 kilometres by Turkey.
Armenia’s economy is primarily reliant on agriculture.5

The climate in the country is favourable for cultivating narcotic plants such as wild hemp and opium
poppy. The Republic of Armenia has well-developed transportation routes and interstate borders
with Iran which contributes to the ease of drug trafficking. Iran has more than 2 thousand kilome-
tres of borders with the countries of the ‘Golden Crescent’ - Pakistan and Afghanistan, from which
criminal drug groups transport drugs. An unstable economic situation in the countries of the
Southern Caucasus provides the basis for the formation of a ‘Golden’ passage, which is the main
means of producing (making and preparing) and transporting of heroin.2

Demography  and  Social  Specificities  

On 21 September 1991, after the collapse of the Soviet Union, Armenia declared independence and
became a sovereign republic. Armenia is comprised of 10 administrative territories called Marzes.
The capital city, Yerevan, has a population of 1.1 million people. The administrative territories are
divided into 931 regions, with 47 towns, 12 urban settlements and 871 rural settlements, plus
Yerevan. According to the National Statistical Service for 2005, there are 3.2 million people living in
Armenia, of which more than 97% are ethic Armenians. National minorities, which constitute 3% of
the total population, are mainly Yezids, Curds, Russians and Ukrainians. Urban centres are highly
concentrated, with 64.1% of population living in or around cities.5

Demographically, there are 615,600 people are aged 15-25 years. People aged 20-39 (956,300)
are the most vulnerable to HIV. In this age bracket, 51.1% are women and 48.9% are men.6

As in many of the European countries, birth rates are falling in Armenia, especially during the past
ten years. However, unlike the other countries of the European part of the former Soviet Union, the
natural growth of population in the country remains rather high. Consequently, mortality rate is
rather low, and the population is relatively ‘young.’ The combination of a devastating earthquake in
1988, and the influx of thousands of refugees as a result of the conflict with Azerbaijan have had a
direct impact on Armenia’s demography.5
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Health  Status  and,  Disease  Prevalence

Although the health is among the national priorities of the Government of Armenia, the lack of finan-
cial resources makes it difficult for the MoH to implement effective programmes to provide complete
health coverage. However, the MoH sponsors in-patient treatment of tuberculosis, infectious dis-
eases, syphilis and complicated forms of gonorrhoea as well as support to narcological clinics

From 1988 to the end of November 2005, 375 HIV-infected individuals were registered in the
Republic of Armenia; 356 of them are Armenian citizens. From January-November 2005, 71 new
cases of HIV infection were registered, of which 68 were Armenian citizens. Of HIV positive indivi-
duals, 279 cases (78.4%) were men, and 77 cases (21.6%) were women. There are 6 cases of HIV
infection among children (1.7%). The majority of the HIV carriers (76.1%) belongs to the age group
of 20-39. 

The main modes of HIV transmission in the RA are through injecting drug use (54.5 %) and hetero-
sexual sex (37.6%). There are also registered cases of mother-to-child HIV transmission as well as
through blood transfusions and homosexual practices. 
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HIV Transmission Modes:

Transmission through injecting drug usage 54.5%

Transmission through heterosexual practices 37.6%

Mother-to-child transmission 1.4%

Transmission through blood 0.6%

Transmission through homosexual practices 1.1%

Unknown 4.8%

To date, 101 people have been diagnosed with AIDS, of whom 18 are women and four are children.
Of those registered AIDS cases, 37 were revealed in January-November 2005. From the beginning
of the epidemic, 76 death cases have been registered among HIV/AIDS patients, including 12
women and 2 children.

All the reported individuals infected via injecting drug use were men, and many had lived abroad for
periods of time. The majority (70.2 %) of HIV positive individuals are male and contracted HIV
through injecting drug use, whereas the majority of women were infected through heterosexual con-
tacts (92.2 %).

The highest concentration of HIV-positive cases is in Yerevan: 177 cases, constituting 49.7% of all
registered HIV cases. Shirak Marz has the second highest prevalence rates in Armenia, with 8.4 %
of all the registered cases.4

Social  Conditions  

According to the National Statistical Service of RA, as of 1 January 2005, the population aged 10-
24 is 910,600, or 28.3% of the total population.5 Economic recession, deepening social inequality
and social vulnerability, deterioration of traditional values and high unemployment rates during the
initial years of independence have worsened the living condition of all sectors of the population in
Armenia, including those of the younger generation, lowering their living standards. Social services
categorises people as ‘not poor,’ ‘poor’ and ‘extremely poor,’ based on income and living conditions

A study of key poverty indices shows that the ‘not poor’ population increased by 11.8% to 35.5% in
2003, compared to 1996, when it was 27%.

2255

Rapid  Assessment  and  Response  Analysis



Economic stress and poverty directly affect education and health sectors, opportunities for employ-
ment and provision of housing for youth. These dynamics pose new challenges, such as increased
unemployment, migration, trafficking, juvenile crime and the marginalization of certain groups of
youth, making them more vulnerable to HIV.8

The labour market is unable to accommodate the population of legal working age. According to offi-
cial data from 2004, 9.6% of the work force in the country was unemployed, as transition to a mar-
ket economy has created high unemployment among adults and youth. In 2003, youth in Armenia
made up 66.7% of the economically active population, and suffered the most from unemployment
as an increasing number of unemployed young people are migrating from Armenia, and those who
stay are increasingly engaging in risky behaviours.8

Due to insufficient knowledge and experience, job opportunities for youth are scarce, and youth do
not participate in the formal economy in large numbers. Unemployment makes young people lose
confidence in their own abilities and capacities, and gives them the impression that ‘the system’
can’t take care of them. This filters into the general mentality among Armenia’s youth, and has a
negative impact on the whole society. 

The growth in youth unemployment is attributed to:8

• Social and economic changes
• Lack of existing mechanisms to promote economic activities for youth
• Limited professional and economic opportunities and insufficient incentives, lack aware-

ness among young people of existing economic opportunities
• Insufficient life skills of young people resulting in marginalization 
• The existence of bureaucratic system, protectionism, corruption and bribery and lack of

trust in government

Combined, these factors contribute to making young people highly vulnerable to engaging in risk
behaviours that may result in HIV infection. This vulnerability underscores the need for targeted
interventions designed to meet the specific needs of EVYP and MARA.

Family  Structure  

Traditionally, the family in Armenia has always played an important role in raising children. This role
has weakened during the transition period, and is recognised by Armenians as being of great con-
cern. Today, Armenian families face a changing society which has transformed the traditional rural
family with many children into an urban one with fewer children or no children at all. 

The average size of studied not poor families was 3.78%, while that of the poor families was 4.69%
and the extremely poor were 5.29%. Families with children under five years old or with three or
more children (0-14 years old) as well as multi-member families are more vulnerable to poverty.
According to the same study, the extremely poor in the number of families with one child under 18
years old accounted for 3.9%, but increased to 7.9% with 2 children, to 11.8%, with three children,
to 11.9%with four children, and to 33.3% with five or more children.8
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According to the 2001 census, the number of married people aged 15-30 was 242,710; the number
of divorced young people was 10,215. Among those married, 82,401 were men, meaning that of all
young men aged 20-30 only 33.9 % start a family before the age of 30.8

Despite the difficult socio-economic situation, the family continues to play an important role in chil-
dren’s upbringing. Respectfulness to the elderly has remained an Armenian cultural trait; parents
still provide moral examples for their children; parents’ opinion is still valued a child idealizes his/her
parents, and aims to have a similar of his or her own family. Thus, the role of the family should not
be underestimated while implementing future activities; it is necessary to broadly involve family
members into planned activities. 

Migration  and  Mobility  

The last decade of fluid mobility has made Armenia vulnerable. According to the National Statistical
Service, nearly 700,000 people migrated from Armenia from 1991-1997 constituting nearly 18% of
total population. Of these, 59.5% were men and 40.5% were women.5 Estimates show that one out
of four households has a family member who is an economic migrant, who is usually a male mem-
ber of the household. These men usually go abroad for work, returning to Armenia periodically, in
between jobs and on leave. Women with husbands and boyfriends working abroad are especially
vulnerable to HIV/AIDS as many partners engage in irregular sexual contacts and drug use while
abroad, and return to the RA on visits periodically.9 This trend of economic migration is motivated
by poor socio-economic conditions in Armenia and the hope that other countries can offer greater
opportunities for poverty relief. 

In 2004, the RA experienced a 7.7% migration rate.5 HIV/AIDS is more prevalent in many of the des-
tination countries for Armenian migrants. With increasingly fluid mobility for young Armenians, HIV
is being contracted abroad and brought into the RA when migrants come home on visits. Perhaps
less substantial, but relevant nonetheless is the increasing rural-to-urban migration and the inher-
ent risk that comes with concentrated urban populations.

Surveys indicate that 43% of surveyed drug users began using while living abroad, 64% of which
began while residing in the Russian Federation.2 Emigrants often engage in behaviour that increas-
es their risk of HIV infection, such as seeking the services of CSWs or using drugs, behaviours they
would not necessarily engage in their home communities. Those working and/or travelling without
legal documentation are at an additional risk for HIV infection because they can not access local
preventive and health services. Even among those who are legally registered, health services are
often difficult to access or are too expensive. 

According to the results of surveys conducted among mobile populations in the RA in 2000:
• 31% of migrants use condoms consistently
• 38.3% reported having more than one sexual partner in the past year
• 11.5 % had used drugs, 2.6% of which had injected drugs
• 24.7% had a history of STIs2

Religion  

Christianity is the main observed religion in Armenia, led by the Armenian Apostolic Church. In
1997, different religious and religious-charitable organisations were legally permitted to form, and
more than 50 organisations representing 13 religions, have been registered in Armenia.11

The role of the church in HIV/AIDS prevention is very important, as the church can promote safer
behaviour concerning HIV and create a supportive environment for PLHIV. As a respected and
increasingly influential social institution, the Armenian Church wields significant power in social and
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political spheres. Currently activities are planned to include the church in HIV prevention. Religious
leaders are well-positioned to promote abstinence before marriage, family fidelity and monogamy,
preach against stigma and discrimination towards those affected by HIV/AIDS and conduct peer
education among other church members/priests.9 This potential should be closely monitored and
further explored.

Communication,  Language,  Education,  Mass  Media  

The official language of the Republic of Armenia is Armenian, which belongs to the Indo-European
family of languages. The literacy rate of adults as of 1997 was 98.8% and 60% of people aged
above 16 have completed secondary education.5

Mass media is instrumental in forming public opinion and raising levels of awareness in the gene-
ral population. Mass media can serve as a powerful tool for accurate, comprehensive HIV preven-
tion and behaviour change. According to the Armenian Demographic Health Survey (DHS), con-
ducted in 2000, roughly one in ten (160 of a total of 1,168) young women aged 15 - 19 years old
reported that they had not heard of family planning programs in the media, nor had they discussed
family planning with peers, medical personnel, or family members. More than 86% of those sur-
veyed reported accessing information on family planning from one or more sources. 

According to a 2005 Knowledge, Attitude, Practice (KAP) study conducted among young males in
the military within the frames of UNDP/UNAIDS supported “HIV/AIDS and Uniformed Services” pro-
ject, 62.1% of those surveyed indicated a lack of access to mass media. The specialists conduct-
ed the survey are of the opinion that the above-mentioned high rate is a result of receiving informa-
tion from the mass media before drafting into the army.6

The  Role  of  Man  and  Woman

In Armenian society the influence of women’s role and status with regards to HIV/AIDS is broader
than the existing health care system accounts for 9. This issue is connected to women’s rights and
benefits, particularly given the existing gender stereotypes. In any society gender relations are dis-
played in the family and accordingly, in the public sphere. In traditional Armenian society female and
male gender roles were conditioned by a family community, in which the role of women was rather
limited and unequal. This was especially true of young women, and visible in prohibitions in their
behaviour, and overall subordinate position9. In “Domestic Violence in Armenia” the authors argue
that in Armenian traditional society, prohibitive attitudes towards and pressures palced on women
by the community and elder family members was theoretically constructed as a positive function
regarding family that created a double position for a woman12. 

An Armenian woman’s health and safety are largely dependent upon her sexual partner’s will. The
majority of HIV-positive women were infected not through casual sexual intercourse or drug usage,
but through sexual relations with their regular sexual partners. Whether or not a woman becomes
infected does not just depend on her lifestyle, the number of her sexual partners, or her ‘moral prin-
ciples’ — her level of exposure to HIV is largely affected by her limited ability to negotiate for con-
dom use with her sexual partners. Contrary to the belief of many Armenian women, marriage or a
long-lasting monogamous relationship do not guarantee protection of women from HIV infection.
The results of DHS survey in 2000 show that only 7% of married couples used condoms during their
last sexual intercourse, usually to prevent unplanned pregnancy. Low levels of condom use by mar-
ried couples, combined with high levels of married male migrants, places married women at great
risk for HIV infection. According to the same source, if the husband or sexual partner has a sexual-
ly transmitted infection – which increases vulnerability to HIV – more than 21% of women and 27%
of men do not think that a woman is justified in refusing to have sexual intercourse or insisting on
condom use with the man.13
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These factors must be considered in determining appropriate interventions for young, often unem-
ployed women. In particular, interventions should be aimed at reducing the vulnerability of
girls/young women and boys, and promotion of equal gender roles.

Political  Structure  

The Republic of Armenia is a multi-party, independent democratic state. The State is charged with
protecting human rights and independence based on the constitution (adopted in July 1995) and
legislation, in accordance with international legal norms and standards. Legislative power rests with
the National Assembly, and executive power belongs to the Prime Minister and various ministries.
Governmental decrees are adopted by the Prime Minister and ratified by the President. Judicial
power is headed by the Constitutional Court.6

Health  Care  Services  

The health care system in Armenia has suffered due to lack of State financing. Schools have also
been neglected, with some schools posing risks to children’s health. Many schools have poor sa-
nitary conditions with broken toilets, no heating, smoking in the classroom and present an unhealthy
environment for children. 

Over the last ten years, clinic visits and hospital utilization rates have decreased dramatically in
Armenia, mainly due to the financial constraints of health care users. In 2003, an average atten-
dance to health facilities, which provide outpatient and dispensary medical aid dropped to 120
clients per shift, per 10,000 population.8

There has been no large-scale epidemiological surveillance in recent years in Armenia. There is
some data available on non-infectious diseases and conditions, which indicate that 60% of people
under the age of 18 suffer from ailments directly traceable to unhealthy lifestyles and poor environ-
ment. Bad habits and a bad environment combined with the fact that there is no strategy for
addressing the health concerns of young people in Armenia leave them highly vulnerable to health
problems.8

Together, these factors contribute to a steady rise in morbidity and mortality rates among young
people. Of equal concern is the fact that, according to assessments, Armenians do not seek health
services until they are already very ill.

Results of a UNFPA-sponsored survey carried out among youth in Yerevan and the region of Ararat
in 2001-2002 show that access to sexual and reproductive health services for young people is very
limited. The majority (80%) of survey respondents had never sought counselling or health services
in their young adult lives. Access is especially hampered for those young people who do not earn
their own income, such as students, orphans, teenagers living or working on the streets, unem-
ployed youth and the like.8

Maternal and child health and family planning/abortion services are not accessible to young peo-
ple. Unmarried youth and married adolescents tend not to access health services before they
become pregnant for the first time. Moreover, health care providers often lack special training or
appropriate experience to properly provide services on sexual and reproductive health for adoles-
cent boys and girls. Training is needed in order to ready health service providers to facilitate access
and proactively provide services to this population.8

Young people have limited access to facilities providing counselling services on family planning and
STIs including HIV/AIDS. Additionally, cultural stigma associated with sexuality and sexual activity
among adolescents blocks young people from seeking the services they need.8 In part, this is due
to the lack of strategy on the part of health service provider to young people.

2299

Rapid  Assessment  and  Response  Analysis



Contraceptives, including condoms can be purchased in pharmacies, but for many people, and
especially for adolescents, they are unaffordable. In this situation, sexually active young people are
at a greater risk of unwanted pregnancy, induced abortion, STI/HIV infection, on top of the associ-
ated social and health consequences of engaging in unprotected premarital sex. According to
reports from the Ministry of Health, the number of unplanned pregnancies and STI cases among
adolescents has significantly increased over the recent years. 8

The government-funded Basic Benefits Package (BBP) is now being reformed and will include ado-
lescent health care services, PMCT, reproductive health services and provision of medical care to
women and children. 

NNaattiioonnaall  PPrrooggrraammmmee  oonn  HHIIVV//AAIIDDSS  PPrreevveennttiioonn..  SSttrraatteeggiieess  aanndd  AAccttiivviittiieess  CCuurrrreennttllyy  IImmpplleemmeenntteedd
wwiitthhiinn  tthhee  NNaattiioonnaall  PPrrooggrraammmmee  oonn  HHIIVV//AAIIDDSS  PPrreevveennttiioonn

The process of national strategic planning to address and prevent the spread of HIV/AIDS began
in the Republic of Armenia in 2000, with the support of UNDP and UNAIDS. In December 2000, a
National Strategic Plan for HIV/AIDS prevention was developed and response analyses were
approved by the Ministry of Health. Based on the Armenian National Strategic Plan, the National
Programme on HIV/AIDS Prevention was developed. 

Prior to 2002, HIV/AIDS prevention activities in Armenia mainly targeted awareness-raising in the
general population. The response to the HIV/AIDS epidemic was inadequate, and the fight against
the epidemic was ineffective. This failure is attributed to the lack of multisectoral response and poor
inter-ministerial coordination at the national and Marz levels. Inadequate funding considerably
restricts opportunities for effectively responding to the HIV/AIDS epidemic.

In response, a project to support the National Programme on HIV/AIDS Prevention was developed
with UNDP, and approved by the GFATM for financial support. The project proposal was approved
by the GFATM Secretariat in the amount of US$7.2 million for a period of five years.

In April 2002, the National Programme on HIV/AIDS Prevention was launched to ensure an effec-
tive multisectoral response to HIV/AIDS epidemic and to reduce the spread of HIV/AIDS in Armenia.
As part of the National Programme, a National Inter-ministerial Council on HIV/AIDS Prevention
was formed. In response to the UNAIDS ’Three Ones‘ Key Strategies to enhance the coordination
and monitoring of established HIV/AIDS prevention activities, on 26 April 2002, the Country
Coordination Commission on HIV/AIDS Prevention (CCM) to safeguard a multisectoral response to
the HIV/AIDS epidemic. Additionally, the CCM helps to determine the priorities of on-going strate-
gies for the prevention of HIV/AIDS and to distribute and monitor the expenditure of GFATM funds. 

In 2005, the CCM enlarged its scope of activities to encompass issues related to tuberculosis and
malaria. 

The CCM’s main goals are to:
• Coordinate HIV/AIDS, TB and malaria-related activities implemented by governmental,

nongovernmental and international organizations, as well as the private sector and civil
society;

• Identify priorities for scientific research on HIV/AIDS, TB and malaria; 
• Ensure prevention, diagnosis and treatment of HIV/AIDS, TB and malaria;
• Develop multisectoral HIV/AIDS, TB and malaria preventive activities; 
• Ensure wider participation in HIV/AIDS, TB and malaria prevention activities of NGOs, peo-

ple living with HIV/AIDS, TB and malaria and people affected by the epidemic including
community representatives, international organizations and private sector;

• Integrate the Ministries, Governmental Departments and Regional Administrations in
responding to the HIV/AIDS epidemic; and,

• Carry out monitoring and evaluation of HIV prevention activities.
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The GFATM approved the CCM’s proposal for World Vision-Armenia to be the Principal Recipient
for these funds.

The National Programme on HIV/AIDS Prevention aims to:
• Reduce HIV/AIDS prevalence among different populations
• Improve living conditions for PLHIV and integrate them into society
• Improve the quality of public health activities and services
• Ensure the expansion of collaboration between NGOs, the private sector and Government
• Build the capacity of the educational system relating to the introduction of special educa-

tion programmes
• Ensure sustainability of mother-to-child transmission prevention 
• Reduce and mitigate the negative psycho-social impact of the epidemic. 

Peer  Education  Projects  among  Youth  

Since 2004, APEC has implemented peer education programmes for youth. APEC has vast expe-
rience working with youth through various preventive programmes with IDUs, as well as implemen-
ting activities among the general population and PLHIV. 

The peer education programme aims to reduce the prevalence of HIV/AIDS among youth. The pro-
gramme is aimed at raising awareness on HIV/AIDS and forming responsible behaviour and safer
sexual behaviour (fidelity, monogamy, abstinence, delaying first sex), establishing counselling and
peer education systems among students of secondary schools and higher educational institutions
and young people outside the formal educational system, as well as those who do not work. The
project is being implemented in 200 educational institutions in Yerevan and the Marzes. During the
two years of programme implementation to date, 2,100 peer educators have been trained and re-
trained. Meetings have been organized with schoolteachers, lecturers and peer educators, and
information/education materials and condoms have been provided to young people.

In 2005, UNICEF supported APEC, to organize a summer school for peer educators made up of
students from schools in different Marzes. Courses focused on issues surrounding HIV/AIDS pre-
vention, stigma, discrimination, care and support to people living with HIV/AIDS and were intended
to further improve peer education efforts. 

Harm  Reduction  Projects  among  IDUs

APEC joined with other organizations to implement two harm reduction projects for injecting drug
users in Gyumri (Shirak Marz) and Yerevan cities. An additional project is being implemented by
Kapan State Medical College among IDUs in Kapan city, Syunik Marz. These organizations have
vast experience working with different groups through various preventive programmes, as well as
among IDUs.

These projects aim to reduce HIV/AIDS prevalence among IDUs in Yerevan, as well as in Shirak
and Syunik Marzes. The projects aim to form safer behaviour among IDUs by providing accessibil-
ity to condoms and clean injecting equipment and VCT services, and establishing a trustworthy and
confidential environment among IDUs. During the two years of project implementation, trained out-
reach workers, peer educators and project staff undertook a full compliment of preventive activities
among IDUs, and trained VCT specialists provided counselling to IDUs. Among these activities,
needle exchange, condom distribution and information/educational materials were carried out. IDUs
were also provided with STI treatment through this project. Finally, one self-help group was formed
in each Yerevan, Kapan and Gyumri cities.
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HIV/AIDS  Prevention  Projects  among  CSWs

Since 2004, a highly specialised group of organisations have been implementing harm reduction
and HIV/AIDS prevention projects to benefit CSWs. The AIDS Prevention Union in Yerevan and
Abovyan, Hope and Help in Vanadzor city, Family Benefactor in Gyumri city, the Gavar State
Medical College in Gavar and Vardenis, and the Kapan State Medical College in Kapan and Agarak
carried out HIV/AIDS preventive activities in various populations groups, in particular – among
CSWs. Projects aim to form safer behaviour among CSWs by providing accessibility to condoms,
VCT services and building trust in CSWs towards service providers.

During implementation, outreach workers, peer educators and project staff were trained in preven-
tive activities targeting CSWs. VCT specialists and STI treatment were made available, condoms
and information/educational materials were distributed within the framework of the projects. Self-
help groups for CSWs were established in Yerevan, Abovyan, Gavar and Vardenis.

HIV/AIDS  Prevention  Project  among  MSM

Since 2004, one project has focused on MSM, implemented by Education in the Name of Health in
Yerevan. This NGO has extensive experience and has successfully established trusting relation-
ships with beneficiaries from this socially ostracised group. Trust is the cornerstone of any effective
HIV/AIDS prevention activities among this marginalised population.

By supporting MSM to form safer behaviour and providing accessibility to condoms and VCT serv-
ices, this project aims to reduce HIV/AIDS prevalence among MSM. Since the start of the project,
the project team, outreach workers, peer educators and VCT specialists have been trained to imple-
ment preventive activities among MSM, and have distributed condoms and information/education-
al materials. 

Peer  Education  Projects  in  the  Military

In 2004-2005, a peer education programme was implemented by the Goris Youth Union aimed at
reducing HIV/AIDS prevalence within the military in Syunik Marz. This project raised awareness on
HIV/AIDS and supported the formation of responsible and safer sexual behaviour (fidelity,
monogamy, abstinence, and delaying first sex), by setting up counselling and peer education sys-
tems with the military. During the two years of programme implementation in ten military units with-
in Syunik Marz, peer educators and VCT specialists were trained and carried out condom distribu-
tion and dissemination of information/education materials to members of the military. To contribute
to sustainability, a training of trainers among military doctors was undertaken within the framework
of the GFATM-supported National Programme on HIV/AIDS Prevention. The major success of this
programme occurred in November 2005, when the RA Ministry of Defence incorporated HIV/AIDS
peer education into its official educational programmes for the military educational institutions. 

Harm  Reduction  and  Peer  Education  Projects  in  Prisons

Since 2004, the Criminal-Executive Department of the Ministry of Justice of the RA has implement-
ed an HIV/AIDS prevention and harm reduction project for prisoners in three penitentiary institu-
tions. Peer education has been introduced in all three penitentiary institutions. The programme aims
to reduce HIV/AIDS prevalence by forming and strengthening safer behaviour by providing acces-
sibility to condoms and providing VCT services, as well as establishing a trusting environment
between individuals in penitentiary institutions and service providers. Health care providers working
in penitentiary institutions were been trained to provide VCT services to convicts and staff in peni-
tentiary institutions. Condoms, disposable syringes and information/education materials were pro-
vided to programme beneficiaries. 
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In the first year of implementation, one harm reduction project was piloted in the Erebuni Criminal-
Executive Institution. Two more harm reduction projects were implemented during the second year
in the Kosh and Vanadzor Criminal-Executive Institutions. Peer education programs have been con-
ducted among the staff of target Criminal-Executive Institutions and individuals in all penitentiary
institutions nationwide. Project staff members have been trained for effective implementation of pre-
ventive activities among convicts. 

During the second phase of implementation of the GFATM supported National AIDS Programme,
activities have been implemented in Criminal-Executive Institutions through these new mecha-
nisms. One of the main successes of this programme is that, in November 2005, the RA Ministry of
Justice incorporated peer education and other HIV/AIDS prevention-related issues into its annual
education course for staff of Criminal-Executive Institutions. 

Integration  of  HIV/AIDS  Preventive  Projects  in  Secondary  Schools  and  Higher
Educational  Institutions

In 2004, a project to integrate HIV/AIDS prevention programs into the curricula of secondary
schools and higher educational institutions to reduce prevalence among youth was implemented by
the Scientific Association of Medical Students of Armenia (SAMSA). Since 1996, SAMSA has car-
ried out various programmes and activities to raise awareness in the general population and among
youth, in order to further prevent the spread of HIV/AIDS. The project develops and integrates
HIV/AIDS prevention programs into the educational programmes of secondary schools and higher
educational institutions, undertakes information/education campaigns and provides condoms and
information/educational materials.

Mass  Media  Awareness-RRaising  Campaigns  

In 2004-2005, information campaigns were conducted within the framework of two projects imple-
mented by SAMSA and Health Care, Statistics and Education. The programme aims to reduce
HIV/AIDS prevalence among youth by raising awareness on HIV/AIDS-related issues and building
relevant preventive skills. During the two years of project implementation, 7 information campaigns
targeted the general population, and 10 information campaigns were aimed directly at raising
HIV/AIDS awareness among youth. As a result, a number of articles on HIV/AIDS-related issues
have been published in the newspapers issued in Yerevan and Marzes, and awareness-raising
website has been created. Condoms and information/education materials have been distributed
during the project implementation. Impressively, number of HIV prevention-themed TV and radio
programs has been broadcast by one Yerevan-based TV company, and in all of the Marzes. 

Care  and  Support  to  People  Living  with  HIV/AIDS

Since 2004, Real World, Real People has implemented a project to provide care and support to
people living with HIV/AIDS (PLHIV) in Armenia. During the two years of project implementation,
specialists have been trained for providing care and support to people living with HIV/AIDS. PLHIV
have been provided with social supports, psychological and legal counselling. An Information
Centre has been established to provide information and counselling support to 129 PLHIV and their
family members; the Centre also serves as the premises for two self-help groups for PLHIV. 

VCT  and  Youth-FFriendly  Health  Services

As is the global trend, in Armenia, unmarried young people often do no seek support from health
care institutions regarding their sexual and reproductive health. Generally speaking, such services
are not considered by young people to be youth-friendly. According to surveys, the main obstacles
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for young people to accessing services are: lack of information, embarrassment, fear of pain, com-
plications and side effects, cultural and psychosocial barriers, and lack of availability and statutory
protections.14

Lack of information: Unmarried adolescents often believe that reproductive services are not
designed or intended for them, or they are unaware that such services are available. Young people
often do not fully understand the changes and needs of their adolescent bodies; many are unaware
of how to protect themselves from unwanted pregnancy, STIs and HIV infection, as well as how to
detect symptoms if they are exposed, and are therefore unaware that they need help. Very often,
adolescents are not informed of the types of services available, and do not know where and how to
access information and care. 

Fear of pain, embarrassment: Health care facilities can be very intimidating to adolescents, who
may associate medical care with pain, fear and suffering. Moreover, they are convinced that health
care providers may embarrass them for not having protected themselves or for having engaged in
risk behaviours. 

Cultural and psychological obstacles: Confidentiality and privacy issues are of key concern to ado-
lescents when it comes to their sexual and reproductive health. Girls are often embarrassed to dis-
cuss issues of reproductive and sexual health, since they are afraid of being judged, and as a result
of cultural taboos towards pre-marital sex. Young males usually do not speak about sexuality for
fear of sounding naive and inexperienced. 

Limitation due to state policies: Very often, the legislative and regulatory acts dealing with young
people’s sexual and reproductive health are not clearly stated. Despite statutory provisions that
should provide access to health services for young people, in practise, great barriers remain in
place. 

Operational obstacles: As a rule, adolescents in Armenia do not work or have independent access
to funds. Therefore, the cost of health care can be prohibitive for a young person, especially if they
are seeking care for a sexually transmitted infection and their parents do not know that they are 
sexually active. 

The frequency with which young people access sexual and reproductive health service range, and
differ significantly, based on location. Societal and cultural norms are also determinants of accessi-
bility and availability.14

In 2005, PAFHA was assisted by UNICEF to organise and provide a training of trainers on peer
education for Youth-Friendly Health Services in Yerevan and in Aragatsotn, Gegharkunik, Lori,
Shirak and Syunik Marzes. These trainings were based on a Youth-Friendly Health Services
(YFHS) concept paper, developed by public health specialists, and approved by the MoH. The VCT
system was established in Yerevan and the country regions in 2004 – 2005, with 135 VCT sites pro-
viding services within health care institutions and in international NGOs. These sites provide volun-
tary HIV counselling and testing services to the general population as well as to those most vulner-
able to HIV infection. It is recommended that integration of VCT sites and Youth Friendly Health
Services be included in the Strategic Plan on HIV/AIDS Prevention among EVYP and MARA.

Educational  System  

In Armenia, general education is designed to provide a comprehensive and harmonious develop-
ment of the mental, moral, physical and social capabilities of students and the formation of appro-
priate attitudes and behaviours. Currently, secondary general education is provided through 1,323
state schools, 36 colleges and 26 vocational schools throughout the RA, educating 501,886 pupils
in schools, 49.3% of which are girls. However, the number of students has decreased by 14% since
1991 and continues to decline as a result of low birth rates and migration.15 This decrease in school
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attendance is an emerging area of concern, which can be traced to declining social conditions. The
result of challenging socio-economic conditions is that the majority of older students are girls, part-
ly due to the migration of young men, and partly due to boys leaving school, usually to help their
families. In addition to state schools, 33 private schools serve 3,436 students, and some 50,000
young people graduate from Armenian secondary schools every year.

Children with special educational needs, including children deprived of parental care and gifted chil-
dren, are catered to by special educational institutions (boarding or extended-day) that implement
general and special education programmes. Presently, of the 54 public boarding schools, 41 are for
children with physical and mental disabilities, 5 are for children deprived of parental care or for chil-
dren from socially vulnerable families, and 8 are for gifted children. A total of 10,585, or 52 % of all
children, are enrolled in residential boarding schools where they receive special education services.
Enrolment in these institutions increases steadily, mainly as a result of an increase in number of
children from socially vulnerable families.15

Education is part of Armenian national pride and priority, and there is a long history of Armenians
valuing literacy. School has always been at the heart of the nation’s political and cultural identity,
and serves as an incentive for national progress. According to the Constitution of the Republic of
Armenia (1995), every citizen is entitled to state-sponsored education. Secondary education in pub-
lic schools is free, and every citizen has the right to higher and professional education. One of go-
vernment’s top priorities is developing and reforming the educational system and ensuring its com-
patibility with international standards. In June 2001, the National Assembly approved the State
Programme for Educational Sector Development for 2001-2005, the main goal of which is to ensure
the progressive development of education, and to support socio-economic development of the soci-
ety as a whole.

According to the Poverty, Education and Economic Activities survey (PEEA, 2002) 6% of children
aged 7-16 and 7% of extremely poor children do not attend school. The survey has also revealed
that 43-48% of young people do not continue their education after completing high school, due to
the lack of financial means. It is anticipated that those who do not continue with their education will
be unable to find employment, and will constitute the growing population of unemployed poor.8

The Armenian Law on Medical Aid and Services, states that everyone, including adolescents, has
the right to receive information on issues of sexual health protection, including risks associated with
HIV and other STIs. According to the Law on Education, secondary school education includes a
focus on healthy lifestyles, natural and global sciences, and preparation for carrying out indepen-
dent activities.15

Health education is an integral part of the secondary education curriculum. To graduate secondary
school, a student must be able to: 

• understand and practice healthy lifestyles and safer behaviour; 
• be aware of his/her rights and obligations
• have his/her thinking, to be able to act in different situations
• express mutual understanding and be able to cooperate
• realize the necessity of starting family, be prepared for domestic life
• be able to adequately evaluate his/her capacities and be self-confident 

In 1999, a Life Skills course was introduced in grades one through seven for pupils aged 6-13, in
384 secondary schools in Armenia. The course promotes the concept of individual awareness and
social responsibilities. This is the first programme in the State curriculum that takes culture into con-
sideration in addition to academic knowledge, and which tries to establish a shared system of va-
lues. The Life Skills curriculum addresses sex education by covering sexual hygiene, HIV preven-
tion, delaying sexual activity and preventing unwanted pregnancy.15 

3355

Rapid  Assessment  and  Response  Analysis



Within the framework of the National Programme, a Life Skills course on HIV/AIDS prevention and
the formation of safer behaviour targets secondary school pupils in grades eight and nine, aged 14-
15 years. The course covers sex education, HIV/AIDS prevention and drug abuse prevention, deliv-
ered through 24 lessons. 

Through Life Skills courses, youth are educated on the consequences of alcohol use, smoking, drug
use, violence, HIV infection and STIs. The course also covers the impact of unplanned pregnancy
which often leads to the pursuit of unsafe and illegal abortions, presenting huge health risks for
women. By providing young generations with the knowledge to protect themselves and pursue
healthy lifestyles, and the skills to withstand peer pressure and make informed decisions, such
health risks can be confronted.9 Through these interventions, teenagers are trained on negotiation
skills, and are better able to navigate social norms and behave in ways which both protect them and
allow them to flourish.

Prior to the introduction of Life Skills and other safer behaviour interventions, discussing sex with
teenagers was taboo. Now, the traditional belief that sex education promotes sexual activity has
been proven false, as teenagers exposed to these courses enter into sexual relations later, and
practice safer sexual behaviours. More and more, young people are able to withstand peer pres-
sure, and negotiate their own terms of sexual activity. The positive outcomes clearly demonstrate
the need for frank and open discussion and educational interventions with adolescents and young
people.
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DDrruugg  UUssee  aanndd  IInnjjeeccttiinngg  DDrruugg  UUssee

Conceptual  evaluation  

The Republic of Armenia is not considered a major drug producing country and the local consump-
tion of drugs is lower than those in the neighbouring countries. Currently, the limited transport flow
between Armenia and its neighbours makes Armenia a secondary drug route for illegal trafficking.
The borders with Turkey and Azerbaijan remain closed, but there are reports that heroin and opium
are smuggled to Armenia from Turkey through Georgia. It is possible that once the borders are
opened, drug trafficking will significantly increase, however, the situation remains stable and there
are no known organized drug groups or active criminal gangs.16 However, the surveys conducted
within the framework of the Rapid Assessment and Response on HIV/AIDS among EVYP and
MARA revealed an increase in drug use in Armenia, and suggests that this is due to available, inex-
pensive drugs, combined with social problems such as unemployment and high rates of migration.

11..  AAvvaaiillaabbiilliittyy  aanndd  AAcccceessssiibbiilliittyy  ooff  ddrruuggss

“The geographical location of our country is of importance: our borders are transparent, demand is
great, and the amount of smuggled in drugs is increasing day after day’”(from an interview with
service providers)

According to official data, the amount of drugs seized by law enforcement is also increasing: in 2003
7,932.1 grams of marijuana was seized, 58,415.93 grams in 2003; 310.108 grams of heroin was
seized, in 2003; 1,010.666 grams in 2004; 106.57 grams of hashish was seized; in 2003, 1,171.42
grams in 2004; no cocaine was seized, whereas in 2004, 943.8 grams of cocaine was seized.16

22..  TThheerree  iiss  iinnssuuffffiicciieenntt  mmeeddiiaa  ccoovveerraaggee  oonn  ddrruugg  uussee  ttoo  mmaakkee  aann  iimmppaacctt  oonn  pprreevveennttiioonn..  

33..  SSoocciiaall  pprroobblleemmss  

44..  UUnneemmppllooyymmeenntt

Based on official data from 2003, the overall unemployment rate in the country was 10.1, with a rate
of 2.8 among young people aged 16-30. Compared to the number of drug users and persons com-
mitting and convicted of drug-related crimes, it can be concluded that 80% drug users are unem-
ployed and belong to the 25-50 age group, and drug-related crimes are committed by unemployed
men.

55..  HHiigghh  rraatteess  ooff  mmiiggrraattiioonn

‘The high rates of migration fuel the spread of drug use and HIV infection among youth: on the one
hand, injecting drugs (especially heroin) are cheaper in Armenia, on the other hand they are afford-
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able abroad, since the earnings there are also higher than in Armenia. That is why the majority of
HIV-infected drug users and injecting drug users are those who lived outside Armenia permanent-
ly or temporarily.’ (from an interview with service providers).

66..  AAggee  cchhaarraacctteerriissttiiccss  ooff  aaddoolleesscceennttss  

‘Adolescents face the problem of self-confidence, and that is why they use drugs.’ (from an inter-
view with service providers)

77..  AAcccceessssiibbiilliittyy  ooff  nneeww  kkiinnddss  ooff  ddrruuggss

‘Drug use is increasing, previously-used drugs of choice, such as opium and cannabis continue to
be used, and at the same time new synthetic drugs such as LSD, ecstasy, Subutex have appeared.’
(from an interview with service providers)

Drug use is mainly concentrated in major cities, particularly in the capital. The population in the
Marzes in most cases consume locally-produced drugs based on hemp, cannabis, marijuana or
hashish. Inhabitants of big cities often consume opium-based drugs, which have not been widely
spread throughout Armenia, although recent trends indicate that this may be changing. Heroin and
opium are smuggled into the country mainly from neighbouring countries via vehicles, whereas
cannabis-type drugs are cultivated and consumed locally.16

Seized drugs consist mainly of marijuana, hashish, opium and heroin. In Armenia, marijuana is con-
sumed mainly by people of middle age. Use of synthetic drugs such as ecstasy in nightclubs or
other places of entertainment has never been reported.16 According to the RAR surveys, use of
drugs in nightclubs was common in the 1990s, but has since declined in popularity. 

The analysis of the results of the survey among IDUs shows that their mean age of first illegal drug-
use is 17.6 years. Forty percent of those surveyed used opium, 4% - ‘chernyashka’ (a type of
opium), 4% - ephedrone, 44% - hashish, 8% heroin. 36% of the respondents had their first injecting
drug experience in Armenia, 36% in Russia, 16% in the Ukraine, and 12% in other countries (two
individuals in Poland, one individual in Turkmenistan). The table below shows the distribution of
IDUs by age at first drug use.

The mean age of first experience of non-injecting drug use among surveyed DUs is 15.6 years.
Eighty percent used hashish, 6% used codeine, and 14% sniffed glue. For 62% of the respondents,
their first drug experience took place in Armenia; for 22% in Russia, 10% in the Ukraine and 6% in
other countries (one individual in Moldova, two individuals in Georgia). The table below shows the
distribution of first non-injecting drug using according to age groups. 
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The mean age of first drug use among DUs is 15.6, and among IDUs – 17.6 years. Thus, there is
a strong argument to be made for aggressive primary prevention interventions targeting EVYP and
MARA.

The service providers indicate that in Armenia, 70% of drug addicts smoke their drugs, and 30%
inject them. The use of drugs is under control (is preventable) in RA, since there is exact statistic
on quantity of drug import to the country and to the region by big producers. 

In Armenia, adolescents are absolutely not involved in the illegal drug trafficking, in particular, in
manufacturing, transport or trade. The minors’ involvement is incomparably low: during the past five
years, the number of reported cases of minors’ involvement in illegal drug trafficking has not
exceeded four16.

There were no criminal cases of drug use among adolescents registered in the 2004 official statis-
tics. However, the surveys conducted for the RAR indicate that drug users themselves believe that
narcotic drugs have become affordable and are commonly used by adolescents. Interviews and
focus group discussions have shown that some young drug users know up to 25-30 other injecting
drug users.

According to experts, there is a great demand for drugs in the country and the number of drug users
has increased. Drug users have become younger and belong to different sectors of the population.
There is an increase both in the use of hard injecting drugs and of soft drugs: during the past 5
years, the increase in heroin use has been observed. 

According to official data, the prices for drugs on the black market are fixed. One gram of heroin
costs USD 120-150; one gram of opium - USD 25-35, one gram of marijuana - USD 1.5-2 and one
gram of hashish US$5.13 The data obtained as a result of the surveys conducted and interviews
conducted among IDUs also confirm the above mentioned. 

According to service providers, there is a group of drug users among the high-income population
using so-called ‘safe’ and ‘easy-to-use’ drugs, such as Subutex or Methadone. Usually, these are
businessmen, children from well-off families and others who prefer using ‘clean’ drugs over ‘street’
drugs. Since heroin and other drugs are not always clean, they use synthetic drugs. Among this
group there is an opinion that high quality drugs may even help them to quit drug use. 

The National Programme on HIV/AIDS Prevention envisages the following strategies to reduce the
spread of HIV/AIDS among injecting drug users: reducing drug availability, providing harm reduction
activities for non-medical drug use, although substitution treatment is not envisaged, and providing
primary and advanced prevention of drug use. To implement these strategies it is necessary to:

• Strengthen relevant state organizations’ control over illicit drug production, transportation,
storage and illegal trafficking;

• Raise HIV/AIDS awareness of IDUs to form safer behaviour; 
• Establish self-help groups to develop and introduce pilot needle exchange projects; 
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• Introduce and develop the system of sentinel epidemiological HIV surveillance in a target
group of injecting drug users; and, 

• Raise awareness on drug prevention among the general population through the mass
media to develop and introduce drug use prevention issues into the education pro-
grammes; to provide peer education, to build a rehabilitation system for drug users.17

Though the National Programme envisages activities targeting young people outside the formal
education system and those who do not work, it has no specific strategy for reaching IDUs or other
MARA communities. 

On 10 February 2003, the President of the RA ratified the Law on Narcotic Drugs and Psychotropic
Substances adopted by the National Assembly in December, 2003. The law defines the legal basis
for the national policy on the prevention of trafficking drugs and psychotropic substances as a
means to ensuring the health of the citizens and security of the state and society. The law also
defines the main strategies to combat drug addiction. The amended Criminal Code of the Republic
of Armenia, adopted in 2003, envisages more strict liabilities for drug use and engaging in illicit drug
trafficking. Under the new law, the use of drugs without a medical prescription is considered a cri-
minal offence (the previous Criminal Code of RA provided only for administrative liability for similar
actions). Possessing of small amounts of narcotic drugs can also be criminally prosecuted.16

According to amendments to the legislature adopted on 9 July 2003, a person may be held crimi-
nally liable for minor trafficking of narcotic drugs and psychotropic substances or their equivalents,
as well as for non-adherence to regulations on the turnover of drug-related tools and equipment.
Any of the above-mentioned violations made in leisure spots such as night clubs, constitutes aggra-
vating circumstances. Drug addiction treatment is provided free of charge and covered by the state
budget. 

During interviews and focus group discussions with drug users, there was a commonly-held belief
that: “A drug addict is a patient, not a criminal and only those engaged in drug trafficking should be
brought before the court.”

The service providers believe that liberalization of laws regulating drug use and trafficking is not
acceptable. In particular, they believe that it is necessary to apply more severe punishment to those
dealing with illicit drug trafficking, rather than treating them with more leniency. Those who use
drugs episodically and are not addicted should not be forced to mandatory treatment, but they
should be provided with relevant counselling, medical examination, treatment and appropriate reha-
bilitation, according to drug users. 

According to the service providers, there should be a harmonized legal package for drug users. The
existing law envisages mandatory treatment for drug addicts. At the same time it states that psy-
chotropic substances should not be administered during the treatment, whereas effective treatment
cannot be provided without administration of psychotropic drugs. According to the specialists taking
immediate strict measures against those who have just started using drugs is not appropriate, since
firstly, it will not prevent further usage and secondly, it might push a drug user ‘underground,’ and
make them afraid to seek medical assistance. The service providers share the viewpoint of the serv-
ice providers regarding the necessity to take strict legal measures against those engaged in drug
trafficking. 

It is recommended that a legal framework analysis be undertaken to better understand obstacles to
optimal treatment of drug users. This will allow improved accessibility of medical services, especial-
ly for MARA. 
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Health  and  Social  Consequences  

The state policy on drug addiction came into force through the 2004 Annual Health State Target
Programme to combat diseases with social significance, such as alcoholism and drug use. The
goals of the programme are to ensure prevention and early detection of diseases having special
social significance, to organize medical care and monitoring for patients and to raise awareness on
healthy lifestyles and proper hygiene among the target population.

In Armenia, only institutions licensed by the Ministry of Health can provide narcological medical aid
and services. Drug addicts receive treatment mainly at the Narcological Clinic of the Psychiatric
Centre of the MoH (about 90 % of those provided with treatment) and some receive treatment at
Gyumri Mental Health Centre or Vanadzor and Kapan Neurological and Psychotherapy
Dispensaries, where there are several beds. The Organisational and Methodological Units has two
25-bed general narcological units, one 10-bed emergency narcology unit, one 10-bed narcological
research and expert examinations, one follow-up unit (outpatient medical care and services) and
one toxicology and chemical laboratory in the Narcological Branch of the Psychiatric Centre of the
MoH, and the number of working places has increased from 78 to 115.16

Inpatient and outpatient medical services are available for drug addicts. The treatment regimen is
chosen by the attending physician, taking into account the stage of addiction and the preferences
of the patient. No substitution treatment is provided in the country yet. As of 1 December 2005, a
total of 138 VCT sites functioned, whereof five were focused on IDUs.4

During the year of 2004, 538 visitors were registered and taken under ‘preventive control’ at the
Narcological Clinic of the Psychiatric Centre of the MoH (last year the number of visitors was 549).
The allocation of the visitors according to type of used drug is given below (data from 2003-2004): 

Out of the registered 538 individuals who received in-patient care in 2004, 248 live in Yerevan, and
290 came from different rural regions (in 2003 during the same period, the number of those resid-
ing in the capital was 224 and in Marzes was 325). Of opium-users, 98 individuals were from
Yerevan and 23 were from different Marzes. It can be observed that hard drugs are abused mainly
in the capital, and cannabis drugs are more popular in the Marzes. In 2004, opium-based drug had
become very common; in comparison with the same period of 2003 it had increased about twofold.
The majority of drug abusers are between 25-45 years old; drug abuse is uncommon among
minors. In 2004, 9 men and 1 woman received primary drug abuse treatment (in 2003 three patients
received the treatment: one woman and two men). Of those patients provided with treatment, four
patients belong to the 25-35 age group, 4 to the 35-45 age group and 2 are older than 45.16 Official
data do not indicate the circumstances under which IDUs sought these health care services. 

Over the recent years, the demand for drug abuse treatment has been very low, and according to
health sector specialists, only 1% of drug addicts apply to the relevant health care institutions. As a
rule, registered drug addicts belong to the 20-39 age group; 66.2% are unemployed, and the rest
are employed sporadically.16

Analysis of the surveys and focus group discussions show that many drug addicts have health prob-
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lems, but they do not seek care, due to fear based on past experiences, others are afraid to seek
medical care because they fear being arrested as drug users; others lack information about appro-
priate health care.

Service providers also report that the number of drug addicts receiving care in health institutions is
much less then those in need of treatment.

Particular attention should be paid to hidden, underground groups of injecting drug users. Outreach
activities should be strengthened, as current programmes do not target drug users from lower-
income groups, among others. This is evidenced by the number of visitors to the Narcological
Branch of the Psychiatric Centre, which has increased in recent years with mainly upper and mid-
dle class patients, while socially vulnerable groups, who by definition may be more at risk for
HIV/AIDS, are underrepresented. Priority should be given to providing support, treatment and inte-
gration for these socially vulnerable groups.

Current procedures for registration and reporting deaths do not enable proper tracking of deaths
resulting from overdose. It is, however, possible to register deaths from AIDS or other infectious di-
seases. While there is likely a strong link between non-sterile injecting practice and HIV infection.

Out of 6,315 recorded crimes in 2003, 356 crimes were drug-related. Most drug-related crimes were
committed in the capital city, border regions (Shirak, Syunik and Lori) and Ararat and Kotayk
regions. During 2004, 413 cases of crime and 249 offences were registered related to trafficking of
illegal drugs and psychotropic substances (356 cases of crimes and 419 offences were registered
in 2003). In most cases, these crimes were related to the manufacture, purchase, storage, use,
transport and sale of drugs and psychotropic substances (in 2004, 398; in 2003, 346). Crimes rela-
ted to the trafficking of drugs and psychotropic substances without intent to sell also represent a
significant population (in 2004, 313 and in 2003, 219). The involvement of minors in drug-related
crimes has been very small: in 2002, 4 minors were convicted; in 2003, there were none, and there
were 3 in 2004.16

Surveys conducted within the framework of the RAR have revealed that a significant portion of sur-
veyed IDUs (48%) get money to purchase drugs by stealing. Additionally highlighted by the RAR
was the fact that DUs and IDUs exist in very different worlds: only 14% of non-injecting drug users
stole for drug money. A significant number of surveyed DUs (42 %) also get money to purchase
drugs from their friends, as compared to only 2% of IDUs.

More than half (60%) of IDU respondents reported problems with the police because of drug use, of
which 37.8% were prosecuted, 18.9% were held by the police, against 18.9% force was used, 12.5%
were convicted, 6.3% were blackmailed, 6.3% were registered, and one individual (6.3%) did not
respond. 32% of the surveyed IDUs were subjected to criminal prosecution for injecting drug use.
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In contrast, 14% of surveyed DUs reported problems with the police because of drug use, of which
57.2% were held by the police, 28.6% said that force was used against them, 28.6% were regis-
tered. Of the surveyed IDUs, 4% had been subjected to criminal prosecution for drug use. 
When asked where they would seek help if in need, 12% of IDUs reported that they would go to an
NGO and 56% would not seek help from anyone. Of the surveyed IDUs, none indicated health and
social institutions (district administration, city municipality) or youth-friendly services as potential
sources of support for them. This finding may indicate that IDUs are not aware of services and ser-
vice providers designed to meet their needs, or that they are not accessible. More investigation
must be undertaken to identify the root of this disconnect, and to better reach IDUs with services.
These findings should be taken into consideration in planning further activities in order to improve
the accessibility of services, and better tailor them to the needs of IDUs. 
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In total, 36% of surveyed DUs would rely on friends for support in case of need, while 26% said they
would not turn to anyone. As in the case with the surveyed IDUs, none of the DUs indicated health
care and social institutions as sources of support, again underscoring systemic failure to reach vul-
nerable populations. As mentioned above, this fact should be taken into consideration while plan-
ning and tailoring future activities to ensure accessibility of services and to DUs. That 36% of sur-
veyed DUs would seek support from friends is a strong indication that peer education for DUs would
be an effective vehicle for prevention. 
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According to service providers, there is no uniform prototype of the drug users. Some beneficiaries
have lost everything, including their homes and jobs and have no social safety net, while others live
with their families and appear to be socially secure. Still others have children and spouses, and
believe that the degree of drug dependency among them is manageable, and that drug use has not
impacted on their health. There are also ‘elite’ drug users who can afford to use pure drugs, such
as morphine. IDUs tend to be more isolated than those using non-injecting drugs. IDUs are volatile
as they may run out of money and would then switch to using street drugs. “Today the drugs are
available, tomorrow the situation can change, and all depends on money.”
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Of those surveyed, 12% of IDUs live alone, 48% with their father, 60% with their mother, 4% with a
stepmother, 16% with siblings, 8% with a grandparent, 8% with other relatives, and 8% with other
people who are not their relatives (multiple answers were permitted).

All surveyed IDUs were males, with a mean age of 22.5 years. 
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Of those surveyed, 4% DUs live alone, 58% with their father, 4% with a stepfather, 82% with their
mother, 2% with a stepmother, 46% with a sibling, 28% with a grandparent, 10% with other rela-
tives. None of the surveyed DUs lives with other people who are not relatives (multiple answers
were permitted).

All the surveyed DUs (50 individuals) were males with a mean age of surveyed DUs was 18.5 years.
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Health  and  Risk  Behaviour

Injecting Drug Users 

In the Republic of Armenia, 54.5 % of HIV positive people have contracted HIV from injecting drug
use. This trend and mode of transmission have been steadily increasing in recent years.

The majority of all male HIV carriers (70.2 %), are individuals who inject drugs, whereas the majo-
rity of infected women (92.2 %) contracted HIV through sexual contacts.4 Interestingly, the number
of registered cases of Hepatitis A and B are decreasing, contrary to the usual correlation between
HIV and Hepatitis rates. 

Of 884 cases of viral Hepatitis registered in 2003, 755 are cases of Hepatitis B, whereas of 944
cases of viral Hepatitis registered in 2004, 791 are cases of Hepatitis B.16

Specialists participating in the RAR survey noted that typically, the majority of IDUs contract
Hepatitis C six months after continuous injecting drug use. In particular, according to the data from
one specialist who treats drug users, 90% of IDUs in his care had a history of Hepatitis C. 

Health care workers report many cases of drug overdoses and withdrawal, resulting in suicide,
heart attacks and strokes. The number of cases of mental disorders among young drug users and
alcoholics has also increased. The number of young people demonstrating what is believed to be
hashish-linked psychotic behaviour has also increased. Health care workers indicate that most
injecting drug users face a number of health problems, ranging from allergic reactions, vein-related
problems, liver-related problems, Hepatitis C, HIV infection, STIs and overdoses. Many young IDUs
have mental health problems as well. Young people outside the formal educational system and
those who do not work, young people deprived of parental care and control are especially vulnera-
ble. Many young people combat their insecurity or mental health problems by drinking alcohol, ta-
king drugs, fighting, and engaging in other anti-social behaviour. In this context, extending youth-
friendly services and involving young people in outreach activities could both reduce vulnerability
and prevent or reduce risky behaviour.

It is generally acknowledged that the diagnosis of ‘overdose’ is not always appropriately recorded,
and there are therefore no reliable statistics on the frequency of overdoes. 

Survey results revealed that 12% of IDUs had a history of STIs and another 12% did not know
whether they had ever had an STI or not. One young person with a history of STIs had visited a
health care institution, one of them had treated himself without consulting a doctor, and one of them
had sought treatment from a private doctor. 

Of those surveyed, 68% of IDUs had been tested for HIV, 8% for Hepatitis B, 8% for Hepatitis C,
4% for STIs and 24% had never been tested (multiple answers were permitted).

During the month prior to the survey, 36 % of IDUs had experienced some sort of skin problems at
the place of injection (blush, pain, infection). Eight of the surveyed IDUs had sought treatment for
their drug habits and said that they wanted to stop using. However, only one person had visited a
doctor to obtain treatment during the year prior to the survey, explaining that he was tired of drugs.
The others had not sought treatment, giving the following reasons: 
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These rationales demonstrate the need to tailor services provided by health care institution to fit the
realities and needs of IDUs. By better targeting their needs, health care practitioners will be able to
increase and ensure that IDUs receive the treatment they need. 

According to the specialists, raising awareness on HIV transmission modes among drug users has
been observed in the country. Specialists believe that young people engage in risky behaviours due
to the following:

• llow level of awareness on HIV/AIDS;
• lindifference and lack of attention by society and adults to the problems of young people;
• ldeterioration of socio-economic conditions resulting in inability to afford health care; 
• lnegative impact of mass media: aggressive films and television programmes; and,
• lnegative impact of state of the art multimedia, such as the Internet.

The RAR revealed that young people under the age of 17 do not consider being healthy as an
asset; therefore, by their actions, they put their own health and the health of their peers at risk. Many
professionals attribute this lack of value for health to a general change in young people’s value sys-
tems, which now focus on money and material goods as the only true indicator of success.9

Using the UNAIDS Guidelines on Construction of Core Indicators, 40% of IDUs could demonstrate
a basic understanding of HIV prevention based on the following 5 core knowledge-based HIV pre-
vention questions: 

1. Can HIV be avoided by having sex with only one faithful, uninfected partner?

2. Can HIV be avoided by using condom?

3. Can a healthy-looking person have HIV?

4. Can a person get HIV from mosquito bites? 

5. Can a person get HIV by sharing a meal with someone who is infected?

The results reveal that there is a trend on increasing the level of knowledge on modes of HIV trans-
mission in this at-risk group.

• 88% of the respondents consider that limiting sex to one faithful, uninfected partner can
reduce risk of HIV transmission. 

• 88% indicated that condom use could reduce the risk of HIV, though only 70% of them had
used a condom the last time they had sex. 

• 44% consider that a healthy-looking person can have HIV. 
• 12% believe that a person can contract HIV through a mosquito bite, 
• 20% think that HIV can be contracted by sharing a meal with someone who is infected. 
• All 25 of the surveyed IDUs think that HIV can be contracted by using a syringe that was

already used. 
• 80% think that one can avoid contracting HIV by using non-injecting drugs.
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Survey results show that all respondents had heard about HIV/AIDS. Of those surveyed, 72 % had
received information about HIV/AIDS and STIs from the mass media, 24 % from social/health care
workers and 36% from counselling services. There was some concern that having one of the two
service-providing NGOs administer the survey might increase the risk for bias. Counselling servi-
ces are important sources of information on HIV/AIDS, and it is recommended that access to these
services be improved by establishing youth-friendly services and using the capacity of existing VCT
sites. None of the young people surveyed indicated school as a source of information, undersco-
ring the necessity of expanding and introducing classes on HIV/AIDS and sexual health into the
school curriculum. 

According to surveyed IDUs, the following is necessary to reduce spread of HIV infection: consis-
tent condom use (21 respondents), use of disposable syringes (6 respondents), having one faithful
sexual partner (3 respondents), possessing relevant knowledge (2 respondents), and treatment (1
respondent), and using not injecting drugs (one respondent) (multiple answers were permitted). 

Of the surveyed IDUs, 8% consider it is likely that they will contract HIV or another STI, 56% thought
it was unlikely and 36% rejected the possibility that they may contract HIV. Despite the fact that
small number of IDUs eliminates the possibility of HIV transmission for them, manifestation of risky
behaviour in this group is high. It is crucial to focus on this 36% of IDUs who think they are not at
risk for HIV infection, as they are engaging in high-risk behaviour and therefore pose a threat to
themselves and others.
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Before switching to injecting drug use, 32% of those surveyed used drugs by smoking, inhaling or
per os for less than one year, another 32% for 1-5 years, 4% did not respond the question, and 32%
had used injecting drugs from the beginning of their drug-taking careers. In the month prior to the
survey, all the respondents had used drugs.

Of the surveyed IDUs, 64% buy drugs in public parks, 48% on the street, 4% in pharmacies and
16% from other places (multiple answers permitted). Injecting equipment was purchased at phar-
macies 12% of the time, and 12% from friends, 52% from health care institutions, 28% from NGOs,
outreach workers, or needle exchange sites (multiple answers permitted). In 28% of cases, drugs
are injected in the home; 36% use on the street 8% in the park, 4% at school, 24% at a friends’
home, and 4% in other places (multiple answers were permitted). That nearly 50% of injecting drug
use takes place in public spaces indicates the need for better outreach services to reach IDUs
where they are congregating and engaging in risk behaviours.

The results of individual interviews conducted among young IDUs reveals that 80% of those sur-
veyed share injecting equipment 2-3 times a week, because they don’t want to try to find clean
equipment: ““WWee  sshhaarree  ddrruugg  eeqquuiippmmeenntt  wwiitthh  ootthheerrss  bbuutt  wwee  kknnooww  ffoorr  ssuurree  tthhaatt  tthheeyy  aarree  nnoott  iillll””,, said
one young person who was interviewed. 

The results of the survey show that 32% of IDUs shared drug-injecting equipment during the month
prior to the survey, and 56% of the respondents indicated that they had injected drugs prepared by
someone else. 
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According to professional opinions, despite the fact that neither the drug use rates or the number
of young men having sexual intercourse with non-regular partners hasn’t reduced, ‘culture of drug
use’ has changed over the recent years. Thus, the number of those IDUs using disposable
syringes/needles and condoms has grown. 

Forty eight percent of IDU respondents always disinfect drug-injecting equipment; 8% disinfect from
time to time, 20% never disinfect, and 24% use disposable syringes. Of the 13.3% of those who
marked, ‘I always disinfect it’ and ‘I disinfect it from time to time’. Disinfection was accomplished
through boiling the injecting equipment or disposable syringes are used (80% of those who
responded, ‘I always disinfect it’ and ‘I disinfect it from time to time’).

During focus group discussions, IDUs stated their belief that if injecting drugs are not used more
than once a week, then there is no risk of HIV infection. Clearly, increased education of IDUs must
be undertaken to put into context issues such as frequency of drug uses, versus safety.

According to survey results, IDUs regularly engage in high-risk behaviour by sharing injecting
equipment. The capacity of harm reduction projects must be strengthened, and IDUs should be
involved in their design and implementation whenever possible. By increasing confidence in needle
exchange sites and increasing attendance, this risky behaviour may be targeted. 

The mean age at first sexual intercourse of surveyed IDUs was 17.7 years. Of the surveyed IDUs,
42.9% of surveyed IDUs had had sex in the 30 days prior to the survey and 38.1% of those sur-
veyed had had sexual intercourse with a non-regular sexual partner during the year preceding the
survey. Of the surveyed IDUs 85.7% reported using condoms last time they had sex with a non-re-
gular sexual partner; 71.4% reported that they used condom consistently in the year preceding the
survey, 19 % used condoms inconsistently, 4.8% never used condoms, and 4.8% did not answer
the question. This is a relatively high rate of condom use by IDUs, which is likely the result of some
form of public education that has effectively reached them. 
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When cross-analysed, survey findings show that only 77.8% of those having comprehensive knowl-
edge on HIV prevention and transmission always use condom. While 70% of all respondents were
able to identify condom use as an effective way to protect against HIV sexual transmission, only
72.2% of that population reported consistent condom use. In-depth interviews also show that a
large group of injecting drug users are aware that condoms are a means of prevention, yet they do
not often use condoms when having sex with non-regular partners. 

Drug users 

Only 38% of DUs surveyed could demonstrate a basic understanding of HIV prevention: 82% of
respondents consider that limiting sex to one faithful, uninfected partner can reduce the risk of HIV
transmission, and 92% indicated that condom use could reduce the risk of HIV infection, though
only 38% indicated that a healthy-looking person could be HIV-infected. There remain 18% who
think that HIV can be contracted through a mosquito bite, and 30% believe that one can contract
HIV by sharing a meal with an HIV-infected person. Mass media was the source of HIV and STI pre-
vention information for 64% of those surveyed, and 40 % got information from their friends or peers.
This indicates that mass media is an effective instrument for educating DUs on risk reduction and
health behaviours. Providing peer education to young DUs would also likely be an effective inter-
vention and awareness-raising activity. 
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Surveyed DUs stated that to reduce the spread of HIV, the following is necessary: condom use, 32
individuals (64%), use of disposable syringes, 2 individuals (4%), having one faithful partner 9 ind-
ividuals (18%), having relevant knowledge, 9 individuals (18%), having a job, 1 individual (2%), rel-
evant radio/TV programs, 1 individual (2%), eradicating commercial sex work, 1 individual (2%),
avoiding sex with non-regular partners, 1 individual (2%), and one respondent (2%) answered that
he did not know (multiple answers were permitted). 

Physicians participating in the survey stated that long-term smokers of cannabis are at risk of deve-
loping gynecomastia, psychoses, mainly of schizophrenia nature. Hashish psychoses take an espe-
cially grave course in a young, adolescent person; drug user himself/herself and his/her relatives
keep back the fact of drug use, and as a result the sick condition of a drug user prolongs and aggra-
vates, and these young people finally become mentally ill, whereas an early intervention and treat-
ment would brought the results. Over the recent years inhaling glue has become common practice
among teenagers aged 11-15; it generates hallucinations and, at times, psychosis. 

Specialists involved in carrying out the RAR report that inhaling glue has become common among
teenagers, especially among ChCL and ChDPC, aged 9-10 to 13-14 years. Some speculate that as
many as 60% of these vulnerable children sniff glue.
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As per survey findings, 90% of surveyed DUs used drugs by smoking, 12% used by inhaling and
28% orally/per os. A reported 84% of DUs used drugs during the month preceding the survey. Drugs
were used by 2% in bars, cafes, night clubs or discos, by 16% in their own home, by 66% on the
street by 24% in parks, by 2% at school, by 26% in their friends’ homes, 8% at parties and 4% used
drugs in other places (multiple answers were permitted). Approximately 62% of those surveyed
reported using two or three drugs at the same time, including alcohol.

The mean age at first sexual intercourse of those surveyed DUs was 17.9 years. 
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Nine individuals, or 33.3% of the sexually active DUs had sexual intercourse in the 30 days preceding
the survey, and 44.4 % had sexual intercourse with non-regular sexual partners in the year preceding
the survey. Of the group of sexually active DUs, 8 had used condoms the last time they had sex.

83.3% had used condoms last time they had sex with a non-regolar sexual partner. 

In total, 82.5 % of the surveyed DUs used condoms consistently in the year preceding the survey,
11.1 % used condoms inconsistently, 3.7 % never used condoms (see table 40). This shows a re-
latively high rate of condom use by DUs, once again pointing to effective condom promotion, edu-
cation and dissemination.
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Of the surveyed DUs, 6% had a known history of STIs and 2% did not know their STI status. The
most prevalent STIs in this group were gonorrhoea and trichomoniasis. Three of those surveyed
had an STI or inflammations of genitals in the year prior to the survey and one had an STI within
the six months prior to the survey. All the surveyed DUs sought treatment from health care institu-
tions. 

Interventions

Currently, three HIV preventive programmes target IDUs within the framework of the National
Programme on HIV/AIDS Prevention in Yerevan, Kapan and Gyumri cities. However, activities did
not focus specifically on EVYP. Harm reduction programmes are needed for IDUs should have re-
levant components targeting EVYP, (which would improve access to syringes and other means of
prevention). 

According to survey results, the level of knowledge on HIV prevention was low among IDUs (40%)
and DUs (38%) and there is a need to raise their awareness. However, mass media was identified
by both populations as a significant source of information (72% by IDUs and 64% by DUs respec-
tively). This indicates that mass media should be integral to future interventions, as it has great
potential to influence and inform youth and young people on issues surrounding HIV and AIDS.
International experience shows that the most effective way to provide information to young people
is through peer education. The RAR found that nearly half of all DUs of surveyed (40%) indicated
their friends and peers as a source of information, making a strong case for the introduction of a
peer education system with this group. Peer education may be less successful for IDUs (8%), how-
ever, as only a small minority of IDUs indicated their friends and peers as a source of information.
There may be room for innovative peer education to include young people of 15-24 year olds. 

According to service providers, combating drug addiction requires early preventive intervention, so
that even school-aged children are informed about the consequences of drug abuse. At present,
Life Skills classes are integrated into the curricula of 384 schools in RA, and Healthy Lifestyle clas-
ses are taught in 30 schools, which cover a total of 30% of all schools in the country. Among other
preventive issues, these classes include topics aimed at preventing drug abuse.
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According to service providers, the Life Skills classes given in some schools should be administered
in all the schools throughout the country. The results of the survey also indicate the necessity for
increasing the role of schools in promoting the idea of healthy lifestyles. Only 10 % of the surveyed
DUs and none of the surveyed IDUs mentioned school as a source of information, indicating a lost
opportunity for information and education. Service providers suggest that schools should provide
children with comprehensive, preventive information on drug use, allowing children to make
informed decisions. 

Taking into account the data obtained, it is recommended that:
• Peer education be provided to IDUs and DUs;
• Mass media be involved in future activities; 
• Increase outreach to IDUs and DUs in public areas where they congregate and do drugs;

and,
• Relevant programmes on HIV/AIDS-related issues are introduced into school curricula.
• Information-Educational Communication to be realized
• Behaviour Change Communication to be conducted

In interviews, drug users indicated the need for psychological services and support and a rehabili-
tation centre, preferably outside Yerevan. According to them, they do not know where to go, other
than to NGOs, for the information and help they need. Even amongst those who are aware of
NGOs, only 12% of IDUs and 6 % of DUs indicated that they would turn to NGOs for support in case
of need. 

The service providers involved in the RAR survey believe that treatment should be combined with
rehabilitation, likely requiring a new form of intervention. More research is needed to identify an
appropriate support model for DUs and IDUs.

The survey results reveal that neither IDUs nor DUs have confidence in health care services; there
is also lack of information regarding targeted health services for vulnerable groups in the country.
Only 2% of surveyed DUs would seek care in YFHS and none of them would go to health care and
social institutions. None of the surveyed IDUs would go to YFHS, health care or social institutions.
Profound changes are needed to address these weaknesses and ensure that DUs and especially
IDUs, are comfortable and encouraged to access the services they need, in non-threatening, con-
fidential and youth-friendly environments. These findings indicate that either not enough is known
about YFH and other services, or that even those services which are designed for youth do not give
young people a sense that they are accessible and appropriate to their needs. It will be necessary
to tailor VCT and health care services to improve and increase accessibility, and meet the needs of
the most vulnerable of young people and adolescents. 

The RAR survey also show that in addition to drug use, HIV and STIs, primary prevention among
IDUs and DUs is needed within health services and outreach services need to be strengthened and,
where none exist, established. 

During focus group discussions with service providers, it was mentioned that it is necessary to
amend the existing laws regarding the prohibition of providing treatment with narcotic drugs and
psychotropic substances, allowing more effective treatment. According to service providers, the law
should authorize and encourage NGO activities conducted in the area of drug use prevention. For
example, the law should authorize implementation of harm reduction projects so that the police do
not prosecute drug addicts who are beneficiaries of the projects. This would increase community
involvement and raise its role in the implementation of the activities as well as increasing trust and
encourage drug users to safely access services.

It is important to involve family members of IDUs and DUs in implemented activities, making them
participants of treatment and prevention activities, as demonstrated by the survey results. Only 4%
of surveyed IDUs and 12% of surveyed DUs would turn to their parents, relatives or friends for sup-
port. Neither IDUs nor DUs indicated family as a source of information or support. 
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YYoouunngg  CCoommmmeerrcciiaall  SSeexx  WWoorrkkeerrss

Contextual  assessment

According to official data provided by the Department to Combat Illegal Drug Trafficking and
Prostitution of the RA Police, there are approximately 1,800 CSWs registered in the country, of
which 900 live in Yerevan. However, experts estimate many unregistered CSWs, totalling 7,000-
8,000 CSWs.18 The police classify prostitution as street prostitution, home prostitution, elite prosti-
tution or case prostitution.

In the process of the RAR the service providers noted that there is no state policy related to com-
mercial sex work in the country. The informal opinion is common within the government structures
that the strictest legal and administrative methods should be applied to fight prostitution. 

The main factors influencing the expansion of commercial sex in Armenia are believed to be: 
• WWeeaakk  eeccoonnoommyy:: About 60% of unemployed individuals registered with employment agen-

cies are women. According to other data, the unemployment rate among women is 73%.
• PPoovveerrttyy:: According to official statistical data, 55% of the population is poor, and 23% is very

poor. The proportion of women in Armenia holding low-paying jobs and the level of pover-
ty among women is higher than that of men. 

• IInnccoommee  ssttrraattiiffiiccaattiioonn;;
• EEccoonnoommiicc  lliibbeerraalliizzaattiioonn:: The market economy has created disposable income for some,

and the opening of a number of privately-owned public places in which leisure and com-
mercial sex can be combined;

• TThhee  ddeevveellooppmmeenntt  ooff  tthhee  sseexx-ccuullttuurree  aanndd  tthhee  sseexx-iinndduussttrryy;;
• IInntteennssiivvee  eemmiiggrraattiioonn  ooff  mmeenn::  For every 1,000 women of reproductive age (20-39) 670-700

men of the same age, and 40-50% of women older than 16 are unmarried.
• HHoommeelleessssnneessss  aanndd  ppoooorr  tteemmppoorraarryy  sshheelltteerrss:: The substandard quality of temporary shel-

ters and the lack of basic living conditions motivate many young women to take up resi-
dence in one of the privately-owned ‘leisure clubs.’

• LLaacckk  ooff  ffaammiillyy  aanndd  ssppiirriittuuaall  uuppbbrriinnggiinngg:: There are four-six times more widows and divorced
women than men. Due to lack of economically and sexually active men, two-three out of
every ten women has practically no chance of getting married, or they may be forced to
care for and raise their children by themselves. The decline in the enrolment may be direct-
ly linked to the demoralisation of young people. 

• LLiibbeerraalliizzaattiioonn  ooff  ttrraaddiittiioonnaalliissmm::18

While there is no legal structure for prosecuting CSWs, some specialists believe that there should
be legislative recourse to crack down on prostitution. Within the legal framework, CSWs are not tra-
ditionally prosecuted. There are, however, laws against operating brothels or pimping, both of which
are punishable by fine or prison sentence. It is a criminal liability to engage in sexual intercourse
with a person under the age of 16 years21.

Of note, RAR focus group discussions conducted with young CSWs revealed that some young
CSWs would like to find legal, non-sex industry work. This may be an indication that employment
generation projects have a potential preventive role to play, and such activities should be coordina-
ted when possible.

Health  and  Social  Consequence

Interestingly, commercial sex work is addressed by the Department to Combat Illegal Drug
Trafficking and Narcobusiness of the RA Police. This seems to implicitly link sex work with the drug
trade. While the number of individuals charged for prostitution continues to rise, those charged with
pimping or operating brothels has stayed at the same level, despite an increase in privately-owned
leisure clubs.21
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According to specialists involved in the RAR survey CSWs are perceived as: 
• Potential transmitters of infection due to poor hygiene, not using condoms and not under-

going regular medical checkups;
• Providing services to criminals and thereby contributing to increased crime rates; and,
• Involving and morally corrupting minors (those who provide their services at low prices are

affordable for minors).

The survey revealed that 54% of young CSWs had problems with the police as a result of their sex
work. Of these, 33.3% mentioned that they had not been allowed to walk the streets for work, 18.5%
had experienced violence from the police, 7.4% reported being verbally insulted, 14.8 % reported
undergoing mandatory STI testing, 11.1% were placed in isolation, and 7.4% were fined (multiple
answers were permitted). Commercial sex work is also dangerous: 58% of the surveyed young
CSWs reported being threatened, robbed, not being paid or other unpleasant experiences with their
clients. In individual interviews, the young CSWs reported that sometimes they are pressured to
have sex without a condom, for which they are paid extra. 

The survey revealed that 70% of young CSWs would seek care and support from an NGO and 40%
would seek help from health care institutions. This indicates a relatively high level of trust by CSWs
in NGOs. More research should be undertaken to identify how to strengthen health services.

6600

Rapid  Assessment  and  Response  Analysis



Only 2% of the surveyed young CSWs consider their family to be rather well-off, 4% indicated that
they live well, 42% assess their living conditions as average, 36% as lower than average, 10% as
worse than average, 4% as extremely bad, and 2% did not answered the question. 

Of surveyed young CSWs, 36% live by themselves, 4% live with their father, 16% with their mother,
4% with siblings, 2% with their grandparents, 6% with other relatives, and 38% with other people
who are not their relatives. (multiple answers were permitted). 

The mean age of surveyed young CSWs was 21.9 years. 

6611

Rapid  Assessment  and  Response  Analysis



Of the surveyed young CSWs, 48% were single, 48% were divorced, 2% were married, and 2%
were widows. 

Health  and  Risk  Behaviour

Only 8% of surveyed young CSWs had not heard about HIV/AIDS, while 68% received information
about HIV/AIDS and STIs from their friends and peers. Expanding peer education can therefore be
considered as highly effective means of awareness-raising for young CSWs.

Mass media and social health care workers were other strong sources of information for CSWs.
Better utilisation of these information modes should be explored in an effort to better reach CSWs
with preventive information.

The findings of the survey show that only 30% of young CSWs could demonstrate a basic under-
standing of HIV prevention. Only 56% of the respondents thought that a healthy-looking person
could have HIV, meaning that nearly half of all respondents thought that HIV positive people always
exhibit physical and observable symptoms. Of those surveyed, 34% thought that HIV can be con-
tracted through a mosquito bite, and 32% indicated that HIV can be contracted by sharing meals
with an HIV positive person. Most CSWs (92%) think that limiting sex to one faithful, uninfected part-
ner can reduce the risk of HIV infection. Almost everybody (98%) noted that condom use could
reduce the risk of HIV infection. 
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Though all the survey participants (100%) noted that syphilis and gonorrhoea are STIs and 8%
identified pneumonia as an STI. Another 14% did not know that HIV can be transmitted through
sexual intercourse. 

Though 98% of survey participants indicated that condom use could reduce the risk of HIV infec-
tion, only 72% used condoms consistently, with 24% using condoms almost every time they had sex
and 4% used condom from time to time in the 30 days prior to the survey. 

Individual interviews reinforced that young CSWs do not use condom consistently. Among the rea-
sons for not using a condom a few factors were noted, such as lack of knowledge, client’s wish, and
unavailability of condom at the moment.

Ninety two percent of the 50 surveyed young CSWs used condom the last time they had vaginal sex.
Of all the young CSWs 18 (36%) reported condom use the last time they had oral sex, and 28 (56%)
indicated that they do not practice oral sex. However, only 15 (30%) reported using a condom the
last time they had anal sex, with 31 (62%) young CSWs indicated that they do not practice anal sex.
Therefore, 92% of CSWs are not at risk for contracting HIV through anal sex. This data helps to guide
future interventions and the development of appropriate and targeted messaging.

During focus group discussions, young CSWs mentioned that the kind of work they perform put
them at risk of infection, and that they try to reduce this risk mainly by using condoms. Eighteen per-
cent of the respondents thought it was very likely for them to get HIV or other STIs, 58% thought it
was not very likely, and 24% think there is no risk of infection. During focus group discussions some
respondents said that they don’t think of their behaviour as risky, and have some understanding of
risk reduction: ‘I have read a lot about It, ‘I take measures to care for my health’. Interview partici-
pants know other girls who do not understand the importance of condom use yet. Many also use
alcohol with the clients. The surveyed young CSWs said that they feel they can trust clients, which
leads them to engage in risky behaviour. 

Eighty two percent of the surveyed young CSWs had been tested for HIV, 2% had been tested for
Hepatitis B, 4% for Hepatitis C, 88% for STIs, and only one person (2%) had never been tested for
any of the above (multiple answers were permitted). Increased education on STI testing is needed
for this population.

Forty six percent of surveyed young CSWs had a history of STIs, of whom 70.8% had STIs or
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inflammation of genitals in the year prior to the survey and 73.7% within the six months prior to the
survey. Of those who have had STIs, 88.9% of those having STI had visited a health care institu-
tion, no one had practiced self-treatment, and one person had not sought treatment (multiple
answers were permitted).

Young CSWs said that, to reduce the spread of HIV infection, the following is necessary: condom
use (32 respondents), isolation/quarantine (2 respondents), having relevant knowledge (1 respon-
dent), having a faithful partner (5 respondents), receiving relevant treatment (1 respondent), provid-
ing relevant testing (10 respondents), and one respondent answered that she did not know (multi-
ple answers were permitted).

Generally speaking, CSWs became sexually active at a young age, and several years passed prior
to engaging in commercial sex. The mean age at first sex of surveyed CSWs is 16.6 years, and the
mean age at first paid sex of those surveyed CSWs is 19.5 years. DDiissttrriibbuuttiioonn  ooff  aaggee  aatt  ffiirrsstt  sseexx  aanndd
ffiirrsstt  ppaaiidd  sseexx  aaccccoorrddiinngg  ttoo  aaggee  pprreesseenntteedd  iinn  tthhee  ttaabblleess  bbeellooww..

Twenty two percent of surveyed young CSWs usually find their clients at bars, cafes and clubs, 6%
at parties, 12% in the parks, 72% on the street, 6% in massage salons, and 4% in other places (mul-
tiple answers were permitted). More outreach to CSWs in public places is needed.

Eighty eight percent of surveyed young CSWs indicated that their clients are usually local residents,
18 % usually had clients who are foreigners working in Armenia, and 14 % had other types of clients
(multiple answers were permitted).

Sixty six percent of surveyed young CSWs had sex with a non-commercial sexual partner in the
year preceding the survey (a non-commercial sexual partner is a partner who is neither a spouse,
nor a cohabiting person and from whom no payment is received for sex). Of these, 39.4% used con-
dom the last time they had sex with a non-commercial sex partner. None of the young CSWs who
had used drugs had ever used injecting drugs.
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Of those surveyed, five (10%) young CSWs had used drugs. The mean age when drugs were first
used was 18.2 years.

The results of the survey have shown that the young CSWs who had used drugs had used cannabis
or marijuana (4 CSWs), glue or other inhaled drug (2 CSWs), opium tea (1 CSW), and 1 CSW had
used other types of drugs (multiple answers were permitted).
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Only one participant of the focus group discussion said that she never used alcohol, while the rest
noted that they often used alcohol ‘at work’ before having sex, but felt they are not alcohol abusers.
Only one of the surveyed young CSWs reported having tried glue, and two had tried marijuana once
or twice, with friends. 

Only one of the surveyed young CSWs having experience in drug use reported having sex under
the influence of an illegal drug. None of the young CSWs who had used drugs had ever injected
drugs.

Interventions

Currently, HIV prevention programmes targeting CSWs are operated via the National Programme
on HIV/AIDS Prevention in Yerevan, Abovyan, Gyumri, Vanadzor, Kapan, Agarak, Gavar and
Vardenis cities. There are no activities that specifically focus on young CSWs, however, the fact that
none of the young CSWs included in the survey felt comfortable accessing YFHS or VCT services
suggests that the current model is not effectively reaching this vulnerable group. Services need to
be enhanced and further tailored to address the needs of young CSWs. Based on RAR findings, it
is recommended that prevention programmes be modified to target young CSWs. None of the sur-
veyed CSWs indicated readiness to access YFHS, which likely means that YFHS are not reaching
out to CSWs. It is recommended that YFHS be expanded and better tailored to the needs of young
CSWs and other vulnerable populations. The findings of survey show the necessity to improve
access to VCT and health services for young CSWs. This will help to improve access for young
CSWs to early diagnosis and treatment of STIs. 
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The survey results demonstrate that only 30% of young CSWs could demonstrate a basic under-
standing of HIV prevention. Awareness-raising must do a better job of targeting young CSWs. This
proves, that activities aimed at increasing the level of knowledge on HIV/AIDS related issues among
CSWs should be continued, applying Information-Educational Communication and Behaviour
Change Communication strategies.
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YYoouunngg  MMeenn  wwhhoo  hhaavvee  SSeexx  wwiitthh  MMeenn

Contextual  assessment  

In accordance with UNAIDS estimations, 2-5 % of men aged 15-49 engage in homosexual or same
sex sexual relations. Taken to scale, there are estimated 17,000-65,000 men having sex with men
(MSM) in the RA. 

Prior to 2003, homosexuality was a criminal offence. As of August 2003, homosexuality is not cri-
minally prosecuted. However, according to specialists’ observations homosexuality is not consid-
ered socially acceptable, and men who have sex with men tend to cluster in small circles, rarely
exhibiting their sexual orientation outside of their peer groups. Due to social stigma, there is not one
stereotype of a typical MSM, and the MSM population can be difficult to identify: some of are mar-
ried or do not identify as gay, and many do not inform their families of their sexual orientation. Sex
is often limited to small, insular groups, which increases the risk of HIV infection for the group as a
whole. Isolation of MSM hinders their access to health and social services and makes it difficult for
them to receive information and to increase awareness, increasing their risk to HIV and other STIs.

Because MSM are socially isolated and often engage in risk behaviours in locations that are hidden
from the mainstream, ensuring access to information and services is challenging, and increases
their vulnerability. This combination of social and physical isolation makes MSM highly vulnerable
and among the most hard-to-reach populations.

Health  and  social  consequences

Sixty percent of surveyed young MSM had faced problems due to their sexual orientation (9 with
law-enforcement bodies, 4 had suffered from stigma and discrimination, 3 had experienced prob-
lems within the family, 3 had experienced violence, 1 had problems at work, and 4 did not specify
the nature of their problem). Of the surveyed young MSM, 22.9% had been prosecuted by the law
for their sexual orientation prior to statutory changes. 

The surveyed young MSM noted during the interviews that before the relevant amendments were
made to the law, they had been persecuted by the police. Some young MSM reported the cases of
dismissing from work due to their sexual orientation.

The results of the survey show that, 41.2% of the respondents would go to health care institutions
for services and information, and 41.2% would go to friends. None of the surveyed young MSM indi-
cated that they would seek help from social institutions.

These responses send a clear signal that young MSM are not sufficiently comfortable with health
and social institutions, even when they are designed to be youth-friendly. More must be done to bet-
ter meet the needs of MSM in institutional settings, and to create systems that young MSM can
trust. It is also important to involve parents in preventive activities whenever appropriate and pos-
sible, as most of the young MSM still live at home. 
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Only 11.4% of the surveyed young MSM consider their family to be very well-off, 11.4% rather well-
off, 28.6% indicated that they live well, 40% think their living conditions are average, 8.6% lower
than average, no one considered their family condition to be worse than average or extremely bad. 

Seventeen percent of the surveyed young MSM live alone, 37.1% with their fathers, 54.3% with
their mothers, 2.9% with their stepmother, 20% with siblings, 8.6% with their grandparents, 20%
with other relatives, and 2.9% with other people who are not their relatives (multiple answers were
permitted).

The mean age of surveyed young MSM is 15.8 years. 

Thirty (85.7%) of the surveyed young MSM were single, two (5.7%) were married, three (8.6%)
were divorced. 

Health  and  Risk  Behaviour

The findings of the survey show that young MSM are the most knowledgeable risk group, with
48.5% able demonstrate a basic understanding of HIV prevention.

Eighty nine percent of the respondents think that limiting sex to one faithful, uninfected partner can
reduce the risk of HIV infection. 85.7% said that condom use could reduce the risk of HIV infection
— however only 74.3% used a condom the last time they had sex. Nearly 83% of those surveyed
young MSM knew that a healthy-looking person could have HIV; 28.6% thought that a person could
contract HIV through a mosquito bite, and 5.7% thought that HIV could be contracted by sharing
meals with an HIV-positive person. 

All of the surveyed young MSM had heard of HIV/AIDS and 97.1% had heard about STIs. For
51.4% information about HIV/AIDS and STIs comes from their friends and peers, indicating an
increased focus on peer education would be effective in raising awareness among young MSM.

Mass media and counselling were also identified as trusted sources of information for young MSMs.
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According to the beliefs of 14.3% of the young MSM surveyed, it is very likely that they will contract
HIV or another STI, while 37.1% think the likeliness of becoming HIV positive is average, 40%
thought there was no danger, and 8.6% did not mark any answer. Young MSM get tested more often
than other groups studied in the RAR: 71.4% of the surveyed young MSM had been tested for
HIV/AIDS, 22.9% - for Hepatitis B, 17.1% - for Hepatitis C, 37.1% - for other STIs, and 22.9% had
never been tested. (multiple answers were permitted)

Twenty percent of surveyed young MSM had a history of STIs (trichomoniasis, fungal disease,
inflammation or a combination of several diseases. A total of 57.1 % of the respondents had expe-
rienced an STI or inflammation of genitals during the year preceding the survey, and 28.6% had an
STI or inflammation of genitals during the six months preceding the survey. Unlike other risk groups,
71.4% of young MSM with a history of STI or inflammation of the genitals sought treatment in health
care institutions, no one had practiced self-treatment, and 28.6% undertook other measures. 

According to the opinion of the surveyed young MSM for reducing the spread of HIV infection the
following is necessary: 25 said condom use, three said having faithful partner, two said having re-
levant knowledge, two said avoiding sexual contacts with non-regular partners, one said use of dis-
posable syringes one said having safer sexual intercourse, and one respondent answered that he
did not know (multiple answers were permitted). 

The mean age at first sex of the surveyed MSM is 14 years. 

The sexual partners of 62.9% of the surveyed young MSM are men, 8.6% women, and for 28.6%
both men and women. Of those surveyed, 14.3% are active MSM, 14.3% are receptive MSM, and
71.4% both active and receptive MSM. 22.9% of the respondents have sex with regular partners,
2.9% with non-regular partners, 74.2% both with regular and non-regular partners. 
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85.7% (30 individuals) had sexual intercourse with a non-regular partner during the year preceding
the survey. 

Individual interviews revealed that some young MSM have sex with multiple partners they do not
know.

According to the survey, 82.8% of young MSM used a condom the last time they had sex with a
non-regular partner. 34.2% consistently used condoms, 62.9% used condom inconsistently, 2.9%
never used condom in the year preceding the survey. 

During focus group discussions, young MSM indicated that they know how to use condoms prop-
erly, know why they should use condoms, always have a condom with them, but do not use con-
dom consistently, since they believe that ‘if you suggest to your partner that he use a condom, he
may conclude that you have a disease.’

The results of the survey show that 45.7% of MSM used a condom the last time they had oral sex
(however, they used condoms not stipulated for oral sex) before the survey, and 74.3% during the
last anal sex, and 20.6% of the surveyed young MSM said that they use condoms for anal sex,
76.5% used any type of condoms, 2.9% do not use condoms. No one reported using condom for
oral sex. 67.6% of the surveyed young MSM use lubricants. 7722
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Twelve young MSMs (35.3%) have had sex in exchange for money, drugs or a job, of whom, 25%
had been providing paid sexual services for 1-4 years prior to the survey, 33.3% for 5-9 years, 8.4%
for 10-14 years and 33.3% did not indicate the period. The mean age at first paid sex is 17.5 years. 

For 91.2% of young MSM their sexual partners were mainly local residents, 14.7% were military
men, 32.4% were foreigners, and 2.9% others (multiple answers were permitted) This was rein-
forced during the individual interviews with young MSM.

Of all young MSM surveyed, 31.4 % had been forced to have sex against their will. 

Some 42.9% of the surveyed young MSM usually find a sex partner on the street, 31.4% in bars,
cafes and clubs, 25.7% at parties, 42.9% in the parks, 2.9% in public bathhouses, 40% through the
Internet, 22.9% in public toilets, and 8.6% in other places (multiple answers were permitted).
Outreach must be improved to target young MSM who are engaging in risk behaviours, much of
which occurs in public places. During the individual interviews the young MSM indicated that they
usually meet at certain parks and a number of night clubs, known within in the MSM culture.

Three of the surveyed young MSM (8.6 %) had taken drugs. The mean age of first drug use among
young MSM is 18.7 years. 

The results of the survey show that those young MSM who had used drugs had used cannabis,
marijuana, diazepam or other benzodiazepams (apaurin), ecstasy, heroin, cocaine, or other drugs.
No one reported using glue or other inhaled drugs, amphetamines or opium tea. The young MSM
using drugs indicated that usually they use drugs in bars, cafes and clubs, in nightclubs, discos, at
their own homes, at their friends’ places or at parties. 



During the individual interviews drug-using young MSM indicated that they use drugs because ‘it is
interesting to feel how it can be.’ For others, fear was sited a reason for not using drugs. Among
those using drugs, 66.7 % reported having had of sexual contact under the influence of drugs. Two
of the three young MSM using drugs injected heroine or morphine. 

One of the young MSM who used injecting drugs reported sharing injecting equipment during the
month prior to the interview. He also reported using drugs prepared by someone else. Usually he
obtains injecting equipment from a drug supplier, always disinfects it himself and always uses dis-
posable syringes. He also reported having skin problems at the site of injection (blush, pain, infec-
tion) in the month preceding the survey. 

One of the two young MSM who inject drugs sought care from a physician to obtain treatment to
quit injecting drugs. He and was provided with socio-therapy (social, group therapy) during the year
preceding the survey. 

Interventions

An HIV prevention programme targeting MSM is carried out within the framework of the National
Programme on HIV/AIDS Prevention in Yerevan. About 150 MSM have been involved in pro-
gramme activities. However, the implemented activities are not focused on young MSM and do not
address their particular needs.

Such programmes should be expanded to include concrete activities specifically involving young
MSM into their implementation, to raise the level of relevant knowledge of young MSM through rea-
lization of Information-Educational Communication and Behaviour Change Communication strate-
gies and improve their access to means of prevention and risk reduction. At the same time it is ne-
cessary to implement activities on the community level aimed at reducing stigma and discrimination
against this group. 
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CChhiillddrreenn  iinn  CCoonnfflliicctt  wwiitthh  LLaaww  aanndd  CChhiillddrreenn  DDeepprriivveedd  ooff  PPaarreennttaall  CCaarree

A  Contextual  Assessment

International and Domestic Legal Framework

The Republic of Armenia joined the International Convention on the Rights of the Child in 1992. For
the first time ever, state policy is being informed by the best interests of children, pursuant to the
principles of a social state. Ratification of the Convention of the Rights of the Child was followed by
adoption of the RA Law on the Rights of the Child in 1996, which promotes children’s entitlement to
fundamental human rights and the right to human dignity.

Children without parental care are recognised as the most socially vulnerable group, and receive
special protection and care from the State.

According to the RA Article 24 of the Law on the Rights of the Child, every child deprived of parental
care has the right to state-sponsored protection, care, upbringing and assistance. The state and its
relevant agencies ensure these rights through adoption, guardianship, trusteeship and foster care
when possible, and placement in orphanages when not possible. To protect the rights of children
deprived of parental care, on 24 September 2002 the RA National Assembly adopted a law on the
social protection of children deprived of parental care. At present, about 1,150 children deprived of
parental care in Armenia are in orphanages under the full care of the government.19

According to official data about 200 ‘street children’ lived in the country in 2003, though others esti-
mate this number at 2,500. Such a big discrepancy between the numbers is must be remedied by
focusing attention to obtain reliable data on this vulnerable population 3

Children with special educational needs, including children deprived of parental care, attend spe-
cial boarding or extended-day educational institutions. Five of the 54 public boarding institutions are
for children deprived of parental care or for children from socially vulnerable families. There are no
private residential special education institutions in the country.

The Ministry of Education and Science Collegium approved the Reform Programme of the Boarding
Institutions System of the Armenian Education Sector on 13 June 2000. By decree, special educa-
tion system reforms have the following objectives:

• mainstreaming of the children with special needs into general educational institutions;
• structural adjustment;
• improvement of admission system; 
• decentralization of special education services;
• introduction of new management and functioning system; and,
• improvement of child care and education quality.20

Service providers participating in the RAR project believe that the needs of youth and how they are
raised are not being adequately addressed by the State, furthering their vulnerability. The local
mentality creates obstacles for implementing awareness raising activities. Part of the society also
hinders the implementation of activities. 

Some specialists believe Government has yet to clearly define its strategy there is clear-cut system
of values within the education system and school curricula. Also, the dramatic decrease of the
national values has been observed. The specialists think that young people today are neglected,
and no educational public activities are conducted, which in its turn has increased risk in this group.
As a matter of fact children start inhaling glue (it is easy to get and is cheap) from the age of nine
and using drugs of cannabis group from the age of 12-13 and afterwards they switch to injecting
drugs. The findings of the surveys conducted among the ChDPC and ChCL prove that. 12% of the

7755

Rapid  Assessment  and  Response  Analysis



surveyed ChDPC and 40% of the surveyed ChCL have experience in drug use. Mean age when
first used drugs ranged from 10 to 14 years. 

The service providers indicate that knowledge, attitude and behaviour contribute to vulnerability in
the target groups. However, information does not always transform into knowledge and, later, into
relevant behaviour. Teenagers often do not consider their family members as authorities, but
instead rely upon their peers: ‘whatever their peers do they follow them.’ RAR surveys suggest that
67.3% of ChCL and 43.8% of ChDPC indicated their friends and peers as a reliable source of infor-
mation. RAR surveys show that 53.1% of ChCL and 45.8% of ChDPC identified the mass media as
a source of information. The service providers also expressed concern that TV programs distort chil-
dren’s way of thinking and understanding. In this context, it is important that information on
HIV/AIDS provided by the mass media be reliable.

The National Programme on HIV/AIDS Prevention does not envisage targeted activities for ChCL
and ChDPC and they are not specifically targeted by other preventive programmes implemented
within the framework of the National Programme on HIV/AIDS Prevention.
Effectively, these two highly vulnerable groups slip through the cracks of mainstream prevention
efforts.

Health  and  Social  Consequences

According to Article 9 of the RA Law on Medical Aid and Services, ‘Everyone, including adolescents,
shall be entitled to access information on maintenance of their sexual health, on sexually transmit-
ted infections and their complications and consequences.’

Specialists believe that the general public’s attitude towards health and healthcare is low. There is
poor supervision of health by parents, which creates an environment in which children more freely
enter into risky behaviours. Surveys show that despite the fact that 8.2% of ChCL and only 4.2 %
of ChDPC indicated parents as source of information, 56% of ChCL and 36% of ChDPC would ask
their parents for assistance. Parents need to be included in preventive activities whenever possible
and appropriate. Young labour migrants, who sometimes end up in conflict with the law, often find
themselves engaging in risk behaviour. 

The findings of interviews conducted among the ChDPC revealed that 34% would seek support
from health care institutions, 36% from their parents/relatives, and 26% from their friends. None of
the interviewed ChDPC would go to an NGO for support, indicating that the NGO sector is not wide-
ly associated with activities targeting ChDPCs. 
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Fourteen percent of surveyed ChDPC live with their father, 48% with their mother, 4% with a step-
mother, 42% with siblings, 16% with grandparents, 10% with other relatives, 12% with other people
who are not their relatives, and 4% did not answer the question (multiple answers were permitted)

Forty percent of interviewed ChDPC were male and 60 % were female. The mean age of the inter-
viewed ChDPC was 15.3 years. 

Forty eight (96%) of the ChDPC were single, and 2 (4%) did not specify their marital status. 

The interviews conducted with ChCL revealed that 56% of them would turn to their parents or rela-
tives for support, 30% to health care institutions, and 26% to their friends. (multiple answers were
permitted) These findings indicate that all of these networks should be further developed to provide
improved and increased support to ChCL.
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Two percent of surveyed ChCL live alone, 28% live with their father, 2% with their stepfather, 76%
- with their mother, 2% with their stepmother, 60% with siblings, 10% with their grandparents, 4%
with relatives, 4% with people who are not their relatives (multiple answers were permitted)

Fifty two percent of the interviewed ChCL were male and 48% were female. The mean age of the
interviewed ChCL was 15.8 years.
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Of those interviewed, 49 ChCL, (98%) were single, and 1 (2%) were divorced. 

The service providers note that many ChCL are not provided with routine medical care such as
immunization, which makes them vulnerable to different diseases in addition to their behaviour,
which puts them at risk for HIV and other STIs. 

Through focus groups, service providers expressed concern over the vulnerability, loneliness, hope-
lessness and general sense that they don’t belong which drives ChCL to risky behaviours. Often,
these children are afraid to tell their parents about their anxiety and, at times, about the disease
revealed in them, and thus they do not receive appropriate treatment. Minors, unable to get answers
to the interested questions in their families, try to find them outside the family, and if the children are
left without proper supervision and consistency, most probably they become commercial sex wor-
kers, tramps, etc.

According to official data, 14-24 year olds comprised 31.4% of all law-breakers in 2003, a 3.4%
increase from 2002.5

Health  and  Risk  Behaviour

Children Deprived of Parental Care 

Service providers participating in the RAR do not believe that young people consider their health to
be an asset or perceive it as something they can preserve or destroy. Parents in Armenia do not
believe that their children may become sexually active at an early age and do not prepare their chil-
dren for responsible sexual behaviour. That results in increasing vulnerability of EVYP and MARA.
Thus, it is necessary to make relevant interventions to address this issue. 

The RAR surveys show that only 12% of ChDPC could demonstrate a basic understanding of HIV
prevention. Seventy four percent of surveyed ChDPC believe that limiting sex to one faithful, unin-
fected partner can reduce the risk of HIV transmission; 56% indicated that condom use can reduce
the risk of HIV transmission; 70% indicated that a healthy-looking person can have HIV; 38% think
that HIV can be contracted through a mosquito bite, and 44% think that HIV can be transmitted by
sharing meals with someone who is HIV-infected.

Twelve percent of surveyed ChDPC consider the likeliness of becoming HIV-positive or contracting
other STIs to be very high for them, 38% don’t consider it a strong likelihood, and 50% eliminated
the possibility that they could become infected. This data indicate that more education is needed to
ensure that ChDPC have a realistic understanding of the consequences of engaging in risky behav-
iour.

Interviews revealed that ChDPC think that sexual contact with non-regular sexual partners does not
increase risk of HIV infection, reasoning that ‘One can have sex with three partners and not get HIV-
infected, while another can become infected having only one partner.’
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Eight percent of surveyed ChDPC had never heard of HIV/AIDS, however 76% had heard about
STIs. For 43.8%, information about HIV/AIDS and STIs comes from their friends and peers, 45.8%
from the mass media. Peer education is recommended as an effective means of awareness raising
among ChDPC

The results of the survey conducted among ChDPC show that a small proportion of them had been
tested for HIV, Hepatitis B and C. Only 2% of the surveyed “street” children had been tested for HIV,
8% for Hepatitis B, and 8% had been tested for STIs. None had been tested for Hepatitis C. The
majority of the surveyed “street” children (82%) had never been tested for any infection (multiple
answers were permitted)

Two percent of surveyed ChDPC had a history of STIs and 9% did not know whether or not they
had a history of STIs or not. However, the service providers indicate that, as a rule, girls aged 14-
15 apply to health care institutions seeking for STI treatment. 
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The mean age at first sexual intercourse for ChDPC is 13.1 years. A focus on delay of first sexual
encounter and abstinence may be an effective strategy for ChDPC. Two of the sexually active
ChDPC had sexual intercourse in the 30 days preceding the survey, and one had used a condom
during last sexual intercourse. 

Three (37.5%) of the sexually active surveyed ChDPC had had a sexual intercourse with a non-reg-
ular partner in the year prior to the survey, of whom one had sexual intercourse with 1-5 non-reg-
ular partners, two had had sex with up to 15 non-regular partners. Of these, 66.7% had used a con-
dom the last time they had sex with non-regular sexual partner. 
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Access to and promotion of condoms for ChDPC must be increased. Of those surveyed, 12.5% of
ChDPC had exchanged sex for money, drugs or a job, and 25% had at some point been forced to
have sex against their will. 

The service providers note that socially unprivileged young people are vulnerable also because
they use services provided by the most affordable sex workers. Surveys concur with expert opi-
nions that socially underprivileged young people are especially vulnerable, and require interven-
tions tailored to meet their specific needs.

One (12.5%) of surveyed ChDPC indicated that his sexual partners are mainly commercial sex
workers, and 7 (87.5%) indicated other non-regular sexual partners.

Six (12.5%) of surveyed ChDPC had used drugs. The mean age at first drug use was 13.2 years.
Drug prevention efforts for ChDPC must target grammar school-age children in order to reach
ChDPC before they first take drugs. Primary prevention of drug use among ChDPC at early age
would reduce their risky behaviour. The ChDPC who had used drugs indicated that they have used
cannabis, marijuana (4 individuals, 66.7%), glue or other inhaled drugs (4 individuals, 66.7%),
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opium tea (1 individuals, 16.7%), other reported using other drugs (prepared from manure). One
ChDPC (16.7%) started using drugs from cannabis, three (50.1%) from opium tea, and two (33.3%)
from glue. One (16.7%) indicated that drugs are usually taken in a bar, cafe, night club, disco; one
(16.7%) on the street, one (16.7%) in the park, one (16.7%) at the homes of their friends, one
(16.7%) at parties and three (50%) used drugs in other places (multiple answers were permitted).

Only one of those ChDPC using drugs reported having sexual contact under the influence of drugs.
None of the 6 drug-using ChDPC had ever injected drugs.

During focus groups discussions, ChDPC indicated that peers often use glue as well as combining
Dimedrole and vodka; they also indicated that almost everybody in their environment used alcohol,
and stated that drugs and alcohol are easily available. 

The service providers think that young people become more vulnerable to HIV as a result of alco-
hol and especially injecting drugs use, as well as due to unprotected sex and unperceived sexual
behaviour. The risk factors are: the social situation, lack of information, and the lack of sex culture.
Pernicious habits of young people, especially smoking, drug addiction, toxicomania and alcoholism
constitute the most serious danger today. One of the common reasons for alcohol use is unemploy-
ment. ‘Playing cards for vodka’ is a common practice among the young people. According to some
specialists’ opinion, psychological problems and curiosity are among the major reasons for alcohol
and drug use among children.
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Children in Conflict with the Law

RAR surveys show that only 16% of ChCL could demonstrate basic knowledge on HIV prevention.
Seventy eight percent of surveyed ChCL believe that limiting sex to one faithful, uninfected partner
can reduce the risk of HIV transmission; 64 % indicated that condom use could reduce the risk of
HIV transmission; 64 % indicated that a healthy-looking person could have HIV; 52 % think that one
can get HIV through a mosquito bite and 42 % noted that one could get HIV by sharing meals with
someone who is HIV-infected.

Ten percent of the surveyed ChCL had never heard about HIV/AIDS, but 88% of respondents had
heard about STIs. Information about HIV/AIDS and STIs for 67.3 % of ChCL came from their friends
and peers, and 53.1 % got their information from the mass media. The findings of the survey show
that peer education and targeted mass media would be very effective among ChCL, as well as
among ChDPC. 

Four percent of surveyed ChCL consider the likeliness of becoming HIV-positive or contracting
other STIs to be very high for them, 50% not high, and 46% thought is was not possibility for them
to become infected. Eight percent of the surveyed ChCL had a history of STI, 34% did not know
whether they had a history of STI or not. Three (75%) of those having STI history had had gonor-
rhoea; 4 had gone to a health care institution seeking the treatment. The surveys show that there
is a need to raise awareness on STI and other reproductive health-related issues among ChCL. 

The results of the survey show that a very small proportion of ChCL had been tested for HIV or
Hepatitis B and C. In particular, 6% of surveyed ChCL had been tested for HIV, 2% for Hepatitis B,
16% had been tested for STIs, and none had been tested for Hepatitis C. Fully, 80% had never
been tested for any infection. (multiple answers were permitted)

Interviewed ChCL indicated that they had not undergone medical checkups, since they do not pri-
oritise their own health care. The survey shows that low levels of testing applicability among ChCL
are consistent with low levels of their knowledge. Therefore, awareness-raising is a critical interven-
tion for this group and should be achieved through both IEC and BCC. 
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The mean age at first sexual intercourse of ChCL was 14.4 years. Six (20.7%) of sexually active
ChCL had had sexual intercourse in the 30 days preceding the survey, of which 66.7 % had used
a condom during last sexual intercourse. 

Of the sexually active ChCL surveyed, 51.7% (15 individuals) had had sexual intercourse with a
non-regular partner in the year prior to the survey. 

8877

Rapid  Assessment  and  Response  Analysis



Of those sexually active ChCL, 66.7% had used a condom the last time they had non-regular sex.

Focus group discussions show that half of the male ChCL are sexually active, whereof the majori-
ty are aware of their risky sexual behaviour and of the ways to reduce the risk. However, their level
of awareness is rather low due to irregular provision of information. 
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Of the sexually active ChCL, 10.3% had exchanged sex for money, drugs, or a job, and 10.3% had
been in situations in which they were forced to have sex. Five ChCL (17.2%) of the surveyed ChCL
indicated that their sexual partners are mainly commercial sex workers, 6.9% (2 individuals) usual-
ly had sex with foreigners, 79.3% (23 individuals) had sex with other categories of people (multiple
answers were permitted)

Twenty (40%) of surveyed ChCL had used drugs. The mean age at first drug use was 13.1 years.
Provision of primary prevention of drug use among ChCL at early age would be an effective form
of reducing risk of exposure to HIV among ChCL. 

Three ChCL (15%) who had taken drugs indicated that they usually use drugs at their homes, 5
(25%) on the street, 4 (20%) in the park, 5 (25%) at school, 3 (15%) in the homes of their friends,
2 (10%) at parties. Three (15%) started using cannabis, 1 (5%) first used opium tea, and 17 (85%)
began with glue. Four ChCL reported having sexual contact under the influence of drugs. None of
the 20 drug-using ChCL had ever injected drugs.
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Interventions

According to the State secondary education system, a graduate student of a secondary school
must: 

• know rules of healthy life style and safer behaviour and apply those rules
• know his/her rights and obligations
• have his/her thinking, to be able to act in different situations
• express mutual understanding and be able to cooperate
• realize the necessity of starting family, be prepared for domestic life
• be able to adequately evaluate his/her capacities and be self-confident. 

These issues are being addressed through the secondary education system. The curricula of 414
secondary schools in Armenia include HIV/AIDS prevention. In particular, Life Skills classes are
given in 384 secondary schools, and Healthy Lifestyles classes are given in 30 schools with
UNICEF support. It is envisaged that a course on HIV/AIDS prevention and forming safer beha-
viour be developed during the first phase of the National Programme, and be introduced in 400 sec-
ondary schools. These classes are not incorporated into the curricula of special educational institu-
tions, increasing the vulnerability of students who may already be socially isolated. It is strongly rec-
ommended that special educational institutes be included in these efforts.

As per specialists’ opinion, awareness on sexual life among youth is one of the major factors
increasing the vulnerability of youth, which is conditioned by indifferent attitude of school. The
majority of teachers consider it inadmissible to discuss the topics related to or give lessons on
sexual issues with schoolchildren. They think that in most cases adolescences receive information
from unreliable sources. 

RAR survey results show that awareness on HIV prevention of ChCL and ChDPC is significantly
lower than all other surveyed EVYP. It should be noted that the scope of activities implemented
among these group of young people is very limited; activities aimed at raising awareness and for-
ming safer behaviour must include and specifically target ChCL and ChDPC. It is recommended
that future interventions incorporate HIV/AIDS-related classes into curricula of special educational
institutions, in particular to incorporate ‘Life Skills’ and ‘Healthy Life Style’ classes and provide peer
education to ChCL and ChDPC, not only in the special educational institutions, but also involve in
these activities children living or working on the streets

The survey also revealed that only 32% of ChCL and 40% of ChDPC would go to health and social
services institutions when in need, and only 4% of ChCL and 2% of ChDPC would go to youth-
friendly health services, proving that there is insufficient trust in institutions and lack of information
about services they provide. According to the survey, fundamental changes are needed, including
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the expansion of VCT and other health services, and tailoring them more to the needs of adoles-
cents. More youth-friendly clinics are needed, and all services should target and be accessible to
children living or working on the streets as well as other vulnerable groups.

While drug abuse prevalence among ChDPC is only at 12%, it reaches 40% among ChCL. The
mean age when first used drugs among ChCL and ChDPC groups is nearly the same at 13.1 and
13.2 years respectively, understating the urgent need to strengthen early drug and STI prevention
among ChCL and ChDPC. To achieve this, the capacity of primary health and educational services
must be strengthened by engaging relevant specialists to address healthy lifestyles and preventive
health issues. 

The survey showed that ChCL and ChDPC place importance on the support of parents and rela-
tives. The revealed that 56 % of ChCL and 36 % of the ChDPC would turn to their parents and re-
latives for support when in need. In this case, it is also important to involve family members in pre-
ventive activities.

The population at large should be targeted with awareness-raising on the vulnerability faced by
ChCL and ChDPC. Ultimately, increased community awareness and support, will engage entire
communities to play a role in risk-reduction and HIV prevention. 

9911

Rapid  Assessment  and  Response  Analysis



RReessppoonnssee  AAnnaallyyssiiss

What  is  being  done  and  what  needs  to  be  carried  on

The response analysis shows that the preventive projects implemented among the most vulnerable
of the HIV population groups (IDUs, CSWs, MSM) are of great importance in the process of redu-
cing HIV prevalence rates. In general, the projects’ implementation could be considered as effec-
tive, since they ensure and provide VCT services, STI diagnosis and treatment, means of preven-
tion (condoms, disposable syringes) and skills on their proper use. However, the interventions con-
ducted within the framework of these projects do not involve MARA, are not focused on their spe-
cial needs, and do not provide for YFHS for the target groups. 

However, appropriate approaches and strategies are used in the implementation of all the above-
mentioned projects targeted to the population groups with the greatest risk of HIV. Thus, the imple-
mentation of the projects is due to be continued with more focus on MARA during the future inter-
ventions.         

What  is  being  done  and  what  needs  expansion

By the end of the second year of implementation of the GFAMT-supported National Programme on
HIV/AIDS Prevention, about 1,800 teachers from 1,420 educational institutions had been trained.
Twenty-four hours “HIV/AIDS Prevention and Forming Safer Behaviour” course was developed,
which is to be introduced in 400 schools. The course is to be given during lessons of form master.
At the same time, this course will be given in the eighth and ninth grades of thirty schools as part
of the “Healthy Lifestyles” pilot project. 

Besides the RA Police suggested incorporating in educational programmes the manual “Legal
mosaic” developed within the framework of legal socialization programme “Development of justice
promoting ideas” financed by International Bureau on the Issues of Combating Trafficking and
Rights Protection. This manual includes five topics. The forth one is “Pernicious Habits”, where eti-
ology and consequences of HIV are given with the assistance of a policeman and a teacher to se-
nior students of secondary schools.

It is necessary to broadly integrate the HIV/AIDS-related issues into the educational programmes
of the educational institutions, and to also incorporate them into the curriculum of the special edu-
cational institutions throughout Armenia. 

What  has  not  been  done

The preventive measures envisioned by the National Programme on HIV/AIDS Prevention and
HIV/AIDS preventive activities implemented by separate NGOs do not cover the following especial-
ly vulnerable groups of adolescents aged ten to fifteen:

• Children in Conflict with the Law
• Children Deprived of Parental Care 

The work with the above-mentioned groups requires new strategic approaches. It is necessary to
develop effective responses and new technical solutions to prevent HIV/AIDS in these especially
vulnerable groups, which should be incorporated into the Country Specific Strategic Plan.

The results of Situation and Response analyses give an opportunity to develop a strategic plan on
HIV/AIDS prevention among Especially Vulnerable Young People and MARA in Armenia.
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Recommendations
The Response Analysis has revealed the strengths and weaknesses of implemented HIV/AIDS

prevention interventions. Recommendations to solve revealed problems are given below.
• It is critical to encourage involvement and participation of central and local governmental

and community representatives in preventing HIVAIDS. Coordination of government and
civil society activities must be improved at the community and national levels.

• HIV/AIDS-related issues must be integrated into the special education system.   Peer edu-
cation, which is already provided in mainstream secondary schools, higher educational
institutions, among uniformed services, in penitentiary institutions, as well as among num-
ber of HIV vulnerable populations, must be target EVYP and MARA and should also be
expanded to special education.

• While the role of parents and the extended family is changing in Armenia, it is still critical
to include family members in the promotion of safer behaviours and accurate HIV preven-
tion information for MARA and EVYP. 

• Activities and services to meet the needs of EVYP and MARA, and current services must
be made more youth-oriented, to encourage health-seeking behaviour among EVYP and
MARA.    

• Harm reduction strategies must be implemented, including outreach work, improving
accessibility, conducting IEC and BCC, mobilizing communities, tailoring existing services
to meet the needs of EVYP and MARA.

• It is necessary to implement activities at the national and community levels to minimize
indifference and discrimination towards EVYP and MARA to reduce stigma that hinder their
greater involvement into HIV/AIDS prevention activities. 

• Young girls engaged in commercial sex require urgent, targeted interventions and promo-
tion of healthy lifestyles.  Complimentary activities aimed at young boys should seek to
reinforce healthy behaviours. 

• A review of all current services should evaluate efficacy of reaching EVYP and MARA, and
relevant amendments to current strategies should be made. EVYP and MARA should be
integrated into existing HIV surveillance efforts
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CCoonncclluussiioonnss  aanndd  RReeccoommmmeennddaattiioonnss

This rapid assessment evaluated the level of knowledge on HIV prevention, risk behaviour, vulner-
ability and accessibility to services among EVYP and MARA. The RAR findings present an oppor-
tunity to identify and respond to the needs of EVYP and MARA, and to plan targeted interventions
to reduce their risk and vulnerability to HIV infection. Cumulative data of behaviour features and
knowledge level on HIV prevention, sources of support, sources of HIV/AIDS information are given
below.
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According to survey results, none of the vulnerable groups possessed even 50% correct knowledge
on HIV/AIDS prevention and transmission. MSM had the highest level of knowledge, at 48.5%
answering correctly, and ChDPC had the lowest level, with a mere 12% answering correctly. It is
recommended that this be addressed through IEC and BCC activities as well as group-specific tar-
geted interventions. None of the surveyed groups identified school as a main source of information,
highlighting the missed potential schools has in HIV prevention. Healthy Lifestyles and Life Skills
should be taught in all schools, and educators should be trained and supported to be able to com-
municate better with their students on these sensitive and important issues. Healthy Lifestyles and
Life Skills must also be expanded to cover all special education institutions. 

Peer education networks should be expanded and developed as an effective means of awareness-
raising for all vulnerable groups. Special peer-based interventions should be developed for IDUs,
who were the only group that did not use peer networks as a source of HIV and reproductive health
information. 

Most of the targeted groups identified mass media as an important source of information. Mass
media must therefore be oriented and engaged in promoting preventive and information with group-
specific messages designed to reach all EVYP.

The survey revealed very little confidence by youth in what are supposed to be youth-friendly health
institutions. In particular, none of the CSWs, IDUs or DUs would consider seeking help from a health
institution, and no IDUs or DUs would go to youth-friendly health institutions. The survey also
revealed that in case of need rather small part of the surveyed MSM would apply to health care insti-
tutions (41.2%) or to youth-friendly service (2.9%); 30% of ChCL and 34% of ChDPC would apply
to health care institutions; 4% of ChCL and 2% of ChDPC would apply to youth-friendly services in
case of need. At the same time no one of the surveyed young CSWs would go to youth-friendly
health services and 40% would go to health care institutions. So, few adolescents access youth-
friendly health services that monitoring of STI prevalence among the young people through YFHS
is not possible. This represents a huge flaw in the YFHS programme and indicated the need for
improvement in reaching out to all sectors of youth. 

ChCL and ChDPC first begin using drugs when they are quite young, at a mean age of 13.1 and
13.2 years respectively. The mean age at first drug use among IDUs, DUs, CSWs and MSM is high-
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er, at 17.6, 15.6, 18.2 and 18.7 years respectively. The mean age at first sexual intercourse of
ChCL, ChDPC and MSM was 14.4, 13.1 and 14 years respectively, lower than that of the IDUs, DUs
and young CSWs, who began at 17.7, 17.9 and 16.6 years, indicating the need for drug prevention
and sex education to be focused at children under 13 years of age. 

While IDUs, DUs and CSWs don’t turn to their families for help, ChCL, ChDPC and MSM consider
their families as sources of support. None of the groups named their families as significant sources
of information, however family members of EVYP and MARA should be given the opportunity to
actively participate in the preventive and treatment processes whenever possible and appropriate.

Interviews revealed that communities are not actively engaged in preventive activities. Activities
aimed at changing the attitude of community leaders and community representatives toward ChCL
and ChDPC as well as other EVYP are also critically needed and interventions at the community
level should target the elimination of stigma and discrimination against IDUs, DUs, CSWs and
MSM. The level of involvement and role of communities in the implementing activities must be
increased. While CSWs, IDUs and MSM feel comfortable seeking services from NGOs, almost no
ChCL or DUs would do the same. 

To provide effective drug addiction treatment it is necessary to:
• Combine existing treatment with rehabilitation.
• Make the amendments to the existing law referring to the prohibition of using drugs and

psychotropic substances in drug addiction treatment. 
• Study possible obstacles which can arise when representatives of the surveyed groups

apply to the services providing institutions and monitor confidentiality maintenance. 
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AANNNNEEXX  11

GGUUIIDDEE  FFOORR  AA  FFOOCCUUSS  GGRROOUUPP

TTooppiiccss::

1. Presentation of the interviewee

2. Family

3. Social context (communications)

4. Standards (rules) of the group

5. Attitudes and rules about sex

6. Healthy/risky sexual behavior

7. Alcohol and drugs

8. Needs

Detailed review of the topics:

11.. PPrreesseennttaattiioonn  ooff  tthhee  iinntteerrvviieewweeee::
• How old are you?
• What do you study/work? 
• Where do you live, and with whom?

22.. FFaammiillyy
• What are the relations within the family like? (how much time do you spend with your family?)
• Do you feel safe and loved? 
• Can you talk about your feelings? With whom?
• Whom of your closest ones would you confide in?

33.. CCoommmmuunniiccaattiioonnss::
• What does your day look like, what do you do in your spare time, where do you spend your spare time, with

whom?
• How would you like to spend your spare time and with whom?
• Where do you go out most often? 
• What do you usually talk about, and what do you do together?
• Who do you address for help if you have a problem and why? 
• Who has the greatest influence on you?

44.. SSttaannddaarrddss  ((rruulleess))  ooff  tthhee  ggrroouupp  
• What is acceptable for your peers (how do you make decisions about what is bad and what is good)?
• Are you complying with the rules of your peers that you associate with?
• What will happen if you break those rules?
• How do you respond to peer interventions?

55.. AAttttiittuuddeess  aanndd  rruulleess  aabboouutt  sseexx
• Who did you learn from (and how) about sex-related matters?
• Since when have you been interested in these matters?
• Do you talk with anybody about your sexual life? With whom? 
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66.. HHeeaalltthhyy//rriisskkyy  sseexxuuaall  bbeehhaavviioorr
• What kinds of sex do you know about?
• Do you feel forced to do things that you don”t want to do (sex without condom, sex for money, drugs, reli-

gion)?
• Do you know what risky sexual behavior is?
• Are there cases of risky sexual behavior among friends (in the institution)? 
• What are the factors that are conducive to this kind of behavior? 
• Does your group do something about risky behaviour?
• Does your group provide information and education on prevention of risky sexual behavior on a continuous

basis?
• Have you ever heard about condoms and what kind of condoms do you know about? 
• Do you use condom, and what kinds do you use (who takes care of that)? If not, why?
• Does your partner use condom?
• Do you know how to protect yourself from unwanted pregnancy?
• What do you know about Sexually Transmitted Infections (STIs)? When are they dangerous?
• How can you get infected by HIV? What do you know about AIDS?
• Are you afraid that you may get infected with HIV, and what measures do you take in order to protect your-

self?
• Do you feel ready for an open conversation about condoms with your partner?
• Do you feel ready to start a family?

77.. AAllccoohhooll  aanndd  ddrruuggss
• Do you drink? In what situations? How often?
• Have you ever smoked grass (marijuana) or taken another kind of drugs (tablets with alcohol, sniffing, inject-

ing); when you do that, how are you feeling?
• What is your opinion regarding this phenomenon prevalence?
• Are those people different from the others who do not use drugs or alcohol?
• Is there anything that bothers you in the communication with them?

TThhee  ffoolllloowwiinngg  qquueessttiioonnss  aarree  oonnllyy  ffoorr  ddrruugg  uusseerrss::  
• What do you think about the drug problem among the young people?
• Is it easy to get drugs in the place where you live?
• Are drugs expensive or cheap?
• Do you know many people that take drugs?
• Do you take drugs intravenously? For how long?
• Do you inject drugs more often when you are alone or in a company of other people?
• Who are you usually with when you take drugs intravenously?
• Has it ever happened to you to take drugs in a company of unknown people?
• Have you visited a place where drug users get together in order to take drugs (where they don”t know each

other)?
• Has it ever happened to you to use needles and syringes that somebody else had used before you?
• Has it happened to you to use drugs already prepared by somebody else?
• Is it easy for you to get new needles and syringes?
• Is it easy for you to get a social, health or another service if people know that you are a drug user?
• What do you think that needs to be done in order to improve the living conditions for drug users?
• Do you think that with your behavior of an intravenous drug user you are more susceptible to diseases? 
• Would you like to give in drug use?

88.. NNeeeeddss
• Do you have enough information on HIV/AIDS, alcohol and drugs?
• Do you have a place (school, clinic, NGO, friend) where you can go and find information about the issues

you are interested in (sexually transmitted diseases, protection, testing, drugs) anonymously? 
• In which of the areas that we mentioned so far you would change something, and what?
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AANNNNEEXX  22

QUESTIONNAIRE FOR CSWS, ARMENIA

Questionnaire No:  ________________

City:______________________________________________________________
Place of the interview: _______________________________________________

Date: _____________ (dd/mm/year)

Completed by (member of the team, initials):   _____________________________________

Checked by (initials):  _____________________________________

Hello, my name is  _______________________________________ I am helping to UNICEF in the research that”s
focused on issues of youth and their health in your ________________ (name of the institution, country, city). The
objective of the study is to identify the health issues young people face today and to develop responses to deal with
these issues.  As part of this study, we are interviewing a large number of vulnerable young people across the
region. I would like to ask you a few questions to assist us with this study.  It will take about 20 minutes. We are
not taking down any names or addresses and all information is completely confidential.

[[NNOOTTEE  ffoorr  IInntteerrvviieewweerr:: At this stage respond to any queries that the interviewee has.  If he/she agrees, record their
age to ensure they meet study criteria.  If they do not, thank the respondent and terminate interview.]

11.. HHaavvee  yyoouu  hheeaarrdd  ooff  HHIIVV//AAIIDDSS??
a. Yes
b. No

22.. HHaavvee  yyoouu  hheeaarrdd  ooff  SSTTIIss??
a. Yes
b. No
We define STI as a genital herpes, gonorrhea, syphilis, chlamydia, genital herpes, inflammation of genital organs,
trichomoniaza, hepatitis B and C. 

33.. WWhheerree  ddoo  yyoouu  ggeett  iinnffoorrmmaattiioonn  oonn  HHIIVV//AAIIDDSS  aanndd  SSTTIIss??    
a. Family
b. Friends/peers
c. Media (TV, newspapers, radio shows…)
d. School
e. Social/health workers
f. STI counseling service
g. Nowhere
h. Other (please specify)  _____________________________________
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55.. IInn  yyoouurr  ooppiinniioonn  wwhhaatt  aarree  SSTTIIss  ooff  tthhee  mmeennttiioonneedd  bbeellooww??  
a. Syphilis 
b. HIV/AIDS
c. Pneumonia 
d. Gonorrhea
e. All

66.. WWhhaatt  iiss  yyoouurr  rriisskk  ffoorr  HHIIVV  oorr  ootthheerr  SSTTII??
a. High
b. Moderate
c. Without any risk

77.. HHaavvee  yyoouu  eevveerr  bbeeeenn  tteesstteedd  ffoorr  tthhee  ffoolllloowwiinngg??    
a. HIV/AIDS
b. Hepatitis B
c. Hepatitis C
d. STIs
e.  I have never been tested

IIff  yyoouu  mmeennttiioonneedd  ““ee””  ggoo  ttoo  tthhee  qquueessttiioonn  1111..

88.. IIff  yyoouu  hhaavvee  bbeeeenn  tteesstteedd  ffoorr  HHIIVV,,  wwhheerree  hhaavvee  yyoouu  uunnddeerrggoo  tteessttiinngg??
a. VCT site
b. NCAP
c. Policlinic
d. Other

99.. IIff  yyoouu  hhaavvee  bbeeeenn  tteesstteedd  ffoorr  HHIIVV,,  yyoouu  hhaavvee  ddoonnee  iitt::  
a. On a voluntary basis 
b. On a mandatory basis

1100..    HHaavvee  yyoouu  bbeeeenn  iinnffoorrmmeedd  aabboouutt  tthhee  rreessuullttss  ooff  tthhee  tteessttiinngg??
a. Yes 
b. No

1111..  HHaavvee  yyoouu  eevveerr  hhaadd  SSTTIIss??
a. Yes
b. No
c. I do not know 

IIff  tthhee  aannsswweerr  iiss  nnoo,,  ggoo  ttoo  qquueessttiioonn  1166..
1122..  WWhhiicchh  SSTTII  ddiidd  yyoouu  hhaavvee??  ((nnaammee  iinnffeeccttiioonn))  ____________________________________________  
1133..  HHaavvee  yyoouu  hhaadd  SSTTII  oorr  iinnffllaammmmaattiioonn  ooff  ggeenniittaall  oorrggaannss  iinn  tthhee  llaasstt  yyeeaarr??  
a. Yes 
b. No

IIff  tthhee  aannsswweerr  iiss  nnoo,,  ggoo  ttoo  qquueessttiioonn  1166..

1144..  WWhhaatt  ddiidd  yyoouu  wwhheenn  yyoouu  bbeeccaammee  iinnffeecctteedd  wwiitthh  SSTTII??  
a. Went to hospital (policlinic, other health care institution)
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b. Self treated
c. Other (please specify) __________
d. Did nothing

1155..  HHooww  ddoo  yyoouu  tthhiinnkk  HHIIVV  ccaann  bbee  pprreevveenntteedd?? __________
1166..  WWeerree  yyoouu  ggiivveenn  aannyy  ccoouunnsseelliinngg  aanndd  iinnffoorrmmaattiioonn  bbeeffoorree  oorr  aafftteerr  tthhee  tteesstt??
a. Yes
b. No

1177..  DDoo  yyoouu  tthhiinnkk  tthhaatt  yyoouu  aarree  aatt  rriisskk  ffoorr  HHIIVV  oorr  ootthheerr  SSTTIIss??
a. Yes
b. No

We will ask you some questions in regards to the sexual behavior. We understand how these questions are per-
sonal but we would like to mention one more time that your identity is fully protected and that we are asking all
respondents the same questions. We define sexual intercourse as oral, vaginal and anal sexual intercourse. 

1188..  AAtt  wwhhaatt  aaggee  ddiidd  yyoouu  hhaavvee  yyoouurr  FFIIRRSSTT  sseexxuuaall  iinntteerrccoouurrssee??  __________

1199..  AAtt  wwhhaatt  aaggee  ddiidd  yyoouu  ssttaarrtt  pprroovviiddiinngg  ccoommmmeerrcciiaall  sseexx??  ____________

2200..  WWhheerree  ddoo  yyoouu  uussuuaallllyy  ffiinndd  yyoouurr  cclliieennttss??
a. Bars / cafés / clubs
b. Party
c. Parks
d. Street
e. Schools
f. In massage salon 
g. Other place (please specify)  

2211..  AArree  yyoouurr  cclliieennttss  uussuuaallllyy::
a. Locals
b. Foreigners who work here
c. Other (please specify) 

2222..  IInn  tthhee  llaasstt  wweeeekk,,  hhooww  mmaannyy  sseexxuuaall  ppaarrttnneerrss  hhaavvee  yyoouu  hhaadd??  __________    

2233..  IInn  tthhee  llaasstt  mmoonntthh,,  hhooww  mmaannyy  sseexxuuaall  ppaarrttnneerrss  hhaavvee  yyoouu  hhaadd??  __________

2244..  HHaavvee  yyoouu  hhaadd  sseexx  wwiitthh  nnoonn-ccoommmmeerrcciiaall  ppaarrttnneerr  iinn  tthhee  llaasstt  yyeeaarr  ((aa  nnoonn-ccoommmmeerrcciiaall  sseexxuuaall  ppaarrttnneerr  iiss  aa  ppaarrttnneerr
wwhhoo  iiss  nneeiitthheerr  aa  ssppoouussee,,  nnoorr  aa  ccoohhaabbiittiinngg  ppeerrssoonn  aanndd  ffrroomm  wwhhoomm  nnoo  ppaayymmeenntt  iiss  rreecceeiivveedd  ffoorr  sseexx))??    

a. Yes
b. No

IIff  nnoo,,  ggoo  ttoo  QQuueessttiioonn  2266

2255..  IIff  yyeess,,  hhooww  mmaannyy  nnoonn-ccoommmmeerrcciiaall  ppaarrttnneerrss  hhaavvee  yyoouu  hhaadd  iinn  tthhee  llaasstt  1122  mmoonntthhss________________

2266..  DDiidd  yyoouu  ((oorr  yyoouurr  ppaarrttnneerr))  uussee  ccoonnddoomm  llaasstt  ttiimmee  yyoouu  hhaadd  sseexx  wwiitthh  nnoonn-ccoommmmeerrcciiaall  ppaarrttnneerr??
a. Yes
b. No

2277..  HHooww  oofftteenn  hhaavvee  yyoouu  ((oorr  yyoouurr  cclliieennttss))  uusseedd  ccoonnddoomm  dduurriinngg  tthhee  llaasstt  3300  ddaayyss??
a. Always
b. Almost always 
c. Sometimes
d. Never

IIff  yyoouurr  aannsswweerr  iiss  ““aallwwaayyss””  ggoo  ttoo  QQuueessttiioonn  2288..
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2288..  WWhhaatt  aarree  tthhee  rreeaassoonnss  ffoorr  nnoott  uussiinngg  ccoonnddoommss  aallwwaayyss??  
a. Too expensive/not affordable
b. Embarrassed to buy
c. Difficult to use
d. Not easily available
e. Reduces pleasure
f. Embarrassed to ask partner to use
g. Trust in clients
h. No knowledge about condom”s positive effects
i. Other (please specify) __________

2299..  HHaavvee  yyoouu  eevveerr  hhaadd  sseexxuuaall  iinntteerrccoouurrssee  wwiitthh  ssoommeeoonnee  iinn  rreettuurrnn  ffoorr  mmoonneeyy,,  ddrruuggss,,  eemmppllooyymmeenntt  eettcc..??
a. Yes
b. No

3300..  DDiidd  yyoouu  uussee  ccoonnddoommss  llaasstt  ttiimmee  yyoouu  hhaadd  oorraall  sseexx??
a. Yes
b. No
c. I do not have oral sex

3311..  DDiidd  yyoouu  uussee  ccoonnddoommss  llaasstt  ttiimmee  yyoouu  hhaadd  vvaaggiinnaall  sseexx??
a. Yes
b. No
c. I do not have vaginal sex

3322..  DDiidd  yyoouu  uussee  ccoonnddoommss  llaasstt  ttiimmee  yyoouu  hhaadd  aannaall  sseexx??
a. Yes
b. No
c. I do not have anal sex

3333..  WWhhaatt  kkiinndd  ooff  ccoonnddoommss  ddoo  yyoouu  uussee??
a. condoms for anal sex
b. condoms for vaginal sex
c. condoms for oral sex
d. female condoms
e. any kind of condom
f. do not use condom

3344..  HHaavvee  yyoouu  hhaadd  pprroobblleemmss  wwiitthh  tthhee  ppoolliiccee  rreellaatteedd  ttoo  ccoommmmeerrcciiaall  sseexx??  
a. Yes
b. No

3355..  IIff  yyeess,,  ssoo  wwhhaatt  kkiinndd  ooff  pprroobblleemmss  ddiidd  yyoouu  hhaavvee??__________________________________________________

3366..  HHaavvee  yyoouu  eevveerr  pprroosseeccuutteedd  bbyy  tthhee  llaaww  ffoorr  bbeeiinngg  eennggaaggeedd  iinnttoo  ccoommmmeerrcciiaall  sseexx??
a. Yes
b. No

We would like to ask you a few questions connected with drug use. Please be assured that the confidence will be
maintained, since we do not know your names. We are asking all respondents the same questions and we are not
going to lay special emphasis on you.  

3377..  HHaavvee  yyoouu  eevveerr  uusseedd  ddrruuggss??  
a. Yes
b. No

IIff  tthhee  aannsswweerr  iiss  nnoo  ggoo ttoo  qquueessttiioonn  5577

3388..  HHooww oolldd  wweerree  yyoouu  wwhheenn  yyoouu  FFIIRRSSTT  uusseedd  ddrruuggss??  __________

3399..  IInn  yyoouurr  lliiffee  ddiidd  yyoouu  uussee  aannyy  ooff  tthhee  ffoolllloowwiinngg??
a. cannabis/marihuana
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b. diazepam or other benzodiazepam (apaurin)
c. ecstasy
d. glue or other inhalants
e. amphetamine
f. heroin
g. cocaine
h. opium tea
i. other (please specify) __________

4400..  WWhhaatt  ddrruugg  ddiidd  yyoouu  ssttaarrtt  wwiitthh  ((nnaammee  ddrruugg))??    

4411..  WWhheerree  ddoo  yyoouu  uussuuaallllyy  uussee  ddrruuggss??  
a. Bar/café/disco club
b. Home
c. Street
d. Parks
e. Schools
f. Toilets / WC
g. During parties
h. Other (please specify) __________
4422..    WWhhyy  ddiidd  yyoouu  ssttaarrtt  ttoo  ttaakkee  ddrruuggss??  
a. Curiosity
b. Persuasion of friends
c. Psychosocial problems (stress, depression)
d. Pain release
e. Improvement in physical appearance
f. For pleasure 
g. Other __________

4433..  HHaavvee  yyoouu  eevveerr  hhaadd  sseexxuuaall  ccoonnttaacctt  uunnddeerr  tthhee  iinnfflluueennccee  ooff  ddrruuggss
a. Yes
b. No 
c. Do not remember

4444..  HHaavvee  yyoouu  eevveerr  uusseedd  ddrruuggss  bbyy  iinnjjeeccttiinngg??
a. Yes
b. No

IIff  tthhee  aannsswweerr  iiss  nnoo  ggoo  ttoo  qquueessttiioonn  5577

4455..  WWhhaatt  kkiinndd  ooff  ddrruuggss  ddoo  yyoouu  uussee  bbyy  iinnjjeeccttiinngg??  ____________________________________________________  

4466..  HHooww  oolldd  wweerree  yyoouu  wwhheenn  yyoouu  FFIIRRSSTT  uusseedd  iinnjjeeccttiinngg  ddrruuggss??    ____________________________________
yyeeaarrss  oolldd

Questions 46, 48 and 49 are about drug injecting equipment and how it may be used.  We define “ddrruugg-iinnjjeeccttiinngg
eeqquuiippmmeenntt””  as needles and syringes.  We define ““sshhaarriinngg”” as using a needle or syringe for injecting drugs when
you knew or suspected that someone else (including your sexual partner) had used it before.

4477..  DDiidd  yyoouu  sshhaarree  ddrruugg-iinnjjeeccttiinngg  eeqquuiippmmeenntt  iinn  tthhee  llaasstt  mmoonntthh??
a. Yes
b. No

4488..  HHaavvee  yyoouu  eevveerr  uusseedd  ddrruuggss  pprreeppaarreedd  bbyy  ssoommeebbooddyy  eellssee??
a. Yes
b.  No

4499..  WWhheerree  ddoo  yyoouu  uussuuaallllyy  ggeett  yyoouurr  eeqquuiippmmeenntt ffoorr  iinnjjeeccttiinngg  ddrruuggss??    
a. Sharing equipment with others
b. From pharmacy
c. From friends
d. From health institutions
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e. From drug distributor
f. Other (please specify)_______________________________  

5500..  DDoo  yyoouu  cclleeaann  eeqquuiippmmeenntt  bbeeffoorree  yyoouu  uussee  iitt??
a. Yes, always
b. Sometimes
c. Never
5511..  IIff  yyeess,,  oorr  ssoommeettiimmeess,,  hhooww  ddoo  yyoouu  cclleeaann??____________________________________________________________    

5522..  DDuurriinngg  tthhee  llaasstt  mmoonntthh,,  ddiidd  yyoouu  hhaavvee  aannyy  pprroobblleemmss  wwiitthh  sskkiinn  ((bblluusshh,,  ppaaiinn,,  iinnffeeccttiioonn))  aatt  tthhee  ppllaaccee  wwhheerree  yyoouu  iinnjjeecctt
ddrruuggss??
a. Yes
b. No

5533..  HHaavvee  yyoouu  eevveerr  sseeeekk  ffoorr  ttrreeaattmmeenntt  rreellaatteedd  ttoo  ddrruugg  uussee??
a. Yes
b. No

IIff    ““nnoo””,,  ggoo  ttoo  QQuueessttiioonn  5566..

5544..  DDuurriinngg  tthhee  llaasstt  oonnee  yyeeaarr  ddiidd  yyoouu  vviissiitt  aa  ddooccttoorr  bbeeccaauussee  ooff  ddrruugg  iinnjjeeccttiinngg??
a. Yes
b. No

IIff  nnoo,,  ggoo  ttoo  QQuueessttiioonn  5544

5555..  IIff  yyeess,,  pplleeaassee  eexxppllaaiinn  wwhhyy??
a. To stop addiction
b. Overdose
c. Skin infection
d. Other infection
e. Other (please specify)______________________  

5566..  WWhhaatt  kkiinndd  ooff  ttrreeaattmmeenntt  hhaavvee  yyoouu  rreecceeiivveedd??
a. Isolation
b. Psychotherapy
c. Sociotherapy (social, group therapy)
d. Other (please specify)  ___________________________

5577..  IIff  nnoo,,  pplleeaassee  eexxppllaaiinn  wwhhyy  
a. Do not trust doctors
b. Do not believe in the effective treatment
c. Do not believe that confidentiality would be maintained
d. Have financial problems
e. Do not consider myself to be ill 

5588..  IIff  yyoouu  nneeeedd  ssuuppppoorrtt  ttoo  wwhhoomm  wwoouulldd  yyoouu  lliikkee  ttoo  aappppllyy??  
a. Health care institutions
b. Social institutions
c. NGOs (specify)_________________
d. Parents/relatives
e. Friends
f. Youth Friendly Services
g. Do not know
h. No one
i. Other (please specify)______________________  

5599..  WWhhaatt  kkiinndd  ooff  ssuuppppoorrtt  wwoouulldd  lliikkee  ttoo  rreecceeiivvee  ffoorr  iimmpprroovviinngg  yyoouurr  lliiffee??  
_________________________________________________________________________
_________________________________________________________________________
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6600..  YYoouurr  eedduuccaattiioonn??
a. Incomplete secondary
b. Secondary
c. Vocational 
d. Incomplete higher
e. Higher
f. Other __________

6611..  TToo  wwhhaatt  eexxtteenntt  iiss  yyoouurr  ffaammiillyy  wweellll-ooffff  ((ccoommppaarree  wwiitthh  ootthheerr  ffaammiilliieess  lliivviinngg  iinn  AArrmmeenniiaa))??  
a. Very well
b. Rather well 
c. Well 
d. Average
e. Lower than average
f. Worse than average

6622..  WWiitthh  wwhhoomm  ddoo  yyoouu  lliivvee??
a. By their own
b. With a father
c. With a stepfather
d. With a mother
e. With a stepmother
f. With a brother (brothers) or a sister (sisters)
g. With a grandmother (grandmothers) or a grandfather (grandfathers)
h. With other relatives
i. With other people who are not their relatives

6633..  AAggee  ____________________________________

6644..  YYoouurr  mmaarriittaall  ssttaattuuss
a. Single
b. Married
c. Devised
d. Civil marriage
e. Widowed

THANK YOU

Thank the respondent and terminate interview. Give out information leaflets if appropriate and answer any ques-
tions that the respondent asks.  Also, check that the questionnaire is fully and accurately completed.

6655..  PPlleeaassee  ssttaattee  hhooww  yyoouu  tthhiinnkk  tthhee  iinntteerrvviieeww  wweenntt::
a. very well
b. moderately well
c. not very well.
IIff  ““nnoott  vveerryy  wweellll””  pplleeaassee  ssttaattee  wwhhyy..    AAdddd  aannyy  ootthheerr  ccoommmmeennttss  yyoouu  mmiigghhtt  hhaavvee..  
__________________________________________________________________________________________
__________________________________________________________________
6666..  WWhheerree  aarree  yyoouu  ccoommpplleettiinngg  tthhiiss  qquueessttiioonnnnaaiirree??
a. bar/cafe/disco club
b. school
c. street
d. park
e. home
f. needle exchange site (place or project, where you can discard old/used needles or synergies 

and exchange them with new ones)
g. other places (please specify)  
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AANNNNEEXX  33AA  

GGUUIIDDEE  FFOORR  AANN  IINNTTEERRVVIIEEWW  WWIITTHH  TTHHEE  KKEEYY  SSOOUURRCCEESS  
OOFF  IINNFFOORRMMAATTIIOONN

TTooppiiccss::

11.. PPrreesseennttaattiioonn  ooff  tthhee  iinntteerrvviieewweeee
22.. PPrreesseennttaattiioonn  ooff  tthhee  iinnssttiittuuttiioonn
33.. CChhaarraacctteerriissttiiccss  ooff  aa  ttaarrggeett  ggrroouupp
44.. SSoocciiaall  ccoonntteexxtt  ((ccoommmmuunniiccaattiioonnss))
55.. FFaammiillyy
66.. SSttaannddaarrddss  ((rruulleess))  ooff  tthhee  ggrroouupp//iinnssttiittuuttiioonn
77.. AAllccoohhooll  aanndd  ddrruuggss
88.. HHeeaalltthhyy  aanndd  rriisskkyy  sseexxuuaall  bbeehhaavviioorr
99.. NNeeeeddss

Detailed review of the topics:

11.. PPrreesseennttaattiioonn  ooff  tthhee  iinntteerrvviieewweeee::
• Age/gender
• Since when he/she has been working in the institution
• Position in the institution

22.. PPrreesseennttaattiioonn  ooff  tthhee  iinnssttiittuuttiioonn::
• Characteristics (type of institution, location, capacity)
• How many people are employed? Their education.
• Activities of the institution.
• What are the social relationships like in the institution?
• Are there any obstacles to interventions and personal initiatives?

33.. CChhaarraacctteerriissttiiccss  ooff  aa  ttaarrggeett  ggrroouupp  
• Number, age, gender, education.
• How do they spend their free time?
• Are they local residents or not?

44.. SSoocciiaall  ccoonntteexxtt  ((ccoommmmuunniiccaattiioonnss))
• Who do they communicate with most of the time in the institution?
• Who do they address for help most often?
• How openly do they communicate amongst each other
• Who do they communicate with most of the time outside of the institution?
• Who has the greatest influence on them?
• How openly do they communicate with you?
• Do they address you in person in given situations?
• What kind of help do they ask from you most often?
• How do you personally build the confidence between you and them? 

55.. FFaammiillyy
• What kind of family do they originate from – a complete/incomplete one, how many members (several mem-

ber family means a family with more than 4 members), social and economic status of the family?
• Do they have contacts with any family member?
• Is anybody else interested in them?

66.. SSttaannddaarrddss  ((rruulleess))  ooff  tthhee  ggrroouupp//iinnssttiittuuttiioonn
• Do they comply with the rules of the institution?
• What happens if they violate the rules of the institution?
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• How do they respond to interventions?
• Do they have their own group rules?
• Do they abide by the group rules?
• Do the groups have leaders?
• What happens if they violate the group rules, i.e. what kinds of measures are taken? 

77.. AAllccoohhooll  aanndd  ddrruuggss
• What is your knowledge on alcohol use inside and outside of the institution?
• What is your knowledge on drug use inside and outside of the institution?
• What are the reasons for them starting to take drugs and alcohol?
• Do you as institution provide continuous information and education about prevention of alcohol and drugs

use?
• What do you personally do about this?

88.. HHeeaalltthhyy  ––  rriisskkyy  sseexxuuaall  bbeehhaavviioorr
• What is your knowledge on the sexual behavior of the groups inside and outside of the institution?
• Are there cases of risky sexual behavior? 
• What are the factors that are conducive to such behavior? 
• Do you as institution do anything about it?
• Do you as institution provide continuous information and education about prevention of risky sexual behav-

ior?
• Do they have knowledge on HIV/AIDS and STIs?
• Do they know how to take care of their health, and what kind of measures do they take for protection of their

health?

99.. NNeeeeddss  
• with regard to the above-mentioned topics/health services/obstacles.
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AANNNNEEXX  33BB

MANAGERS OF HEALTH INSTITUTIONS PROVIDING STI TREATMENT

HEADS OF INSTITUTIONS PROVIDING PRIMARY OUT-PATIENT HEALTHCARE SERVICES 

Name of institution -------------------------------------

Name of ward --------------------------------------------

Name of service ------------------------------------------

IInntteerrvviieeww  ssttrruuccttuurree
• How long have you been engaged into this field?
• How would you assess sex business development in our country? 
• What other changes do you find based on your institution”s regarding the spread of this phenomenon? 
• What are the biggest problems that you encounter during your demanding work ? 
• If things at your institution depended solely on you, if you were to make decisions exclusively, what changes

would you introduce ? 
• Do you follow patterns of risk behaviour related to HIV transmission of your patients? 
• Are any measures undertaken to prevent such behaviour? Which? 
• What therapeutical programmes applied are the most effective?
• How can you confirm it? 
• What do you consider to be inefficient and in need of change ? What would you eliminate? 
• What therapy efficiency indicators do you use 
• How long is a patient followed-up?
• After discharge, are rhere any planned controls? 
• Are there problems with personnel at your institution, and what kind of problems? 
• Where and how do you inform the staff on work specifics, therapy options, methods, and similar? 
• Could you enumerate all activities that your institution deals with? 
• What out-of-institution activities and programmes is your institution involved with? 
• What preventive activities do you propose? 
• Anything to add, not included in this interview
• What is your opinion on STI syndromic treatment? Do you apply this approach?
• Do you think that the preventive activities you carry out have an impact on STIs spread? 
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AANNNNEEXX  33CC

NGOS REPRESENTATIVES INTERVIEW

Title of institution -----------------------------------------------------------------------

11.. IIss  yyoouurr  iinnssttiittuuttiioonn  ccaarrrryyiinngg  oouutt  aann  aaccttiivviittyy  ((  pprrooggrraammmmee  ))  aaiimmeedd  aatt  CCSSWWss  ,,  rreellaatteedd  ttoo  HHIIVV  iinnffeeccttiioonn  pprreevveenn-
ttiioonn1..

NO YES

22.. FFoorr  tthhoossee  wwhhoo  aannsswweerr  YYEESS2

Please describe the activity as follows : 
a) Name of activity – programme -----------------------------------------------------------------------
------------------------------------------------------------------------------------------------------------
b) Programme started ------ ended ------------ still on 
c) Who are target groups ( who is it aimed at ) ---------------------------
d) What is the planned scope -----------------------------------------
e) Basic activity contents ---------------------------------------------------------------------------------
----------------------------------------------------------------------------------------------------------
----------------------------------------------------------------------------------------------------------
----------------------------------------------------------------------------------------------------------
f) Activity carriers ------------------------------------------------------------------
g) How is the activity carried out -----------------------------------------------------------------------
h) Was there any assessment made before this activity started ? 

No
Yes – by whom was it done ------------------------------------------------------------------------

i) Was there an evaluation at the end ? 
No
Yes – by whom was it done ? ----------------------------------------------------------------------

33..  DDoo  yyoouu  kknnooww  ooff  aannyy  pprrooggrraammmmee  ooff  tthhee  ssaammee  oorr  ssiimmiillaarr  cchhaarraacctteerr  uunnddeerrttaakkeenn  iinn  aannyy  ootthheerr  iinnssttiittuuttiioonn  ((  
oorrggaanniizzaattiioonn))??  

NO YES
If YES, please state :
a. Name of institution ------------------------------------------------------------------------------------
b. Name of activity ----------------------------------------------------------------
c. Any other data -----------------------------------------------------------
Questionnaire filled by :
Name and surname -------------------------
(mark as necessary)
Member of the National Support Board 
Member of the City Advisory Board 
School Principal or authorized person ( function )-----------------------------------------------------
Director of health institution or authorized person ( function )---------------------------------------
Else ( who )-----------------------------------------------------

SSuupppplleemmeenntt  
Please describe other activities, if any, at your institution3

j) Name of activity – programme -----------------------------------------------------------------------
------------------------------------------------------------------------------------------------------------
k) When did the programme start ------When did it end ------------ Is it still on
l) Who are target groups ( who is it aimed at ) ---------------------------
m) What is the planned scope ------------------------------------------
n) Basic activity contents ---------------------------------------------------------------------------------
------------------------------------------------------------------------------------------------------------
Activity carriers ------------------------------------------------------------------
o) How is the activity carried out ------------------------------------------------
p) Was there any assessment made before this activity started ? 
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1This includes activities and programmes aimed at drug addiction prevention; activities in sexual and reproductive health fields; sexually transmittable dis-
eases or HIV prevention.
2

3



No
Yes – by whom was it done ------------------------------------------------------------------------

q) Was there an evaluation at the end ? 
No
Yes – by whom was it done ? ----------------------------------------------------------------------

AANNNNEEXX  33DD

Draft of RAR interview with Policy makers:

1. Parliamentarians (specific committee).

2. The Police

3. Programme on Trafficking

4. Open Society Institute

National and Local Field Coordinators are to take this interview. 

Interview  structure:  
• Many information sources point to an increase CSWs” risk behaviour. What is your opinion? 
• How would you describe such behaviour (i.e., according to you, what are the most serious

health threatening risks for CWSs)? 
• What causes, according to you, such behaviour? 
• Could you divide the causes according to “origin”?
• Drug addiction, no doubt, is per se a very serious phenomenon among young people, and

coupled with HIV infection threat it gets a new dimension. What is your opinion?
• Do you believe the phenomenon to be big and serious enough as to require prompt interven-

tion?
• Who do you think should initiate the intervention, and how to realize it?
• Besides the mentioned risks, would you care to add any others, specific for drug addiction?
• Is anything undergoing in the department you manage related to prevention/change of risk

behaviour of CSWs?  What is it, can you elaborate?
• Is anything planned for the future?
• Anything to add (not included above)? 
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AANNNNEEXX  44

Timeframe  RAR  in  Armenia

May-NNovember  2005
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