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1. Executive Summary 

Children with special needs are under 18 who have a chronic physical, developmental, or behavioral condition, and require health and other type of related services beyond that, which is required by children generally [1]. Those children are at higher risk for a variety health disorders. The results of many surveys prove that prevalence of health problems in these vulnerable groups exceeds the international standards [2]. Special attention of governmental and non-governmental organizations is required to ensure that quality health care, including preventive care, is monitored and guaranteed for them [2].
The health problems are various, starting from delayed physical and mental development, muscular-skeleton pathologies, and problems with nutritional status. Many children have specific retardation of learning abilities development, delayed reactions, and communication problems, mostly related to hearing or mental problems. These disorders can be explained not only by anomalies, but also by failure of upbringing, lack of attention from the adults (both parents and teachers) to children [3]. Poor education in combination with poor nutrition as well as lack of mechanisms of health care delivery, including financing and absence of standards of care of both common conditions and special needs are the explanation of current situation in health status of institutionalized children. Next explanation is the absence of regular system of preventive care in order to early detect the diseases and disorders in general child population and prevent possible complications [4]. Only some nongovernmental organizations under the support of international agencies, without proper state’s regulation and direction are organizing the health assessment programs, involving mobile medical teams with multidisciplinary group of specialists. Meanwhile most of common diseases in case of early detection are preventable. Even children’s disability coming since infant period in case of early recognition is possible to mitigate.

Children’s Health Care Association implemented the project on evaluation of the health status of children in the four selected by the Ministry of Education and Science schools for children with special needs under the support of UNICEF. These are 
· school N 11 for children with mental problems in Nubarashen, 

· school N1 in Nubarashen for children with mental problems 

· school N9 for children with hard listening and 

· school N18 for children with socially dangerous behavior in Nubarashen

The main objective of the study was to evaluate the health and mental status of children, make specific recommendations on further treatment and care.
Other objectives were to assess the correspondence of the admitting diagnosis and current status of institutionalized children as well as correspondence of children's needs to the schools' specification. 
It is expected that the results and suggestions with full information on magnitude and distribution of problem facing by all institutionalized children will be used for policy changing and development of new strategy for deinstitutionalization and integration of children into society, preserving and supporting the international classification of diseases (ICD-10) and standards for special school acceptance. It is expected that the results will be used for future good coordination and care, correct documentation and rehabilitative activities.
2. Key Project Participants 

Nani Oskanian MD: Co-Chair of CHCA

Dr. Oskanian was responsible for staff development, administrative support and direct supervision of main activities. 
Naira Gharakhanyan, MD, MPH: Program Coordinator
Dr. Gharakhanyan was responsible for day-to-day management and coordination of the project, supervision and monitoring of field activities, development of study instrument and methodology, training of staff, constant budget analysis, data management and submission of final report

Gevorg Boyajyan: Pediatrician (Vice-President of CHCA and Head of Pediatric Department, Institute of Child and Adolescent Health)

Dr. Boyajyan performed health examination of children involved in the study, conducting physical examination and interviewing. He was also responsible for organization and supervision of further investigations of children, requiring urgent interventions in the hospitals, which was out of the project budget. As a vice-president of CHCA and responsible person for cash flow, procurement and finance of organization, he assisted to coordinator in periodic administrative activities.
Sergey Sargsyan: Consultant (Head of Republic Child Health Care Methodology Center) participated in preparation of final report.  

Anna Stepanyan: Social Worker (Participant of Occupational Therapy Course in «Arbes» Medical Center

Ms. Stepanyan had primary responsibility for collecting social-demographic data conducting face-to-face interview with children and caretakers/teachers and recording data from personal documents.
Tamara Manoukyan, MD: Surdologist/ENT Specialist (Institute of Child and Adolescent Health, NGO «Havat»)
Dr. Manoukyan was responsible for conducting not only otholaringological examination, but also audiometric examination for revealing listening problems in children. She is president of NGO «Havat», which more than 7 years are involved in screening programs of children with hard listening and deaf.
Ruzanna Kalashyan, MD: Neuropathologist (Institute of Child and Adoloscent Health) 

Marina Arsenyan, MD: Psychiatrist (Sant Grigor Lusavorich Medical Center)
3. Background

International Community ratified a number of documents on the protection of children’s rights, one of them is UN Convention on the Rights of Children.  Its important provisions stipulate that all Parties to the Convention shall recognize that “every child has inherent right to life… and shall ensure to the maximum extent possible the survival and development of the child” [5]. They also should strive to ensure that no child deprived of his or her right to access to healthcare services, nutrition and education. 

UN experts estimate that hundreds of millions of children worldwide are on the margins

of society due to wars, deep poverty, or other family upheavals. Their exclusion from

proper education, health care, and family support, has long-term and life-threatening

consequences [2, 3, 4]. Many of them, especially children with special needs, live in institutions under governmental patronage. Whether within institutions or in the family, these children are three or four times more likely than are other children to suffer neglect, physical, sexual and emotional abuse [2]. 

In Armenia, reliance on institutionalized care for children is a legacy of the communist

period. Now, a number of institutions such as orphanages, boarding schools, renamed on school for children with special needs, are barely able to support the children residing there [5]. In Armenia, institutionalization, quite apart from being an alternative for children deprived of their parents, is effective substitute for parents who do not have the means to maintain their children [4]. There is certain proportion of institutionalized children from vulnerable families without any special needs [5]. There is a special concern on those children. Armenian governmental strategy on optimization as well as general trends over the world, require decrease of the number of such institutions, deinstitutionalization and integration of children in the society. 
In overall, there are about 10000 registered institutionalized children, among them there is a big  number of children with disabilities. Those children continue to experience discrimination and lack of access to health care, though they are entitled to all rights of the children [2], although the state is obligated to deliver (free of charge) to individuals with disabilities different items. Also the state must guarantee the financial support of by means of pensions, single-time assistance (food, cash), admission to state institutions or services at home, employment [5].  Moreover, according to the Ministry of Social Security individuals with disabilities are entitled to various privileges, such as high quality and free of charge medical treatment, free medication, free vouchers for health resorts and many other benefits [5]. However, there is no regular medical check-ups and preventive care system and, only in urgent and emergency cases, these high-risk groups of children get medical assistance and hospitalization to the local facilities [4]. There is a lack of provision with medicine for children, needy to get periodic treatment and rehabilitation. Very often, the living conditions, and attitude of staff are not appropriate to create a healthy environment and favorable conditions for education. Therefore, the most reliable guarantee for safety and wellness of those children are parents and family. 
Based on UNICEF child protection strategy and Ministry of Education and Science request Children’s Health Care Association implemented the program on health assessment of about 500 children from four schools for children with special needs. The core group consisting of neurologist, psychiatrist, surdologist/ENT specialist, pediatrician and social worker was trained on the issue of standard procedures, documentation and diagnosis, created as guidance for admission to the special schools.  These are schools for children with hearing and visual impairment, psychological and mental problems, learning disabilities, behavioral and emotional disorders, and physical disability. The training based on international statistical classification of diseases and the Ministry of Education and Science order N 593 (13/08/2003) on creating the Medico-psycho-pedagogical commission in each Marz, set criteria for admission to the special schools [6, 7]. 
4. Specific objectives 
Based on WHO defined ICD 10 one of the objectives of the program was 

1) to evaluate the health status of children 

2) to make specific recommendations to caretakers on further treatment and care. 

Other objectives were 

3) to assess the correspondence of children's needs to the schools' specification as well as 
4) correspondence of admitting diagnosis with current health status of institutionalized children.
The last issue raised because of the evidence of institutionalization of children from vulnerable groups of population without any disability or special needs. These are children from families with single parent, sick parents, alcohol and drug users, applying to domestic violence, and others.  
5. Methodology

5.1. Study population

The study targeted 391 children from four, selected by the Ministry of Education, schools (special schools for children with mental problems N11, N1 and school N18 for children with socially dangerous behavior in Nubarashen, and school N 9 for children with hard listening in Yerevan. 
5.2. Study Instrument

For development of the study instrument, different questionnaires and examination forms were used from previous surveys, conducted for general and specific population by CHCA, UNICEF, AUA and other organizations [4, 8, 9]. Special consultations and recommendations of the leading specialists in pediatrics, neurology, otolaryngology and psychiatrics made for elaborating the study instrument (examination form). It is consisted of the social-demographic part, describing the family and parental status of the children, birthplace and residency, persons or agencies responsible for institutionalization and the reasons for that, and others [10] (See appendix 1). The rest of the questionnaire-examination form was dedicated to the questions and objective data for assessing the psychological, neurological, hearing and otholaringologic status, and general health. The questionnaire was reviewed by the UNICEF Child Protection Officer and chief specialist and the secretary of the Republican Medico-psycho-pedagogical commission, and tested for 8 children with hard listening, attending the NGO «Havat» rehabilitation center. As a reliable and valid instrument the audiometer and other type of otholaryngologic and audiometric equipment used for assessing the hearing and ENT status of children. These instruments were several times tested and calibrated before starting each day assessment.

Before interviewing caregivers, taking notes from the personal documents, the informed consent form read for the schools’ directors (legally responsible person for children) and the staff of the schools. Informed consent form contained the information on objectives, benefits and all objective information, which allowed the staff to be aware in the program purpose and possible implications after getting the objective data on target population. Due to specificity of the schools (especially school N18 for children with socially dangerous behavior) the permission for entrance from the Ministry of Education was taken. 
5.3. Data Collection

The working group, included neurologist, psychiatrist, surdologist/ENT specialist, pediatrician and social worker, were trained on the issue of interviewing of children and caretakers, filling the forms and international statistical classification of diseases (ICD-10). Particularly, the diagnosis, standards and indicators addressed to assess the status of children with mental problems, behavioral changes and listening problems used for staff training. 

The data screen was prepared for data entry using SPSS software package. The collected data entered and analyzed. During these procedures, some data recoding and reviewing were made [10]. Taking into account different specificity of the schools the data was separately analyzed. 

5.4. Definition of variables
The diagnosis was based on the interview with children, caretakers, complains, history of diseases, physical examination, instrumental assessment and data, coming from the personal documents and medical records.

The last objective of the program aiming to reveal the correspondence of the diagnosis and children’s status to the schools’ specificity was determined and recorded based on ICD-10 and recent Medico-psycho-pedagogic commission’s definition and decision on organization of comprehensive education, and appropriate and possible location (school) of children [6, 7]. The most prevalent cases and diagnosis, specific for the selected schools, are presented in the Figure 1 [7].
Figure 1. Specification of the schools, based on diagnosis

	Diagnosis
	Schools’ Specification

	Mental retardation

	Mental retardation (mild form)
	Special program in public schools or special school for children with mental problems

	Mental retardation  moderate and severe forms)
	Special school for children with mental problems

	Psychiatric disorders

	Hyperactive syndrome
	

	Hyperactive syndrome with mental retardation 
	Special school

	Disintegrative disorders,

child autism
	Education at home or special school
special school 

	Language development disorders

	Mild forms
	Public school

	Severe forms (disartria, aphasia, receptive disorders)
	Special school

	Receptive disorders (moderate)
	Public school or special school

	Emotional and Behavioral disorders

	Behavioral hyperactive disorder
	Public school

	Attention deficit and hyperactive syndrome (ADS)
	Public school

	Non-socialized behavior

Socially dangerous behavior
	Special school or public school
Special school

	Logoneurosis, disartria (non-severe form, no mental problems) 
	Public school (logopedic assistance )

	Learning disability

	Mild and moderate of disorders
	Public school

	Severe form of disorders
	Special school

	Different non-severe type of disorders (logoneurosis, pronunciation, reading, accounting problems ) 
	Public school (logopedic assistance, special program)

	Listening problems

	Hard listening (1st- 4th degree)

From 20-90 decibel (db)
	Special school for children with hard listening

	Deaf  (91 and more db)
	Special school for deaf children


6. Results

The phase of investigations lasted since February to end of the April, 2004. In overall 391 children in age 7-16 years old examined, despite the total number of the registered children was 514. The main reason for the absence of children was that many of the absent children left the school for their home since Christmas long holiday and stayed there because of necessity to help their families in spring agricultural works. Another reason was lack and inaccessibility of  transportation to return.  
6.1. Special school N11 (for children with mental problems) 

The total number of examined children was 93 out of 112 (83%) in age from 7 to 16, and with small difference in gender distribution (54% of boys). Most of the children 60% were from Yerevan and Ararat Marz, rest children came from all other marzes even from Karabakh and Georgia and were Armenian, except 2 of them (Russian, and mixed Russian and Azerbaijan) 

Reviewing the personal medical history it was revealed that most of the children did not receive BCG revaccination. Another finding related to vaccination status was that 12% of children have incomplete vaccination; about 22% of children did not have the vaccination list and about the same proportion of children did not have medical cards at all for getting information on previous health status. Next issue was to reveal the existence of reestablished in September 2003 medico-psycho-pedagogical commission’s referral paper to this school. All 7 newly entered children have had this document. Among examined children 81 (87%) of them had the birth certificate. It is also worthy to mention that 31% of all children were absolutely deprived from parental care The table 2 shows the parental status of examined children.
Figure 2. Parental status of children

	Parental status
	Children (No)
	Parental status
	Children (No)

	Both parents
	23
	Father (prisoner)
	4

	Parentless
	29 (31%)
	Father’s disability
	1

	No father
	18
	Mother’s disability
	5

	No mother
	8
	Double marriage
	5


Answering the main research question on correspondence of current health status to the purpose and specificity of this school, the results of the study showed that only 45 children (48%) had only mental problems, and their institutionalization is approve. Other 32 children could go to the public schools, but it is too late to transfer them, because of social and pedagogical neglect. These are children from socially vulnerable families, families having drug and alcohol users parents and applying child abuse. These are children, that enter to school very late (in age 8 and even later), because of lack of family support. Among them there are children with single and unemployed or sick parents. There are parents that left all their children here. There are children, whose brother or sister had mental problems, and parents decided to place them together in the same school. It is revealed that there are children from first, second and third marriages of the same drug user father. The statistics showed that 30 children in this school are coming from the same families; about 60% of them are normal. 

The majority of those children were from Yerevan and Ararat Marz, meanwhile children with real mental problems come not only from the close regions, but also from remote, such as Tavoush and Syunik. All these facts as well as the results of the interviews with children and caretakers indicates that the social factor is the main reason for placing children without needs in the special schools, where they can get relatively sufficient food and clothes, and though not complete but school education. Except few, almost all children are staying overnight; besides parentless children (31%), the rest of them have relationship with the families and relatives.

Next finding, related to institutionalization of children, is that 16 (17%) children should not be 
placed here. These are children without any special needs and entered into first grade (7 
children) and the rest are children with hearing problems. The last group consists of 10% of all 
examined children with different level of hard listening (2nd , 3rd, 4th degree and deaf). Only two 
of them had hearing aids, which were old and non-usable. However, they do not need them, 
because of their deaf. Such prevalence of listening problems, which is much higher comparing 
with international standards (1% in general population), explain the cause of learning disabilities. 
This fact led to the idea that the listening problems were primary source of disability, although in 
questionnaire was the reason of institutionalization. These questions were extremely important many cases mental and listening problems are combined. One of the questions raised by the for 
those 32 children, who in their intellectual development are pretty lag behind of peers, and it
is impossible to transfer them into public schools. Among the reasons were social and economic hardships, high rate of unemployment of parents, alcohol and drug users in the family (See Figure 3).
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Figure 3. Reasons for being institutionalized


Many of these 32 children came from the families without fathers present (either the parents had divorced or the father had gone outside of Armenia to look for job, or mothers were never married). They came to the city because they perceived it as a place where they were more people capable of giving alms and there was a better chance to survive and help their families. Then through the police, parents and relatives’ efforts they were placed here. About one third of those children had drug or alcohol user parents (predominantly fathers), applying to the violence. Summarized data on prevalence of pediatric problems are presented in the Figure 4. 

Figure 4. Health problems in children

	Diseases and Disorders 
	Prevalence %

	ENT problems
	17.2

	Allergy and skin problems 
	15.0

	Respiratory problems
	10.1

	Uro-nephrologic problems (kriptorkhism, hypospadia, urinary tract infection) and surgical problems 
	5.4

	Caries
	35.5

	Cardiopathia 
	3.2

	Sexual development delaying
	3.2

	Physical development delaying (short stature)
	9.5

	Neurologic and psychiatric problems 
	46.2

	Physical development alternations (scoliosis)
	10.8

	Trauma (broken nose, others)
	16.2

	Acute cases (urgent hospitalization & clinical investigations)
	8.6


It is worthy to mention about high prevalence of physical development alternations, allergic and skin problems and injuries. Although interviewing children on the issue of punishment, only 1-2 children mentioned about physical punishment of teachers, there were many cases of nose trauma. The explanation of situation is that many of those children were street-children or coming from the families applying to violence. 
Pediatrician referred 8 children with urgent needs to the reference center (Institute of Child and Adolescent Health) to get treatment, instrumental and clinical investigations. Both the administration of the school and the Institute express their good will to support those children. The diagnosed cases mostly related to gastrointestinal, skin and nephrological problems. In addition to these children, there were 10 cases with chronic tonsillitis and adenoiditis, also requiring the intervention. Special attention was given to 2 cases with kriptokhism, revealed by in children in age 10 and 9 years old. However, because of the absence of parents these children could not come through the operation. The director and deputy director of the school guided sick children to the hospital together with school nurse. 

The last finding, the result of interviewing the school’s health care providers, indicates the absence of medications, necessary for regular treatment and rehabilitation of children with mental problems. Only small quantity of sedative drugs existed, but no vitamins, nootrop drugs and other recovering medications. 

6.2. School N9 (for children with hard listening) 

The total number of examined children was 143 out of 162 (88%) in age from 7 to 16, and with 10% difference in gender distribution (55% of boys). About 47% of children came from Yerevan, remaining part of the children were similarly distributed by their place of living (other marzes). Tavoush, Vayots Dzor and Georgia was presented by one child respectively. Number of children staying overnight was 42 (30%). Despite the majority of children came from the regions, but they had parents, renting apartment in Yerevan, or at least one relative, where they could spent the rest of the time and weekends, that is sign of good parental care and responsibility for future of their children.

Review of documents and personal medical history showed apparent positive difference comparing with previous school. All necessary documentation for each child were in order, including birth certificates, medico-psycho-pedagogic commission’s referral papers for children entering the school from September 2003, that once again certified the existence of parents in almost all children. The figure 5 presents the parental status of examined children.
Figure 5. Parental status of children

	Parental status
	Children (N)
	Parental status
	Children (N)

	Both parents
	131
	Father (prisoner)
	0

	Parentless
	0
	Father’s disability
	1

	No father
	11
	Mother’s disability
	0

	No mother
	1
	Divorce (second marriage)
	6


The results of review of medical documentation revealed that almost all children completely vaccinated, except 10% of them, who did not receive the BCG revaccination. According to the school nurse explanation on this situation, the pediatricians do not revaccinate, motivating by the existence of scar after first BCG vaccination, certifying good immunity toward tuberculosis.

Another finding, coming from the medical history, was the cause of hard listening or deaf.
Figure 6. The causes of hard listening or deaf (from medical history)
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As medical records indicated, 7,7% of children became deaf or hard listener after gentamycin or canamycin antibiotics’ injections against bacterial sepsis. Rubella and influenza or other viral infections as a cause of listening problems were indicated in 4,2% cases. Because of hereditary deaf in 19,6% (28) cases children had deaf or hard listener parents or relatives; the study revealed 18 deaf or hard listener children, coming from the same families. 

In order to get the answer to main research question, it is worthy to mention about the regulations and rules for entrance to this special school. 
According to the WHO classification of the listening disorders and recent (September 2003) changes in the legislation of this school, made by the Ministry of Education and Science, only children with loss of listening, ranging from 20 to 90, are allowed to enter to this school [11]. (See Figure 7)  

Figure 7. WHO classification the listening disorders

	Level of listening disorders
	Average loss of listening 

(decibel, db)
	Degree of hard listening 

	Mild disorders 
	26-40
	1st degree 

	Moderate 
	41-55
	2nd

	Moderate severe
	56-70
	3rd

	Severe
	71-90
	4th

	Total loss of hearing
	More than 91
	deaf


Before the legislative changes in 2003, children entered to school according to V.G. Yermolaev’s listening standards, where above 100 db loss of listening was considered as deaf. Hence, children, entered before 2003, in some cases had loss of listening, graded above 100 db. Moreover, according to surdologists’ opinion and scientific literature, neuro-sensorial hard listening has progressive character and after such diseases as acute respiratory diseases, it can considerably change toward total loss of listening. These facts clarified the reasons of such high percentage of children with loss of listening more than 100db. Since the school’s main goal is the development of children’s speaking and writing skills, during estimation of children’s listening status and correspondence of their diagnosis to the school’s specificity, their speech and pronunciation were also taken into account. For clarification of diagnosis, the doctors used special audiometric equipment, medical records, interviewing the children as well as opinions and recommendations of the surdo-pedagogist were taken into account. 

Therefore, according to the examinations, 15% (n=21) of children with their needs did not correspond to the school’s specification. Among them 19 were deaf and did not have any signs of speech. However, the majority of them were in the 7-10 grades, and they entered to this school very late, with already developed learning disabilities and without listening aids. Among those 21 children, one child did not have any listening problem, but had mental problems. This child needs to be transferred to the school for children with mental problems. Another child had 2nd degree of hard listening and well-developed speech, which meant that he could attend public school. 

In overall 49 children had listening aids, among them 10 children were deaf. In a reality the listening aids will never help to deaf people, therefore, only 39 (32%) out of 120 children with hard listening, who are really needed an aids, had them. 

It is worthy t mention that surdologist with surdo-pedagogist estimated the progress of speaking and learning skills in deaf and children with hard listening. The figure 8 shows, that the total number of children with 3rd and 4th degree of hard listening was 73. Sixty-two (85%) of them had well-developed speech. In addition to this, among 35 deaf, 16 children had well-developed speech too. 

Figure 8. The progress of speaking ability in deaf children and children with 3rd & 4th degree of hard listening

	Degree of loss of listening
	Well-developed speaking
	Words or absence of speaking
	Total

	3rd   and 4th
degree of hard listening                   
	62 (85%)
	11
	73

	Deaf
	16 (45%)
	19
	35


The latter group of children (deaf with speech) considered as an appropriate to this school, because their speaking progress was apparent. There is no sense to transfer them to the school for deaf children only for audiometric indicators, because there they will lose speaking ability and use only gestures for communication. As it was mentioned by the specialists, the reason of developed speaking ability in these children is not the listening aids (they do not help them), but early surdo-pedagogic interventions since preschool age, aiming to integrate and teach to pronounce sounds and words. Emphasizing the role of early interventions for these specific groups of children, the staff of the school mentioned about preschool integration program, available in this school until last year. However, because of the shortness of state budget, the preschool classes closed. 

The school had also special classes for children with hard listening and mental problems.  Among those, six children could not be estimated audiometrically. They required special objective audiometry that require anesthesia in specialized department.  

It is worthy to mention about statistics, given by school administration. During last 2 years 7 children with listening problems from the 2nd and 3rd grades came from public schools; 3 children from this school transferred to the 3rd, 5th and 6th classes of the public schools and 2 children transferred to other schools with special needs (for deaf children and children with mental problems). Interviewing children on the issue of punishment, no one child mentioned about physical punishment of teachers or administartion.  

The figure 10 presents the data on prevalence of pediatric problems revealed in children. 
Figure 10. Health problems in children

	Diseases and Disorders 
	Prevalence %

	ENT problems (otitis, adenoiditis, chronic tonsillitis)
	7.0

	Allergy and skin problems 
	4.9

	Respiratory problems
	2.8

	Uro-nephrologic problems (kriptorkhism, urinary tract infection) and surgical problems 
	3.5

	Cardiopathia
	2.1

	Caries
	25.5

	Physical deviations (scoliosis)
	9.8

	Others
	4.2


In five children in age 7-9 the kriptorkhism was diagnosed, and one case of heart malformation was suspected, which is pretty late revealing of such. The pediatrician referred them to the hospital for further investigations. 

In overall, the situation with pediatric problems was much better, comparing with the school N11, except the situation with deviations of physical development and caries. The school had room, computerized and furnished under the OSI grant. The administration tries to find the investors or other NGOs, assisting the school, particularly, for continuation preschool integration program and up dating the lingo-phone cabinet. 

6.3. School N1 (for children with mental problems)

87 (71%) out of 123 children in age from 7 to 16 were examined. There was no statistically significant difference in gender distribution. Most of the children (65%) were from Yerevan and 17% - from Ararat Marz, the rest were approximately similarly distributed by other marzes. Despite the same type of legislation and purpose the difference between this school and school N11 was that more tahn 30% of children are not staying here overnight and the only 3 children are parentless. The figure 11 presents the parental status of those children, according to which about 50% of examined children have both parents. There is a big proportion of children with divorced or second time married parents and single parents (mothers). 
Figure 11. Parental status of children

	Parental status
	Children (No)
	Parental status
	Children (No)

	Both parents
	47 (50%)
	Father (prisoner)
	Not defined

	Parentless
	3
	Father’s disability
	4

	No father
	32
	Mother’s disability
	3

	No mother
	5
	Divorce and double marriage
	21 (24%)


The issue of presence of referral paper from reestablished in September 2003 medico-psycho-pedagogical commission was a surprise for school administration, referring to that they have the same internal commission, but they did not receive of any formal information or order on that on that from the Ministry of Education and Science. Meanwhile, the appropriate department of this ministry was very interested in and required to estimate the compliance to these new rules by the administration. Review of personal medical history again revealed the fact of absence of BCG revaccination, incomplete vaccination status in 15% of children. About 9% of children did not have the vaccination list, and about the same percentage of children did not have medical forms at all for getting information on previous health status. All other documents including birth certificate were in order. 

The results of the study showed that 8 children (9%) totally did not correspond to the school’s purpose and specificity. These are children from vulnerable families, abandoned or deprived of family or parental support, and forced to become a beggars in order to survive and help their families. In addition to this, 23 (26%) children could attend the public schools, however, it is too late to transfer them, because of social and pedagogical neglect. They are in the 8-10 grades and pretty behind of their peers in intellectual development. It is necessary to emphasize again, that according to the figure 1, children with mild forms of mental retardation can attend  both special and public schools. So, half of those 23 children could go to both type of schools. It must be the decision of medico-psycho-pedagogical commission, to which school to send them. However, these children must take special teaching (integrative) program in the public schools, which is not developed yet. 

The statistics showed also that 25 children were from the same families. Many of them were from the same school area (Nubarashen). Because of high percentage of divorces and marriages second time they are placed here. These children not necessarily be deprived of a home environment, but their rights in many spheres severely compromised, because of their attachment to an institution. Among those 25, there are children from families, having drug and alcohol user parents, applying to violence (3 cases); children with single and unemployed or sick parents (seven cases). Through police, parents and relatives' efforts, they were forced to be placed here to get relatively sufficient food and clothes. The reasons of institutionalization of those categories of children, who could go to the public schools, are summarized in the figure 12.
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Figure 12. The reasons of 

institutionalization


As it is obvious, the big proportion consists of financial reasons. Despite all these negative findings, more than 46% of all children with their needs (41) totally corresponded to the school’s specificity. Moreover, due to integrative psychological program for those children, implemented by the MSF France in the recent years, there were achieved great positive changes in their behavioral and intellectual development. The psychiatrist and neurologist of medical team mentioned apparent success in this sphere, as they knew many of those children as their previous patients.  

Next finding was revealing of hard listening problems in 8% (n=7) of examined children. Moreover, 2 children had hard listening (II degree) and 12 children, having combined mental problems and speaking disorders. Those children can be placed in appropriate to their needs schools, considering the speaking and listening disorders as primary sources of disability. Again, this finding could explain the reason of mental problems. If the problems were early detected in preschool age or in neonatal period, the situation will be much more favorable. 

Revealed health problems showed high prevalence of ENT problems like adenoiditis and chronic tonsillitis, otitis, caries, respiratory infections and scoliosis (See Figure 13). The reason of such high prevalence of ENT problems is the chronic infection, maltreatment, leading to the decrease of resistance of organism and low immunity. The last finding, the result of interviewing the school’s health care providers, indicates the absence of medications, necessary for regular treatment and rehabilitation of children with mental problems. The same situation is as in other school for children with mental problems. 
Figure 13. Health problems in children

	Diseases and Disorders 
	Prevalence %

	ENT problems
	16

	Allergy and skin problems 
	6.9

	Respiratory problems
	10.3

	Surgical problems 
	2.3

	Caries
	33.3

	Trauma (nose)
	6.9

	Physical development alterations (scoliosis)
	9.2

	Sexual development delaying
	3.2


6.4. School N18 (for children with socially dangerous behavior)

According to the school’s legislation and order order N 593 (13/08/2003) on reestablishment since 1997 of Medico-psycho-pedagogical commission of the Ministry of Education and Science of Armenia the necessary documents for the acceptance of children  to this school are parents’ application, republic medico-psycho-pedagogical commission’s referral paper, based on the juvenile affairs commission’s conclusion. This special school has a purpose of strong disciplined teaching, which has a term character and after the rehabilitation of juveniles can be continued in public schools. 

The determined by ICD-10 diagnoses in children, who can be attached to this type of  institution are 

· non-socialized behavior threatening the child health and development, and going along with incapacity of parents, caretakers or the community to protect child during more than one month

· children up to 14 committed to the mild or moderate forms of crime, and instead of  punishment, they are applied to the decision to be placed in the special school  

· offenders, children with dromomania, children intentionally getting away from the education, beggars, children, using hurtful and non-approved and prescribed by medical doctors substances can not  go to the alternative way of rehabilitation and previous efforts on this were unsuccessful [7].
The school had 95 children, however by that time only 68 (72%) boys in age from 7 to 16 were available for health assessment.. Most of the examined children (50%) were form Yerevan, 30% were from Ararat Marz and the remaining – from other Marzes, predominantly from Tavoush, Armavir and Kotayk. Among these 68 children 25% (n=16) entered to the school in September 2003. The statistics showed that only one child out of 68 is not staying here overnight, meanwhile 12% of them are permanently staying here, because of absence of parents, no housing and other caretakers. The rest 88% are going home on weekends. The figure presents the parental status of examined children.
Figure 14. Parental status of children

	Parental status
	Children (No)
	Parental status
	Children (No)

	Both parents
	17
	Father (prisoner)
	Not defined

	Parentless
	8 (12%)
	Father’s disability
	1

	No father
	36 (53%)
	Mother’s disability
	Not defined 

	No mother
	6
	Divorce + second marriage
	33 + 9 (62%)


Comparing with other schools and the school N11 where it was high percentage (31%) of parentless children, statistics here are also critical for parentless children and for children with single parent (mothers, 53%). Many of those children, having single mother of father, do not have any relationship with them. As the school director mentioned, they are forced to stay here in order to survive instead of begging alms in the streets or stealing products in the market, 

Shahinyan Robert, 12 years old, entered in 2000 (begging, robbery). His mother just left him in the dormitory of Arabkir district and went to Greece. The guard has noticed him and brought to the Vardashen school, then he transferred to this school.

The study also revealed the high prevalence of divorced families (62%), which certainly is one of the main causes of behavioral changes in those children, especially boys. 

Review of personal documents of the children revealed paper from the commission on juvenile affairs only in 50% cases; about 44% of children had papers from the medico-psycho-social commission and documents from other schools, referring them to this school. 

The number of children institutionalized more than 2 years ago is 24 (35%), and 41 % of them entered to this school three, and more years ago. This fact somehow confirm that measures toward juvenile offenders as well as just beggars are much more strong and tough, rather than rehabilitative. Primarily, as it was mentioned above and in school’s legislation, children need to be rehabilitated and sent to the public schools. As the Figure 15 shows, big portion of children came from other schools, through transferring letters and other special schools. 

Figure 15. The agency or person participating in child’s institutionalization 

	Agency (person) 

	Police
	  Armenian          Relief Fund          
	Public special

(transferring letter, documents)
	Governmental bodies
	Other      special                                               school
	Orphanage and others

	9
	3
	25 (37%)
	8
	22 (32%)
	8


Some children came through 2 or 3 different agencies. Categorizing the reasons of their institutionalization the most prevalent reason was financial (n=47, 69%) (See figure 16).
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A significant portion of those children is so-called “street children” – one of the most vulnerable groups of society. In recent years the total number of them has been drastically increased due to such factors as social and economic hardships, high rate of unemployment of parents or caregivers as well as the moral crisis [5]. Many of these children came from the families without fathers present (either the parents had divorced or the father had gone outside of Armenia to look for work, or the mothers were never married). Improper living conditions, malnutrition, freezing in wintertime led to such decision as institutionalization. 

The main research question of the project, defining the correspondence of the children’s diagnosis to the school’s specificity, revealed only 66% (n=45) of correspondence. There are 6 cases, where opinions were controversial (due to different opinions and diagnosis of neurologist and psychiatrist). Three children’s statuses were evaluated as non-corresponding to the school’s specificity. They entered to this school because their brothers are studying here. Except those three children, there were 13 children with speaking disability, enuresis as well as listening problems combined with behavioral changes, which made difficult to find a solution on appropriateness of the school. However, considering these disabilities as primary, they must be also placed in other special schools. Another finding showed that 32 children were from the same families. These are children from vulnerable families or parentless, beggars, toxicomans and robbers. So, in overall, about 24% of examined children did not correspond to the school’s specificity.

It is worthy to mention high prevalence of such problems as trauma, especially on the face, head and the groin, comparing the results of analysis with other schools. All doctors mentioned such visual problems as broken nose and oedema around the nose (13 cases). Many of those children with bruise mentioned physical science teacher’s punishment as a cause of injuries. 

Other findings were chest and abdomen scars from the burns by cigarettes, mentioned by 2 different children as a result of family violence. In 5 cases (7%) children mentioned about losses of consciousness with or without cramps, that indicate the fact of head trauma. All this information and facts are the results of observations and interviewing the children. 
The figure 17 shows all health problems revealed in children. 
Figure 17. Health problems in school N18

	Diseases and Disorders 
	Cases (n)

	ENT problems (chronic tonsillitis, adenoiditis, otitis)
	19 (28%)

	Uro-nephrologic, surgical problems 
	3 + 2 (suspected)

	Allergy and skin problems 
	5

	Respiratory problems
	7

	Neurologic (neurasthenia, angioneurosis, etc)
	25 (37%)

	Caries
	14

	Trauma (bruise, burns, scars)
	14 (21%)

	Trauma (broken nose)
	13 (19%)

	Physical deviations 
	8 (12%)

	Sexual development delaying
	1


It is also worthy to mention about high prevalence of neurologic problems, such as neurasthenia and angioneurosis. The same situation is with ENT problems. These are the results of lack of parental care, family abuse, neglect, maltreatment as well as chronic infection led to immunodeficiency. 
Comparing with other schools’ results on listening problems (except special school for that), it is worthy to mention about considerably high percentage of hard listening (n=13, 19%), which lead to the to the conclusion again: primary source of behavioral changes in these children could be hearing problems. Figure 18 presents different degrees of hard listening with prevalence of second degree. 

Figure 17. Number of children with different level of listening problems

	1st degree
	2nd degree
	3rd degree

	4
	7
	2


The question on appropriateness of the school to the needs of this group of children has two answers (yes and no), because primary reason of their institutionalization was behavior. Therefore, many suggestions and recommendations, coming from multidisciplinary discussions, are necessary for further intervention programs and follow-up.  
First impression on this school was that it is supportive to the children’s needs with strong disciplinary principles, as it is mentioned in the school legislation. Starting from outside, school park and playground, till classes, bedrooms and bathrooms, it was perfectly clear and reminded the public school. However, locked gate, advance received permission, border and presence of guard made to think that this institution is closed and separated from the society. This fact again led to the idea to think about the correspondence of the purpose and its current functions as well as about rights of the child. The last issue is one of the most critical, as the international law require court judgment on locating those adolescents in such institution. 
According to the results of statistical analysis, conducted by the school administration in 2003, children categorized in the following way:

1. Accused in small robbery, beggars, children with dromomania, intentionally not attending the school - 59 children

2. Difficulties in cooperation with parents, unfavorable moral and psychological environment, lack or absence of parental care – 16 students

3. Social-economic hardship of families – 4 students.  

It is obvious that these are also the reasons of children’s institutionalization, which in many cases are in controversy with the international norms.
7. Conclusions 

Overall, 391 children were examined from the total 514, registered in these four schools. Although the results of the study differ to various extents for four schools surveyed, the following inferences made for all of them. 

1. In average 19% (with16-24% range) of children defined as non-corresponding by their needs to the school’s specificity.

2. The reasons of institutionalization of children without needs are financial (1st ), then divorce of parents, child abuse in the family, parents’ disability and combined.

3. Most of those children are from Yerevan and close (Ararat) marz.

4. There are many cases of child abuse (physical) not only in the family, but also in the schools.   

5. There are many problems with correct documentation for acceptance to the special schools:

· absence of personal medical cards, vaccination form (list), incomplete vaccinations, especially BCG revaccination

· absence of referral paper from medico-psycho-pedagogical commission

· absence of juvenile affairs justification and court decision (not developed juvenile justice system)

· absence of birth certificates

· lack of information for school’s administration about new reforms or orders

6. Big portion of institutionalized children are from the families with single parent, divorced or parents, married second time. 

7. There is a high percentage of listening problems in children with mental retardation (8-19% range, depending on the school). 

8. Primarily listening problems might be the reasons of learning disabilities and then mental problems in children

9. There is no early detection system for specific disorders as physical development alternations, loss of listening and others

10. There is no regular health assessment system for children especially institutionalized.

11. There is a prevalence of chronic tonsillitis, otitis and other ENT problems (7-17%), caries 30% in average).

12. There are cases with diagnosis kriptorkhizm (revealed in age 7-10 years old)

13. Many children need to go to further instrumental and clinical investigations in order to finalize the diagnosis and to be operated. 

· There is no established system of responsibility on medical interventions (operations) for those children (it is under the conscience of administration and school’s health staff)

14. Pediatricians continue to use othotoxic antibiotics, no surveillance system on that.

15. Only one third of children with hard listening is provided with listening aids.

16. Early intervention programs in children with special needs made great positive changes (well-developed speaking, learning, writing skills) 

17. Lack of professionally trained staff in the schools 

8. Recommendations
1. Strengthen and continue to control the application procedures and correct documentation of new applicants to the schools for children with special needs.

2. Establish the mechanism of appropriate health care delivery in children with special needs through

· Conducting needs assessment and overall revision of current situation on health services for children with  special needs, including regulations, legal framework and standards on health care

· Raising public awareness on current health status of children with special needs, attending special schools, 

· Enhancing the partnership and strengthening the collaboration between key stakeholders on improving the provision of health services in target population
· Create favorable condition in order health and rehabilitation services for children with disabilities operated together

· Create the regular health surveillance system for target population (yearly check-ups, detection of diseases and disorders in target and general population)

3. Organize professional training for schools’ teaching and health staff.

4. Provision of strong family support mechanisms (education, employment, food and cloth assistance) to move away from the traditional approach of large institutions 

5. Prevention programs against child abuse 

6. Implementation of Children’s Rights Convention principle into the practice (training for teachers, juvenile lawyers, governmental officials)

7. Professional training programs for pediatricians, neurologist and psychiatrists on the issues of children with special needs

8. Provision of children with special needs with different aids (hearing, wheel chairs, crutches)

9. Developing the integrative programs 

10. Review the situation and condition of special schools for creation of supportive environment for health and education of children with special needs (equipped cabinets, rehabilitation cabinets, educational devices)  

11. Establish periodic outside monitoring system in the special schools, involving NGOs, governmental bodies and institutions. 

12. Provide the school with appropriate medications
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Figure 16. Reasons of institutionalization
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