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B Introduction and Overview of the survey

This survey was commissioned by UNICEF Turkmenistan as part of its agreement with the Government
of Turkmenistan for 2014/2015. The purpose of the survey is to:

e To understand who are the children with disabilities

e To uncover the situation of children with disabilities in institutions (age, gender, geographic
location)

e To understand the accessibility and availability of social services for children with disabilities
This report presents the findings from the survey which included:

e 301 interviews with parents or carers of children with disabilities — 151 children in residential
care and 150 children in the care of their own families

e 11 interviews with directors of residential boarding schools for children with disabilities

e 3 focus group discussions with parents of children with disabilities in Ashgabat, Turkmenabat
and Ahal (total number of participants — 25); 2 focus group discussions with parents of children
without disabilities in Ashgabat and Ahal (8 participants) and one interview with mother of a
child without disability in Turkmenabat

e Request for disaggregated administrative system and demographic data on children and young
people with disabilities submitted to the Ministry of Labour and Social Protection, Ministry of
Education, Ministry of Health and Medical Industry and the State Statistics Committee

An extensive desk review also informed the methodology for the survey and the findings in this report
including:

e Global practice on conducting surveys relating to disability and child disability (see notes in
Annex 1)

e National legislation, policy and institutional arrangements for children with disabilities in
Turkmenistan (full overview in Annex 2)

e Relevant studies and research reports from Turkmenistan (see Annex 2)

Upon completion of the field work and data analysis, a workshop was held on 18-19 December 2014
with key stakeholders from the Government of Turkmenistan, UNICEF and non-government
organizations to discuss the findings and to draft an action plan on children with disabilities in
Turkmenistan.

This report is structured to focus mainly on the findings of the survey and the conclusions and
recommendations that follow from these findings, including the draft action plan generated in
consultation with stakeholders after consideration of the findings from the survey. More detailed
information relating to the methodology, the literature review and some of the data gathered as part of
the survey is provided in Annexes.

B1 Methodology for this survey

Following an extensive review of global best practice in disability surveys, a draft questionnaire was
developed which was structured according to five of the six dimensions of the model of disability
described in the WHO International Classification of Functioning — Children and Youth as shown in
Figure 1.
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Figure 1 Dimensions of the ICF-CY model of disability
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The ICF-CY was officially endorsed by all 191 WHO Member States in the Fifty-fourth World Health
Assembly on 22 May 2001 (resolution WHA 54.21) as the international standard to describe and
measure health and disability and it sets out a social and human rights model of disability. Disability is
understood as a construct which is created by a disorder or disease combining with environmental and
personal factors to affect body function, ability to engage in activities and to participate in a range of life
spheres such as education, employment, relationships, social interaction.

While adult disability surveys can be difficult to conduct with prevalence rates varying depending on the
guestions put, rather than on any ‘given’ definition of disability, child disability surveys are even more
complex as a child’s disability may not be obvious, especially at a younger age given that children
develop at their own pace and while normative markers can be used to assess deviations from ‘normal
development’ this is a complex field which cannot necessarily give a clear definitive answer to the
question of whether a child has disabilities or not. This survey built on the ICF model and used
questions focused on functions (seeing, hearing, speaking etc) and ability to carry out basic tasks
(feeding, bathing, toilet) to assess severity of disability as well as the medical diagnosis reported by the
respondent for each surveyed child.

This disability survey had limited resources to fully integrate an ICF-CY approach into the design of the
survey and its instruments, but five of the six dimensions formed the basis of the instruments for data
collection and the analysis — health condition, body function and structure, activities, participation and
environmental factors. The structure of the main questionnaire is presented in Box 1.

! http://www.who.int/classifications/icf/en/
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Box 1 — Data collected about children in families and in residential schools or preschools

A Introduction - ethical issues, informed consent

B Basic data — age, gender, family, housing, economic
well-being, main carers, other carers, registered
disability, medical diagnosis, level of functioning, type
of care; level of contact with family

C Activities and participation — interpersonal with
family, friends and peers; education and learning;
leisure and play, preparation for independent living

D Environmental factors - health and rehabilitation;
social services and support; needs

Focus group discussions were focused mainly on the main focus of inquiry being on how best to support

families to care for their children in the community, how to work with communities to increase
acceptance of children with disabilities and to reduce discrimination and stigma, to identify gaps in
services and barriers to inclusion.

Interviews with Directors of 10 residential schools and 1 specialised day-school were intended to

triangulate other sources of data and asked questions about the entry and exit of children from
residential facilities, level of contact with family and outcomes for children and young people leaving
residential institutions.

Statistical data requested from relevant line Ministries for 3 years (2012, 2013, 2014) included: child
population disaggregated by Region, gender and age; number of children with disabilities registered
with each Ministerial structure disaggregated by age, gender and diagnosis; number of children with
severe disabilities; number of children with disabilities entering and exiting specialized residential
institutions disaggregated by main types of pathology, referring organisation, reason for entry, region,
age at entry and exit, age at time of survey and gender; outcomes for children leaving specialized
residential institutions disaggregated by type of pathology, gender, age at exit and region of origin
(before entry to the institution).

The full methodology and questionnaire can be found in Annex 3.

B2 Data limitations

Overall there was a general lack of administrative statistical data provided to the survey, only the data
provided by 10 Directors of residential facilities and 1 specialised day school give some limited
information about the entry and exit of children into and out of a very limited sample of institutions.
These interviews also provided some important data on the frequency of contact between children and
families, but otherwise the uniformity of answers across all 11 interviews could suggest that their
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responses had been pre-briefed or overly prompted and therefore to some extent have had to be
discounted in the analysis.

For nearly all of the 151 children in surveyed in residential schools and preschools some sections of data
are absent as whole groups of questions were not answered by the care staff or teachers who were
responding — either because they do not know the answers to those particular questions or because of
time constraints in answering questions and a tendency to skip questions which might require
referencing a child’s individual file.

For nearly all respondents, responses to some questions — especially more open or abstract questions —
have very similar wording which suggests that they may have been overly prompted.

NGO beneficiaries are overly represented among children surveyed in families as they are nearly all
clients of the NGO which was engaged in data collection for the survey. This means that they may not
be as representative of ‘typical’ families as they could have been if they had been selected randomly.
Similarly, data about children in residential schools are from a limited number and type of facility so
cannot be considered to be representative of all children with disabilities across all types of facilities in
the country as a whole.

It is important to qualify all findings from this survey as not necessarily being representative, although
the size of the sample is enough to draw out some tendencies and trends and to highlight areas which
could bear further study and investigation. If more administrative data could be made available it would
be possible to assess the extent to which the overall sample and sub-groups within the sample, for
example children with Down’s Syndrome or cerebral palsy, are representative of the wider population of
children with Down’s Syndrome or cerebral palsy, and therefore findings could be more generalized.

C Findings from survey

The findings are organized in five blocks based on the structure of the inquiry framework (see Annex 3)
and the terms of reference for the survey:

1) Numbers and statistics — what do we know about the prevalence of child disability and different types
of child disability in Turkmenistan?

2) Characteristics of the population of children with disabilities in Turkmenistan — description of the
sample; what have we learned about types of disability, diagnosis and conferring of disability status,
care, family structure, economic well-being, housing and employment of carers?

3) Participation and activities — what have we learned about the interpersonal interaction of children
with disabilities with family, friends and peers, participation in education, play and leisure?

4) Environmental factors — what have we learned about barriers to inclusion in family and social life,
education, play and leisure; how do health services and social support help to overcome these barriers?
5) Vision for children with disabilities in Turkmenistan — outline of action plan discussed with
stakeholders based on initial findings

The main findings are highlighted in blue at the beginning of each thematic section or if there is more
than one finding in a thematic section, then each blue highlight denotes a separate finding.
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C1 Number of girls and boys with disabilities in Turkmenistan

The sample of children for whom data was collected in this survey cannot be considered to be
representative, so it is not possible to conclusively state how many children there are with
disabilities in Turkmenistan, but it is possible to state that there are likely to be many more
children with disabilities across the country than the 12,100 who receive disability benefits.

Given the almost complete absence of administrative data provided to the survey, it is not possible to
give a definitive response to the question of how many girls and boys there are with disabilities in
Turkmenistan. The only official data which can be used to at least begin to generate a rough estimate is
the number of children aged 0-16 years of age (meaning all children who have not yet reached their 16"
birthday e.g. children aged 0-15 years inclusive up to 15 years 11 months and 29/30 days) who receive
disability benefits. According to the State Statistics Committee there were 12,100 children aged 0-16
years receiving this benefit in 2012. According to the child population data in the UNICEF TransMonee
database for 2012, this represents 0,56% of the child population aged 0-17 years old (inclusive).

This seems very low given that the World Health Organization estimates 10% global child disability
prevalence and that a disproportionate number of these children live in developing countries (UNICEF
and University of Wisconsin, 2008). Attempts by UNICEF to measure child disability prevalence have
had mixed success, but the ‘Ten Questions’ module? (TQ) from the multiple indicator cluster surveys
(MICS) has been validated as a screen for child disability in 2-9 year olds (ibid.). The TQ has been proven
to be a good predictor for disability or health problems, although few follow up assessments have been
carried out to establish the full extent of its reliability. Where follow up assessments have been carried
out after initial screening the Ten Questions, it can be noted that children assessed as having moderate
to severe disabilities are around 20-30% of those who screen positive to the TQ and the majority of the
rest may have either a mild disability or a health condition that requires treatment and that could lead
to a disability if left untreated (UNICEF and University of Wisconsin, 2008). The latest MICS to generate
data using the TQ took place in 2005-2008 with 205,674 children screened in twenty countries with
those screening positive ranging from 14% to 35% in 15 of the participating countries and from 3% in
Uzbekistan to 48% in Central African Republic. If the findings from the previous studies that then carried
out follow-up clinical evaluations are applied in a rough way then these MICS3 positive screenings could
be indicating a moderate to severe disability prevalence rate among 2-9 year old children of 1-4%
prevalence for severe disabilities; 20% or so for mild disabilities or risk of disability. Table 1 summarises
some of the literature and data from UNICEF on this issue:

Table 1: Summary of studies using the Ten Questions (cited in UNICEF and University of Wisconsin,
2008)

Country, sample size and study | % of children | % later assessed as having a severe disability or
reference screening positive to | moderate impairment

one or more of the
ten questions

Jamaica, 5,461 children surveyed | 15.5% 3.5% were found to have a severe disability
(1T2h7c)orburn et al, 1992; 15:115- 7% to have some level of impairment

? Developed to be used in resource-poor settings, primary caregivers of children aged 2-9 years answer ten questions that screen for child
impairment or inability in the realms of speech, cognition, hearing, vision, motor/physical and seizure disorders. If a parent or carer reports an
impairment on at least one question, the child has screened positive.
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South Africa (Christianson et al) 10.8% 3.6% estimated prevalence of child disability after
clinical evaluations

Pakistan (Yagoob et al) 20.3% 6.2% with disability after evaluation

Kenya, 10,000 children surveyed | 9% 6% of children sampled have a moderate to severe

(Mung’ala-Odera et al) disability based on follow up evaluation

MICS 3, 205,674 children | 14%-35% in 15 | Conservative estimate based roughly on results of

surveyed in 20 countries 2005- | countries above studies:
2008 3% in Uzbekistan From 1% in Uzbekistan to 4% in many other countries
could have a moderate to severe disability (10-30% of
48% in CAR those screening positive to TQ?)

Around 20% could have a mild disability or a health
condition that could be a risk of disability (roughly the
average/median for 15 countries?)

Source: UNICEF and University of Wisconsin, 2008; rough estimates in italics calculated by author

Even these very rough conservative estimates of 1-4% with moderate to severe disability suggest that
the available Turkmenistan administrative data is giving a very low prevalence rate at 0.56%.

UNICEF reports (ibid.) note that household surveys such as those conducted for MICS do not capture
data on children who are not in the household, who may be away at school or living in an institution or
with relatives and that his could partially explain the very low positive screening rate in Uzbekistan from
the MICS3.

For this study in Turkmenistan it is assumed that children in specialized residential boarding schools who
are aged 0-16 are recipients of disability assistance and are therefore included in the official
administrative data. No data was provided by carers about whether children surveyed have official
disability status or receive disability benefits.

Among 148 children with disabilities in families surveyed and who gave a response, 21 children or 14%
did not have official disability status and 24 children or 16% were not receiving disability assistance at
the time of this survey. The reasons for not having disability status or not receiving disability assistance
are discussed further below in this report. If, however, we know that this many children are not
included in the official statistics as they are not receiving this payment then we can calculate® that it is
likely that there are at least a further 2000 children with disabilities in Turkmenistan who are not
included in the numbers of children with disability status and 2345 more children who are not disability
assistance claimants - a total of 14,445 girls and boys with disabilities which is 0.67% of the child
population aged 0-17 years (using 2012 child population data). This is still very low compared to
prevalence data discussed above, but given that the official figure of 12,100 children does not include 16
and 17 year olds this number should be higher again.

The survey captured data from 108 children in Ahal velayat, 92 in Ashgabat and 101 in Lebap, but this is
because of the way that the sample was designed — 50 children in families in each region and the way
that the data collected ended up being gathered roughly 50 children in each region from residential
schools or preschools. The administrative data was provided for the whole country and not
disaggregated by region and conclusions on regional variances in disability prevalence cannot be drawn
from the 301 children surveyed for this study, but it is worth noting that 3 out of 24 who were not
receiving disability assistance at the time of the survey came from Ahal velayat, the others were evenly
distributed in Lebap and Ashgabat.

*127/148 = 12100/x and 12100/127=95 so 148*95=14,001=x or 124/148=12100/x and 12100/124=97.6 so
148*97.6=14,445 = x
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C2 Characteristics of the population of children with disabilities

Some of the basic demographic data on the sample of 301 children surveyed for this study are set out in
Annex 4 — age, gender, care setting. Children of almost all ages were included in the sample and there
were roughly the same number of 143 girls and 158 boys. This section summarises some of the
significant findings to emerge from the interviews with regard to the social profile of families with
children with disabilities. Social profile of families with children with disabilities — urban/rural, economic
situation, employment, housing, family structure

C2.1 Family structure, housing, employment and economic situation

More single parents reported for children in residential institutions than in families

While bearing in mind that the sample cannot be considered to be representative, it is notable that
significantly more children in residential facilities are reported to have a single parent than in family care
as illustrated in Figure 2:

Figure2 Civil status of parents of 301 children

Don'tknow/no response m Institutions m Family

Other

Divorced

Widowed

Married

118

Single

0] 50 100 150

Source: survey respondents and authors’ calculations

Figure 2 shows that there are over four times as many single parents whose children are in institutions
compared to children that are in families. Of parents that were divorced, 11 were in the family and 4
were in institutions. Most parents are married, for both children in families and in institutions which
probably reflects the trend nationally for all children.

In general, children who are in institutions come from smaller households than those in
families

Figure 3 graphs the number of household members reported by respondents. Whilst only 68
respondents out of 151 for children in institutions answered this question, some tentative conclusions
can be made, namely that children in institutions come from smaller families than children living in their
families. For instance, 17 percent of children in families belong to 2-3 member households compared to



CEE/CIS Consultancy Group / Oxford Policy Management

43 percent of children in institutions. Moreover, 39 percent of family-based children live in households
that have 6 members or more compared to only 16 percent of institutional-based children.

Figure 3 Number of household members (%) N= 149 for children in families and N= 68 for
children in institutions
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Source: survey respondents and authors’ calculations

Further in this report, the role of family members in helping to care for children with disabilities is
discussed and this finding tends to underscore the importance of immediate and extended family
support for children with disabilities and their parents. Questions about the presence of grandparents
in the household were largely not answered by respondents for children in institutions. For children in
families it can be noted that around half reported at least one grandparent living in the household which
indicates the potential for support from this important familial resource.

No conclusive findings relating to housing

In terms of housing type and tenure, the data (see Annex 4 Figures 9 & 10) tends to suggest that
children in families are more likely to live in a house and children in institutions are more likely to live in
an apartment, but this could be because the institutions sampled in the survey were located mainly in
urban areas, or it could be for other reasons to do with bias in the sample. Either way, this information
can be noted, but it is inconclusive and does not represent a meaningful finding.

Slightly more unemployed or working mothers of children in institutions and stay at home
mothers among children in families

Table 2 summarises the employment status of the respondent (or of the child’s primary parental
caregiver if the respondent was a teacher or institutional carer) and the employment status of the
child’s other parent, both expressed as percentages. Most respondents/main parent responsible for the
child’s welfare were either employed in paid work or were a housewife/ househusband. Most of the
respondents for children in families were mothers and their responses confirm the traditional primary
care-giving roles of women in Turkmenistan.

Table 1 Employment status
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Employment Status | of Respondent (or of the child’s main | of child’s other parent

caregiving parent) usually the mother)

Family (%) | Institutions (%) Total Family (%) | Institutions (%) Total

sample (%) sample (%)

Employed 36 39 37 74 74 74
Housewife/husband 63 56 60 23 28 24
Unemployed 1 5 3 4 1 2
Retired 0 0 0 0 0 0

NB: Figures rounded to nearest percent so therefore total for each column may not equate to 100 percent. N= 286 for the employment status
of the respondent (or the child’s parent) and N= 277 for employment status of the child’s other parent.

There were more unemployed main parental caregivers of children in institutions than in families had
the highest percentages of who are unemployed; 5 percent compared to 1 percent. The employment
status of the child’s other parent (usually the father) is shown on the right hand side of the table. For
children in institutions, there was slightly more working as housewives/househusbands whereas for
children in families there is a higher percentage of unemployed. There were no respondents in the
entire sample who answered that they are retired even though there were 22 grandparent respondents
which is interesting if grandparents are considered to be an important additional resource for caring
responsibilities. It could be, however, that these grandparent respondents (mainly grandmothers) have
classified themselves as working in the home rather than as retired.

Household economic situation varies, but almost no households are able to satisfy all their
needs including for medical treatment, operations

A simple self assessment was administered to respondents and it provides some indication of how they
perceive the economic wellbeing of the households that the children with disabilities surveyed are living
in or come from. Respondents were asked to choose the statement that most closely reflects the
economic situation of the child’s family. It should be noted that the assessment for most of the children
in institutions was given by staff and may not be reliable as they may not fully know the situation of the
child’s family or may contain a bias related to the staff members’ subjective perceptions of economic
wellbeing which may be skewing the data. Results are summarized in Table 3.

Table 3 Economic situation of child’s family N=300 (150 children in families, 151 children in
institutions)

Economic | Description Family (%) | Institution
wellbeing (%)
Level
1 “We don’t have enough for food” 19 8
2 “We have enough for food but buying clothes and buying basic 22 51
medication is a problem”
3 “We have enough for food, clothes and minor household appliances but 33 34
a washing machine, television or a fridge would be problematic”
4 “We have enough for large household appliances but a car, operations, 19 9
rehabilitation and treatment abroad would be a problem”
5 “Our income allows us to buy everything except large purchases like 5 1
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property”
6 “We have no financial difficulties” 1 0
8 Don’t know 1 0

Source: survey respondents and authors’ calculations

For nearly 60 percent of children in institutions, respondents perceive their families as not having
enough money to buy clothes or basic medication, and 8 percent of these are reported as not having
enough for food. Whilst in general, children in institutions are perceived as coming from poorer
backgrounds, respondents for nearly a fifth of children in families report not having enough for food. At
the other end of the scale, a fifth of children in families and a tenth of children in institutions state they
have enough money for large household appliances, but view that buying a car or paying for operations
and expensive medical treatment would be an issue for them.

It is also worth noting that of 24 respondents of children with disabilities in families who report not
receiving disability assistance, 9 respondents assessed their economic situation as being in levels one or
two brackets of this self-assessment. It could be that those who perceive their economic wellbeing to
be higher are less motivated to apply for disability assistance. Reasons for non-receipt of disability
assistance are discussed further below.

C2.2 Type and severity of disability and care setting of sampled children

The children in the sample mainly have cerebral palsy, Down’s syndrome, intellectual
disabilities, hearing or sight impairments, but it is not clear how representative the sample is
of the patterns of child disability in the country as a whole.

As Figure 3 illustrates, children diagnosed with cerebral palsy dominate the sample of children in

families and there were no children with cerebral palsy in the sample of children in institutions. It could
be that the type of institutions where these children are educated were not included in the sample or
there could be other reasons for the large numbers of children in families with cerebral palsy in the
sample which are discussed later in this report. Without administrative data from the health and
education system, it is not possible to determine how representative this sample of 88 children with
cerebral palsy is compared to the whole population of children with cerebral palsy in the country and
therefore how representative the experiences are that are reported by respondents. The same applies
for children with Down’s syndrome and intellectual disabilities as it is possible that there are generally
very few children with Down’s syndrome and intellectual disabilities as a whole in the child population
and therefore the sample which ended up in this survey could be considered to be strongly
representative.
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Figure 3 Medical diagnosis and care setting N=301 children
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Source: diagnoses reported by survey respondents, authors’ calculations

Three of the institutions surveyed for this study were specialized boarding schools for children with sight
and vision or hearing impairments, so these diagnoses are strongly represented among children in
institutions and vice versa there are few children in families with these diagnoses — again, it is possible
that this group of respondents is highly representative of children with these types of disabilities, but
without administrative data to triangulate the findings from this sample it is difficult to know. It is also
possible that the NGO gathering data for this survey has a client base more established among children
with cerebral palsy, Down’s syndrome and intellectual disabilities than among those with sight or
hearing impairments. This could be because these families seek out this kind of support in the absence
of other service providers, or because there are other NGOs or structure providing support to children
with sight and hearing impairments. Either way, it is important to note this imbalance in the diagnoses
and care settings as it has implications for some of the findings of this study as discussed further in this
report.

Children assessed with more severe levels of disability are more likely to be living in family
care

Functional assessments can provide useful insights into the level of disability and during the
interviews conducted for this survey, respondents were asked to assess the child’s functional abilities
across nine domains — seeing, hearing, speaking, walking, sitting, changing position, breathing,
understanding speech or gestures, learning and comprehension — giving a level of functioning: 5=fully
functioning, 4= mild dysfunction, 3=moderate dysfunction, 4=severe dysfunction and 1=can’t function at
all even with help. This subjective assessment was followed by questions about the ability of the child in
taking part in four self-care activities: bathing, toilet, eating and dressing with the same ability levels as
with functioning: 5=able to carry out, 4=needs some help, 3=needs regular help, 2=needs constant help
and 1=unable to carry out even with help. This approach is based on the ICF-CY model of disability and
best practice international in child disability surveys. While parent responses are subjective, they can
often be more accurate that specialist assessments of ability and functioning as primary caregivers have
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much greater knowledge from providing day to day care than specialists who may examine children in
settings that are unfamiliar and intimidating for the child and therefore elicit atypical behavior. As
UNICEF and the University of Wisconsin put it in their overview of MICS3 results ‘parents often do very
well at identifying whether their children have difficulty performing specific’ (UNICEF/UW, 2008:p9)
Table 4 summarises the results for four children with Down’s syndrome and clearly demonstrates how
children with the same diagnosis can have very differing levels of functioning.

Table 4 One diagnosis — different abilities

Understands
Changes speechor | Learnsand
Gender/age Sees Hears [ Speaks [ Walks [ Sits | position |Breathing| gestures |comprehends| Bathing |Toilet [ Eating | Dressing
Girl 10 years old |5 5 2 5 5 5 5 2 2 2 5 5 3
Boy 13 years old |5 5 4 5 5 5 5 3 3 3 3 4 4
Girl 8 years old |5 5 3 5 5 5 5 3 3 3 3 4 3
Girl 4 years old |5 5 1 1 1 3 4 3 3 1 1 1 1

Source: survey respondents

Figure 4 provides a summary of the results for all children in the sample with the classifications of
severe, medium or slight having been determined by bringing together the assessments by respondents
with the reported medical diagnosis as described here:

Level Description

Severe Scores 1 or 2 in at least one field of functioning or self-care activity

Medium Scores 3,4 and 5 only and with a pathology such as cerebral palsy or Down's syndrome

Slight Scores only 4 and 5 and with a medical condition, e.g. heart condition

Needs checking — scores given as only 4 and 5, but with a diagnosis which would indicate a
probability of at least some limited functioning at the level of 1,2 or 3 in at least one domain
? (e.g. Down’s syndrome, cerebral palsy)

Source: P4EC CEE/CIS Consultancy group/OPM

It is interesting that children in institutions were classified by staff consistently as mainly having medium
levels of ability and largely able to carry out the main self care tasks and Figure 4 illustrates the extent to
which children with medium levels of disability are more likely to be in the institutions which were
sampled for this survey and that those with severe disabilities are more likely to be living in families than
in institutional settings.

Figure 4 Level of functioning and care setting N=301 children

140
W Internats W Families
119
120
99
100
80
60 51
40
21
20
5 1 5
0 P | L .
severe medium slight ?

Source: P4EC CEE/CIS Consultancy group/ OPM based on levels of functioning reported
by survey respondents, authors’ calculations
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This is counterintuitive as the expectation is that children with severe disabilities are more likely to be in
the care of highly specialised institutions and it needs to be emphasised again that only a limited sample
of institutions was included in this survey. This finding also underscores the findings from the U3 study
(Rogers et al, UNICEF Turkmenistan, 2014) about the primary role of family in caring for children in
Turkmenistan regardless of the severity of their disability. The relevance of severity of disability in
relation to education is explored further in this report.

C2.3 Disability registration

Annex 2 outlines the provisions in legislation and policy for determining whether a child has a disability
or not and this section of the report provides an overview of the experiences of parents in applying for
disability status or going through the medical pedagogical commission that directs children with
disabilities into education services.

Diagnosis is late for some children, parents report mixed experiences of applying for disability
status and determination of disability in the case of children with Down’s syndrome requires
review

The ages at which children surveyed for this study were medically diagnosed ranges from birth to 6
years of age. Some diagnoses are congenital (Down’s syndrome) or are linked to birth trauma (infant
cerebral palsy) and it can be expected that they will be diagnosed at birth or relatively soon after. Itis
important to note, therefore that among the children in the sample for whom information was
provided, only 1/3 of children with Down’s syndrome or cerebral palsy were diagnosed at birth, around
1/3 were diagnosed as late as two or even three years old. Reasons for late diagnosis, except for cases
where disorders only become evident at a later age can include: parents/care-givers’ unawareness or
neglect, or by doctors’ insufficient competence or their attitude towards patients.

Disability is determined by the Medico-Social Expert Commission (MSEC) which assesses ‘the level of
citizens’ vital activity limitation, caused by physical or mental impairment’ in accordance with the Code
of Turkmenistan “On Social Benefits” of 17" March 2007. The findings of the study show that the age
of determining disability status in children varies from 1 to 15 years. Most children were assessed as
having a disability at the age of two (26%) or three (26%) years of age. Only 10% of children were
conferred a degree of disability at the age of one. Patterns of disability status being registered for
children with Down’s syndrome among those for whom data was provided in this survey bears further
examination as illustrated in Figure 5.

Figure 5 Age in years at which disability status conferred for 49 children with Down’s syndrome
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Source: survey respondents and authors’ calculations

While most children with Down’s syndrome are reported as having disability status confirmed since
birth or before two years of age, some parents report that children with Down’s syndrome are assessed
for disability very late — almost 20% of children with Down’s syndrome in the sample were conferred
with disability status at the age of 4 -8 years. In 5 cases (10% of the whole sample of those with Down’s
syndrome and 17% of those who provided data), disability status was not conferred:

We applied to the Commission ... but they didn’t certify disability. We spent 10 days in hospital
and another 5 days gathering various documents (mother of 5 year old girl diagnosed with
Down’s syndrome at 1 year of age)

It is not entirely clear why children with Down’s syndrome are not being certified as having a disability.
Discussions with experts and stakeholders during the action planning workshop indicate that the basis
for assessing disability is a classification system that does not include Down’s syndrome or autism and
possibly other conditions which are widely recognized globally. Children with Down’s syndrome in
Turkmenistan are only conferred disability status if they have associated health conditions e.g. heart
problems. There does not seem to be awareness that Down’s syndrome is usually associated with at
least some level of learning disabilities. While the approach of the MSEC could be considered to be
particularly enlightened by regarding children with Down’s syndrome as normally developing children,
the lack of disability status means that families can experience difficulties in accessing social support,
education and other necessary services.

Overall, in 24 cases (11% of children for whom information was provided or 8% of the whole sample)
disability status was not conferred. In eight cases the disability status had not been conferred by the
expert commission following applications by parents with various explanations being given to parents:
“the forms are filled out incorrectly”, “the child is undergoing private treatment”, “the child is not
vaccinated (although the family doctor has stated that vaccines are contraindicated for the child)” or
simply rejected as in the Down’s syndrome case cited above. In 10 cases, parents didn’t apply for
disability status. The explanations varied: “we are embarrassed in front of other people”, “I hear it’s

hard to get, that’s why I didn’t even go”, “we didn’t apply for disability certification, because we had a
negative experience with the first child, who was not conferred disability” (the second child diagnosed
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with microcephaly, encephalopathy, hearing disorder, the first diagnosis at the age of 6 months). At the
time of the study, several families were in the process of disability certification for their children.

According to the study, the time taken for conferment of a disability status varies from two weeks to 7-8
months, and even up to one year. Such a considerable variation in timing cannot be explained by the
existing procedures. Most probably, it can be explained, on the one hand, by the possibilities and
determination of parents, and on the other hand, by competence or barriers created by the healthcare
staff itself.

Parents explain late conferment of a disability status or lack of its conferment altogether by the
existence of different barriers emerging at various stages of the process: GP's unawareness about the
procedures, referral obtaining, collection of necessary documents, attitude of physicians and the actual
appearance before the Commission. “There is no disability, because it is necessary to get the child
registered at the psychiatry dispensary. The doctor said it was schizophrenia, so you choose. There’s no
moral support” (mother of boy diagnosed with intellectual disabilities, autism at 2.5 years). Parents’
opinions regarding the work of the disability certification commission vary — from good, positive,
professional, to biased, and even extorting (100$ - 200S).

They asked us at the hospital why we hadn’t sought a disability status. | didn’t know the child
was sick. After that, | started the arrangements to certify disability. The Commission said the
child was healthy, and the diagnosis was wrong. Then we went to the Ministry of Health and did
everything very quickly. (Mother of boy aged 4 years with infant cerebral palsy and intellectual
disability; disability status conferred at the age of 2 years)

This process is most challenging for rural population:

The GP recommended. It’s difficult. The Commission members don’t believe there are such
children. There is a need for a lot of documents. There are queues, lots of children. It has taken
me 7 months to collect the documents. Both adults and children are attend the same office.
(Mother of boy aged 4 with infant cerebral palsy from a rural area, disability conferred at the
age of 2.5 years).

Parents’ readiness to certify the degree of disability of their child also depends on the attitude of people
around and social perceptions of children with disabilities. Parents feel embarrassed to apply for
disability certification: “We don’t want people to talk, to point their finger”, say parents showing

emotions of resentment and shame.
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Source: survey respondents and focus group participants
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Such contradictory opinions about the process of diagnosis and disability status conferment suggests a
need to address standards of functioning in the mechanism of disability assessment, the attitudes of
healthcare staff towards such children and families and to ensure that medical staff have access to up to
date information about child development and disability and are using classification systems that are in
keeping with the latest developments globally. The issue of the need for monitoring and evaluation of
these structures within the health system also arises.

As for children from residential institutions, only in 60 cases (40%) the date of disability certification was
indicated, and in the remaining cases it was not provided. All the children from this group were certified
with disabilities before they entered the residential institution: at birth (7 children), before the age of 1
(2 children), at the age of 2 (8 children), at 3 (14 children), at 4 (14 children), at 5 (11 children), and at 6
(4 children). In some residential institutions this information was not provided either because it was
missing from the children’s personal files, or the respondents were not in a position to provide this
information at the time of the survey. There is a need to ensure that there is a single national standard
for maintaining individual case files with all information about children in residential institutions.

C3Participation and activities - interpersonal interaction of children with
disabilities in Turkmenistan with family, friends and peers; participation in
education, play and leisure; preparation for independent living

UNICEF CEE/CIS Regional office data suggests that 74% children with disabilities in Turkmenistan are in
education provided in a residential setting, with the remaining 26% receiving education at home
(UNICEF, 2013: slide 8) and that 87% of children in institutional care in Turkmenistan are children with
disabilities (UNICEF, 2013: slide 12). These are the highest rates of institutionalized children in the
central Asia region implying that children with disabilities in Turkmenistan are extremely likely (much
more likely than their peers in other central Asian countries) to experience at least some period of time
away from their families in residential care. This survey has not had access to data that can either
confirm or otherwise this picture of children who are not able to participate in normal family life and
benefit from the care of their own families. The responses of parents and carers in focus groups and
interviews as part of this survey do however provide some alternative insights into the nature of the
way in which children are educated and cared for in Turkmenistan and the interpersonal interaction of
children with disabilities with their family members, friends and peers.

C3.1 The family life of children with disabilities

The findings of focus groups and interviews showed that the birth of a child with disabilities or the
diagnosis of a health condition that affects a child’s development and functioning radically changes the
family’s life. In common with families around the world facing similar news about their child, some
families report that they go through a series of emotional states, similar to grieving, as a result of which
they come to terms with the situation and develop a certain family lifestyle focused on the needs of the

child with disabilities or adapted around them.
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Source: focus group discussions with parents of children with disabilities

Focus group participants talk about how sometimes families have to change their lifestyle and build it
around the child with disabilities, restricting their own needs, wishes, opportunities to pursue their
career and the lifestyle they have developed: “I had to quit my job. My husband refused to take a
babysitter, and | had to stay at home. It’s hard to stay at home all the time. It’s hard to get him up and
down the floor. He is growing, he’s already 11 years old”. Some families, however, manage to preserve
stability of life scenarios based on understanding and coming to terms with what has happened: “/ don’t
have a possibility to work, because | give all my time to the child. Of course, one would want a healthy
child, but I can’t say | have suffered in any way”.

Families with disabled children may become more isolated either in order to hide their problems ‘you
try not to go out, in order not to bother people’ or as their lifestyle changes and social circles reduce.
Some families don’t bear the test of these challenges and break down: “My husband left me straight
away. Because who needs such a child? But | didn’t leave him. There are parents who do. He might call
once or twice a year and ask: "Does he talk, walk?" That’s the first question,” (focus group participants).

Many parents report having feelings of guilt related to the birth of a child with disability and that this is
often nurtured by the attitude of relatives (most often the mother-in-law is mentioned by the women
who took part in focus groups): “They look and they think, well, the mother is normal, and the child has
been born like this. But it’s not our fault, is it?”; “It was hard for the first three years, while he was small.
My husband left me straight away, he said: "There's no such disease in my family, it’s all from you””.
Guilt for the birth of a child with disabilities is a very strong and heavy feeling that destructively
influences the mother’s self-esteem, her attitude towards her own child, her ability to overcome

difficulties and to find a way out of the existing situation.

A few families, on the contrary, find the strength to all their efforts to survive looking for ways out of the
situation, which seems like a dead-end at the first glance:

“My child gave me an impulse to live. | got scared at the beginning of diagnosed with cerebral

palsy, but then | started my own business, a café, the child is always with me”

“It was very hard for the first 5 years. And then it got better. Thanks to the child. | found a job, |

found everything”;

“My daughter is my greatest happiness. | really feel grateful” (Focus group participants)
The crisis that a family with a disabled child faces brings with it a series of problems and peculiarities of
socio-psychological functioning that are specific for such families and parents in Turkmenistan are no
exception. There are some tendencies among survey respondents and focus group participants in
Turkmenistan that can be noted, however. Parents tend to focus on child health issues and to have a
very medical view of. They don’t always think about the child’s development, education, building their
independence, they are prone to overestimating their child’s capabilities. At the same time, they worry
about the child’s future, how he/she will live without them, being aware of the state’s limited
possibilities to provide for people with disabilities.
They tend to deny the existence of state aid, not recognizing that receiving a disability allowance is in

fact a form of social support from the state. So, when asked about support from the government, many
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respondents said they didn’t receive any, apart from NGOs. It could be that this type of support, the
child disability allowance, can only address some small part of the challenges that come with the birth of
a child with disabilities, and the support that this allowance can give becomes devalued in the eyes of
the respondents.

To some extent, many of the issues raised by families of children with disabilities can be linked in a
general sense to the family perception of their economic situation — families who have lower economic
wellbeing are more concerned with financial issues, the money they need to get treatments for their
child and those who perceive themselves to be better-off are more focused on services, their child’s
development, quality in health care and education and rehabilitation.

Certain families do not even display the need for aid — they don’t see the use of it, do not understand
the importance of building the child’s autonomy and ability to eventually lead an independent life. They
have come to terms with the fact that they will have to take care of their child all their lives.

Thus, difficult life situations faced by families with disabled children determine development and
manifestation of various life scenarios focused on survival and overcoming of dead-end experiences. In
this context it is very important to study the survival strategies of families with disabled children, in
order to develop a system of assistance measures, including moral support for such families.

High levels of interaction with siblings, parents and other family members for children in
families, but apparently also for children in institutions

One of the major findings from this survey is that there appears to be high frequency of contact
between children with disabilities and their siblings and parents both in families and, importantly, for
children in institutions. The interviews with institution directors tend to confirm that frequency of
contact is high. These findings are summarized in Box 2.

Box 2 Level and frequency of contact with family for children in institutions

Survey respondents report for 151 children in residential institutions that:
30% have daily contact with families

87% have daily contact or see their families at weekends

12% of children from two internats see their families only during the holidays

Depending on the institution and where it is located - different patterns of contact 5% to 67% have daily
contact and 20% to 90% have weekend contact

Institution directors from 10 residential schools state that*:

29% of children in one boarding school and 18% in another have daily contact

61% of children in 9 urban boarding schools and 33% in one rural boarding school have weekly contact
80% of children in 10 boarding schools see their families either weekly or 2-3 times per month

Survey respondents report that:

Of 47 children for whom information was provided 72% spend ‘some’ ‘a lot’ or ‘all’ of the time with their
siblings compared to 74% of children in families who were sampled

Source: survey respondents, key informant interviews and author’s calculations

* See Annex 4, Table 2 for detailed breakdown of responses from Directors
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Overall these seem to be quite high levels of participation in family life for children living in institutions
and tend to confirm how important the family is in Turkmenistan society and culture. This could also
partially explain why the UNICEF CEE/CIS Regional office data seems to be out of step with
Turkmenistan’s neighbours — if 74% of children with disabilities are being educated in residential
institutions, around 20-30% of these children could actually be attending on a daily basis and live at
home and around 80-85 % have weekly or more frequent contact with their families so are not
‘institutionalised’ in the way that children are who live long term in residential care with little or no
family contact.

Turkmenistan has an extensive network of specialized schools for children with disabilities which are
both residential and non-residential, but this survey tends to suggest that even in residential schools,
many children are essentially either day pupils or weekly boarders; that for most children family contact
is maintained and that because of the extensive nature of the network, it is possible that for many
children, certainly in urban areas, a specialized school is likely to be located somewhere nearby simply
because there are so many of them. The director interviews indicate that in most cases children in
residential schools live within 50km of their family homes:

Percentage of children in 11 specialised schools living more than
50km from their families

Urban helping internat school A 15%
Urban helping internat school B 48%
Urban helping internat school C 2%
Urban boarding school for children with intellectual disabilities 10%
Urban boarding school for children with hearing impairments 6%
Urban boarding school for children with sight impairments 5%
Rural specialised boarding school 7%
Urban helping day school 6%
Urban specialised boarding school 20%
Urban specialised boarding school 36%
Urban specialised boarding school 18%
Average for 11 specialised schools 16%

Source: key informant interviews and author calculations

If the status of the internat or boarding schools could be changed to day schools with only very small
dormitories, this would respond to the needs of children for close family contact and at the same time
better meet the demands of parents who, on the whole, do not want to send their children away as
these comments from parents who took part in piloting of the questionnaire demonstrate:

‘Put my child in the internat? — no, what are you saying? Well she left her child for a week at the
kindergarten and | already hate her for this. | don’t think a mother can do this.’

‘Day services are needed (centres to leave the child for a day or for 3-4 hours), not to get rid of
the child, but so that the child can develop’

‘We would pay for this ourselves, as long as there were people who would work with the
children’

And this mother who participated in the focus group discussions:

“I dream of him going not to a residential, but a mainstream school. | would take him to school
and back home myself, would stay there during classes. Why do children abroad attend regular
schools, they just take a wheelchair with remote control. My daughter has left, now I'll stay
home with him, like in a deep forest, because | can’t go out with him”;
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The issue of specialized or mainstream education, residential or day provision is discussed further in this
report. The data discussed in this section relates more to the care provision that is associated with
providing education and specifically to whether residential care provision limits the opportunities for
children to participate in family life. While these results should be treated with caution because of the
data limitations already discussed, the issue of frequency of contact should be examined more closely
with a view to helping parents to bring children to school on a daily basis — investing in transport, not
beds and overnight staff — and which help them with services in the community to provide care for their
child at home.

Children with disabilities in families tend to have frequent of interaction with siblings and in
around 50% of cases constant contact with parents; around 36% of parents say they need
help to communicate with their child with disabilities

The information collected from parents/care-givers about the frequency of their disabled child's
communication with siblings shows that, out of 151 children, 22 (14.6%) do not have siblings, 34
children (22.5%) spend time with their siblings, 39 children (25.8%) spend much time, and 29 children
(19.2%) spend some time with their siblings. 11 children (7.3%) spend little time and 3 spend no time at
all with their siblings. Among the reasons for poor communication with siblings, there were: "the child
doesn't understand, beats the younger one, doesn't approach”, "she is all in herself, watches TV", "the
child is bad tempered", "when children come from school", "the brother is eager to fight".

104 teachers/educators (68%) in institutions where disabled children are placed did not provide any
information about communication with siblings. The boarding school staff report that 10 children
(6.7%) do not have siblings, 8 children (5.3%) spend all the time with their siblings, who are probably
placed in the same institution. The information shows that 17 children (11.3%) spend a lot of time with
their siblings and that must be children who go home every night. 8 children (5.3%) spend some time, 1
child spends little time, and 1 child does not spend any time with their siblings.

The information collected within the study from parents/care-givers of children with disabilities living in
families suggests that they spend a lot of time with their children. Data shows that 75 parents (49.7%)
spend all their time with the child (24/7), because "the child requires constant care”, "I’m afraid to leave,
there is a need for supervision", "there is a need for constant care, he cannot feed himself", etc. 54
parents (35.7%) indicated that they spent a lot of time with the child. In order to reduce the subjectivity
of perception, parents were asked to indicate how many hours that implied. The range of timeframes
estimated as 'a lot of time' varied from 4-5 to 20 hours a day. 14 parents (9.3%) spend some time with
their children quantified as 4-6 hours a day. 8 people (5.3%) spend little time with their children, which
means for them from 4 to 8 hours a day. No parent said they spent no time with their child. The main
reason for little time spent with the child was work of the parent/parents (one mother said she worked

in three places).

Parents of disabled children were asked whether they or their family members needed support in order
to improve the process of their communication with the child. 54 respondents (35.8%) said they needed
such help. Most of them mentioned the need for assistance of a speech therapist, some that of a
disability correction specialist. They also mentioned the need for assistance "to teach the child to
speak", "to teach the child to communicate, she is very withdrawn", "there is no possibility to
communicate with peers". 16 parents (10.6%) responded they did not know whether they needed
assistance in communication. 81 parents/care-givers (53.6%) responded they did not need such
assistance.
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In the group of institutionalized children, only 8 answers (5.3%) were received stating the need of staff
for assistance in improving their communication with the child. All the other answers, almost to the
same extent, mentioned they did not need such assistance or knew nothing about such a need, or there
was no answer to this question.

Within the study a question was asked about the need to provide assistance to the child in interpersonal
communication. In 48 cases (31.8%) parents mentioned that children required help of speech therapists
and disability correction specialists to learn understanding speech, gestures in order to communicate
with people. 16 parents/care-givers (10.6%) did not know how to answer this question, and 87
respondents (57.6%) answered negatively (they did not need help) or did not give any answer.

For institutionalized children, in 36 cases (24%) they mentioned a need to help the child in interpersonal
interaction, in 30 cases (20%) this need was denied, while in the other cases no answer was given to this
question.

On the whole, family members help to provide child care for children living in families, but
12% of respondents say that nobody helps them and 21% of respondents say older siblings
help

The issue of child care in families with disabled children is a substantive and delicate issue. The study
was interested in finding out how parents/care-givers were dealing with child care. The received data
shows that the main care-giver for the child is their mother. In 151 families with disabled children, the
main care-giver of the child in 132 cases (88%) is their mother although many mothers also work as
discussed above.

In the group of institutionalized children, the main care-giver in 102 cases (68%) is a member of staff, in
40 cases (26.7%) - mother, and in 5 cases (3.3%) - grandmother. This data confirms the findings from
the ‘frequency of contact data above’ that although children may be in residential care, they keep in
touch with their family, and their mother is perceived as carrying the main responsibility for child care.
Again, the higher number of single mothers with children in residential institutions noted above is
significant.

Given that around 1/3 of primary caregivers also work, the study was able to determine who else, apart
from the main care-giver, was helping with child care in the family. For 49 children in families (33%) it is
the grandmother and for 16 families (11%) it is the grandfather who helps with child care; followed by
fathers in 44 cases (29%) and siblings in 31 cases (21%). The implications of siblings taking such a large
share of the care burden needs to be taken into careful consideration as caring for siblings with
disabilities can disrupt education, peer relations and play or leisure activities for many children if this
practice is as widespread as it is in the sample. While the important role played by the family and
extended family in Turkmenistan society and culture is clearly demonstrated here, it is significant that
18 families (12%) of the children in the sample who report that ‘nobody helps’ with child care.

Within the study, parents and main care-givers of the child were asked: "When you have to go out and
cannot take the child with you, who stays with him/her?" as a question cross referenced to the question
about who else helps with care responsibilities. 22 mothers (15%) said nobody helped them to take care
of the child, when they had to go out which is slightly higher than the 12% who said they have nobody
else to help provide care. They also specified that they "tie up the child to the bed", "we always go
together", "I don't go anywhere without the child".

In response to other questions, 20% of respondents say that they need a lot of support with everyday
care — toilet, bathing, dressing and feeding. While relying on extended family support for child care and
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every day care is an important founding stone of the Turkmenistan social assistance system, it is clear
from this survey that there may be a need for additional support for the parents of children with
disabilities who do not have access to extended family, who work at the same time as being primary
caregivers and who may have a child who had high levels of need for support in carrying out day to day
activities related to everyday care.

Data on the differences between family and institution children in interaction with friends
and peers are inconclusive — in both cases around 40-50% of children with disabilities are
reported as having friends

The study aimed at collecting information about whether disabled children had friends, as well as how

often and where they meet. Out of 151 parents/care-givers, around half of respondents (59 people
(39%) mentioned their children had friends. 20 (13%) of them meet their friends every day, 27 children
(18%) meet their friends around once a week, and 3 children (2%) once a month. 12 children (8%) form
this group meet their friends in their home, 9 children (6%) outside, and 5 children (3%) in educational
institutions.

Children in institutions, according to educators and parents, in 71 cases (47%) have friends, and in 14
cases they have friends outside of the institution whom they meet in most cases once a week at art club.
It is not entirely clear to what extent this assessment of friendships by residential institution staff can be
considered to be reliable, but if it is, then it tends to suggest that children in residential education
settings are slightly more likely to have friends than children at home. All institution directors
interviewed agreed that children acquire ‘an education and friends’ at their institutions.

C3.2 Participation in education, leisure and play

The extensive network of specialized education institutions both residential and non-residential for
children with disabilities in Turkmenistan has already been noted. UNICEF and the Government of
Turkmenistan are in the process of developing a road map for inclusive education which aims over time
to transform the current largely non-inclusive education system into an inclusive system which implies
children with disabilities will be integrated into the community and accessing education close to home
so they do not have to leave their families to access education. The new Law on Education passed in
2013 specifies ‘inclusion of children with special educational needs into mainstream schools and the
development of state standards to improve the quality of education’. This section of the report will
present some of the key findings of this survey about education which may help to inform some of the
steps towards inclusive education outlined in the road map, especially the baseline survey, and to
highlight some important priorities going forward. The main questions explored in this section are:

e Why some children are educated in boarding schools and others are educated at home

e Are there children outside of education? Why?

e Is the education system helping children to learn? Do they like going to school?

e Quality of education

e Inclusion

According to the existing procedures and to the Regulations of the Commission, children with disabilities
can be referred to educational institutions (residential or mainstream) only upon the qualification by a
medico-educational Commission. Thus, lack of the Commission’s qualification becomes an obstacle to a
disabled child’s integration into the education system.

Data on children from residential institutions and the interviews with directors confirm that all children
have passed the medico-educational Commission before enrolling into the institution. It is fair to say
that presence of the Commission’s referral is one of the compulsory conditions for inclusion of a child
into this type of educational institution.
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Comprised of healthcare and special education specialists (children’s psychiatrist, speech therapist,
disability correction specialist, hearing-impairment and visual-impairment specialists), one of the
Commission’s tasks is to give appropriate recommendations to teachers with special skills who work
with specialized groups and in specialized children's institutions, as well as to the child’s parents based
on their expert conclusion. At the same time, this regulation does not require taking into consideration
the parents’ desire to place a child into the recommended institution, nor does it indicate the term of
placement.

Of 77children in families (just over 50%) are accessing education, 31% are in home-based education
and 13% are in mainstream schools. The majority are in specialised education settings. Parents report
positive and negative experiences of education for their children with disabilities.

All children in institutions surveyed are accessing education in residential schools and preschools. Just
over 50% of children in families are accessing some kind of education and Figure 6 illustrates how, with
the majority in some form of specialized disability education, almost a third in home-based education
(including one child whose parent takes him to school every day) and 13% are in mainstream education
services:

Figure 6 Education settings of 77 children in families who are in education
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UNICEF Turkmenistan reports® 830 children with disabilities in home-based education in 2012 which is
7% of the 12,100 children who are registered as receiving disability allowance by the State Statistics
Committee, so there are a significantly higher than average (almost 5 times higher) number of children
with disabilities in home-based education in the sample for this survey. As discussed earlier in this
report, this could be because families who are not accessing education or other services may be more
active in seeking support from other sources such as the NGO which was responsible for identifying

> Discussion with UNICEF Turkmenistan staff referring to official GoT data, December 2014
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families for this survey or because the NGO has a specialism in supporting children with the types of
diagnosis that mean they are more likely to be excluded from school-based education.

The finding from this survey tends to support the data from UNICEF CEE/CIS Regional Office presented
at the beginning of this section of the report that 26% of children with disabilities are in home-based
education and 74% are in residential forms of specialized education. It is important to note, however
that 13% of children in families are reported to be attending mainstream education settings. And to
recall that children in families are reported as attending residential schools and preschools on a daily
basis and that many children reported as being children in residential education settings could actually
be going home on a daily or weekly basis as discussed above in the section on frequency of contact with
family (while continuing to bear in mind that data limitations mean this finding has to be qualified and
cannot be considered as conclusive).

When this data is examined through the lens of medical diagnoses, it can be seen that a high proportion
of children who were sampled and who have intellectual disabilities, sight and hearing disabilities or
Down’s Syndrome are in education, but a high proportion of these are in residential boarding schools.
Only 44% of children with cerebral palsy among all children with cerebral palsy who were surveyed are
in education as illustrated in Figure 7:

Figure 7 Percentage of children with motor disabilities in education is lower than for other types of
disabilities among 301 children surveyed
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Of these 39 children with cerebral palsy who are in education, 15 or just over 1/3 are being educated at
home which represents almost 2/3 of all the children in families who are reported as being educated at
home. While it has to be treated with caution because of the data limitations discussed above (no
children attending specialized schools for children with motor disabilities were included in the sample of
children in residential settings), this finding is of major significance as it indicates that there is probably a
need to review school-based education services for children with motor disabilities as a priority and
ensure that they are being provided at a sufficient level to meet demand. Certainly the experience of
parents discussed in focus groups, in the review of the early childhood development centers and during
interviews for this survey all tends to indicate that there is a lack of specialized school places for children
with cerebral palsy and a lack of specialists and teachers able to work with them. Some parents, though
do note positive education experience for their child with cerebral palsy:
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We are going to a new school (residential), where there are 9 children in a class, lots of different
sections for different categories of children. They have special equipment in the gym for children
with cerebral palsy. Their teacher works with children individually for 20 minutes per day after
classes. (Mother of boy with cerebral palsy and hearing impairments, focus group discussion)

If the responses of the participants in focus groups and interviews for this survey are generalized, they
tend to show that parents want their child with disabilities to have a high quality education in a
friendly/respectful environment together with other children. Experiences reported by parents of the
education system as a whole are mixed with around 1/3 of parents reporting that they consider their
child to be receiving quality education: ‘he is receiving a good education, is learning languages’; some of

these parents express ways in which they would want to improve the education their child is receiving
‘preferably increase the length of lessons and the number of teachers for different subjects’ (referring to
a child in home-based education). Other parents report having faced various problems related to
discrimination on the part of teachers, other children and their parents. As a result of such attitudes,
some parents withdrew their children from educational institutions, some hired private teachers, and
others sought home schooling programs.
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Source: focus group participants

Some parents report a lack of specialized staff in educational institutions that considerably limits
children’s rehabilitation and development opportunities:

“My son attends speech therapy school X. But we don’t see any response from the school. Just
like all parents, we want them to work with our children, for money, but they are not doing that.
They have also reduced speech therapy hours, 30 minutes per week”.

According to some parents educational institutions need to adapt better to the needs and possibilities of
disabled children:

“She went to the kindergarten for children with motor disabilities. She doesn't go to school,
because she cannot sit up (although she reads, counts). There is no furniture in the new
residential school for such children so far, when they get it, probably, they will start admitting
such children”.

Many families appear to lack information or are misinformed about available educational opportunities
for children with disabilities. This makes parents feel uncertain and not seek opportunities for their
child’s education, parents can lose hope and strength to go on advocating and fighting for their child in
the system.

Source: focus group participants unless otherwise indicated

Almost 50% of children with disabilities in families in the sample are not in education

The age of the child is one reason for non-inclusion in education among the children sampled, as 44
(60%) of these children are aged 6 years or under and are not required to be in education as illustrated
in Figure 8:
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Figure 8 Number of 73 children in families not in education by age in years
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It is important to note, however, that access to pre-school education is as much a right of children with
disabilities as access to primary and secondary or tertiary education. It is important not to be
complacent about young children with disabilities not accessing education services. As illustrated in
Figure 9 most parents did not give a reason why their child is not in education. Some parents don’t
want their child with disabilities to go to school or pre-school either because they are afraid and “have
renounced the idea” or they perceive their child as being unable to participate “the child is not capable”.
Some parents report applying to put their child into school or pre-school, but cannot get a place as the
school or kindergarten says the child is too severely disabled and cannot manage self care tasks. This
seems to be confirmed by the higher number of children assessed as ‘severe’ in families than in
residential institutions discussed above. Another reason is distance from the school and problems with
transport although in this sample this reason was not prominent with only 2 respondents mentioning it.
Perhaps in a sample with more children from rural areas the balance of reasons might be different. Or,
as discussed earlier in the report, there seems to be such an extensive network of institutions that
distance from education establishments is not such a prominent reason for non attendance. The data is
not conclusive, but these reasons are worth noting when planning for inclusive education reforms.

Figure 9 Reasons for not attending school or pre-school given by parents of 73 children not in
education

W 44 preschool age children 3-6 W 29 school age children 7-16
2
Waiting for a place 1

1
Difficult to get there : 1

Not admitted to school or
kindergarten

Parents' initiative

7
3
14
8
) 20
No reason given
16

Source: survey respondents and authors’ calculations




CEE/CIS Consultancy Group / Oxford Policy Management

Possibly the most significant factor affecting access to education from this survey, however, is that
children with cerebral palsy represent 67% of children not in school or pre-school. And 72% of children
of school age out of school. Figure 10 illustrates further how the education system appears to lack
places for children with motor disabilities like cerebral palsy:

Figure 10 Medical diagnoses and age of 73 children not accessing education
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There are some cases when parents are well-informed about the current national legislation and try to
overcome the barriers to exercise the rights their children are entitled to:

“Children with disabilities should be around ordinary children, because children imitate
each other, they can repeat the other’s defects. The child gains a lot from this, and other
children learn the lesson of kindness. The society is diverse, and locking children up in
special institutions is not right. Our legislation stipulates inclusive education. We went
to ordinary school with home schooling, but had a conflict with the headmaster right
from the start, simply rejection, and they expelled us. We had all the health certificates
confirming that we could attend a mainstream school. The headmaster just wouldn't
enroll, wouldn't teach. They sent us to the commission for cases of minors because my
son didn’t attend, although | told them we were on home schooling. We tried to attend.
The headmaster collected complaints of teachers, parents, that he (the child) was
disturbing. And the Commission made a decision to expel. Now we are at home. |
communicate with law-enforcement agencies to make sure the law is enforced. There is
a new law adopted in 2013 stipulating that all children are entitled to inclusive
education, and that primary education is compulsory, whether the headmaster/mistress
wants it or not.”

Based on the data from survey respondents, such cases seem to be very rare and they need the support
of state agencies and civil society organizations and associations.

Just over half of parents of children who are in school report that their children like going to
school or preschool; getting to school can be problematic for some children, especially with
motor disabilities

Out of 77 children who attend educational institutions, 53% (41 children) like the school/kindergarten
because they play there, they like the educator, communication, food, they feel at home there, like
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choir classes, humanities, have TV, like doing sports, drawing, education, atmosphere, the teacher, have
school friends, like the school environment (findings from questionnaires).

Among the children attending educational institutions, 5 children are reported as not liking it, because
they prefer to stay with their mother, like being alone, there are no results, they get tired at the lessons
or have to walk to the second floor. In three cases the answer was uncertain — ‘l don’t know’.

The majority of integrated children attend educational institutions on a daily basis, apart from one child
who goes to school 2-3 times a week and another one who goes to school every other day (due to
health problems).

Getting to school/kindergarten is a serious challenge for many children and parents, both in terms of
distance and the need to have a personal transport means or hire one. According to the interview
findings, some children get to the educational facility by public transport, and it takes them: 1 hour (5
children), 30-40 minutes (7 children). A part of children get to school in their parents’ car or by taxi, and
it takes them: 1.5 hours (1 child), 1 hour (2 children), 30 minutes (4 children), and 15-20 minutes (6
children). The rest go to school by foot, and it takes them: 30 minutes (2 children), 10-15 minutes (5
children), and even 5 minutes (4 children). These findings show that the distance from home to school
is a serious barrier for some families with disabled children, especially with motor disabilities.

Quality of home schooling varies according to respondents and given that there is a single provision in
legislation and education standards, this is a notable finding. The frequency of teachers’ home visits to
children and the duration of classes as reported by parents vary within the following limits: from 5to 1
visit per week; classes last from 1 hour to 25 minutes. All parents in this group noted that their children
enjoyed those visits and lessons.

As for the quality of education, out of 77 parents whose children are included into the educational
process, 39% are satisfied with its quality. 17% of the interviewed parents expressed their
dissatisfaction with the quality of the education provided to the child. They pointed out that “there is a
need for qualified specialists”, “they don’t teach anything at school, he doesn’t know anything, they
don't teach writing”, “a special Russian-speaking school should be opened”, “it’s hard to study in
Turkmen, there are many Russian-speaking children, but there is no class for them”, “the teachers are
good, but they don’t know how to work with them”, “there should be special education centers”, “they
should work more with the child”.

At the same time, 61% of parents whose children attend educational institutions mentioned their child
as having made certain achievements in education: “learns to write, distinguish between colors”, “does
well at school, gets grades 4 and 5”, “she started to talk better”, “he became more communicative”, “he
is developing generally, has learned to pronounce several words”, “knows the sign language”, “does well
in Mathematics, Russian”, “he talks more, expresses himself”, “he is trying hard, but it’s always an
effort”, “in one month the child started writing, reading”. 14% of parents consider that their children
are not making progress in education, while 8% of parents do not provide information about their

children’s educational achievements.

In terms of inclusion of disabled children in residential institutions, the study findings showed that 40
children (27%) had come to boarding schools from other institutions and the remaining 110 children
(73%) from families. In relation to the first group of children, one may assume that a child once
integrated in the residential care system continues to pass through all its levels. As for the grounds for
enrolment into the institution, only in 9 cases (6%) the indicated reason for the child's enrollment in the
boarding school was poverty of the family. In one case, a mother could not cope with child care. In 105
cases (75%) the reason for the child's enroliment into the institution was their diagnosis. 35 answers
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(23%) did not provide information for the child's enrollment into the institution. The higher proportion
of single mothers among the sampled children in institutions discussed above tends to confirm that
although the main purpose of placing children into residential schools is to access education, for a small
minority there may be other factors of equal importance driving the decision to place a child into
residential care — social reasons (lack of other family members helping), economic reasons (the need to
work) or psychological reasons (difficulty in coping alone).

As for the achievements made by children in institutions in the process of study, the respondents
mentioned that 85 children (57%) had made progress at school: "he can read very well, knows history,

and is good at mathematics"”, "reading and writing". 62 children (41%) from institutions, in the opinion
of institution staff, do not show dynamics in their learning outcomes.

Community based leisure and play activities are very difficult for children with disabilities to
access — most such activities (intended for children with disabilities) are based in residential
institutions so children in residential institutions have better access than children in families.

As discussed already, children both in institutions and in families seem to have high levels of interaction
with siblings and peers. Most children in institutions are reported by staff also as having high levels of
access to additional leisure and play activities with 89 children reported as attending activities or clubs:
38 children (25%) take part in sports; 28 children (19%) attend arts and crafts; 24 children (16%) attend
music; and 23 children (15%) attend drama and dance. 61 children from institutions (41%) are not
reported as attending activities or clubs at the boarding schools or preschools.

In 2 cases, children from residential institutions attend clubs and activities outside the boarding school,
according to the information provided by respondents: "Goes to the Youth Arts Palace once a week. But
it was a whole lot of a deal to be admitted. There is a condition that somebody has to accompany". In
25 cases (17%) children do not attend clubs and activities outside the boarding school, and there is no
information in this regard for 123 children (82%).

23 (15%) children in families are reported as taking part in additional activities with swimming, sport,
chess, music all being mentioned. In several cases the additional activities are ‘at home, for money’ so
not necessarily ensuring that children are integrated into activities with other children outside the
home. One parent mentioned crafts classes run by the NGO Yenme. Parents of 116 other children (77%)
say their child does not take part in any additional activities, with 37 of these parents giving reasons
which can be grouped into four main types:

1. No information about such activities — ‘there are no such activities’ ‘| don’t know where to find such
activities’

2. Applied to take part but the child was rejected because of their disability — ‘don’t take him’

3. The parent perceives the child as too severely disabled to take part and so has not tried to find such
activities - ‘not able’ ‘too heavy’ ‘can’t move, can’t see’.

4. Logistical reasons - not enough time, difficult to go, or cost — ‘all free time is used up by homework’
‘we used to go to art class in the City, but | couldn’t get off work in time’ ‘we live on the 4™ floor, it is
difficult to go out’

It is clear from the parents’ responses that the first two types of reasons are inter-linked as most parents
seem to assume that their child with disabilities cannot take part in such activities for normally
developing children and so they don’t try, but they lack information about such activities for children
with disabilities.
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These findings could be seen to indicate that children with disabilities in boarding schools or preschools
are able to access after school activities and clubs and that children in families are not accessing their
right to play and leisure to the same extent. The findings can also be interpreted in a different way —
resources such as play and leisure activities for children with disabilities are concentrated in residential
or segregated school settings which means children in families are not able to access them as easily and
access to community based play and leisure activities is extremely limited for all children with disabilities
as they are not inclusive and tend to put barriers up against participation by children with disabilities.

Attention to preparation for independent living and employment for young people with
disabilities are not being sufficiently addressed on the whole either by parents or residential

schools, especially for children with more severe disabilities
Several questions about learning self-care skills and preparation for independent living were put to

parents and carers with the intention of assessing the extent to which this issue is being given active
consideration. For example a questions was put on the availability of employment services for older
children at the local level and out of (31) parents with children aged 12 years or older, only 2 have
mentioned such services. 29 parents mentioned they had used such services and care staff did not
mention that any children from residential institutions in the respondent group had been using youth
employment services.

A summary of the results is provided in Annex 4, but they require further analysis linked to severity of
disability, age of child and inclusion in education in order to ensure that useful conclusions can be drawn
for the purposes of supporting parents in this task and developing services in the future that can help
young people with disabilities prepare for independent or supported independent living and entry into
further education or employment. The main conclusions that can be drawn from the analysis conducted
at this point is that overall neither residential schools nor families give sufficient attention to
preparation for independent life and acquiring self-care skills that can help children with disabilities to
be more integrated into society and lead fulfilled, independent lives.

C4 Environmental factors - barriers to inclusion, health services and assistive
technology and devices; social support and services

Access to quality health and social services including access to the latest technology and understanding
of disability is a right of people with disabilities under the UN Convention on the Rights of People with
Disabilities. Health and social services cannot cure a disability, but they can help to remove some of the
barriers to functioning and participation and increase the range of activities in which people with
disabilities can take part. The following two points from Article 4 of the CRPD direct State parties:

h) To provide accessible information to persons with disabilities about mobility aids, devices and
assistive technologies, including new technologies, as well as other forms of assistance, support
services and facilities;

i) To promote the training of professionals and staff working with persons with disabilities in the
rights recognized in the present Convention so as to better provide the assistance and services
guaranteed by those rights.

C4.1 Health services and assistive devices

A medical model of disability dominates in Turkmenistan and this affects all aspects of the
provision health and social services with parents seeking treatments in private health clinics
or abroad if they feel they are not accessing adequate treatment in Turkmenistan and not
really having any information about social services.
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The needs of disabled children and their families are complex and require connection to healthcare,
social, and educational services and institutions. Because the absolute majority of parents and care-
givers who took part in the survey perceive disability as a health problem, they first of all focus on
access and quality of healthcare services. In this regard, they mention generally that healthcare services
covered by health insurance are of poor quality, and many medications that are supposed to be free of
charge are not on sale. Many say they are forced to buy these medicines "in private pharmacies" at a
"very high price" and for some this is compounded by the need for constant medication or periodic long-
term treatment which they often pay for in private health care services. Some report positive changes
in their child’s condition and functioning after treatment, others see no difference, some are positive
about their experiences in the health system whether private or State provided others not:

Parents experiences of medical treatment of their child with disabilities

JNleyeHne He nomoraet. He posepsto cBoemy Bpayy Hesponatonory. (Parent of child with Down’s
syndrome)

MHe KayKeTcs, YTO Moc/ie ieYeHUs HUYEro He MeHsAeTcA, Ha Bpems npekpalatorcsa cygoporu (Parent of
child with cerebral palsy)

M3-3a GUHAHCOBBIX TPYAHOCTEN HE MOTY NOCTOAHHO MPOXOAUTL JIeYeHUe, yaydLWeHnn He BUXKY. (Parent
of child with cerebral palsy)

Cama genato maccaxk goma (Parent of child with cerebral palsy)

HeT B anTeKax /ieKapcTB, He 3Hato rae bpatb. Mocne neyeHna nuameHeHnn He BuxKy(Parent of child with
cerebral palsy)

Xogunu Ha MNNoApoM MOMOr OYeHb, MAccaxk MOMOFAeT ro/IoBy MOBOPAYMBATb, MacCa)k Ha AOoMYy,
expensive (Parent of child with cerebral palsy)

MaccarK, neyeHne npoxoamT Kaxable 3 mecaua it helps with walking, sitting and changing position
(Parent of child with cerebral palsy)

EcTb 6ecnnaTHbIM mMaccaxk AnA MHBANMAOB - becnnaTHas y/cyra HekayecTBeHHas. XOpoLui maccax
nnaTHo. OcTtanbHoe Mea. obcayknsaHue ans aetent Ao 12 net 6ecnnatHo. (Parent of child with cerebral

palsy)

Source: survey respondents

So medical is their understanding of disability that some parents see speech therapy as a medical
‘treatment’ rather than an educational intervention:

Bnaropmapsa nedeHuto ¢ noronegom moi pebeHok rosopuT nydue. (Parent of child with Down’s
syndrome)

Several parents talk about treatment abroad that is not available in Turkmenistan. Some turn to
alternative therapy - one parent mentioned acupuncture treatment in China. Several others mention
treatment in Samara for their child with intellectual disabilities which is expensive (USD4000-5000 per
course of treatment) and it is not clear what the treatment is for or is likely to achieve.

PaHbwe nevunuce 8 Awixabade, HoO mosky He 6bino. Celivac camu e3dum 8 Camapy Ha neyeHue,
npowsnu 0e8a Kypca, ecmb HebosnbWue U3MEHEHUA, OHO cmana akmusHee, aAbornvimHee.
(Parent of child with intellectual disabilities)

Jleyum camocmoamernsHo, e3dum 2 pasza e 200 8 Camapy, ecme pe3yabmam, HO Heboabwodl.
(Parent of child with intellectual disabilities)

The purpose of some of the treatment described by parents seems doubtful:

Jleyum ncuxuamp, mMeOUKAMEHMO3HO, MPUHUMAem MACCaM(, HO U3MEHEHUU HUKAKUX Hem.
(Parent of child with intellectual disabilities)
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Overall, the perceptions of some parents seem to be that with enough money for treatments, they may
be able to ‘cure’ their child. Others seem to have a good understanding of how treatment can help to
improve functioning. Either way, parents seem to be left very much to their own devices in terms of the
treatments they choose for their children or to be very dependent on what is available in the state
system, depending partly on their economic situation.

Few assistive devices for children are available in Turkmenistan — parents report that more
than 50% of children who need even such basic mobility devices as wheelchairs, do not have
them; there appears to be very little knowledge about other types of devices to assist with
communication, posture, mobility, especially for children with motor disabilities

A big problem for children with disabilities is lack of specialized equipment available in Turkmenistan.
The Ministry of Health and Medical Industries has plant that manufactures orthopedic devices, but it
does not produce children’s wheelchairs, for example, only adult-size wheelchairs. Some parents report
currently available orthopedic devices as of poor quality, many cannot be used. Some parents have to
think of and construct such devices themselves (wheelchairs, buggies, chairs, verticalizers, etc.). Other
parents/care-givers try to buy them abroad, but they are expensive and not many can afford them.

For 150 children in families, 90 parents report their child needs assistive devices (wheelchairs,
orthopedic shoes, hearing aids) and of these 38 parents have managed to provide or partially provide
their child with what they need — 19 parents purchased the equipment themselves; 8 parents report
that an NGO such as the Red Crescent or Yenme provided the equipment, 4 parents report making the
equipment themselves ‘Grandfather knocked it up’, 4 didn’t explain where it came from and 3 parents
said the State orthopedic factory provided shoes. Among this group of parents, some say they have
partially provided the equipment the child needs, usually this mean they still need a wheelchair. One
parent reports that friends abroad purchased a high quality wheelchair, but the customs officials
wouldn’t let it into the country so it is currently in Uzbekistan. The remaining 52 parents say their child
does not have the equipment he or she needs and the reasons mirror what the parents who have
equipment have said as the main reason given in most cases is lack of financial means followed by not
being able to find the necessary equipment itself. In two cases, parents say they don’t want their child
to use a mobility device like a wheelchair as this will make their disability visible and they feel shame or
stigma.

C4.2 Social services and social support provision and needs

As a social services assessment which took place in parallel to this survey showed, there are
overall very few formal social services in Turkmenistan. There are strong family traditions and
many community based forms of support for vulnerable children and families, but no system of
providing services to address specific issues such as disability. This section provided the
responses of parents and carers about their understanding of the social services and other
forms of social support that do exist and which they are able to access. Issues that affect access
to services are also considered — mainly information and transport issues. Respondents were
also asked to identify and prioritise their needs for support which is always a difficult exercise
as they are being asked about what support they need when they have little knowledge about
what support could be provided.

Overall there is a lack of understanding about what is meant by social services and social
support among parents and caregivers in institutions. Most families are receiving disability
allowances which many don’t see as social support and some families are accessing some
other support and services in their communities from the Khyakimlik, public organizations
and NGOs
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68% of parents with disabled children in families mention that they have been benefiting from some
sort of social services. 33% of them are beneficiaries of social and other services and help provided by
NGOs (most often, Yenme, sometimes Red Crescent, trade unions) — this quite clearly could be a sample
bias and should not be taken as too conclusive in terms of the numbers, but the fact that NGOs are
mentioned by parents at all is important. Among these services, the following types of services were
mentioned: hippotherapy (therapeutic horseback riding), activities for children and parents, help with
getting a voucher to a health resort, arrangement of a trip abroad for treatment, help in getting housing,
invitations to festivities, provision of diapers, cash aid, food packages, provision of a wheelchair,
attendance of a computer club, etc. Some of these types of services had also been mentioned as health
services, for example hippotherapy and treatments abroad.

34% of respondent families mentioned they were receiving state aid in the form of disability allowance.

28 % of families mentioned they had not benefited from any social services and had not received any
external aid.

In response to a direct question about the receipt of social benefits, 83% families mentioned they were
receiving child disability benefit amounting to around 75 USD. This amount is enough to get a monthly
supply of diapers and some other minor items. 14% of families do not receive this benefit because
disability has not been conferred as discussed earlier in this report. It is interesting to note that not all
respondents mentioned this form of support when they were asked about the state aid which they
receive in a previous question.

Residential institution staff were asked whether they were informed about whether the child or his/her
family benefited from some social assistance. The answers mentioned 2 families that were receiving
food packages from the Khyakimlik, 10 families receiving benefits, and there was no information on the
remaining families. To the question what organizations families were receiving assistance from, they
mentioned only the child disability benefit, because the state was supposed to provide it (45 answers -
30%).

The study raised the question whether the child/family had access to services located in the
city/etrap/village of the family's place of residence, i.e. at the level of local community. 24% of parents
answered "yes", 69% answered "no", and 7% answered "l don't know". When asked to list services
provided at the community level, parents mentioned services provided by NGOs/CBOs as mentioned
above. Among the services provided by the state, only disability benefit was mentioned.

Considering the possibilities and the process of social integration of children with disabilities and their
families, there was a question about existing possibilities for children to attend youth activities in the
community. Around 25% of respondents said they were taking part in town/village activities, including
those that take place once a year, e.g. the New Year parties, they also mentioned rehabilitation activities
at Yenme, activities held in parks, circus, theater, swimming pool, holidays - New Year and 1 June.

Most other parents answered they did not participate or did not know. To the request to explain why
their children were not taking part in town/village events, they said that "there are no such events”,

mon

"“they point their finger", "there's no transport", and "nobody invited us".
Apart from pilot early childhood development centers in two locations and residential
kindergarten services, there is almost no day care provision for children with disabilities

Parents of 44 children aged 0-5 years and living in families took part in the survey. Of these, 12
mentioned early intervention services almost exclusively in relation to health services — Health House,
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polyclinic, neurologist, children’s hospital, but also include speech therapist in this list. Parents who
attend two new pilot early childhood development centers and who took part in focus group discussions
as part of a UNICEF monitoring exercise particularly mentioned that they appreciate the ‘respite’ that
taking their child to the center gives them to manage their own affairs and not just to ‘get rid of the
child’ but so that they are actively developing while there.

Parents of 15 young children mention day care services mainly in terms of kindergarten. One or two
mentioned a rehabilitation center or an NGO and one called the child’s grandmother ‘a day care
service’! This tends to confirm the findings set out earlier in this report concerning the extent to which
informal services provided by extended family are the main foundation of child care support in
Turkmenistan for families with children with disabilities.

The study tried to correlated the frequency of using day care with its physical accessibility - distance to
the service. Some respondents assessed the distance to the place of service rendering as follows: "20

", n

minutes to the horse-course, 1 hour to the special kindergarten"; "it's not far away, it takes about 20

", n

not far away, I'm taking my car"; "far away, 20 minutes by car"; "far

", n
’

minutes to get there by foot
away, 30 minutes by car or bus". Excluding subjectivity of perception, it is fair to say that the distance
and availability or accessibility of transport is a problem for parents with disabled children in using
existing day care forms.

Provision of information about social services needs to be more extensive and parents think
that national television and health services including family doctors and visiting nurses are
the best places to disseminate information.

The study was interested in finding out whether families with disabled children were informed about
the existing social services. Out of 151 interviewed parents, only 15% (23 respondents) knew something
about social services for children with disabilities. 66% (100 respondents) of parents declared they did
not know about this kind of services. The explanations of unawareness were very limited: "they don't
inform", "I'm not going places they inform about this stuff". Other sample representatives could not
answer this question.

In the case of institutionalized children, the majority of staff considers that families do not know about
social services for children, since "they rarely go out, outside their narrow circle of communication".

In the process of study, the most efficient ways of informing about social services for both categories of
respondents were identified and both institution staff and parents named national television and health
care institutions as the best way to disseminate information. A detailed breakdown of responses
regarding information channels can be found in Annex 4.

Overall, the feedback from survey respondents gives evidence that healthcare institutions/staff, as well
as media are the most important sources of information for the general public related to disability
issues. State institutions (social welfare office, khyakimlik) are also trusted by the population. Given
that social services in totality have to be developed at the local level, physicians, staff of social welfare
offices and khyakimlik, as well as local media could be used as primary sources of information about
social services for families with disabled children.

This information is interesting in the context of development of social services and corresponding
awareness raising activities among the population. In order to focus targeted information and cover the
greatest number of beneficiaries possible, it is necessary to use the ways of information transmission
that are most favored and most suitable for this category of population, as well as most trusted by
families.
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Needs of children with disabilities and their families

In order to assess the perceptions of parents and carers about the support needs of the child with
disabilities and of the support needs of the child’s family, respondents were asked to select any number
of answers from a list of statements about needs which was developed based on pilot interviews,
previous studies including the U3 study (UNICEF, 2014 Rogers et al) and the desk review carried out for
this survey. The full results are presented in tables in Annex 4 along with the responses of survey
participants to an open question about what and a summary of the most commonly named needs is
given here in Table 5 along with an assessment, based on the information gathered for the survey, of
how these needs are currently being met.

Table 5 — Analysis of needs of children with disabilities and how they are being met now

Care provision — support with providing day to day  Extended family where available; NGO
care in the home

Support with providing day to day care outside the  ECD centers; residential schools and
home kindergartens; rehabilitation centers

Improved and strengthened parenting and care Not being met
skills including: alternative communication where

needed, lifting and carrying, child development —

what to expect, understanding of disability

Information about services — play, leisure and Not being met
after school activities; health, education,

community services; social services; assistive

technology and devices

Appropriate diagnostics and medical treatments Family doctor and visiting nurse — needs
strengthening with specialised knowledge and
skills (developmental paediatrics)

House of Health neurologist and paediatrician —
needs modernising and specialisation

Treatment abroad by specialists not available in
Turkmenistan — physiotherapy, ergotherapy,
cognitive behavioural psychology, speech
therapy and alternative communication, child
neurology and psychiatrity

Inclusive community and education services, play Not being met
and leisure
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Preparing for independent living Not being met

Information about disability legislation and Not being met
support in claiming benefits and accessing services

Source: P4EC CEE/CIS Consultancy group/OPM based on responses of survey respondents and focus group participants

C4.3 Barriers to inclusion

CASE STUDY - experience of one mother of a nine year old girl with Down’s syndrome

| don't believe we can get through to our government. Everybody has to pay for disability. For the
medico-educational commission - 100 USD. They ask money for disability. "Your children are
retarded". Speech therapist: "We don't work with the retarded". As for this NGO, | am grateful that
people have such hearts. MoH says that medicines are free of charge, and the medical assistant - |
don't know, hiding. Where does it all go? | went to the Khyakimlik - please help us to arrange a
children's playground - nothing for 2 years. They pay no attention. We haven't been asking for much,
are always trying to cope on our own, but there has to be a children's playground. "Get away from
the child!" as if she were a leper. The Golden Age, but they cannot get the message through that this
is just a chromosome, it's not contagious. They point their finger at this child. Children are mocking,
as if my child were an alien - not like them. We haven't been going out for the past year, although we
used to. | cannot bear it morally. As if God himself had sent me to find this NGO. | was tired of trying
to get through, to find out something. 5% of the state's attention is directed towards these children.

Source: survey respondent

Attitudes to children with disabilities vary but overall parents report children with disabilities
being stigmatized not only by the general public, but by some professionals in the health,
education and social support systems.

Public attitude towards children with disabilities and to the eventuality of their placement into

residential institutions is conditioned by Turkmenistan’s socio-cultural aspects. The key peculiarities in
this sense refer to family values, strong relations within the extended family, strong social reliability of
the population on the opinions and appreciation of people around. Strong relations within the
extended family on the one hand can stimulate mutual support and help being provided by family
members. On the other hand, this social phenomenon contributes to development of interdependence
and a tendency to keep the problems of a child with disabilities within the extended family, as well as
unwillingness, sometimes even fear of asking for state support, that is, of taking the problem beyond
the family. Some parents prefer to keep their children at home, with them and around them and are
unwilling to send their child to a residential facility because of social embarrassment or for religious
reasons, although they are aware that they have neither possibilities, nor conditions for their child’s
development at home and communication with other children.

Overall, the interviewed parents signal negative attitude of the society towards children with disabilities

VA4

“they like to gossip”, “people look strangely, stare”:
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Source: focus group participants

Some parents of children with disabilities report how professionals including speech therapists,
educational establishments or medical personnel can exclude them from services because of their
child’s disability or the severity of the disability: “They tried to persuade me to abandon the child “she is
a monster, why do you need a monster. They need such children in America” “(Down syndrome at birth,
disability at the age of 8)

Parents describe how often children with disabilities face aggression, teasing or cruelty on the part of

other children: “There are cruel children, who mock at them”, “children tease them”, “point their finger
at them”.

Unawareness and lack of knowledge about children with disabilities causes groundless phobias, stigma
and ostracism in the society, which leads to marginalization and further social exclusion of such families.
“We also have such problems. They are afraid. We were taking gymnastics classes along with healthy
children, and then parents (of other children) refused, started attending separately” (focus group
participant).

At the same time, sometimes there are also cases when extended family members can feel ashamed,
guilty for the birth of a child with disability and try to hide the problem in the family: “My mother-in-law
would never sit at the same table with the child”; “All our relatives are, of course, good people, but they
feel embarrassed to invite me with the child, and | won’t go alone. Or, one family said he was disturbing.
So you try to stay home and not to disturb people” (focus group participants).

Parents often face stigmatization of their children, an attitude that pushes them to adopt a certain
lifestyle and social circumstances forcing them to embrace certain predetermined forms of behavior. “/
just grabbed my child. The woman made the sign of the cross. | told her: “Did you see devil in my child, or
what?” This is wrong. My child reacts to this (the gazes). He asks me: why do they look at me as if they
saw something?”; “People look strangely, examine” (focus group participants).

Parents in such situations are forced to resort to self-protection mechanisms that often contribute
neither to improvement of the condition of a disabled child, nor to better family relations and
awareness of the full value of life: “You needn’t pay attention to the way they look at the child. Forget
that your child is different, for you he/she is normal” (focus group participant); “Relatives didn’t want
anybody to call him disabled; they thought it would pass by itself” (parent of boy with cerebral palsy).
While the extended family can be a source of support, it can be seen that in some cases members of the
extended family can also be a source of additional stress, pushing parents into even greater isolation
even within the family.

“Everyone feels sorry. They love. They see, they know. There’s no negative attitude. They ask: “How do
you manage with them?” Our society isn’t used to these children. In fact, my daughter is healthy, she
just cannot walk. The majority treat her squeamishly, because she isn’t quite ordinary. Our neighbor
passed away recently, and it was only then that we learned he was there actually. It appeared he had
lived there all his life, we never saw him. How is the society going to accept such children, if they are just



CEE/CIS Consultancy Group / Oxford Policy Management

invisible?” (focus group participants). Social marginalization and even isolation are one of the
mechanisms justifying inaction, lack of attention to problems of families with disabled children, and
actual acknowledgment of the problem: there are no/we don’t see children with disabilities - we don’t
have problems. This leads to a situation when people around, adults and children, do not know about
the problems of families with disabled children, have no experience in communicating with them, not to
mention having no idea and not being able to interact with them. Such attitude to children with
disabilities is transmitted from parents to their children and so on: “Everything comes from adults. The
child copies”; “Everything depends on education. In fact, children do not even notice that someone is
different”. So, there is a vicious circle where nobody sees anything or does anything, which can be
broken only when the attitudes and perceptions of children with disabilities and their families are
changed.

At the same time, parents also talk about benevolence and expressions of understanding and sympathy
by people: “He can start singing in public transport, some may pay attention, but usually they don’t”;
“Everyone loves my child. Children come up and say: "Can | buy you an ice-cream?”; “There is no
negative attitude. Only when we go for a walk in the park, people stare, and | say: "Don’t look". They
feel pity, but | don’t want them to”; “The neighbors are very kind, supportive”; “Attitudes are individual,
you cannot generalize. Probably, the attitude is positive, since they have a mother and a father who take
them (to the theatre)” (focus group participants).

Some families identify strategies to change other children’s attitudes themselves as described by these
focus group participants:

Where we live, everyone adores him, kisses him. Neighbors give presents. There are children
who love him, who laugh at him. In another place everyone treats him nicely as well, but
children haven’t accepted. The ones he grew up with got used to him. But we’ve moved, and it’s
different there. There’s a boy in our block, his name is R-. Before, all the boys would tease A-, but
R- talked to them. Now they all show respect for the child. Once | heard him telling them: "What
are you doing? You cannot say such things". And they started coming to me, asking whether
they can go for a walk with A-, they take him and play with him outside.

When | stay at home with him, | can’t say he is different in any way, but when | go out, | can see
the deviations. People would come up (give advice), and it was a psychological trauma for me,
because they hadn’t seen what my child used to be like before, and how he had been
progressing. | even locked myself up in the house for some time, refused to go out, and didn’t
want to show him to anyone. But then gradually we started going out, and kids started coming
to visit us. Now he is good at reacting to contacts, and kids are kind with him. He wears a
hearing aid, and children come up at the bus station and ask what that is, | tell them it helps him
hear well.

In real life, families with disabled children say that they face mixed attitudes of people around:
understanding, pity or rejection, denial: “Kids treat her nicely, friends come, and children come up in the
street. People pay attention, but nothing horrible has ever happened. We try not to mention to her that
she’s different from the others. Sometimes people say: "We understand you", | feel like telling them:
"You don’t understand us at all". There are people that say we are simply making use of disability”.
Such varying emotional reactions lead to highly unpredictable social situations for families with disabled
children, resulting in people feeling strained, permanently uncertain about possible attitudes and in a
state of advanced readiness to protect themselves.
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In analyzing the responses of parents to questions about health and education services, it can be seen
that these attitudes among the general public appear to be mirrored among the professionals in the
health and education services — some are kind and knowledgeable and other refuse to work with a child
‘even for money’ because of their disability. While it may take many years and a major investment in
communications campaigns to achieve significant changes to public attitudes to disability, it should be
possible to achieve much faster results among state employees of the health, education and social
systems which could have a major impact on the quality of life of children with disabilities and their
families.

D Conclusions and recommendations

The survey has provided a comprehensive picture of the situation for over 300 girls and boys with
disabilities in Turkmenistan. Given that the sample cannot be considered to be representative, the
findings have to be treated with some caution. The findings summarized and discussed in this section
are drawn from the report above and were discussed at the outset of a two day action planning
workshop with key stakeholders from the Government of Turkmenistan including representatives of:
national structures such as the Parliament, Ministry of Health and Medical Industry, Ministry of
Education, Ministry of Labor and Social Protection, Ministry of Culture, Ministry of the Interior, State
Statistics Committee; regional structures such as a Guardianship and Trusteeship Organ of Ashgabat
City; and NGOs such as Yenme and the Red Crescent as well as UNICEF representatives. The
conclusions and recommendations are therefore rooted in the outcomes from that discussion and are
presented in the form of an Action Plan for Children with Disabilities which was the result of the
meeting.

D1 Conclusions

The main findings of the report are highlighted throughout in blue and the conclusions discussed here
are based on these main findings, but take into consideration some of the nuance that needs to be
taken into account because of the limited sample size and possible sample bias. These conclusions are
structured to cascade from general issues that affect all aspects of the situation for children with
disabilities in Turkmenistan through to specific issues that need to be prioritized as plans are taken
forward to work towards improving the situation.

1. Given global prevalence rates it seems likely that there are many more children with disabilities in
Turkmenistan than those who are receiving disability benefits. If full administrative data were available
for 16-17 year olds receiving disability allowances, the number of children of different ages attending
education institutions of all types and the medical diagnosis data from the medico-social expert
committee or from the health system, then it would be possible to more accurately state the number of
children and to look at regional differences within the country. A fuller understanding of the numbers of
children with different levels of functioning across different domains in each region is essential for the
purposes of planning education reforms, the development of supportive social services and the
provision of effective health services.

2. A medical model of disability dominates public and private discourse about disability in Turkmenistan
with the child’s condition being seen mainly as an illness that needs treatment so that the child can be
more ‘normal’ and with some parents even seeking a ‘cure’. Having said this, there appear to be
significant constraints on knowledge and understanding of disability among medical professionals for
example parents report that Down’s syndrome is not considered to be a disability and autism spectrum
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disorders is not known or diagnosed. Stigmatising attitudes towards disability among some medical
professionals appear to reflect general public attitudes. Some parents of children with disabilities report
they undergo a range of medical procedures that may or may not be helping their child. The mixed
picture of treatments and their benefits or effectiveness reported by parents for this survey suggest that
there is a need to strengthen the skills and knowledge of the medical profession in relation to disability
as a whole and based on latest evidence globally especially in relation to children with motor disabilities
like cerebral palsy, autism spectrum disorders and intellectual disabilities.

3. The extended family together with the State disability allowance is the main foundation of social
support for children with disabilities in Turkmenistan.

This survey indicates that there are many children and families who are not receiving the disability
allowance for various reasons including late diagnosis; barriers in the application process such as lack of
information, non-recognition of documents from private health services, or lengthy administrative
procedures in some places; non-conferral of disability status even with a relevant diagnosis such as
Down’s syndrome; attitudes to disability among families and professionals which create prevent families
from applying for disability status or allowances.

The survey confirms the important role played by extended family especially in helping primary
caregivers to provide every day care for children with disabilities, but also highlights that this support
cannot always be relied on either because of attitudes to disability within the extended family or
because of the absence of key extended family members such as grandparents. 12% of parents
surveyed said they had no help with providing care for their child. The survey also indicates that siblings
play a role in the provision of care that needs to be noted as this could have implications for their own
wellbeing and outcomes in education and other spheres. It should also be noted that single mothers in
particular may need additional support from the community or from formal services as they may be at
greater risk of having no extended family support. In the survey sample, for example, there are more
single mothers reported for children in residential institutions than in families and in general, children
who are in institutions come from smaller households than children in families and there are slightly
more unemployed or working mothers among children in residential institutions.

4. The children in the sample mainly have cerebral palsy, Down’s syndrome, intellectual disabilities,
hearing or sight impairments, but it is not clear how representative the sample is of the patterns of child
disability in the country as a whole. With this caveat in mind there are important, but qualified
conclusions to be drawn from the findings about children assessed with more severe levels of
disabilities, especially combined with a cerebral palsy diagnosis, being more likely to be living in a family
and less likely to be in pre-school, primary or secondary education. Without knowing the full extent of
the provision of pre-school, primary and secondary education for children with cerebral palsy available
in the country and the number of children with this diagnosis requiring education, it is possible to say
that the knowledge and skills of staff working with children with disabilities in specialized education
settings need to be strengthened so that they are able to work with children with motor disabilities like
cerebral palsy. The equipment available to schools and families to help children to communicate and be
mobile so that they can take part in education activities needs to be improved and to take advantage of
the latest advances in technology and assistive devices.

5. There appears to be a general lack of access to basic mobility devices such as wheelchairs for children
and a complete absence of knowledge about, let alone access to, more advanced computer based
communication devices or better technology for mobility devices. Only orthopedic footwear seems to
be available and its quality is not always satisfactory in the view of some parents. If Turkmenistan is to
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move towards meeting is obligations under the UNCPD, then an urgent priority is to provide wheelchairs
for children in a sustainably way, for example through modernizing existing production facilities under
the Ministry of Health and Medical Industry and taking advantage of advances in technology and
assistive devices to ensure that children in Turkmenistan can be enabled to reduce the barriers to
functioning which they may have.

6. The special education system appears to be highly dependent on residential boarding schools and
preschools, but findings from this study tend to suggest that most of the children who attend these
boarding schools are attending on a daily or weekly basis and that the network of schools is extensive so
that distances to schools tend not to be too considerable making this level of contact feasible for many
families. This finding has to be treated with caution as a full sample of different types of residential
schools especially in rural areas were not included in the survey, but as assessments are taken forward
as a first step in implementing the road map for inclusive education, consideration should be given to
the question of family contact and distance from the education facilities. It could be that residential
facilities could be turned fairly easily with minimal resources into mainly day-schools with resources
being re-directed towards transport to bring children to and from school. This could be a quick, early
win in moving towards more integrated and inclusive education in the medium to long term and in
meeting the desire of parents to be able to keep their children in the family while ensuring they receive
a high quality education adapted to the child’s needs and abilities. Parents who took part in the survey
report both positive and negative experiences about their child’s education as well as uneven
application of education standards. On the whole home-based services seem to function at a minimum
standard level with children linked to schools and teachers from the schools carrying out visits — the
quality of the teaching, length of visits and curricula appear to vary widely. Just over half of parents of
children who are in education report that their children like going to school or preschool; getting to
school, preschool or day care can be problematic for some children, especially with motor disabilities.

7. Apparently high levels of interaction with siblings and close contact with primary caregivers for
children with disabilities in families tends to suggest that many children are integrated into the life of
their family, but parents in over a third of instances say they need help to communicate with their child
with disabilities. This suggests that parent training and better assistive devices are needed to help
improve participation in family life of the child with disabilities and to ensure that better care is being
provided within the family. Bearing in mind that a large number of children in families in the sample
have cerebral palsy this links to the findings in 4 and 5 above about the need to strengthen the
responses of medical and education professions to this type of disability, but also the to ensure that
parents are partners in this process so they can continue at home the work of specialists provided in
health or education settings.

8. Attitudes to children with disabilities vary but parents overall report children with disabilities being
stigmatized not only by the general public, but by some professionals in the health and education
systems. This is compounded by the invisibility of children with disabilities in mainstream settings and
manifests itself in:

- alargely segregated education sector with around 1/3 of the children with disabilities in the sample
who are in education being educated at home and just over half in specialized education settings, both
residential and day schools and preschools; almost half of the children in the sample who are living in
families are not in any kind of education
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- a largely segregated leisure and play system where children with disabilities living in families are
almost unable to access extra-curricular activities for normally developing children or for children with
disabilities as they are mainly located within specialized school settings

- 40-50% of children with disabilities reported as having friends and in many cases these are other
children with disabilities in segregated educational settings

- a general lack of access to youth services including preparation for employment, higher education and
supported independent living for children with disabilities

9. Apart from pilot early childhood development centers in two locations which have a limited
catchment area and some specialised kindergartens, mainly residential, there is almost no day care
provision for young children with disabilities especially for children with motor disabilities.

10. Attention to preparation for independent living and employment for young people with disabilities
are not being sufficiently addressed on the whole either by parents or residential schools, especially for
children with more severe disabilities. Parents appear to accept they will have full caring responsibilities
for their child with disabilities into adulthood and the extended family and siblings are expected to share
this duty. Data was not available, however, on the entry of young people with disabilities into
institutions for adults, into the workforce or into further education. Full data is required in order to
understand the current outcomes for children with disabilities from the provision of education and the
ongoing burden on the adult social care system.

11. Provision of information about social services needs to be more extensive and parents think that
national television and health services including family doctors and visiting nurses are the best places to
disseminate information. Overall there is a lack of understanding about what is meant by social services
and social support among parents and caregivers in institutions. Most families are receiving disability
allowances which many don’t see as social support and some families are accessing some other support
and services in their communities from the Khyakimlik, public organizations and NGOs

In conclusion, children with disabilities in Turkmenistan appear to be largely in the care of their parents
and extended families where they can be said to take part in family life and to lead, to some extent, a
‘normal’ life, playing with neighbouring children in the courtyard, their siblings and relatives. On the
other hand there appears to be a tension created by a largely stigmatizing attitude to disabilities which
means that some parents and families may isolate their child in the family either through fear or
through a lack of information about the educational and other opportunities that are available in the
community and more widely in society for their children.

An extensive, specialized and largely segregated education system appears to be providing education to
most children, although it is possible that many children with cerebral palsy are not in education and
there is an urgent need to strengthen the knowledge and skills of education and health professionals as
well as to properly equip them to work with children with motor disabilities. A significant part of the
education system, both pre-school and school, is provided in residential settings, but there is some
evidence to suggest that these are not institutional settings, but many students are able to attend on a
daily or weekly basis in a some types of schools.

The Turkmenistan system of social support is founded on two pillars — State disability allowances and
the support of strong extended families. In some cases, especially families where single and working
mothers have primary carer responsibilities for children with disabilities, it could be that extended
family are not available as a resource and these children are more likely than others to be placed into
some kind of residential setting. If their disability is too severe or if they have motor impairments and
are not able to carry out self-care tasks, they are more likely to be rejected from any educational setting.
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Medical services are of mixed quality with a general need to modernize in terms of understanding
disability and responses to disability from the medical perspective. There is a chronic lack of knowledge
and provision of assistive devices for mobility, posture and communication in the medical and education
systems. Travelling abroad for medical treatment of sometimes questionable value appears to be
common for families who are more economically well-off. The system of conferring disability, which is
the main way for families to access the social support, health and education systems, appears to need
revision as the length of time and procedures appear to vary from commission to commission. The
conditions which are considered to confer disability need revision to include Down’s syndrome and
autistic spectrum disorders.

E Action plan and vision for children with disabilities in
Turkmenistan

E1 Discussion of findings and problem analysis

The summary of the current situation and problem analysis presented below in Table 6 was the result of
consultations on the findings of the disability survey and the social services assessment undertaken in
parallel by UNICEF with a range of Government stakeholders.

Table 6 Summary of the current situation and analysis of strengths, weaknesses and
opportunities

Strengths

Weaknesses/Opportunities

Strong family traditions
and culture

Extended families
available to many
children and parents on a
day to day basis
(Grandparent/s in half
the families interviewed
for the survey)

First line of informal support for children with disabilities and
their parents — day care, help with day-to-day care tasks and
child rearing

Additional/alternative support needed for single parents or
those without extended family support readily available

Special schools and
institutions for children
with disabilities

The majority of children with disabilities are in some form of
education.

Most of the provision of specialized education is organized in
boarding school settings and all provision is segregated in
special helping schools, internats or preschools. There is
evidence from the disability survey that significant proportion of
this type of education is actually provided on a daily or weekly
boarding basis. It seems likely that family contact is maintained
in many if not most cases, that most children are in this form of
education primarily for education purposes and that this type of
facility cannot be classified as providing ‘institutional care’.

There is evidence from the disability survey that a significant
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proportion of children with motor disabilities may not be
accessing any primary or secondary education.

Very few children with disabilities attend mainstream schools
and those who do have high levels of functioning.

It is not clear the extent to which specialized schools are
teaching children based on a contemporary understanding of
special needs education, alternative communication approaches
or individualized approaches to learning.

There is no data on children with disabilities attending higher
education institutions or technical colleges. Anecdotal evidence
is that barriers to entering higher education are high.

Parents are not always informed about the choices available to
them or about the rights of their children to quality specialized
education.

Family doctors and
visiting nurses offer
mainly medical services,
but also provide advice,
information and
counseling to parents on
behavior, child
development and other
child focused issues.

Developmental pediatrics
are being developed for
early screening.

Services are highly rated by nearly all parents and represent a
strong potential entry point for offering social services and
community based rehabilitation services to children with
disabilities and their families in the community.

Public and non-
governmental
organisations are
providing some types of
social services and
support to some children
and families in some
parts of most Velayats
and Ashgabat.

There are very few NGOs and their coverage across the country
is uneven. The main focus of NGO services for children with
disabilities is on material support, advice and information,
events and parties. Some NGOs provide crisis intervention
services, legal consultations and support with claiming benefits,
addressing housing issues or accessing assistive devices,
sanatorium treatment or medical treatment abroad. Only one
NGO provides day care services and even so only rarely.

Informal social services
and support is well-
rooted at community
level with neighbours,
friends, local community
members providing

Parents also report negative and even hostile attitudes towards
children with disabilities from community members and
sometimes even from friends and extended family members.

Not all children with disabilities and their families can always
rely on receiving informal social services and support of the right
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support and help to
families in many cases.

kind when it is needed.

Formal social services for
children without parental
care are provided by
statutory officials such as
the specialists of the
Commissions of
Guardianship and
Trusteeship.

State social services are
also provided at Centers
for Social Protection in
each velayat and ECD
Centers in two Velayats

Parents’ centers in etrap
kindergartens provide
parent training and
consultations for children
not in preschool.

Centers for Social Protection provide center and home-based
services only to the elderly and to adults with disabilities. They
could represent a resource for developing home care or day
care services for children and young people with disabilities.

ECD Centers are being piloted in two Velayats and early
monitoring has shown that they provide a valuable social service
to local community residents — children with disabilities and
their parents as well as providing pedagogical and early
development services specifically to children. These Centers
also act as resource centers for training staff from Parents’
Centers in early childhood development programs.

Formal state social services for children with disabilities and
their families are currently available only to relatively few
children and families.

Parents are not always informed about available services — for
example Parent’s centers.

Prosthetics factory
producing wheelchairs
for adults and other
equipment operates
under the Ministry of
Health.

Children who need
orthopedic footwear are
entitled to receive them
free of charge every year.

The factory only produces wheelchairs and equipment for
adults. There is no specialized equipment apart from
orthopedic footwear produced in Turkmenistan or provided to
children.

Parents have to resolve these issues themselves and those who
can afford it go abroad, to China, Turkey, Russia or even to
Europe to access specialists, equipment and up to date
therapies and rehabilitation.

There is a general lack of equipment, communicative assistive
technology and devices available for children with motor
disabilities, cerebral palsy and autism which are based on latest
developments globally.

Parents lack information about assistive technology and latest
developments in disability services, treatments, rehabilitation
and abilitation approaches.

Social assistance is
available to children with
disabilities and families:
cash benefits include
birth allowance, child
benefits up to 2 years of

Provision of social assistance to children with disabilities is
triggered through a disability assessment carried out by a
medical expertise commission ‘MSEC’ which is possibly based on
the Soviet classification of disability system (possibly modified
according to ICD-5 — International Classification of Diseases and
Related Health Problems — 5™ edition). Some parents of
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age inclusive, child
disability benefit at a flat
rate up to 15 years of age
inclusive, disability
pension for 16-17 year
olds differentiated
according to three
groups of severity of
disability and a further
20% paid to the main
carer if a child requires
continuous care (group 1
disability)

In-kind benefits include:
reduced charges for
utilities; preference in
receiving public housing
as it becomes available

children with disabilities report negative and even hostile
attitudes from social assistance department staff at Khyakimlik
offices when applying for utility bill discounts or housing
privileges.

Ministry of Social Protection and NGO specialists report that
some parents do not want their child to be labeled as ‘disabled’
as they perceive this status to carry a stigma and therefore don’t
apply for this status.

Parents of children with Down’s Syndrome report that in order
to apply for disability status their child undergoes extensive
medical assessments. If a medical condition such as heart
disorders, bowel abnormalities or other health conditions are
identified then they may be given disability status. Some
parents report that their child is not confirmed as having a
disability if they have Down’s Syndrome, but no associated
health condition. The MTEK disability classification system
appears not to recognize that some level of learning disability is
common to all people with Down’s Syndrome regardless of their
levels of functioning in other areas.

Parents generally lack information about all the benefits and
support to which they are entitled and the process for applying
for these benefits.

Free medical services
and health care for
children

Annual referral to a
health sanatorium for all
children and adults with
disabilities

Some parents report that they are asked to pay for some of the
treatments and medical services to which their children with
disabilities are entitled for free.

The quality of some types of medical services for children with
disabilities provided by the primary health care system is
questioned by parents. Parents also report specialists such as
speech therapists and massage specialists in the mainstream
primary health care system refusing to work with their children
because of their disability. For these reasons, some parents end
up paying for services in the private sector which should be free
in the primary health system.

Some types of health care specialisms which are important for
some children with disabilities don’t exist in the primary health
care system — child neurology, child psychiatry, ergo therapy
(occupational therapy), physiotherapy — and other types of
specialisms may need to be modernized and strengthened —
audiology, ophthalmology, pediatrics, neurology and
orthopedics.

Parents travel to seek access to specialists and treatments
abroad that don’t exist in Turkmenistan, but have limited access
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to information about the quality and effectiveness of treatments
and services.

Parents generally lack information about treatments,
rehabilitation services, contemporary approaches to
orthopedics and assistive technology, mobility devices and other
important aspects of health care services for their children.

Legislation provides for
employment quotas for
people with disabilities

In practice this law is not always enforced or implemented and
there is a general lack of support for young people with
disabilities wanting to train for professions and enter
employment. Reliable data about young people with disabilities
in further education or entering employment is not available.

Data is gathered by each
Ministry which is relevant
to children and young
people with disabilities.

Full data is not available on children and young people with
disabilities and data that is gathered is not sufficiently
disaggregated by type of disability, age, gender, region and
other key parameters to enable effective planning of programs
and policies. Existing administrative data is not collated into a
full data set which can present a whole picture.

The State Statistics Committee is able to request data sets from
each Ministry, but there is a need to determine which key pieces
of data should be collected on a systematic basis and collated by
the SSC.

There is support for the
Paraolympic movement
in Turkmenistan and for
promoting the rights of
people with disabilities.

Turkmenistan was the
first country in Central
Asia region to ratify the
Convention on the Rights
of People with
Disabilities

Public attitudes and behavior towards children with disabilities
continues to be largely negative. Some people believe that ‘if
you look at a child with disabilities you may have a child with
disabilities.” Others believe that a child’s disability — cerebral
palsy or Down’s Syndrome — is catching and their child can be
‘infected’ by a child with disabilities.

Public information and national communications campaigns can
address these attitudes and behaviors and help reduce social
barriers to inclusion in schools, employment and other settings
where children with disabilities are currently excluded. Support
for such campaigns from the highest levels can help to ensure
their effectiveness in reducing discrimination and stigma.
Training in understanding of disability for personnel in state
services — health, education and social assistance services —and
among public officials can also contribute to changing social
attitudes and reducing barriers to inclusion.

Some public buildings
have been adapted to
increase physical
accessibility

Public transport is not accessible for many children with
disabilities and their families and the prohibitive expense of
taking taxis or owning and running a car can compromise the
accessibility of education, health and leisure services for many
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children with disabilities and their families.

E2 Draft Vision and Action Plan for Children with Disabilities in Turkmenistan 2020

The working meeting brainstormed a draft vision statement and defined goals for a possible five year
strategy for children with disabilities in Turkmenistan.

Vision: Equal rights and opportunities are realized for all children in Turkmenistan, including children
with disabilities, where all children participate together in activities and events and where no child feels

they are disadvantaged in any way.

Goals for 2020:

N

O 0N

Social services are supporting children with disabilities and their families.

Children with disabilities have access to schools, kindergartens and inclusive education.
Society has an understanding attitude towards children and adults with disabilities, they are
active and visible participants in society.

Medical, social and pedagogical specialists are trained and educated to work with children with
disabilities and their families using contemporary methods, skills and knowledge based on the
ICF-CY.

Latest innovations in technical aids, assistive technology and devices, mobility and
communication devices are available to children with disabilities in Turkmenistan.

Children with disabilities and their families have access to information and transport.

More young people and adults with disabilities in employment.

Complete statistics and data on children and adults with disabilities

Universal services function as they should for children with disabilities and their families —
health, education, cash benefits and other social protection measures, accessible housing

Priority activities

These activities were set out in order of priority while participants acknowledged that there is a

need to carry out several activities in parallel.

1.

Development of social services

1.1 Needs assessment in the etraps to determine and study the demand for social services —
what type are needed, to what scale and how close does each type need to be to the child
and family

1.2 Choose existing structures/organizations where it is possible to attach new specialists,
functions and services e.g. policlinics, family doctors and visiting nurses, kindergartens,
schools, social welfare offices

1.3 Select, train and supervise in practice a cohort of new specialists — social workers
specializing in child disability and (for example) community based rehabilitation;
occupational therapists and physiotherapists; special education teachers. Update the skills
and knowledge of existing specialists — neurologists, family doctors and nurses, speech
therapists

1.4 Develop statute and normative framework for social services

1.5 Pilot new services

1.6 Monitor, evaluate effectiveness of new services
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Strengthen access to better assistive technology and devices

2.1 Assess the need for each type device (prioritize children’s wheelchairs); study the market
for assistive technology and devices including for example Tajikistan where mobility and
posture devices are being manufactured locally by people with disabilities following
training from Japanese specialists.

2.2 Train staff — including orthopedic doctors and nurses — in the latest assistive technologies
and devices

2.3 Strengthen and improve existing manufacturing

2.4 Create a resource for children — a ‘technoteka’ to be fitted for devices which they borrow
and the return

2.5 Define government policy on the provision of assistive devices — free, co-funding with
parents, means-tested provision and other options.

Training and education of staff — modernize existing curricula and introduce new specialisms

in the higher and secondary technical education system

3.1 Medical college and Universities— ergotherapy and physiotherapy specialisms; child
neurology and psychiatry; audiology, ophthalmology, pediatrics, neurology and orthopedics

3.2 Pedagogical college and Universities — social pedagogues, special teachers, psychologists
(ABA, CBT), speech therapists

3.3 Social work — college and university level. A first group of specialists could be established at
the Ministry of Labour and Social Protection as a methodological unit.

People with disabilities are active in public life and visible in society

4.1 Communication campaign to address prejudice and stigma and promote inclusion —
advertising clips on television; information events in schools and kindergartens; build on
opportunities presented by the paraolympic movement and Disability Day on 3™ December
of Child Rights Day on 1* June. Show the successes of Turkmen children with disabilities
abroad on the main news channels (for example a recent concert where children
performed).

4.2 Encourage and facilitate communication and interaction between children with disabilities
and those without disabilities — e.g. volunteering schemes such as the ‘Timurovtsev’.

4.3 Information events for parents at schools and kindergartens

Ensure statistics and relevant data are available and can be used in planning, implementing

and monitoring.

5.1 Create an inter-ministerial data protocol for gathering relevant administrative data from
the Ministry of Health and Medical Industry, Ministry of Education and Ministry of Labour
and Social Protection

5.2 Formulate the list of indicators and data which needs to be gathered on a regular basis

Create options for accessible transport

6.1 Social taxi; public transport to be made more accessible

Preparation for independent living for young people with disabilities

7.1 Introduce employment and careers advice programmes for young people with disabilities

7.2 Housing and support for independent or semi-independent living
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Annex 1 Disability surveys globally - notes from desk review

Disability Surveys in developing countries

In developing countries, surveys are often conducted as stand-alone researches (Mitra et. al. 2011).
Data on disability in low-income countries suffers from poor quality, lack of comparability, limited
applicability and is out-of-date. It is mostly impairment based (Eide and Loeb 2005).

Better to have involvement of individuals with disabilities at all stages of the research process as it
improves the quality of the research, the sense of ownership among Disabled People’s
Organisations and to its application at different levels.

Rural people/children, females and those from ethnic groups more likely to be disabled.

Disability statistics

In addition to disability prevalence rates, a rate of severe/significant disability should be reported.

Two different strategies for developing disability statistics:

1. Impairment or activity based statistics with the purpose of categorising individuals into disabled
or non-disabled, studying the disabled sub-population and comparing with the non-disabled, &

2. Activity and participation based statistics aiming at studying the distribution of limitations and
restrictions in a population, comparing between groups in the population, and to analyse the
relationships between individual, social and environmental factors and activity
limitations/restrictions in social participation.

Both approaches are meaningful but there is a need to distinguish between the two and to be

explicit about the basis for collecting disability statistics both with respect to analytical and “end-

point”’ requirements (Eide and Loeb 2005).

There is a lack of qualitative data (UNICEF 2005).

Disability Definitions

There is no agreed international definition of disability nor a standard to measure it. Definitions of
disability in different surveys and within the same country are non-comparable.
Purely medical definitions used in the past are giving way to definitions that incorporate continuous
measures of the activities that people can undertake, the extent of participation in society and social
and civic life, as well as the role of adaptive technologies (Filmer 2005). Efforts to develop measures
of disability have accordingly focused on measures that capture activity limitations and participation
restrictions (Mont 2007, Mitra et. al. 2011).
Most use the International Classification of Functioning, Disability and Health (ICF) definition of
disability, developed by the WHO in 2001. There are three disability measures from ICF:

e Impairment: presence of impairment intrinsic to the individual.

e Functional: limitations experienced with particular bodily functions such as seeing, walking

etc, irrespective of whether the individual has an impairment or not.
e Activity: limitations in activities of daily living such as bathing or dressing.

Questions to ask and not to ask in a disability survey

“Do you have a disability?”: (1) people may feel stigma at identifying themselves as disabled

(especially for mental/psychological disabilities); (2) ““disability’’ often implies a very significant
condition and may leave out people who feel their disability is less severe; and (3) disability is
interpreted as relative to the ‘norm’. E.g. an elderly person has difficulty in performing basic
activities but feels she does not have a disability as they are performing as well as a person of that
age is expected to perform (Mont 2007).
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“Do you have (X diagnosable condition)”: (1) people may not know their diagnosis; (2) knowledge

about diagnosis correlated with variables such as education, socio-economic status, access to health
services etc.; and (3) functional effects of a particular condition can vary widely (Mont 2007).
Questions that focus on basic activities or major body functions serve as better screens e.g. do you
have difficulty walking? Do you have difficulty holding a conversation with others?

Functioning should be recorded without the use of assistive devices, except for glasses and hearing
aids (Mont 2007).

Contextual factors e.g. transportation, accessible schools and health care, culturally-based beliefs
and attitudes about people with disabilities, the social stigma associated with disability, and the
inconsistency in terms used to describe the experience and cause of impairments all must be
considered in designing surveys to measure disability (UNICEF and University of Wisconsin 2008).

Limitations and Issues with disability surveys

Interviewers may not be adequately trained to survey persons with disabilities or the perceived use
of the survey by interviewees might affect the overall estimated rates (Filmer 2005, Mitra et. al.
2011).

‘Mild’ or ‘moderate’ responses categories to certain measures of disability have not performed well
in cognitive testing (Miller 2003).

Census questions, which are generally limited in number and specificity, are inappropriate when the
purpose of the disability survey is to provide services. For this you need detailed information on
peoples’ functioning levels, that supports that people have available to them within their family and
within their community, and environmental characteristics (Mont 2007).

Children

Child disability: limitations in mental, social and/or physical function relative to age-specific norms.
Children with disabilities are often affected in multiple domains due to the nature of the underlying
impairment, or due to increased susceptibility to other causes of disability among children with a
single disability (UNICEF and University of Wisconsin 2008).

Disability measurement often takes place through the filter of a parent or another adult
(Washington Group on Disability website). Parents do well at identifying whether their children have
difficulty performing specific tasks (UNICEF and University of Wisconsin 2008).

Child functioning and disability module measures difficulties in functioning. It includes the reference
““compared with children of the same age...”” but respondents do not always make this comparison
and for activities that children do without other children (isolated or internal activities) it is hard to
compare e.g. self-care, emotions, attention.

Population reference age should be 2-17—it’s hard to capture disabilities for children under 2 due to
the nature of the development process (Washington Group on Disability website).
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Annex 2 Disability policy and social protection systems in
Turkmenistan
I. Disability policy and legal base of the rights of children with disabilities

Turkmenistan is making considerable efforts in the implementation of stipulations of international
agreements and conventions on the rights and freedoms of children with disabilities and on creating
conditions for their development and achievement. Since 1991 a series of legislative acts on the
protection of the rights and freedoms of persons with disabilities, including children with disabilities
(over 25 normative acts) have been approved in Turkmenistan to ensure detailed regulation in this area.

Rights and freedoms of children with disability

A series of articles of the Fundamental Law — the Constitution of Turkmenistan (of 18 May 1992, with
amendments of 27 December 1995, 27 December 1999, 15 August 2003, 25 October 2005, and 26
September 2008) provide state protection of the rights of children with disabilities. Namely, Art. 23 of
the Constitution stipulates that “a person cannot be limited in their rights or deprived of the rights to
which they are entitled...”. Art. 37 of the Fundamental Law foresees that citizens are entitled to social
benefits, based on age, in case of disease, disability, loss of work capacity, loss of bread-winner,
employment. Or, every citizen has the right to health protection (Art. 35), the right to education (Art.
38), etc.

The Law of Turkmenistan “On the securing of rights of children” of 5" July 2002 determines the child’s
legal status as an independent subject, guarantees the child’s rights and legal interests, and secures the
child’s physical and spiritual development, shaping of his civic consciousness, based on the national and
universal human values. The law secures equal rights and freedoms to all children who live on the
territory of Turkmenistan, regardless of any varying circumstances, including health conditions.

The rights and freedoms of the child are secured by the state policy that provides: legislative coverage of
rights and legal interests of the child, non-acceptance, on this base, of discrimination, restoration of
rights in the case of their violation; development and implementation of state’s targeted programs
securing the rights and legal interests of the child, support of motherhood and childhood; determination
of state social standards of children’s life level; contribution to physical, intellectual, spiritual, and moral
education and development of the child, support of and collaboration with public and other
organizations that ensure the activity in the child’s best interest; fulfilment of international obligations
of Turkmenistan, with regard to the rights and legal interests of the child (art. 4). The law proclaims the
right of children with disabilities to worthy and full-fledged participation in the life of the society. For the
purpose of social support and social integration of children with disability, the state supports
educational, health-care, and rehabilitation institutions to ensure children’s education, accessible
professional training and up-bringing that corresponds to the children’s health condition. Employment
of children with limited professional opportunities due to their health condition is ensured by the state
employment service. Parents (legal representatives) of the child who raise children with disabilities are
provided allowances stipulated by the legislation of Turkmenistan.

Securing rights to social protection for children with disabilities

The main legislative act that is meant to secure direct protection of rights, freedoms, and legal interests
of persons with disabilities, including children, their material wellbeing and social protection, is the Code
of Turkmenistan “On Social Benefits” of 17" March 2007 (with amendments and completions
introduced by the Laws of Turkmenistan: No 234-1ll of 23.10.2008 and No. 23-IV of 06.03.2009). Social
Benefits is a state system of material allowances and social assistance of citizens who are incapable of
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work, persons with disabilities, families with children, and other persons, provided through payments in
the form of pensions, state allocations, and affordance of social benefits.

The Code provides a definition of the notion of “person with disability”, that is, a person with limited
vital activity resulting of physical or mental impairment. Limited vital activity of a person is manifested in
full or partial loss of the person’s capacity or possibility to perform work activity, self-service,
independent movement, orientation, communication, control of own behaviour (Art. 81). Besides, the
Code identifies categories of persons with disabilities, including children with disabilities under 16 (Art.
82).

The disability category is determined by the Medico-Social expert commission (MSEC), depending on the
level of citizens’ vital activity limitation, caused by physical or mental impairment. There are three
categories of disability, according to Art. 84. The Code provides a system of actions aimed to ensure
social support to citizens in case of disability. First of all, this is the determination of the state allowance
for disabled persons (Art. 54 —55).

Social protection of persons with disabilities proclaims fullness of social-economic, political, personal
rights and freedoms, stipulated in legislative acts of Turkmenistan. Discrimination of persons with
disabilities is forbidden and persecuted by the law (Art. 146).

Social assistance includes a series of social services provided to persons with disabilities at home or in
social assistance institutions: 1) social assistance at home, including social-medical assistance; 2) half-
residential social assistance in day-care social assistance facilities; 3) residential social assistance in full-
time social assistance facilities.

Rehabilitation of persons with disabilities represents a complex of medical, professional, and social
actions, focused on the restoration of disorders or lost functions of the body, self-service capacity, and
various types of professional activity. Rehabilitation of persons with disabilities is provided in
rehabilitation centres, sections of restoration treatment, special teaching and educational, specialized
health-resort institutions and facilities providing social and personal services to persons with disabilities
(Art. 151). Health-care, professional, and social rehabilitation of persons with disabilities is provided, in
line with individual rehabilitation program, developed by health-care facilities. Central and local public
authorities, local governments, enterprises, organizations, and institutions, provide support in the
implementation of the individual rehabilitation program of a person with disabilities (Art. 152).
Education and professional training of persons with disabilities (Art. 153-154) proclaims their right to
work in enterprises, organizations, and institutions with ordinary work conditions, specialized
enterprises, workshops and sections that use the work of persons with disabilities, and to perform
entrepreneurial activity that is not forbidden by the legislation of Turkmenistan.

Social support is provided to persons with disabilities in the form of cash benefits and exempts,
medicines, wheelchairs, prostheses, and other prosthetic and orthopaedic items, printed editions with
special fonts, special sound and signalling equipment, and in the form of services of medical, social, and
professional rehabilitation and every-day activity personal services.

Medicines and health-care is provided for free, covered by the State Budget of Turkmenistan in a
preferential manner, determined by the Cabinet of Ministers of Turkmenistan: for children with
disabilities, for persons disabled since childhood, for disabled persons of | and Il categories — providing
wheelchairs, prostheses and other prosthetic and orthopaedic items; disabled persons of Il category —
providing prostheses and other prosthetic and orthopaedic items (art. 169).
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According to the individual rehabilitation program, persons with disabilities are provided facilities in
choosing accommodation, taking into consideration the type of building, number of storeys, relevant
equipment, and other conditions necessary for living.

Children with disabilities placed in residential facilities, who are orphans or without parental care, upon
entering adult age, are entitled to accommodation and material support for its equipment, on
preferential basis (without staying in waiting list), if their individual rehabilitation program stipulates
that they are capable of self-service and independent life (Art. 174).

According to the Code, benefits are provided not only to children with disabilities directly, but also to
women who gave birth to and raised children with disabilities. Namely, women are entitled to retire
three years earlier than ordinary retiring age, if they gave birth to and raised a child with disability till
the age of 8. The work record includes the term of care provided to a person with category | of disability
or raising a child with disability till the age of 16, but this work record shall not exceed overall 10-year
term (Art. 24).

Securing rights to education for children with disabilities

The state secures rights to citizens with health-related limited possibilities, namely the right to
education, correction of disorders related to their development and social adaptation, based on special
pedagogical approaches and special state educational standards (The Law of Turkmenistan “On
Education” of 15" August 2009, Art. 9, section 4).

Education authorities and other state structures create necessary conditions for the access of after-
school education of children with disabilities (Art. 159). Education authorities organize educational
activities of children with disabilities placed into residential, health rehabilitation or illness treatment-
and-prevention institutions (Code of Turkmenistan of 17" March 2007, with amendments and
completions introduced by Laws of Turkmenistan No. 234-IIl of 23.10.2008 and No. 23-lV, art. 160, of
06.03.2009).

The Law of Turkmenistan “On Education” of 15 August 2009 provides benefits to persons with health-
related limited possibilities. Children with disabilities of categories | and Il, who, according to the
resolution of the medico-pedagogical commission, are not recommended other type of education than
in mainstream institutions, are enlisted into secondary mainstream and higher professional education
institutions, with the condition of successful enrolment examination outside competition (Art. 14).
Children who need long-term treatment and those with impaired physical or mental development are
provided placement into special educational institutions (Art. 24). Children with limited health-related
possibilities are provided, by education authorities, special (correction) educational institutions (classes,
groups) that ensure their treatment, education, and training, social adaptation, and social integration.
Children who require long-term treatment are provided placement into health-resort educational
institutions, including sanatorium-type institutions. For such children, education can be provided, by
educational institutions, at home or within medical institutions (Art. 34).

The educational system at the level of Etrap and Town Education Department includes Medico-
Pedagogical Commissions that have the duty to select children with speech disorders, physical (motor,
visual, and hearing) impairments, intellectual disorders (mental delay, late mental development), and
report them to competent specialized institutions/groups for children, in order to provide them with
health rehabilitation/treatment facilities. These Education Departments also examine issues related to
the transfer of children from one specialized child institution to another, or discharges children from
these specialized institutions/groups, and writes necessary recommendations for teachers of specialized
institutions/groups and for the child’s parents. The Commissions include mainly specialists in health-
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care and special teachers (child psychiatrist, speech therapist, defectologists, surdopedagogue,
typhlopedagogue). The Commission decides whether it is necessary or not to place a child into
specialized institution/group for children, and while making this decision, the opinion of the child’s
parents is not consulted or taken into account.

School and after-school load of specialized institutions/groups, classes schedule of schoolchildren are
determined by the relevant state authority responsible for education, and by the statute of the
educational institution, taking into account the recommendations of health-care authorities.

Securing rights to health care for children with disabilities

The state proclaimed the right to medical and social support to children with disabilities and to persons
disabled since childhood. This includes all types of rehabilitation, provision of subsided medicines and
medical items, as well as professional training and retraining, in line with normative and legal acts of
Turkmenistan (Law of Turkmenistan “On the protection of health of citizens” No. XM-84 of 25™ October
2005, amended and completed by Law No. 32-IV of 18" April 2009).

Children with problems of physical or intellectual development, and those attributed disability status
due to health conditions, are entitled to health-care and social support in specialized child institutions.
The list of medical contraindications for the placement of such children into specialized institutions and
mainstream educational institutions is approved by the Ministry of Health and medical industry of
Turkmenistan.

Upon the request of parents (legal representatives), children with impaired physical and psychic
development can be placed into specialized institutions, supported by local budgets, charity and other
funds, and by funds of parents (legal representatives) (Art. 17).

Disabled children under 16, persons disabled since childhood, persons with category |, Il, Il of disability,
are provided with free medicines of certain type, based on the recipe of the treating doctor. This
category of persons with disabilities are provided free medical care and free medical items of certain
types (Decision of the President of Turkmenistan “On free and subsided provision of certain groups of
citizens of Turkmenistan with medicines, medical assistance, and medical inventory” No 10683 of 30"
October 2009).

Securing rights to access to social and physical environment for children with disabilities

The Legislation of Turkmenistan proclaims access of persons with disabilities to social infrastructure, and
stipulates an extended set of actions and obligations related to their access to social infrastructure.
Specifically, the central and local public authorities and local governments, enterprises, organizations,
and institutions, regardless of their form of property, are obliged to create conditions for persons with
disabilities, ensuring their access to residential, public, and production buildings, constructions, and
rooms, use of public transport, means of communication, and information (Code of Turkmenistan on
“Social assistance” of 17" March 2007 (with amendments and completions introduced by the Laws of
Turkmenistan No. 234-11l of 23.10.2008 and No. 23-IV of 06.03.2009), art. 162).

Planning, projecting, and construction of residential areas, creation of residential districts, making
projection decisions, construction and reconstruction of buildings, objects, social infrastructure, means
of communication and information, are performed, taking into consideration accessibility for the use of
persons with disabilities (art. 163). Living spaces, provided to persons with disabilities and their families,
and settled by them, should be equipped with special items, devices, and telephone connection.
Equipment of the mentioned residential spares is ensured by the local public and local executive
authorities, enterprises, organizations, and institutions in charge with the given residential facilities.
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Equipment of individual homes where persons with disabilities live is provided by enterprises,
organizations, and institutions that are guilty for the disability, and in certain cases — by relevant state
authorities, with the participation of public societies of persons with disabilities (Art. 164). The local
executive and local public authorities must create necessary conditions for persons with disabilities,
securing their access and use of cultural institutions (like cinemas, theatres) and sport facilities,
participation in sport activities and sporting events, as well as provide special sport inventory (Art. 165).
Persons with disabilities of categories | and Il, and children under 16 with disabilities use these services
free of charge, while persons with disability of category Ill are exempt 50% of payment for the provided
services. Enterprises and organizations producing prosthetic and orthopaedic items and special
transport units for persons with disabilities, organizations providing rehabilitation to persons with
disabilities, and those providing care and rehabilitation services to persons with disabilities, are offered
benefices according to the existing legislation of Turkmenistan (p. 168).

The state proclaimed a series of rights of the youth, including right to youth employment, protection of
children from economical exploitation through the use of violence, and non-acceptance of situations
that may prejudice their health or constitute obstacles to their education, or affect their health,
physical, mental, and spiritual development, hinder the pursuit of freedom of consciousness (The Law of
Turkmenistan “On securing the rights of youth to employment” of 01 February 2005).

The rights related to sport activities were proclaimed for children with disabilities and orphans, by
means of creation and allowance of a system of benefits and incentives, for the purpose of their social
integration and physical rehabilitation. The Law provides for the creation of special sport and resort
facilities and creates conditions for physical and sport activities of persons with disabilities within public
facilities (Art. 18). The state recognizes and supports the training and participation of Turkmenistan
sports persons in Para-Olympic Games (The Law of Turkmenistan “On Physical Culture an Sport” of 07
July 2001, art. 19).

The state also pointed out the right of children with disabilities to access to cultural facilities (Art. 33,
section 1) that should be taken into consideration while projecting and using cultural facilities (The Law
of Turkmenistan “On Culture” of 17" May 2010); the right of children with disabilities (in wheelchairs) to
residential areas, adapted by surface of the area, availability of storerooms, with adapted elevators,
staircases, ramps, etc. (CHT 2.08.0106 “Residential buildings” No. MB-99).

The State proclaimed at the Legislative level the access to justice for persons with disabilities. Certain
norms on the rights and interests of persons with disabilities are reflected in Turkmenistan’s Criminal
Code. Namely, if during a criminal process a deaf or mute person is interrogated as victim, suspect, or
accused, then this process should involve a person who understands their signs and is able to
communicate with them using sign language. If the interrogated person has psychic or other severe
disorder, their interrogation is only possible upon resolution of a doctor and in the doctor’s presence
(Criminal Code of Turkmenistan (YMKT) of 18" April 2009, art. 252).

The Criminal Code stipulates responsibility for cruel treatment of a person that is in a dependent
position or in helpless situation, caused by disease, disability, old age, and provides punishment with
correction work up to one year or imprisonment for up to two years (Criminal Code of Turkmenistan
(YKT) of 10 May 2010, art. 114).

Il. Institutional framework of the child social care system

The existing legislation of Turkmenistan appoints state authorities and institutions at the central and
local level that are responsible for a given segment of work with persons with disabilities, including
children with disability. At the national level this is, first of all, the Cabinet of Ministers of Turkmenistan,
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Ministry of Education of Turkmenistan, Ministry of Health and Medical Industry of Turkmenistan,
Ministry of Labour and Social Protection of the Population of Turkmenistan. Locally this responsibility is
attributed to executive authorities (hakimlik of all levels) and local public authorities (gengesh).

The Cabinet of Ministers of Turkmenistan, as executive and governing authority, performs general
governing of all branches and areas of state administration, including the activity of state administrative
authorities in charge of health condition, educational conditions, and social assistance (protection) of
persons with disabilities, including children with disabilities.

The tasks of the Ministry of Labour and Social Protection of the Population of Turkmenistan includes the
implementation of state policy in the area of labour, social assistance, and social protection of the
population (p. 4). The main functions of the Ministry include: to create commissions for the examination
of documents for the provision of pensions, within social assistance departments of etraps (towns) and
welayats, and to institute special commission within the Ministry, for the provision and recalculation of
pensions, in line with the existing legislation; to submit data for the allocation of state benefits, to be
examined at the central inter-departmental commission; to determine the budget amount necessary for
the financial coverage of pensions and state allocations, in line with the existing legislation, in order to
ensure timely submission of the relevant documents to bank institutions; to organize and coordinate the
provision of social assistance to lonely and elderly citizens and persons with disabilities (Regulation of
the Ministry of Labour and Social Protection of the Population of Turkmenistan, approved by the Decree
of the President of Turkmenistan No. 11593 of 8" April 2011).

The state governance in the area of health protection of citizens is performed by the Ministry of Health
and Medical Industry of Turkmenistan, and by relevant local executive authorities and local public
authorities. The Ministry implements the state policy in the area of health protection of citizens; ensures
the rights of citizens to guaranteed state package of free health care services; performs activities for the
development and consolidation of the primary network of healthcare and improvement of the
preventive healthcare system; performs other activities that ensure the quality of the health care
provided to the population (The Law of Turkmenistan “On Health Protection” of 25" October 2005, art.
8).

According to the Regulation of the Ministry of Healthcare and Medical Industry of Turkmenistan, the
main tasks of the Ministry are: to perform the medico-social expertise and determine the category of
disability; to organize healthcare services and assistance of persons with disability and the elderly,
within medico-social institutions, including the provision of material support for everyday activities; to
provide prosthetic and orthopaedic assistance, according to the existing standards, and to ensure
rehabilitation of persons with disabilities (Regulation of the Ministry of Healthcare and Medical Industry
of Turkmenistan, approved by Decree of the President of Turkmenistan No. 3608 of 27" February, p. 8).
The Ministry is in charge with the following organizations and institutions: Centre (including residential
care) for prosthesis and rehabilitation of persons with disabilities, 5 institutions for adult persons with
disabilities and 1 for children — Psycho-neurological Residential Institution for Children in Yoloten Etrap
of Mary velayat.

The functions of the local executive authorities and local public authorities, in terms of health protection
of citizens, include: implementation of state policy in the area of health protection of citizens; creation
of necessary conditions for health improvement of citizens, preventive care and sanitary and
epidemiologic well-being on the subordinated territory; making sure that state and regional programs
are implemented; exerting control of compliance with the existing standards of quality of healthcare;
coordination of activity of enterprises, institutions, and organizations, regardless of their form of
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property, in terms of health protection of the population; provision of benefits and social support to
certain categories of citizens, in line with the Legislation of Turkmenistan, etc. (art. 9).

The Ministry of Education of Turkmenistan, within its competences, performs the implementation of
state policies in education; develops perspectives and directions of development of education,
requirements for the support, level and volume of education; develops state educational standards,
develops normative and instructive documents for the organization of the training, educational,
methodological, scientific work of all types of educational institutions; performs quality control of the
training of graduates; develops conditions for the enrolment into educational institutions; produces
standard instructions on educational institutions, rules of their attestation and accreditation; regulates
issues related to equivalent documents of other states referring to the Education in Turkmenistan;
writes the rules of attestation and improvement of qualification of education staff, etc. (Law of
Turkmenistan “On Education” of 15" August 2009, art. 27).

The range of functions and competences of the Ministry of Education includes: record of children
entitled to compulsory education based on primary and secondary mainstream education curricula;
development of a network of school and mainstream educational institutions; social protection of
educational staff, children, studying youth, and creation of conditions for their work, education, and
training, in line with the norms of material, technical, and financial coverage; organization of nutrition of
pupils and preschool children; provision of regular transportation to educational institutions for pupils
from rural areas, covered by local budgets, organization of educational and methodological supply of
mainstream educational institutions, improvement of the professional level of the teaching staff,
improvement of their qualification; identification of the needs and making requests for additional
educational staff, signing agreements for the training of the educational staff; control of the execution
of state requirements for the level of preschool and mainstream secondary education, etc. (Regulation
of the Ministry of Education, approved by the Decree of the President of Turkmenistan No 3824 of 11™
August 1998, art. 27).

According to the Decree of the President of Turkmenistan “On actions for the improvement of work of
special educational institutions for children and adolescents with impaired physical or mental
development” (No. 431 of 08 October 1991), and for the purpose of further improvement of the activity
of special educational institutions, the Ministry was assigned the coordination responsibility of
organizational, methodological, and educational activity in special educational institutions, regardless of
their departmental subordination and profile of illness prevention, treatment, and rehabilitation of
children and adolescents placed in these institutions.

The organizations and institutions related to children and adults with disabilities include the Ministry of
Finance of Turkmenistan that ensures financial coverage of areas dealing with disabled persons; the
Ministry of Economy and Development of Turkmenistan that has the role to produce state programs of
social and economic development, including those related to persons with disabilities; National Institute
of Democracy and Human Rights of Turkmenistan, under the patronage of the President of
Turkmenistan, that, among other functions, provides funds for activities related to the functioning of
institutions for children with disabilities (Regulation of Turkmenistan’s National Institute of Democracy
of Human Rights under the patronage of the President of Turkmenistan of 23" October 1996, p. 2).

Important role in the protection of rights and freedoms of persons with disabilities, including children, is
performed by public associations of persons with disabilities, created for the purpose of social
protection, social, work, and health rehabilitation of persons with disabilities, and their involvement into
activities of public utility. Among public organizations created and functioning in Turkmenistan are The
Society of Disabled Persons of Turkmenistan (Regulation of 24™ June 1994, with amendments approved
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on 2™ April 2004), the Society of the Blind and Deaf of Turkmenistan, and other public societies of
persons with disabilities. They have their subdivisions in weyalaty centres.

Conclusions:

The Legislation of Turkmenistan regulates a large variety of issues related to children with disabilities
(under 16). The benefits and privileges are reflected in the legislation in the area of social assistance,
education, healthcare, and labour.

The national legislation quite comprehensively regulates the right of children with disabilities to
education, although it is made dependent on the degree of children’s health.

The legislation on persons with disabilities does not sufficiently reflect the need and specific norms of
awareness-raising campaigns, dissemination of information, development of public acceptance and
respectful attitude to the rights of persons with disabilities, and the responsibility of the directors of the
relevant institutions to perform such work among the population.

The legislation proclaims the access of persons with disabilities, including children, to the social
infrastructure (transport, connection, information, buildings, areas, etc.), but, in fact, it does not contain
any regulations related to relevant standards of accessibility (opportunities for the use) for persons with
disabilities.

The system of social protection of children with disabilities is represented by state structures and
institutions at the national and local levels, and by other support-providing structures. At the same time,
a number of ministries simultaneously perform responsibilities related to the social protection of
children with disabilities: the Ministry of Education of Turkmenistan, the Ministry of Healthcare and
Medical Industry of Turkmenistan, and the Ministry of Labour and Social Protection of the Population of
Turkmenistan, there is no single coordination structure. The situation at the local level (executive
authorities —hakimliks of all levels — and local public authorities — gengesh) presents the same
fragmentation in approaches to children with disabilities.
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Annex 3 Methodology and overview of field work

A Final Research Methodology and Instruments

1. Introduction

Purpose of the Survey

In accordance with the UNICEF Turkmenistan terms of reference for this survey, the specific objectives
of this survey are:

To understand who are the children with disabilities

To uncover the situation of children with disabilities in institutions (age, gender,
geographic location)

To understand the accessibility and availability of social services for children with
disabilities
In addition, the terms of reference articulates the need to ‘develop a common vision and prepare an
action plan’. The implication is that the survey not only constitutes a situation analysis, but also

incorporates the first steps towards addressing any gaps in the accessibility and availability of social
services for children with disabilities and their families that are identified during the survey.

In order the achieve these objectives, this methodology proposes to interpret the first objective ‘to
understand who are the children with disabilities’ as an open inquiry into a broad range of social,
economic and family circumstances that can help policy-makers and practitioners to understand any
underlying factors that may need addressing when developing services. A similar approach will be taken
with the second objective ‘to uncover the situation of children with disabilities in institutions’ with the
added element of the potential for a comparative analysis of factors that have led to some children
being cared for in institutions and others not, depending on the final sample of children and parents
who are included in the survey. This approach will help to ensure that the third objective can be
achieved and that the action plan that emerges as a result of the survey is based as far as possible on
the realities of the situation for girls and boys with disabilities in Turkmenistan and their families.

This survey will link to and draw upon several other pieces of research which have been commissioned
by UNICEF on child protection and social policy in 2012-2014 including:

- Study into the institutionalization of children aged under 3 years in Turkmenistan — a study
which examined the reasons why children aged under 3 years are in institutional care in
Turkmenistan and offers recommendations on the development of alternative services which
could lead to the eventual deinstitutionalization of services for young children —2013-2014

- Social Services Assessment — a study which is mapping the existing networks of social services
for children and families including for children with disabilities and assessing the potential for
further development of social services6 2014

- The Impact of Cash and Non-Cash Benefits, 2014
It will also try to take into account key pieces of research related to health and education including:

- Mapping of Developmental Pediatrics/ early intervention services in Turkmenistan as a part of
Regional survey in 2012

- Report on Home visiting assessment, 2012;
- Report on PHC MCH assessment, 2012;

- National strategy on Maternal, New born, Child, Adolescent Health , 2014

Inclusive education Road Map development, 2014
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- Early Childhood Development monitoring, 2014

This survey uses the definition of disability set out in the CRPD Article 1 ‘those who have long-term
physical, mental, intellectual, or sensory impairments which in interaction with various barriers may
hinder their full and effective participation in society on an equal basis with others’.

Survey protocol

The methodology for this survey is based on the following key elements of disability surveys outlined in
the terms of reference:

Human rights based approach — the efforts of Turkmenistan to implementing the rights of all children in
keeping with the CRC and the CRPD will be part of the inquiry framework for this survey

Equity — the survey will consider equality of access to quality education, health services, social services,
protection, mobility, housing and accessible environment for children with disabilities in Turkmenistan;
consideration will also be given to equitable access to play and leisure activities and to eventual
employment and independent living

Social Model of Disability — the survey instruments are structured around the ICF-CY dimensions of
functionality and barriers to functionality and the analytical framework used in the survey will be
underpinned by the ICF-CY. The final report will therefore be structured in keeping with the ICF-CY, but
will be accessible to a wide audience even if they are unfamiliar with the ICF-CY

Inclusive Development Approach — the survey will gather both quantitative and qualitative data from a
range of participants who are key to ensuring a full understanding the central objectives of this survey —
children, parents, carers, decision-makers, educators, health professionals and will ensure as far as
possible that rural and urban inhabitants, men and women will take part in the survey.

Disability Community as Key Stakeholders — a disability NGO Yenme will involve its members - adults
with disabilities, parents of children with disabilities and children /young people with disabilities — at all
stages of the survey. The consultants will work with Yenme to ensure that the disability community is
consulted at the following four key stages of the survey: methodology and instrument design; as direct
respondents during the survey; at the stage of analysis and finalizing the report; at the stage of
developing a common vision and an action plan

Lifecycle approach — the survey is focused on children with disabilities, but will consider the full lifecycle
with a specific focus on the transition from childhood into young adulthood, further education and
employment. Consideration will also be given to issues relating to supported independent living for
young adults with disabilities.

Strengthen data and qualitative analysis — the survey explicitly aims to generate new knowledge and
data and to use qualitative analysis to ensure that any policy or practice developments that are based
on the survey will be informed by valid data and a clear exposition of the current situation that has been
triangulated by the perceptions and experiences of people with disabilities, parents of children with
disabilities, professionals and decision-makers.

In addition, the survey will secure informed verbal consent from families and other respondents who
take part in the survey and the OPM ethical review committee will review the methodology and
instruments to help ensure that all ethical considerations have been taken into account at the outset of
the survey.

International Classification of Functioning, Disability and Health — Children and Youth version (ICF-CY)

The ICF-CY was officially endorsed by all 191 WHO Member States in the Fifty-fourth World Health
Assembly on 22 May 2001 (resolution WHA 54.21) as the international standard to describe and
measure health and disability® and it sets out a social and human rights model of disability. Disability is
understood as a construct which is created by a disorder or disease combining with environmental and

6 http://www.who.int/classifications/icf/en/
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personal factors to affect body function, ability to engage in activities and to participate in a range of life
spheres such as education, employment, relationships, social interaction (see figure 1).

Figure 1 Dimensions of the ICF-CY model of disability
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Source: Judith Hollenweger, Fourth Central Asian Forum on Child Protection, Dushanbe, 2013

This disability survey has limited resources to fully integrate an ICF-CY approach into the design of the
survey and its instruments, but the six dimensions of the ICF-CY will guide the structure of the survey,
the instruments for data collection and the analysis. This will help to ensure that UNICEF and the
Government of Turkmenistan are well-positioned to base policy decisions relating to implementation of
the CRPD on information that corresponds to the social and human rights model of disability that
underpins the CRPD and is actualized in the ICF-CY.

2. Proposed research questions

The methodology and instruments for the survey which are described in this document will help to
gather sufficient information to analyse the situation for girls and boys with disabilities in Turkmenistan
and to inform policy and practice development in relation to child and family support and social
inclusion. The instruments for data collection which form part of this methodology are focused on the
following research questions:

1) How many children with disabilities are there in Turkmenistan, with an approximate breakdown
by type of disability and level of functioning, district of origin, gender and age?

2) What are the characteristics of the population of children with disabilities according to age,
gender, age at which disability was diagnosed, type of care (eg. family, relatives, institutional,
other), social services to which children and families are connected and to which they have
access?

3) What is the social profile of families with children with disabilities — urban/rural, economic
situation, employment, housing, family structure, social assistance being received; what are
their needs for social support?

4) What needs do children with disabilities and their families have that are not being met by social
services or other forms of support including support from the extended family and social
networks? What family support services are needed to help families look after their children at
home?

5) How do children with disabilities end up in formal care or in residential institutions? What
assessments are made and how are decisions taken? To what extent do children with disabilities
being cared for in residential institutions have contact with their parents and relatives? How far
does the family live from the institution?
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6) What are the outcomes for children with disabilities after leaving residential care or school;
what are the differences in outcomes for children being cared for in residential institutions and
children being cared for in their families in terms of — education, physical development and

habilitation,

friendships and socialization?

preparation for independent living, emotional and personal development,

7) Which services exist and which services are lacking that can help to facilitate the social inclusion
of children with disabilities?

A related question which is not central to the survey, but which is relevant to the whole issue of
developing appropriate social services and which will also be explored in the survey is:

8) Are there children using residential services for children with disabilities who do not have
disabilities; are residential services being used as social care services in the absence of
alternative community-based services?

Inquiry framework

The inquiry framework for the survey summarized in Table 1 is based on the research questions and the
six dimensions of the ICF-CY and will inform the underlying structure of the data collection instruments
for this survey with the main focus of enquiry being the inter-relation between environmental factors,
especially the availability of social services that can help to enable activity and participation.

Table 1 Inquiry framework

ICF-CY dimension

Main questions concerning the
child

Main questions concerning the family

1. Basic data and
health condition

Age, gender, district of origin, age
at which disability was diagnosed

Level of body function: seeing,
hearing, speaking, walking, sitting,
changing  position,  breathing,
understanding

Level of ability self-care: bathing,
toilet, eating, dressing

Medical diagnosis

Socio-economic  data: urban/ rural,
economic situation, employment, housing,
family structure

2. Activity —
interpersonal
interactions

Type of care — family, residential,
extended family, other?

Interpersonal interactions with
parents, siblings, extended family

Social
peers

relationships: friends and

Who is the main carer of child?

What support is there from other
members of the family for the main carer?

What are the differences in relating to
emotional and personal development,
friendships and socialization between
children living in families and those who
live in residential care?

3. Activities and
level of
participation

Home activities: helping around
the house, playing with other
children in the home

Leisure activities and play: outside
the home

Education: pre-school, primary,
secondary, higher or vocational;
where? Quality? Outcomes and
progress?

What support does the family need to
increase the level of participation of their
child in these activities?

Why have some families placed their child
in residential care and others haven’t?

What support do families need to look
after their children at home?

How do outcomes and level of
participation differ for children living at
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Preparation for independent living: | home and children living in residential care
using money, using transport, self- | across these activities?

care, going to the store Are levels of participation affected by

socio-economic factors in the family? By
degree of functioning? Any other factors
that might be affecting the family and the

child?
4. Environmental Access to assistive technology and | Which services exist and which are lacking
factors rehabilitation services that can help to facilitate social inclusion
. . of children with disabilities and their
Access to social services o
families?

Access to other services — which?
What needs do children with disabilities

Access to informal support — from | and their families have that are not being
whom? met by social services?

What barriers to inclusion for children with
disabilities and their families exist in the
local communities?

Personal factors such as individual characteristics of children, their personal interests and how these
interact with the other dimensions of the ICF-CY framework cannot be included in this survey as
resources are lacking and the main focus of enquiry is into the interaction between environmental
factors and diagnosis, functioning, activities, participation.

3. Data collection

Data will be collected by a team of researchers comprising staff of a disability NGO Yenme, delegated
staff members of the State Statistics Committee and the Ministry of Labour and Social Protection and
UNICEF. The team will be trained by and operate under the supervision of the international consultants.

3.1 Quantitative data

Quantitative data about children with disabilities will be collected from statistical and administrative
sources across all velayats of Turkmenistan and the country as a whole. The main statistical data which
will be collected are:

e State Statistics Committee — the number of the child population aged 0-17 years in each velayat
at the time of the survey disaggregated by age and gender; number of children with disabilities
in each velayat disaggregated by age and gender if available; if possible the child population
data will also be disaggregated by the numbers of children in urban or rural areas.

e Ministry of Labour and Social Protection — number of children aged 0-16 receiving child
disability pensions disaggregated by age and velayat (and gender if possible); number of
children aged 17 receiving disability pensions disaggregated by disability group; data on other
social benefits for children with disabilities and their families; data on employment of young
people with disabilities. Number of children entering and leaving the Psychoneurological
internat each year for 2011, 2012, 2013 and 9 months of 2014; number of young people with
disabilities entering the adult disability internats each year for 2011, 2012, 2013 and 9 months
of 2014.

e Ministry of Health and Medical Industry — number of children passing the medico-pedagogical
commission each year, disaggregated by age and region for 2011, 2012, 2013 and 9 months of
2014; number of children with disabilities receiving medical rehabilitation and other health
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services disaggregated by age and region for 2011, 2012 and 2013; number and type of
rehabilitation programmes disaggregated by target client groups, region and outcomes.

e Ministry of Education — number of children with disabilities attending: mainstream schools and
kindergartens; residential schools; specialised day or residential schools and kindergartens;
home schooling - all disaggregated by velayat and where possible by gender and age; total
number of children in residential schools and pre-schools (including 24 hour kindergartens) —
disaggregated by parental care status, region and disability. Data from the medico-pedagogical
commissions in each velayat for 2011, 2012, 2013 and 9 months of 2014. Data on entry of
young people with disabilities to further education institutions and colleges for 2011, 2012,
2013 and 2014 disaggregated by disability, age, gender and region.

All data will be entered into form 1 and collection of data can begin as soon as UNICEF is ready to
finalise the plan for the survey with the Ministry of Labour and Social Protection and other
government counterparts. The UNICEF team will lead on gathering this national level data together
with GoT counterparts and partners.

Other potential areas for gathering administrative data include information gathered for a range of
other purposes including:

e Data from NGOs supporting children with disabilities and their families: number of clients each
year disaggregated by age, disability, gender, region;

e Data from Khyakimlik authorities and other local velayat structures gathered to provide support
for children with disabilities — number of children with disabilities and their families benefitting
from material support, humanitarian aid, housing provision and other types of support

This type of local data will be gathered through interviews in Ashgabat, Ahal velayat and Lebap velayat.

The quantitative data from all sources will be subject to a comparative analysis to identify the extent to
which children with disabilities may not be included in one or all part of the system of provision of
health, education and social support services. All data will be entered into excel sheets and organized in
the following blocks:

1. National system data
Data from the State Statistics Committee, MLSP, MoE and MoH will be entered into form 1:

1.1 Number of children with disabilities aged 0-17 years registered with MLSP, MoE and MoH
disaggregated by main types of pathology, region, age and gender in 2011, 2012, 2013 and 9
months of 2014; number of these children who are severely disabled.

1.2 Total number of children aged 0-17 years disaggregated by region, age and gender in 2011,
2012, 2013 and 9 months of 2014;

1.3 Number of children who were newly designated disabled in 2011, 2012, 2013 and 9 months of
2014 disaggregated by region, age and gender;

1.4 Number of children with disabilities entering and exiting specialized residential institutions
disaggregated by main types of pathology, referring organisation, reason for entry, region, age
at entry and exit, age at time of survey and gender in 2011, 2012, 2013 and 9 months of 2014;

1.5 Outcomes for children leaving specialized residential institutions disaggregated by type of
pathology, gender, age at exit and region of origin (before entry to the institution) in 2011,
2012, 2013 and 9 months of 2014:

i) Return to live with birth family
ii) Return to live with extended family with adoption or legal guardianship being
established
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iiii) Transfer to another type of residential institution

iv) To continue education in an educational facility with a professional profile;
v) Move to independent living

vi) Other

If the necessary disaggregation does not exist at national level especially for points 1.4 and 1.5, then
this data will be gathered for the three main regions being targeted by the survey through
interviews and gathering of data in residential institutions.

2. Individual data on children in residential care’

Data will be gathered on individual children in residential care in three regions that can form the
basis for quantitative analysis. If possible, this data should be gathered for ALL children resident in
the participating institutions at the time of the survey. All data will be anonymised and entered in
to data entry form 2.

2.1 Child — gender; date of birth; date of entry into residential institution; region of origin; diagnosis;
parental care status (orphan, parental rights removed, in parental care, in guardianship care);
where was child referred from into residential institution (from family, infant home, hospital,
other); any changes in diagnosis since entry; ethnicity; brothers or sisters (gender and date of
birth if known); reason for entry (education, social care, rehabilitation, other); services received
before entry; care plan; education programme (mainstream school, specialized school in the
institution, modified curriculum, mainstream curriculum, other); how far do family members
live from the institution; frequency and type (phone, in person visits) of contact with parents
and family; frequency of visits home.

2.2 Parents — for both mother and father if known — date of birth, where do they live, education,
disability status, civic status (married, divorced, single, widowed), employment

2.3 Other carer/guardian - date of birth, where do they live, education, disability status, civic status
(married, divorced, single, widowed), employment

2.4 Holidays and weekends — does the child spend holidays in the residential institution?
Weekends?

3.2 Qualitative data collection and analysis — structured interviews and focus group discussions

The Terms of Reference does not give an indication of how many children with disabilities are estimated
to be living in residential institutions in Turkmenistan, although it notes from 9,959 to 14,487 children
with disabilities in total in the country according to various sources. A 2004 report by the National
Institute of Statistics of Turkmenistan® provides tables that indicate there is one ‘boarding school’ for
children with disabilities in Yoloten which had around 240 residents at the end of 2003 and 14 ‘auxiliary
boarding schools’ which are for children with special educational needs, but may also be used for
children with social needs and there were 2500 children resident in them at the beginning of the
2003/2004 academic year. The report also notes 8 ‘specialised pre-school’ institutions ‘with beds’ at the
end of 2003 with 665 children aged 3 years or more who had special education needs. There are
therefore potentially around 3000 children in residential institutions that probably have disabilities of
some kind or other and should be targeted by the survey. While it is likely that these numbers have
dropped since 2004, given the drop in the numbers of children overall, it is still likely that the desk
review will need to incorporate up to date information from the relevant Ministries in order to be able
to correctly define the potential number of children who should be targeted by the survey. Infant

7t is not clear whether this will be permitted by the Ministry of Education and the Ministry of Labour and Social
Protection. If not, then it is proposed that interviews will be carried out with carers or parents of 150 children with
disabilities in residential care and this type of data gathered for at least these 150 children if it is not possible to
gather data for all children in residence in the institutions.

8 ‘situation Analysis Of Children Deprived Of Parental Care Or Reared In Families Which Lost Their Breadwinners’, 2004
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Homes for children aged under 3 years of age will not be included in this survey as a recent study was
completed by UNICEF which provides data on these children.

SAMPLE AND DATA COLLECTION STRATEGY — 300 interviews and 6 focus groups

Primary data about children and their families will be collected through structured interviews with
parents of 150 children with disabilities who live at home, with staff caring for 150 children with
disabilities in institutions (or where possible their parents) — overall 300 interviews concerning 300
children with disabilities will be conducted or 10% of the estimated number of children with disabilities
in residential institutions of one kind or another. The main focus of the inquiry will be on establishing
the existing current situation and the sample size is intended to be large enough to extrapolate some
quantitative findings as well as record more qualitative data — perceptions of parents and carers and
their experiences in relation to the 300 children who are the subject of the inquiry. Three focus group
discussions with parents of children with disabilities and three focus group discussions with parents of
children who do not have disabilities will enrich and deepen the findings from the survey with the main
focus of inquiry being on how best to support families to care for their children in the community, how
to work with communities to increase acceptance of children with disabilities and to reduce
discrimination and stigma, to identify gaps in services and barriers to inclusion.

Proposed sample for 300 structured interviews and 6 focus group discussions

Sample for household interviews 150 families of children with disabilities — 50 in each region

e Age —the survey will cover girls and boys aged 3-17° years living at home and receiving disability
benefits'®; interviews will be conducted with parents or main carers of the child

e Place of residence — urban (Ashgabat and 50% of Lebap sample) and small-town or rural (Ahal
and 50% of Lebap sample)

e Type of pathology — roughly 20% with intellectual disabilities; 20% with motor disabilities; 10%

with low sensory functioning; 10% with speech dysfunction; 40% combined

Sample for interviews with institution staff (or where possible parents) about 150 children who are
resident in the institution™ — 50 in each region

e Age — the survey will cover girls and boys aged 7-17 years living in residential institutions at the
time of the survey; interviews will be conducted with a carer who knows the child well and if
appropriate and possible with the child him or herself present at the time of the interview. The
carer will have the child’s personal file available during the interview in order to access the
maximum amount of information about each child. If the child has parents and it is possible to
interview them, then the interview should be conducted with the parents.

e Place of residence — a range of types of institutions will be sampled in both urban and rural
settings in the three regions. The final sample will be agreed with the Ministry of Education,
MLSP and UNICEF at the outset of the survey.

e Type of pathology — roughly 20% with intellectual disabilities; 20% with motor disabilities; 10%
with low sensory functioning; 10% with speech dysfunction; 40% combined

% It will be important to try to include families of at least 5 children in each region who are aged 4-6 years of age as
these children are currently too old for the infant home, but too young for special schools

10 possible to identify, this sample will also include households with children with disabilities who are not
receiving any disability pensions —aim for 10-20% ie 5-10 in each region

"itis possible that some children do not have disabilities although the institutions are for children with disabilities
— screening questions will be included to try and determine level of functioning.



CEE/CIS Consultancy Group / Oxford Policy Management

Sample for focus group discussions with parents — 2 in each region

Parents of children with a disability — 8-10 parents or carers of children who are receiving disability
benefits

Parents of children without a disability — 8-10 parents or carers of children from the same communities
as the other focus group participants

4. Questionnaires and guides

Questionnaires and focus group discussion guides for each of the proposed groups of respondents are
attached — all based on option 1 outlined above. If it is decided to implement option 2, then the
questionnaires, guides and matrices will be adapted accordingly. The focus group guides will be further
refined following the initial testing of the questionnaires. The main groups of questions for each
questionnaire are based on the inquiry framework in Table 1 above and are summarized here along with
the introductory statement and consent request which is the same for all instruments.

4.1 Questionnaire A — for 300 parents or carers

This questionnaire will be administered by the international consultants, national NGO and/or the data
collection team seconded by the Ministry of Labour and Social Protection /State Statistics Committee.
The data collection team will be trained by the international consultants to administer the questionnaire
with maximum level of objectivity and accurate recording of responses by parents and carers (and
children if children should also end up contributing answers). The questions will be read out to the
respondents and in most cases responses will be checked off against a set of pre-tested options. Where
an open questions have been asked, the data collection team will be trained to record as faithfully as
possible the direct speech of respondents. The coded responses will be entered into a data matrix along
with the qualitative data from direct speech and subject to both quantitative and qualitative analysis.

The household respondents will be identified by the NGO Yenme and from lists of registered disabled
children provided by the Velayat authorities in three regions and as far as possible will follow the
stratification proposed in the ‘sample methodology’ above.

The respondents relating to children in residential care will be identified prior to the visit of the data
collection team to the institution in question. The residential institutions will be asked to identify
children who fit the required criteria in terms of age, disability, gender etc. If their parents live nearby,
then the residential institution will arrange for the interview to take place with the parents of the child
identified in the sample. If the parents live too far away or if the child does not have parents, then the
institution will nominate a staff member who knows the child best and who will be the respondent for
the interview concerning the child. In all cases the family or the institution will be informed that the
child does not have to be present for the interview, but if the child is interested, able and willing, then it
is encouraged for the child to be present during the interview and to take part as appropriate.

A Introduction
To be read out by interviewer to respondent:

| am a staff member from the NGO Yenme (the State Statistics Committee... the Ministry of Labour and
Social Protection...) which has been asked by UNICEF Turkmenistan and the Government of
Turkmenistan to carry out this interview as part of a survey on children with disabilities in Turkmenistan
that UNICEF is carrying out together with the Government of Turkmenistan. Yenme is an NGO working
with children with disabilities and their families and with adults with disabilities (the State Statistics
Committee is...the Ministry of Labour and Social Protection...). The research is being supervised and
supported by a team of international experts who will also review all the information gathered as part of
the survey and produce a report. The report will help to inform the policy and programmes of the
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Government of Turkmenistan regarding children with disabilities and especially to support the
development of social services for children with disabilities and their families. Social services are
services that the Khyakimlik or an NGO can provide to families that help them to take care of their child.
Over 300 people caring for children with disabilities in three velayats will take part in the survey. All
information that you provide will be completely anonymised and summarized into the final report along
with the information given by other parents and carers. There will be no benefit or harm to you or your
family from taking part in this survey. It is a chance for you to share your experiences of caring for a
child with disabilities and to contribute to the development of recommendations for improving services
for children with disabilities and their families. There are no right or wrong answers to the questions
that we are going to ask, please ask if anything doesn't make sense, please answer honestly and to best
of your ability. Please ask if anything doesn’t make sense or you don’t understand the question, we can
stop asking questions at anytime and if there are questions you don’t want to answer, we can skip them.
The questionnaire will take approximately 30-40 minutes. Do | have your consent to ask questions and
record your responses in this form? Do you have any questions for me about this survey before we
start? Please can you confirm that you are (respondent’s name) mother/father/carer of (child’s name) —
| need to confirm this before we can begin, but | remind you that the interview will be completely
anonymous. Thank you.

If the child with disabilities is present at the time of the interview, an additional statement should be
read after this first statement if the child seems interested and able to take part in the interview:

May | talk to your child/to (name)? Have you heard what | have just said, does it make sense? These
questions that | am going to ask your carer/parent are about you and your family, friends, education,
health, activities — about your life. You can also answer if you want to, but you don’t have to. You can
correct anything your parent/carer says and add your own information. | am asking your carer/parent
because he/she is your legal guardian and UNICEF and the Government of Turkmenistan wants to talk to
adults rather than children this time as they think that adults can help to give a clearer picture of the
situation for children with disabilities and their families. But we know that children can also give
important information and insights and | want you to feel comfortable to contribute if you want to.
Please don’t hesitate to stop me if there is anything you don’t understand and want repeated or if you
want to skip any of the questions. Is that ok? Thank you.

B Basic Data
1. Name of child with disabilities who is the subject of this interview GenderOM [OIF
2. Where do you/name’s family live? town/village

etrap Velayat/City

3. Name’s month and date of birth
4. Your relationship to (name)
] Mother [ Father [ Grandmother [ Grandfather [ Insitution care staff [ Insitution teacher

(] Other (please describe)

5. Your education level:
O] Primary [ Incomplete secondary [ Secondary [ Secondary technical [ Higher

6 a). Your employment /employment of (name's) parents if known:  [] Employed [
Housewife/husband [1 Unemployed [ Retired [ Other
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6 b) Employment status of other parent/carer or other adults in the household (if different):

(] Employed [ Housewife/husband [] Unemployed [] Retired [ Other

7. Your civil status/ civil status of (name's) parents: ] Single ] Married ] Widowed
[ Divorced L1 Other

8. Your children/name’s brothers/sisters:

No. Year of birth | Gender Does this child attend
kindergarten or school?
Yes/no

9. (For parents only) Does anyone help you to look after your child/ren?

All the time Sometimes Never

1. Relatives who live with you 1 2 3
2. Relatives who don’t live with you 1 2 3
3. Volunteers from NGOs 1 2 3
4. Friends and neighbours 1 2 3
5. The child’s other parent who is not living with you 1 2 3
6. Staff from state services 1 2 3
7. Others

10. Total number of people who live in your household/name’s family household:

Who are the household members?

11. Housing:
In which kind of housing do you and your family live/name's family live?

(] apartment [ house
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This housing is: [1Rented [ Privately owned by us/by name's family [1Privately owned by other
family members [ Provided rent free by state [ Other (please describe)

12. How would you describe the economic situation of your family/name’s family? (read out and ask the
respondent to choose the most appropriate statement or give a print-out to the respondent so they can
read and choose)

1. |We /they don’t have enough money for food

2. | We/they have enough money for food, but buying clothes is a problem for us

3. | We/they have enough money for food, clothes and small electronic and household items, but it would be difficult to buy a
television, refrigerator or washing machine

4. | We/they have enough money for buying large household items, but we can’t buy a new car

5. | Our /their earnings are enough for everything except for large purchases such as an apartment, an allotment or a dacha

6. We/they have no financial difficulties

7. | refuse to answer
8. | don’t know
9. Other

13. Level of name’s body function:

Function 0 1 2 3 4

Seeing

Hearing

Speaking

Walking

Sitting

Changing position

Breathing

Understanding  speech  or
gestures

Learning/comprehending

0 = fully functioning 1 = mild dysfunction 2 = moderate dysfunction 3 = severe 4 = unable to function at
all even with help

14. Level of name’s ability in self-care activities:

Activity 0 1 2 3 4

Bathing

Toilet
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Eating

Dressing

O=able to carry out 1 = needs some help 2 = needs regular help 3 = needs constant help 4= unable to
carry out even with help

15. Medical diagnosis/-ses or health conditions (if any)

and age at which disability was diagnosed

Certification of disability status Age at which disability was certified

(In the words of parents or main carers)

At whose initiative did you apply for disability of the child to be certified and where did you apply?

How did the process of establishing the child’s disability status go? Where there any difficulties?

Tell me about your experience of passing the Commission that confers disability status.

16. Type of care

a) Who is (name)’s main carer? [J Father [J Mother 1 Grandmother [ Grandfather [ Older
sibling [ Care staff in residential institution ] Other

b) Who else helps you (the main carer) in looking after (name)? L[] Nobody else [ Father,
Mother [ Grandmother [ Grandfather [J Older sibling [J Other relative [1 Neighbour []

Friend (] Care staff in residential institution [ Social services staff (who/where?)
[0 Teacher (who/where?) [0 Health staff

(who/where?) L] Other

c) Does (name) live mostly at home with his/her family? Yes/No

If not, where does (name) spend time when not at home?

1. Residential school 2. Sanatorium 3. Other medical institution 4. Residential pre-school
or 24 hour kindergarten 5. In the home of relatives (who)
6. Other

d) (for parents or main carers) When you have to go out and can’t take (name) with you, who
looks after him/her? [ Nobody (she/he stays alone until | get back) [ Father [] Mother
[ Grandmother [ Grandfather [ Older sibling/s [J Younger sibling/s [] Other relative
(] Neighbour [ Friend [ Care staff in residential institution [ Social services staff
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(who/wherel ] Teacher (who/where?) ] Health
staff  (who/where?) 0  Other

C Activities and participation

17. Interpersonal interactions

18.

a)

b)

d)

f)

g)

Family
How much time does (name) spend with his/her brothers and sisters?
[ He/she has no siblings [1 All the time [ A lot[J Some time [ Very little [ None

If very little or none, why not?

(for parents or main carers) How much time do you spend with (name)?
L] All the time ] Alot[] Some time L[] Verylittle [ None

How much time is this each day in hours

If very little or none, why not? (prompts:
other demands on time include other children, household tasks, work/job, other household
members requiring care,)

If all the time, why? (prompts: requires

Do you or other family members need help to communicate with (name)? Yes/No/I don’t

know What kind of help do you think you need?
(prompts: learn sign language, learn
alternative means of communication, learn to understand

sounds/speech/gestures/behaviours)
Does (name) need help to establish relationships? Yes/No/I don’t know What kind of help
do you think he/she needs?

Friends and peers

Does (name) have friends? How often does he/she see them? Where?

Does (name) go out and play with other children? Where?

Does (name) have friends at school? Does he/she see them outside of school?

Education and learning

a)

Does (name) go to school/pre-school/college or receive home schooling? Yes/No If no, why
not ? (prompts: | tried, but was refused; | haven’t tried; | want
my child to be at home with me)




19.

b)

c)

d)

f)
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If school, which school:
Level: [ pre-school I primary [J secondary [ higher or vocational

Type: [ residential 1 day school [J weekly boarding [ special school [ mainstream ]
home school [ Other

Attends every day? Yes/No If not, why not?

Does (name) enjoy going to school? Yes/No

If yes what does he/she like about it? If no, why not?

If school, how long does it take to get to school each day? How does (name) go to
school?

If home schooling, how often does the teacher come? How long does
the teacher spend? What is the curriculum like in your view?

Does (name) enjoy the lessons?

In your view is (name) receiving a good quality education? Yes/no How can it be improved
(if at all)?

Is (name) making good progress in education? What results have you noted so far in his/her
education?

Leisure and play (a-e for older children; f for all children)

a)
b)
c)

d)

e)
f)

Does (name) take part in any activities or clubs? Yes/No

If no, why not?

If yes, which ones? [0 sport [ arts and crafts [ music [J drama/dance [ others
Where

Are there any activities that (name) would like to take part in but doesn’t? [ sport [ arts

and crafts [ music [J drama/dance [ others

How often does (name) play with other children? Where?
(For children of all ages) Are there any other play activities that (name) takes part in?
Yes/No If yes, which ones Where and how often?

20. Preparation for independent living (for older children aged over 12 years)

a) Self-care — does (name) know how to care for him/her self? Is he/she learning these
skills?

Activity Can already | Yes, is| Who is | No, is not | Why not?
do this | learning | teaching | learning
independently him/her?

Bathing

Toilet

Eating

Dressing
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b) Managing a household and daily tasks — does (name) know how to use money, transport
or go to the store? To cook, clean and look after the home? Is he/she learning these skills?

Activity Can already | Yes, is| Who is | No, is not | Why not?
do this | learning | teaching | learning
independently him/her?

Using money

Using transport

Going to the
store

Cooking

Cleaning

Looking  after
the home

c) Preparing for employment (from 12 years) — does (name) know what he/she wants to do
in future? Is he/she receiving an education that can help him/her to do this type of
work? Who is helping him/her with these tasks and activities?

Activity Can already | Yes, is | Who is | No, is not | Why not?
do this | learning | teaching | learning
independently him/her?

Careers advice

Seeking
employment

Learning a
trade

Acquiring
relevant
qualifications

Environmental factors
. Health and rehabilitation

a) Does (name) need any assistive devices to support mobility, communication, standing,
sitting, seeing, hearing, other

b) Does (name) have these devices? Who provided them and fitted them?

c) If not, why not?

d) Do the health services help to increase functioning in:

Function Y N

Seeing

Hearing

Speaking
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Walking

Sitting

Changing position

Breathing

Understanding  speech  or
gestures

Learning/comprehending

How? Please describe your experiences of health and rehabilitation services for (name)

How far away are they? How long does it take to get there?
How do you get there with (name) How much do these services cost?

22. Social Services and Social Support

a) Do you or (name) receive or use any social services? NGO, religious organization, local
Women’s Committee, Khyakimlik? What kind of services ?
b) Do you (does name) receive social benefits? Yes/No What kind?

Why/why not?

c) Does (name) have access to community services? Y/N Please describe
(for older children) Does (name) have access to community based youth activities? Y/N
Please describe

Does (name) have access to employment services? Y/N Please describe

(for younger children) Does (name) have access to Early intervention services? Y/N Please
describe

Day care/ child care? Y/N Please describe (prompt
— can be formal or informal ie provided by relatives or community members)

How far away are they? How long does it take to get there?
How do you get there with (name) How much do these services cost?

23. If you don’t know about any such ‘social’ services — why don’t you know about them do you
think?

24. Where would it be convenient for you to find out about social services? What is the best way to
inform you about them? (prompts: radio, local television, national television, word of mouth
from neighbours and friends, education organization, health organization, religious
organization, community notice board, social benefits office, Khyakimlik, local newspaper,
national newspaper, sms message on your mobile phone, internet (email or social networking
sites), other
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25. Needs (for children living at home)

26.

a)
b)

c)

d)

e)

f)

g)

h)

p)

a)
r)

Do you need help in providing day to day care for (name) — toilet, feeding, dressing,
bathing? 1. No 2. Yes some help 3. Yes, a lot of help 4. | don’t know 5. | don’t want to answer
Do you and other family members need help in learning how to communicate with (name)?
1. No 2. Yes some help 3. Yes, a lot of help 4. 1 don’t know 5. | don’t want to answer

Does (name) need help in learning how to communicate with you and other family
members? 1. No 2. Yes some help 3. Yes, a lot of help 4. | don’t know 5. | don’t want to
answer

Do you need help in developing your relationship with (name)? 1. No 2. Yes some help 3.
Yes, a lot of help 4. | don’t know 5. | don’t want to answer

Do you need help in improving your parenting skills and managing the behaviour of (name)
and your other children (if any)? 1. No 2. Yes some help 3. Yes, a lot of help 4. | don’t know
5.1don’t want to answer

Do you need help in reducing stress in the family or improving relationships between family
members? 1. No 2. Yes some help 3. Yes, a lot of help 4. | don’t know 5. | don’t want to
answer

Do you need help to find out about activities for (name)? 1. No 2. Yes some help 3. Yes, a lot
of help 4. 1 don’t know 5. | don’t want to answer

Do you need help in supporting (name) to make friends with other children at school, at
home in the neighbourhood? 1. No 2. Yes some help 3. Yes, a lot of help 4. | don’t know 5. |
don’t want to answer

Do you need help in supporting (name) to learn self-care skills? 1. No 2. Yes some help 3.
Yes, a lot of help 4. | don’t know 5. | don’t want to answer

Do you need help in supporting (name) to learn independent living skills? 1. No 2. Yes some
help 3. Yes, a lot of help 4. 1 don’t know 5. | don’t want to answer

Do you need help in getting (name) to school and to other activities? 1. No 2. Yes some help
3. Yes, a lot of help 4. | don’t know 5. | don’t want to answer

Do you need help in accessing assistive technology and qualified medical specialists for
(name)? 1. No 2. Yes some help 3. Yes, a lot of help 4. | don’t know 5. | don’t want to answer
Does (name) need assistance in order to go to mainstream school or preschool or to do
better at school? 1. No 2. Yes some help 3. Yes, a lot of help 4. | don’t know 5. | don’t want
to answer

Do you need help to claim benefits or find material support for (name) and your family? 1.
No 2. Yes some help 3. Yes, a lot of help 4. 1 don’t know 5. | don’t want to answer

Do you or any family member need help with alcohol, drug or other addictions? 1. No 2. Yes
some help 3. Yes, a lot of help 4. | don’t know 5. | don’t want to answer

Do you or any family member need help with mental health problems such as depression?
1. No 2. Yes some help 3. Yes, a lot of help 4. | don’t know 5. | don’t want to answer

What other help to you need (if any)
What other help does (name ) need (if any)

Needs (for children living in residential institutions)

a)

b)

Does (name) need help with toilet, feeding, dressing, bathing? 1. No 2. Yes some help 3. Yes,
a lot of help 4. 1 don’t know 5. | don’t want to answer

Does (name) need help in learning how to communicate with you and other carers/ other
children? 1. No 2. Yes some help 3. Yes, a lot of help 4. | don’t know 5. | don’t want to
answer

Do you need help in learning how to communicate with (name)? 1. No 2. Yes some help 3.
Yes, a lot of help 4. 1 don’t know 5. | don’t want to answer



d)

f)

g)

h)

o)

p)

a)
r)

s)
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Do you need help in developing your relationship with (name)? 1. No 2. Yes some help 3.
Yes, a lot of help 4. 1 don’t know 5. | don’t want to answer

Do you need help in improving your care skills and managing the behaviour of (name) and
other children (if any)? 1. No 2. Yes some help 3. Yes, a lot of help 4. | don’t know 5. | don’t
want to answer

Do you think (name’s) family needs help in reducing stress in the family or improving
relationships between family members? 1. No 2. Yes some help 3. Yes, a lot of help 4. |
don’t know 5. | don’t want to answer

Do you need help to find out about activities for (name)? 1. No 2. Yes some help 3. Yes, a lot
of help 4. 1 don’t know 5. | don’t want to answer

Do you need help in supporting (name) to make friends with other children at school, at
home in the neighbourhood? 1. No 2. Yes some help 3. Yes, a lot of help 4. | don’t know 5. |
don’t want to answer

Do you need help in supporting (name) to learn self-care skills? 1. No 2. Yes some help 3.
Yes, a lot of help 4. | don’t know 5. | don’t want to answer

Do you need help in supporting (name) to learn independent living skills? 1. No 2. Yes some
help 3. Yes, a lot of help 4. 1 don’t know 5. | don’t want to answer

Does (name’s) family need help in getting (name) to school and to other activities? 1. No 2.
Yes some help 3. Yes, a lot of help 4. 1 don’t know 5. | don’t want to answer

Does (name) need help in accessing assistive technology and qualified medical specialists? 1.
No 2. Yes some help 3. Yes, a lot of help 4. | don’t know 5. | don’t want to answer

Does (name) need assistance in order to go to mainstream school or preschool or to do
better at school? 1. No 2. Yes some help 3. Yes, a lot of help 4. | don’t know 5. | don’t want
to answer

Does (name) and his/her family need help to claim benefits or find material? 1. No 2. Yes
some help 3. Yes, a lot of help 4. | don’t know 5. | don’t want to answer

Do any of (name’s) family members need help with alcohol, drug or other addictions? 1. No
2. Yes some help 3. Yes, a lot of help 4. | don’t know 5. | don’t want to answer

Do any of (name’s) family members need help with mental health problems such as
depression? 1. No 2. Yes some help 3. Yes, a lot of help 4. | don’t know 5. | don’t want to
answer

What help do you think (name’s) family needs in order for him/her to live with them?

What help to you need (if any) to better help/education/care for (name)?

What other help does (name ) need (if any)

27. Thank you for taking the time to answer these questions. Is there anything else you want to say
about how services for children with disabilities should develop in Turkmenistan?

4.2 Focus group guide for parents

The focus group guide for parents of children with disabilities and for parents of children without
disabilities aims to explore in more depth cultural and attitudinal issues and questions, the barriers to
inclusion and participation and the potential for overcoming these barriers. Ideally these focus groups
will be conducted after an initial round of household and institution interviews have already taken place
so that this guide can be adjusted to explore any issues that may arise. The outline below is therefore a
first draft only and will be adjusted ahead of the focus groups being conducted on the basis of initial
testing of the main questionnaire. All focus group participants will be asked to complete a ‘basic data
questionnaire’ (Questionnaire B — below) in order to support analysis of the qualitative data.

1. Introduction — overview of the survey, anonymity, consent to participation, consent to recording the
discussion and if not given, then consent to notes being taken. Handing out ‘Questionnaire B’ to record
basic information about each participant based on the basic information section in the main
questionnaire.
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2. Attitudes to children with disabilities in the community? How are these attitudes expressed? Why?
Is there stigma attached to child disability? Are parents perceived as being at fault?

3. Barriers to inclusion: in the community, at pre-school, school, college/university? Where else do
you think children with disabilities face barriers and obstacles to inclusion?

For parents of non-disabled children: how would you feel about children with disabilities going to your
child’s school/pre-school/university? Why? How would you feel about CWD being in your child’s class?
How would you talk to your child about this if it were to happen? What information would you need to
feel ready to accept a child with disabilities in your child’s class, what information would you need to
help your child feel ready to accept a child with disabilities in their class?

For parents of disabled children: how would you feel about your child with disabilities going to a
mainstream school/pre-school/university? Why? How would you feel about your CWD being in a class
with children without disabilities? How would you talk to your child about this if it were to happen?
What information would you need to feel ready to place your child into mainstream education settings?
What information would you need to help your child feel ready to accept a child with disabilities in their
class? Would your children need assistance in a mainstream setting? What kind of assistance is most
important and useful in your view?

4. Needs and services: what are the needs for support of families and children with disabilities
themselves, how can these needs be met? By whom?

For parents of disabled children - needs and services to meet needs of children and families: what are
your greatest needs in looking after your children? How can the Khyakimlik and the local community
help to meet these needs? How can children with disabilities participate more in the life of the
city/local community? What do families of non-disabled children have to do to help inclusion? What do
children themselves have to do? How can adults help them to do this?

For parents of children without disabilities — what do you think, what help to families of children with
disabilities most need? How can these needs be met? What is your role in meeting these needs (if
any)? How can children with disabilities participate more in the life of the city/local community? What
do families of non-disabled children have to do to help inclusion? What do children themselves have to
do? How can adults help them to do this?

5. What do you think needs to happen in national/Velayat policy for children with disabilities to
participate more in normal life? What do you think needs to happen in communities, in the etraps?

(prompts for all questions to include: family life, play and leisure, education, health, participation in
society/community events and activities, transport, physical environment, assistive technology and

equipment)

Questionnaire B — Focus Group Participants Basic Data — Parents

Where do you live? town/village

etrap Velayat/City
Gender: (1M [IF Age: years
Education: L] Primary [ Incomplete secondary [ Secondary [ Secondary technical [l
Higher

Employment: [] Employed [] Unemployed
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Civil status: [1 Single 1 Married J Widowed [ Divorced
Children:
No. Year of birth | Gender Does you child attend

kindergarten or school?

If one or more of your children has disabilities, please note here what they are:

Does anyone help you to look after your child?

All the time Sometimes Never
1. Relatives who live with you 1 2 3
2. Relatives who don’t live with you 1 2 3
3. Volunteers from NGOs 1 2 3
4. Friends and neighbours 1 2 3
5. The child’s other parent who is not living with you 1 2 3
6. Staff from state services 1 2 3
7. Others
Housing:
In which kind of housing do you and your family live? [ apartment [ house

This housing is: [1 Rented [ Privately owned by us [IPrivately owned by other family members

[ Provided rent free by state [ Other (please describe)

Who lives in your household?

How would you describe the material situation of your family?
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1. |We don't have enough money for food

2. | We have enough money for food, but buying clothes is a problem for us

3. We have enough money for food, clothes and small electronic and household items, but it would be difficult to buy a television,
refrigerator or washing machine

4. | We have enough money for buying large household items, but we can’t buy a new car

5. | Our earnings are enough for everything except for large purchases such as an apartment, an allotment or a dacha

6. We have no financial difficulties

7. | refuse to answer

B Overview of Field work

Ethical considerations

The methodology, sample and tools were reviewed by the OPM Ethical Review Committee (ERC) who
provided the following comments:

“The ERC recommends obtaining written verbal informed consent from the parents of the
disabled children and for record review. Verbal consent is sufficient for the focus group
discussions and key informant interviews.”

“Please clarify the role of the local NGO and their involvement in the implementation of the
project and the potential conflict of interests would be mitigated if the NGO is engaged in the
implementation.”

With regards to the first point, PAEC/OPM responded that we would ask for written consent from the
parents, but if they did not agree, then the interviewer would sign to say they have received verbal
consent. On the second point, P4EC/OPM stated that the NGO is used because it can facilitate access to
disabled parents and to ensure that ‘nothing about us without us’ principle is upheld. In addition, Yenme
is not an activist disability NGO, rather it provides services to adults and children living with disabilities
and the NGO has no particular agenda to promote other than wanting things to be generally better for
them. P4EC/OPM ensured that there were as many closed questions as possible, for international
consultants to conduct the research with Yenme at the start, and for as much quality control and
supervision to occur as possible. The full response to the Ethical Review Committee is available on
request.

Ten government staff and NGO workers from Yenme were trained at the UNICEF Office on 30
September 2014. The day started with training on defining disability, and why certain questions are not
asked in disability surveys. Trainees were reminded about the outline and aims of the study, as well as a
specific work plan for the initial week and a tentative plan for the rest of the project. The methodology
was explained as well as the sample that the project was aiming for. The capacity of trainees was raised
in the importance of being objective, friendly, knowing the questionnaire thoroughly, speaking slowly
and accurately recording answers. Ways in which verbal and non-verbal feedback can be given were
described and suitable techniques for probing were discussed. Trainees also learned about how quality
control will be integrated into the data collection.



CEE/CIS Consultancy Group / Oxford Policy Management

The majority of the day was spent examining the preliminary questionnaires for children in families and
children in institutions.” Svetlana Rijicova, as the lead trainer, went through the question by question
making sure that trainees knew what the question was asking, and about the possible answers. Opinions
from the group were elicited on wording and phrasing, and on the set of answers. Changes were made
to some questions, which were projected onto the wall for all the group to see and agree on before
moving on. Where open questions were asked, trainees were trained to record as faithfully as possible
the direct speech of respondents. In the last session, the Government and NGO representatives were
asked to review the matrix to make sure that they were comfortable with how data would later be
entered.

Piloting was held on the next day, 1% October, at the Yenme office as the location was known to many
families in the area. Some parents/carers attended in the morning and some attended in the afternoon.
Most of the parents/carers signed the informed consent form, but where they felt uncomfortable the
interviewer signed that the respondent was happy to be questioned. No parents refused to be
interviewed. After the piloting, the questionnaire was fully translated into Turkmen by the UNICEF
National Survey Coordination Consultant for use during the data collection.

Survey data collection took place from 1 October to 20 November by Yenme staff, in the areas of
Ashgabat, Lebap and Ahal. In total, 150 parents/caregivers who live in the family were interviewed, and
the questionnaire was also administered to 151 children who are in institutions.”® The sample was
evenly distributed across the three regions (some are more urban than others) and the aim was to
achieve a range of disabilities, ages and genders.* Household respondents were identified by Yenme
and from lists of registered disabled children provided by Velayat authorities. The pre-defined questions
were read out to respondents and in most cases the responses were checked off against a set of pre-
tested options. Visiting each individual household, especially outside of Ashgabat, proved to be
cumbersome and timely. Therefore an approach was taken to invite families to one home and interview
them all together. Small gifts were given as an appreciation of the respondents’ time and a leaflet was
handed out by Yenme which gave information what the services they can provide support on. Some
respondents were asked questions in Russian and others in Turkmen depending on their preference.
Where the child was able and willing, he/she participated in the interviews but in most cases this did not
happen.

The government provided permission for Yenme staff to collect data from institutions. Respondents
from institutions were identified prior to the visit of the data collection team, with a request for children
that fit the required criteria in terms of age, disability, gender and so on. The NGO workers first asked to
speak with the parents, and if they were available then the residential institution would facilitate the
meet-up. If the child did not have parents or they live too far away then they requested to speak with
the caregiver who knows the child best, using data from the child’s file if necessary. Coded responses
were regularly entered into the data matrix along with the qualitative data from direct speech. Data
collection was monitored by the international consultants on a regular basis, and the matrix was subject
to qualitative and quantitative analysis.

 The differences between the two guestionnaires were minimal.
BA sample of 151 children in institutions is approximately a 10% sample of all children with disabilities in
institutions in Turkmenistan.

™ An aim was to have a sample that included 20 percent intellectual disabilities, 20 percent motor disabilities, 10
percent low sensory functioning, 10 percent speech dysfunction and 40 percent combined.
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Three focus groups with parents of children with disabilities (total number of participants—25) and
three focus group discussions with parents of children who do not have disabilities (8 participants) took
place across the three regions. Focus groups with parents of disabled and non-disabled children
occurred in the same community for comparisons to be made at the analysis stage. One interview was
conducted with a mother of a child without a disability in Turkmenabat. The qualitative data enriched
and deepened the findings from the survey, providing information on how best to support families to
care for their children in the community, how to work with communities to increase acceptance of
children with disabilities and to reduce discrimination and stigma. It identified gaps in services and
barriers to inclusion.
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Annex 4 Characteristics of the sample of children about whom
data was gathered

Figure 1: Institution/Family setting

m Family ® Internat = Residential kindergarten 24-hr kindergarten

Figure 1 above shows that approximately half of children live in family settings, nearly a third are in
internats and the rest are in residential kindergartens and 24-hour kindergartens. This mirrors the
intention of the study which was to gain results from children in family settings and from children in a
range of institutions in a 50:50 ratio.

Figure 2: Gender of Child
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Figure 2 shows there were 15 more boys than girls in the sample. There were an even number of
females and males in the residential kindergartens and the 24-hour kindergartens, while males were
slightly overrepresented in the family and in the internat (ten and five more males respectively).

Figure 3: Age of Sampled Children
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Figure 3 shows the age distribution of the sampled children. As can be seen, most children in the sample
belonged to the 4-15 age category. There were only children aged 4-7 years old in the residential
kindergarten and there were no older children sampled in the 24-hour kindergarten and only 1 child
that was less than 7 years old in the Internat. Most children based in a family setting were in the 4-7 age

group.

Table 2: Averages and Range for Children’s Age

Family | Residential 24-hour Internat | Total
kindergarten | kindergarten

Mean (to 8 5 6 12 9
nearest year)

Median 8 5 6 10 8
Mode 6 5 6 13 6
Range 14 3 13 12 17

Table 1 shows some summary statistics for age. In general, it shows that the average age was higher in
the Internat, followed by children in family settings and then those in the 24-hour kindergarten. Children
in the residential kindergarten were, on average, the youngest children to be sampled in the survey.

Figure 4: Respondent
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Figure 4 depicts the respondent who answered the survey questions. For children based in the family,
77 percent of respondents were mothers and 14 percent were grandmothers, suggesting that it is
women in the family who spend most time with the children and are deemed most responsible for their
welfare. For children in institutions it is teachers who usually answered the survey questions (85
percent).

Figure 5: Education of Respondents
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Figure 5 shows that respondents that have children in the family have a lower education level than
respondents whose children are in institutions. For example, 91% of respondents in institutions
reported that they have a higher education qualification compared to only 17% of respondents that
have children in the family setting. This is presumably because respondents from institutions are usually
teachers (see Figure 4), and therefore require a university degree for their job. Most respondents whose
children are in family settings only have a secondary education.
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Figure 6: Accommodation type
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Figure 9 provides evidence that children living in institutions are more likely to have a household that
lives in a flat than a house, whereas vice versa is true for children living in families.

Figure 7 Housing tenure
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Building not adapted/suitable for housing | 2
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As Figure 10 presents, most children (69 out of 151) live in a house that is owned by their family. Less
children are from rented accommodation. The vast majority of respondents who answered this question
were answering on behalf of children who were living in families.

Table 2 Frequency of contact reported by directors for children with disabilities in residential boarding schools
of different types
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% of children with Urban Urban Urban Urban Urban Urban Rural Urban Urban Urban Average for
daily/weekly/monthly |helping helping helping boarding boarding boarding specialised [specialised |specialised |specialised [10
contact with family internat internat internat school for |school for |school for |boarding boarding boarding boarding residential
school A school B school C children children children school school school school schools
with with with sight
intellectual |hearing impairment

disabilities [impairment |s
s

daily contact 18% 29% 1% 10% 6%
weekly contact 67% 88% 60% 69% 61% 33% 74% 55% 75% 58%
2-3 times per month 9% 2% 30% 31% 34% 67% 20% 9% 18% 22%
monthly 6% 14% 5% 0% 6% 36% 7% 7%
not specified 57% 10% 7%

There is a difference between the rural specialized boarding school and the other boarding schools
which are all based in urban settings and which have very similar patterns of contact with over 60% of
children having weekly contact and most of the remainder having contact 2-3 times per month. Some
directors report quite high levels - 29% or 18% - of children in their residential schools going home at
night (ie in daily contact with family).

Preparation for independent living

The study examined whether disabled children had developed the basic skills showing their readiness
for independent life. This group of skills include: self-care skills (bathing, toilet, eating and dressing),
daily tasks (using money, transport, shopping, cooking, cleaning, and housekeeping), and readiness for
employment.

Parents of children with disabilities assessed development of self-care skills in their children as follows:
bathing - 24 children (15.9%), toilet - 37 children (24.5%), 46 children (30.5%) can feed themselves, and
33 children (21.9%) can dress themselves. Another group of parents/care-givers teach their children
self-care skills. Most often, the role of adults teaching children self-care skills is played by mothers.
Only in 2 cases, the role of teachers was played by fathers, in 2 cases by both parents, and in 3 cases by
grandmothers. The number of families teaching their children self-care skills is greater than the group
of children with developed self-care skills. According to study findings, 47 parents (31.1%) teach their
children to bathe themselves, 46 parents (30.5%) teach their children to use toilet, 44 parents (29.3%)
teach their children to feed themselves, and 53 parents (35.1%) teach their children to dress
themselves.

The group of parents/care-givers who do not teach self-care skills to their children is even more
numerous. 64 parents/care-givers (42.4%) do not teach their children to bathe independently, 51
parents (33.8%) do not teach their children to use toilet, 43 parents (28.5%) do not teach their children
to feed themselves, and 48 parents (31.8%) do not teach their children to dress themselves. To specify,

parents gave the following arguments: "doesn't understand, serious diagnosis", "small, not adapted" (6
years old, ICP), "doesn't learn, it's too early" (6 years old), "won't learn it", "won't be able to", "won't
learn it, is mentally retarded", and "doesn't manage". All these explanations show underestimation of
the possibilities and capacities of the child, unwillingness to think about the child's future and the need
to lead an independent/relatively independent lifestyle. "Doesn't learn (to feed themselves), poor
appetite, it's easier to do it myself" (6 years old), "doesn't learn, won't manage alone" (12 years old,

mental retardation).

39.3% of institutionalized children have developed such self-care skills as using toilet, feeding, and
dressing. The ability to bathe independently has developed in a less number of children (29.3%). 29.3%
children need assistance of an adult in order to bathe and are in the process of learning this skill. 22.7%
children need help in order to learn using toilet, feeding and dressing. Most often, the adult helping and
teaching self-care skills to the child is a teacher at the boarding school (13.3%) or the child’s mother
(4.7%).

Among daily and routine actions considered in the process of study, the focus was placed on the ability
to use money and transport, to go shopping, to cook, to clean and to do housekeeping. The collected
information shows that institutionalized children have different levels of ability to perform daily tasks: 8
children (5.3%) can use money, 8 children (5.3%) can go shopping, 13 children (8.7%) can clean, and 12
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children (8%) can do housekeeping. At the same time, none of the children can independently use
transport or cook. Nevertheless, children learn to manage with the daily tasks with the help of their
mothers, fathers, grandmothers and educators: 26.7% learn using money, 30.7% using transport, 30%
cooking, 28% cleaning, and 28.7% housekeeping. According to the data, 11 children (7.3%) do not have
and do not learn skills to perform daily tasks.

As for development of abilities to perform daily tasks in children from families, parents/care-givers
assessed independence of children in everyday life as follows: 13 children (8.6%) can use money, 6
children (4%) can use transport, 12 children (7.9%) can do shopping, 8 children (5.3%) can cook, 16
children (10.6%) can clean the house, and 22 children (14.6%) can do housekeeping. Parents teach their
children to do the following: use money - 21 parents (13.9%), use transport - 21 parents (13.9%), go
shopping - 22 parents (14.6%), cook - 24 parents (15.9%), clean the house - 29 parents (19.2%), and do
housekeeping - 27 parents (17.9%).

Most of parents/care-givers do not develop abilities to perform daily tasks in their children. Thus, 71
parents (47%) do not teach their children to use money, 77 parents (51%) do not teach their children to
use transport, 72 parents (47.7%) do not teach their children to do shopping, 71 parents (47%) do not
teach their children to cook, 59 parents (39.1%) do not teach their children to clean the house, and 56
parents (37.1%) do not teach their children housekeeping. The motivation behind can be explained by
parents' distrust, underestimation of their child's abilities: "doesn't learn anything, because doesn't
understand, it's too difficult for her”, “he won't be able to do it on his own”, “we don't teach going
shopping, because it's unnecessary", "doesn't learn, she's too little, there's no need", "in a wheelchair".
Some explanations reflect lack of an adapted environment: "doesn't learn to use transport, won't
manage, it's dangerous, if there had been a special transport than would have used it". The role of
people who help children acquire skills to perform daily tasks is played by the same people who help
them acquire self-care skills: most often, these are mothers, in some cases — the child’s father,
grandmother, sister.

Lack of understanding, distrust in children creates barriers to learning skills of independent everyday life
organization and satisfaction of daily needs. This attitude and applied educational strategies do not
contribute to development of children's independence; on the contrary, make them more dependent on
the care-givers.

Parents/care-givers were asked whether they knew what their children would like to do in the future.
Only 12 parents (7.9%) know/have talked to their children about it. Among the mentioned professions:
"IT", "would like to become an imam (clergy)", "a singer". 43 parents (28.5%) answered negatively, and
23 (15.2%) said they did not know. Arguments supporting unawareness: "l have been thinking about it,
but most probably he won't be able to" (a child in a wheelchair), "doesn't know what would like to do",
"will she be able to do it?", "nobody is going to give a job anyway", "where can he go with his
diagnosis?", "there's no need, the child's got a mother", "cannot decide, doesn't understand". The
received answers show parents' unawareness about the capabilities of their child, especially in prospect,
as well as about total unawareness about the possibilities of professional integration of children with

various health conditions.

The study was interested in preparation of children with disabilities for employment and their career
orientation. Parents/care-givers told about the preparation of children for employment and assistance
they were receiving in this process. Only 3 parents said they were teaching their child occupational
skills: "career orientation, learns, grandmother", "learns, mother". 17 parents (11.3%) said they did not
teach children and 5 (3.3%) said they knew nothing about this aspect: "Learning a trade - no, doesn't
learn, there's no possibility, we haven't thought about it". The rest (83.4%) did not answer this
question.

As for the future employment of institutionalized disabled children, no answer was received with regard
to the desired future for the children. All the received information consisted of negative answers and no
answers. The received answers showed total unawareness of educators and teachers about their pupils'
plans for the future. Moreover, children in institutions do not receive any help in preparation for future
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employment: help in career orientation, job search, according to the received data, they do not learn
the basics of a trade. Such findings could be conditioned by the young age of children or lack of the
corresponding components in the syllabus of special residential institutions.

Information channels trusted by parents

The responses of parents/care-givers themselves is covered in the first column and the opinion of
residential staff about where the parents of children in residential care could find information are
recorded in the second two columns:

For parents of disabled children No. of | For parents of institutionalized | No. of
Healthcare institutions 64 National TV 91
National TV 41 Healthcare institutions 57
Social Welfare Office 38 Local TV 55
Neighbors 31 Local newspaper 52
Local newspaper 29 Educational institutions 46
Friends 28 Social Welfare Office 7
Local TV 26 Khyakimlik 7
SMS to mobile telephone 21 Neighbors 5
Khyakimlik 14 Radio 5
National newspaper 13 Friends 3
Public information board Public information board 3
Internet (e-mail or social media) SMS message to mobile phone 3
Educational institutions 10 National newspaper 3
Radio 9 Internet 1
Billboards 6 Billboards 0
Religious organizations or mosque | O Religious organizations or mosque 0

Among other information communication channels acceptable for parents of children with disabilities,
they mentioned: "community-based non-governmental organization" (referred to in 11 cases), "calling

on the home telephone", "gathering people in a place and telling them, maybe at NGO", “putting up
information at banks, kindergartens".

According to the opinion of residential institution staff, the most adequate ways of transmitting
information on social services are national and local media, healthcare and educational institutions.
High level of trust by residential institution staff in educational institutions as the source of information
about social services is conditioned by high appreciation of institutions in the system they belong to.

The received data shows that the most suitable way to inform parents with disabled children is through
healthcare institutions - by GP or medical specialists. Because of the health condition of children,
physicians are perceived by parents as competent, most frequently visited specialists who can provide
all kinds of information related to child care and treatment. Mass media (national and local) are also
part of the most trusted sources. Information transmission by word of mouth from other parents with
disabled children and neighbors is also significant. A non-governmental community-based organization
as a source of information for parents was indicated only in 11 cases.

Needs of children and families — survey respondents perceptions

Children in families — parent responses 1 2 3 4 5
Needs No Yes, some | Yes, a lot of | | don't | | don't
help help know want  to
answer
a) In daily child care: toilet, feeding, dressing, bathing 74 40 28 - -
b) To learn to communicate and develop a good 97 26 15 1 -
relationship with the child
c) To improve your parenting skills and to manage the 83 15 20 2 -
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behavior of your child and other children (if any)

d) To reduce stress in the family or to improve relationships 89 21 24 2 -
between family members

e) To learn more about activities or clubs for the child 23 47 66 1 -

f) To help the child make friends at school, at home, in the 70 36 15 - -
neighborhood

g) To help the child learn self-care skills 39 47 48 1 -

h) To help the child get ready for independent life 28 46 56 1 1

i) To help the child in getting to school, kindergarten and 78 27 21 2 -
other places of activities

j) To help the child do better at school 75 35 20 - -

k) To get access to assistive technologies for the child 40 31 62 - -

) To get access to the services of qualified healthcare staff 15 26 93 - -
for the child

m) To claim benefits or material aid for the child or the 37 34 62 - -
family

n) To you or other family members to solve problems of 127 - 5 - -
alcohol, drug or other type of addiction

o) To you or other family members to manage such issues of 98 18 16 1 -

mental health as depression

p) To help the child better communicate with you and other 87 21 19 1 2

family members

The data from the table shows that families with disabled children need most help in terms of getting
access to services of qualified healthcare staff, to activities and clubs for the child, to assistive
technologies for the child, as well as to material aid to cover the child treatment-related needs.

Additionally, the study gathered information about help and support required by families with disabled
children. The received data shows that material aid for medicine procurements and child treatment is
most needed by families (66 people - 44%), only one family said they did not have any financial
problems. 19 respondents (12.7%) need help in solving a housing issue: getting housing, expanding the
living space, exchange of housing for the ground floor ("we live on the third floor"). Also, under the
types of help needed by families, they mentioned: psychological counseling and moral support (8
respondents), information and literature for parents (5 respondents), food packages (9 respondents),
and help in getting disability certification (4).

Additional information about the help needed for the child included: quality and free-of-charge
treatment, including abroad (28); qualified specialists (36), such as physicians, speech therapists,
disability correction specialists, teachers; free-of-charge medicines - "the expensive ones" (16); support
technologies, such as wheelchairs (12), walking aid (2), orthopedic footwear (2), hearing aids (2), toilet
bowl! (1). Families indicated the need for specialized and support services for children: specialized
centers (3); free-of-charge massage (4); child development places/programs (15), communication with
children and time-spending/activities (13); health resort therapy (4); taxi/transport adapted to the
disabled (2); training programs for independent living (2); diapers (5). Also, some parents mentioned
the need for help to pass the medico-educational commission, to get the child employed, to enroll them
in school.

The knowledge of residential institution staff about the needs of children with disabilities and their
families (150 respondents) is presented in the following answers.

Children in residential institutions — staff responses 1 2 3 4 5
Needs No Yes, some Yes, a lot of | | don't
help help don't want to
know answer

Help for the child
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a) In using toilet, feeding, dressing, bathing 17 44 - - -

B) To learn communicating with you and other 17 43 1 - -
staff/children

c) To improve school performance 2 57 2 - -

Help for the child's family

d) To reduce the level of stress in the family or to improve 4 42 1 14 -
relationships between family members

e) To help the child get to the boarding school or other - 46 - 14 -
places of activities

f) To have access to assistive technologies for the child 1 12 14 - -

g) To have access to services of qualified healthcare staff - 45 15 - -
for the child

h) To receive benefits or material aid 15 12 - - -

i) For family members to solve a problem of alcohol, drug 1 13 - 14 -
or other addiction

j) For family members to manage problems of mental 34 11 - 14 -
health, such as depression

Help for staff

k) To learn communicating and to develop a good 15 45 - - -
relationship with the child

) To improve your child care skills and to manage the 17 10 - - -
behavior of the child and other children

m) To find out more about the activities for children in the 3 23 1 - -
town/village (beyond the boarding school)

n) To help the child make friends with other children at the 18 10 - - -
boarding school

o) To help the child learn self-care skills 16 11 - - -

p) To help the child get ready for independent living 2 25 - - -

Additionally, residential institution staff indicated the needs of families for the following types of help
and support: financial aid (3), assistive technologies (2), housing conditions (2), as well as free-of-charge
treatment for children, "taxi for disabled". At the same time, 2 respondents mentioned that those
families did not need help, "everything is alright".

General wishes of parents/care-givers (according to respondents)

The need in quality services and qualified specialists:
Healthcare and rehabilitation services

Good treatment;

Qualified physicians for children to feel the same as the healthy ones;

ICP rehabilitation centers - massage, herbal treatment, invitation of foreign experts to exchange
experience, prescribe treatment;

Experienced physicians, Experienced physicians, Experienced physicians;

Physicians’ integrity, awareness, moral support, regardless of the financial situation of parents;
More attention on the part of the Health Center, no need to wait in line to see the doctor,
respect for such children. Help in getting hospital admission, inpatient treatment - free of
charge and other facilities. Sanatoriums and health resorts are not covered by health insurance
- it has to be dealt with;

There is no social assistance in velayats. To build rehabilitation centers in velayats, specialized
schools;

To examine parents before child birth for less children with disabilities to be born.

Educational and developmental services
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"There is a need for qualified teachers, speech therapists, disability correction specialists, music
teachers. To open specialized centers or clubs to spend time, communicate and develop. There
is a need for learning guides";

Specialized teachers, specialized speech therapy kindergartens;

There is a need to open more specialized centers, more specialists, since nobody knows we have
such children. There is a need to open rehabilitation centers with qualified specialists, as well as
a possibility to invite ICP specialists from other countries.

Preparation of children for school, education, preparation for independent living;

There is a need for special kindergartens and schools; clubs and activities for such children;
specialists: speech therapists, psychologists.

To create groups for children with mental retardation by specific issues. To divide groups by
diagnosis. To invite specialists from other countries, maybe on a contract basis (China?), very
beneficial for children;

Special centers, inclusive schools. Centers to bring the child for a day, for 3-4 hours. Information
on child care, development, how to develop him/her; specialists; specialized centers for various
categories of children located in the city;

Schools for such children, for them to want to stay there, good food, to be possible to leave
them there for the whole day. If it were possible to leave him for a while without worrying. For
these children to learn and be literate.

Social integration and employment

More communication is needed;

More clubs, to take them to entertainment places, concerts, theaters;

Trips to the seaside (Yenme organizes);

To open afterschool centers for children while their parents are at work; specialized teachers in
those centers;

Creation of places, where it would be possible to leave the child for a while, to have rest;

Flexible working hours of specialized staff;

To open a center for ICP children with qualified staff (swimming pool, massage, exercise
equipment, gymnastics, warm swimming pool) all specific conditions in one place;

There are not enough specialists in the country to work with such children; there is a need for
specialists to have special training and their activities with children to be effective;

Provision of transport for school activities (boarding schools to have their own transport);

There is a need for more organizations to teach and employ people with disabilities;

There is a need for professional fulfilment possibilities for disabled children.

Attention and help on the part of the state:

For the adopted laws to be implemented. For the state to hear us and understand;
There is a need for attention on the part of the state;

The state has to provide for trips to the seaside, for treatment abroad;

More attention to families, to help them;

Examination is costly - it has to be free of charge;

More attention to children;

The state has to take care of children, more charity organizations.

Living conditions and accommodated environment

Housing. Provision of housing on the ground floor, expansion of the living space;
Work;

Adapted living conditions;

Pavements and crossings for children with disabilities;

Adapted transport;
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Inclusive schools;

To improve material and technical endowment of special institutions for children with
disabilities;

To have special tables, chairs, furniture;

Access to assistive technologies.

Attitude to disabled children and their families

For our society to accept children with disabilities, benevolent attitude towards them in
healthcare institutions, healthcare staff to visit and treat them at home more often;

For the employer to understand and help. For people to be informed about persons with
disabilities, about their problems. For people to know about their rights;

Equal chances for these children in the society;

Accommodation in the society, communication with healthy children, to look at healthy
children, where they would not bully him;

The state has to help children with disabilities more, to giver diapers, medicines free of charge;
More community-based organizations;

For the child to have a future related to their adult life in the society, not being embarrassed in
front of other people, not to be pointed and laughed at.

General wishes of residential institution staff (according to respondents)

Among general wishes, there were: change of people’s attitude towards children with disabilities;

"possibilities for professional fulfilment of children with disabilities are needed in the country"; a need

for care on the part of the state; a need for specialized physicians, speech therapists, nutritionists; a

need for rehabilitation centers, free-of-charge sanatoriums, specialized kindergartens and schools;

autism has to be recognized as a diagnosis. A number of residential institution staff mentioned: for the

child to have a future related to their adult life in the society, not being embarrassed in front of other

people, not to be pointed and laughed at.
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Annex 5 Full, final questionnaire for Children in Families
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MHTepBbLIO O pebeHKe-UHBanuae B ceMbe

KoHTakTbI

BenaaTt

OTpan/ropop

Ceno

Wmsa pecnoHaeHTa

Agpec pecnoHgeHTa (ynuvua, Homep gomMa)

OomawwHnin / MobunbHbin TenedoH

Jata Havano KoHrel,
[eHb Mecsu, Mg Yac MwuHyTa Yac MuHyTa
[ata n Bpems Bu3nTa
BTopow Bu3uT (rpu
Heobxodumocmu)
PesynbTtat 1 = 3aBeplueH
UHTEpPBbLIO 2 = He 3aBepLueH

3 = He 6bIno nHTepsbio — Hanuwmnte koMMeHTapumn

Ecnu He 6bino
UHMEpPBbLIO,
006bsACHUTE No4vemy,
N Kakue mepbl Obinn
nNpeanpuHATLI YTO
Obl npoBecTyn
WHTEPBbIO

Komanpa Nms [ata Moanuceb

OeHb | Mecsu,

WHTepBbloED

MpoBepun:
cynepsansep

A cornaceH/Ha Ha npoBeAeHWe NHTEePBbLIO NPO CBOEro
pebeHka

(noanuce pecnoHaeHTa 1 garta)

PecnoHaeHT gan YCTHOE cornacume Ha npoeegeHmne MHTePBbHO NPO CBOETO pe6eHKa

(mnoanuck uHTepsbloepa 1 aata)

BsoaHasa yactb
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Al COTPYAHUK HenpaBUTENbCTBEHHOW opraHusauymn Yenme (FocypapcTBeHHblt KomuteT CTaTUCTUKM...
MuHuctepcteo Tpyaa 1 CoumanbHoi 3awmThl...), Kotopyto KOHUCE®D TypkmeHuctaH 1 MNpaBUTensCTBO
TypKMeHMCTaHa NONPOCUAN NPOBECTU AAaHHOE MHTEPBbIO, B PAaMKax UCCAEA0BAHWUA CUTYaUUU AeTen C
MHBAaNMAHOCTbIO B TypKmeHucTaHe, nposogumoro HOHUNCED®om coBmecTHO ¢ [lpaBUTENLCTBOM
TypkmeHuctaHa. Yenme ABnsfeTcA o6LLECTBEHHOM oOpraHu3auumen, Kotopaa paboTaeT ¢ AeTbMMU C
WMHBANIMOHOCTBIO U UX CEMbBSAMMU, A TAK¥Ke CO B3POC/IbIMU NHOAbMMU C MHBANMAHOCTbO (FOCYAapCTBEHHDIM
Komuter Cratuctuku ssnasetcsa .. MuHuctepctsa Tpyaa v CoumanbHol 3auwuTbl...). UccneposaHue
NpPoXoaMT NOA 3rMA0M WM NPU NOAAEPMKKE TPynnbl MEeXAYHApPOAHbIX 3KCMEPTOB, KOTOPble TaKkKe
paccMoTpPAT BCHO MHPOpPMaLLMIO, COOPAHHYIO B paMKax UcciefoBaHUA, N cocTaBAT 0b aTom otyeTt. OTyeT
6ynet cnocobcTBoBaTb MHGOPMMPOBAHMIO NMOAUTUKM U Nporpamm [lpasuTenbctBa TypKMeEHMCTaHa B
OTHOLWEHUM AeTel C MHBAIMAHOCTbIO, B 0COBEHHOCTU, PA3BUTUIO COLMAbHbIX YCAYT ANA 3TUX AeTeln u
ux cemenn. CoumanbHble YCAYrM 3TO Te YCAYrK, KOTOpble XAKUMAbIK WAW HenpaBUTENbCTBEHHAs
OpraHu3auma MoryT NpeaocTaBaATb CEMbAM, KOTOPble NOMOraoT MM yXaxusaTb 3a geTbmu. Okono 300
Nofel, ocyWwecTBAAOWMX YyXO4 3a AETbMU C WUHBA/NIMAHOCTbIO B TPeX BenadATax MPMMyT yyacTue B
uccnepnoBaHun. Bce cBepeHuMsA, KoTopble Bbl npegocTasute, OyayT MNOAHOCTbIO @HOHUMHBIMW, U
BK/ItOYEHbI B PUHANbHbIA OTYET, Hapady ¢ MHbOPMaUMen, NPeaoCTaBAEHHON APYTUMU POAUTENAMM,
oneKkyHamu Man/m BocnutaTeNsmu. Yyactve B AaHHOM WMCCNEAO0BaHMM He NPpUHeceT BaM WM Ballei
CEMbe HW BbIrOAbl, HWM Bpeda. OTO BaW LWAHC MOAENUTBCA OMbITOM BOCMUTAHUA pebeHKa ¢
WMHBA/NIMAHOCTbIO M COAENCTBOBATb pPaspaboTKe peKoMeHAauMi MO YyAy4ylleHWIo YCAyr AnAa neten ¢
WHBANIMAHOCTBIO, M UX cemeil. He cywiecTByeT NpaBu/bHbIX MAWM HENPaBU/bHbLIX OTBETOB Ha BOMPOCHI,
KOTOpble Mbl NJAaHMpyem 3afaBaTb. loxanylicta, nepecnpocuTe, ecam BONpPoC He NOHATEH, U, MPOCUM
BaM, [aBaTb NpaBAMBble U UCKPEHHME OTBETbl. B ciyyae, ecin Bbl He XOTUTE OTBEYaTb, Mbl B 0601
MOMEHT MOXeM NPeKPaTUTb 33[3aBaTb BaM BOMPOCbI, Mbl MOXEM MepPenTn K ApyrMm BOMPOCaM.
OnpocHuk 3aiimetr npubamsutensHo 30-40 MuHYT. Bbl no3Bonsete mMHe 3a4aBaTb Bam BOMPOCbI U
3anucbiBaTb OTBETbI B AaHHOM BOMPOCHMKe? [lo)KanyiicTa, noaTBepguTe Bale coriacue 34echb
(monpocums nonucame, ecau He xo4em, Mo noONUWUME CAMU, YMO YCMHOEe CO2/acue Mosay4YeHo).
Mepen Tem, Kak Mbl HAYHEM, Y BaC eCTb KO MHEe BOMPOCbI, OTHOCMTENIbHO MccnenoBaHmAa? MNoxkanyicta,
noATBepAMTe, 4YTO Bbl (MMA pecnoHAeHTa) fBAsfeTecb MaTepblo/oTuom/onekyHom/BocnuTaTenem
pebeHKa (Mms pebeHKa) — MHe HYXKHO YAO0CTOBEPUTLCA B 3TOM, MPEXKAE YEM Mbl HAYHEM, HO S Bam
HaNOMMHalo, YTO MHTEPBbIO ByAEeT NONHOCTbIO aHOHMMHbIM. Cnacubo.

Ecnn pebeHOK C MHBANWMAHOCTBIO MPUCYTCTBYET BO BPeMA WMHTEPBbIO, U ecin pebeHoK npoasaseT
MHTepec M cnocobeH y4yacTBoBaTb B cobeceaoBaHUKM, TO HeO6XOAMMO 3aunTaTb AOMNONHUTENbHOE
ob6palleHne, N0 MMMO TOrO, YTO 6bIN0 NPUBEAEHO BbILLE:

Mory 1 s NOroBopuTb € BaliMm pebeHKom (MmaA)? Tbi cabiwan(a) o Yem mbl TOBOPUAN? ITO NOHATHO?
Bonpocbl, KOTopble s Xo4y 3a4aTb TBOEM Mame (nane, ofneKyHy, Bocnutatento) — o Tebe 1 TBOel cembe,
TBOWX APY3bsX, 06pa3oBaHNK, 310POBbE, 3aHATUAX — O TBOE }KN3HKU. ECIn Xouellb 0TBeYaTb,
nokanyincra, oTBeyal, Ho Tbl He 06513aH(a) 3To AenaTtb. MorKelb NONPaBUTb K060 OTBET, KOTOPbIM
OatoT TBOW poguTenm (oneKkyH, BocnutaTteb), M 06aBUTb TBOM COOBCTBEHHbIM OTBET. A cNpaliMBao Mamy
(many, onekyHa, BocnuTaTena) NoTOMy YTO OHM 3a TebA B OTBETe Nepes 3aKOHOM, M NOTOMY YTO
HOHUCE® u Mpasutenbcteo TypkMeHMUCTaHa B 3TOT pas XOTAT rOBOPUTb BosbLIe C pOogUTENAMU, YEM C
OETbMM, NOTOMY YTO OHM AYMALOT, YTO B3POC/Ible MOTYT NOMOYb 6onee NPaBUAbHO ONMCATb CUTYaLMIO
AeTel C MHBAaIMAHOCTbIO, U MX cemeit. Ho Mbl 3Haem, UTO IeTU TOXKe MOTYT AaTb BaXKHY0 MHPOpMaLMIO
M BbICKa3aTb LEeHHble MHEHMUA, U A Xo4dy YTobbI Tbl ceba yyBcTBOBaN(a) KoOMbOPTHO U Noaenunnca(nack) ¢
HaMM, eC/i1 Tbl 3TOrO Kesaelb. MNpowwy Tebs, He cTecHANCA NpepPBaTb MEHS, €CM Tbl YTO-TO He
NMOHMMaeLIb 1 Xouellb YTobbl s NOBTOPWUA(a), UK He Xo4ellb OTBeYaTb Ha Kakne-nmbo Bonpochi.
Xopouwo? Cnacubo.

A OcHoBHble cBeaeHus
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1. Uma™® pebeHKa c UHBaNNMAHOCTbIO, ABAAIOLLETOCA NPEAMETOM JaHHOTO MHTEPBbLIO
Mon1d M 200 XK

2. Tae Bbl NpoXKuBaeTe/cemba pebeHKa NnpoXKusaer? ropoa/ceno

3Tpan Benaat/Topog,

3. [ara poxpeHus pebeHka mecaL, rog,

4. Kem Bbl npuxoautecb pebeHKy (ums)

100 Mare 20 Oreu, 301 Babywka 41 Aeaywka 501 BocnutaTtens yupeskaeHna 61 Mpenogasatens

yupexkaenus 7] NHoe (noxanyicra, yKarure)

5. Bawe o6pasoBaHue:

100 HauanbHoe 2[] He3akoHueHHOe cpegHee 3] CpepHee 4[] CpepHee TexHuueckoe 5[]
Bbicwee

6. Bawa/ pogutens pebeHKa 3aHATOCTb U TPYAO0YCTPOUCTBO

a). Bawa (poauTtenn pebeHKa) 3aHATOCTb: 1] Tpyaoyctpoer 2] lomoxo3aika (paboTHUK no

nomy) 311 bespabotHbiit(an) 4[] Ha neHcumn 501 UHoe 6 [1He 3Hatwo0

b) CtaTyc TpyAoycTpoiicTBa BTOPOro poanTens/onekyHa unm Apyroro B3poc/ioro B cembe (ecnm TakoBom
nmeetca): 101 TpygoyctpoeH (Ha) 2] Jomoxosaiika/pabotHnk no gomy 31 BespaboTHbii (an) 4]
Ha neHcuu 501 UHoe 6 (IHe 3Hato

7. Baw rpa)kpaHCKuii ctaTyc / rpaXaaHcKuii ctaTyc poguteneii pebeHka: 1] He »keHar (He
3amy»Kem) 201 Xenar (3amyskem) 3] Bpoosey, (Bgosa) 4[] PassepaeHHbI (aa) 501 NHoe

(ykazams) 6 [1He 3Hato

8. Bawwm getn / (6patba/cectpbl pebeHKa):

No. loa PoxaeHua Mon PebeHoOK nocelLaeT AETCKUI cag MW LWKoNy?

Oa Het He 3Hato

9. (Tonbko 0as podumeneii) KTo-HMbyab nomoraer Bam yxa>Kusatb 3a pebeHkom/aetrbmu? (MoxHo
8bibpameb n0boe Koau4ecmso omeemos)

15 <
3ameTKa MHTepBbloepy — B Aa/ibHeNLWem UCcnonb3yeTe MMa pe6eHKa B BOMPOCaxX BMeCTO CnoBa ((pEGEHKa»
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Bceraa NHoraa Hukorga

1. PoAcCTBEHHUKM, KOTOPbIE NPOXKMBAIOT C BaMK 1 2 3
2. PogcTBEHHMKM, KOTOPbIE HE MPOXKMBAKOT C BAMMU 1 2 3
3. BonoHTepbl n3 HIMNO 1 2 3
4. lpy3ba 1 cocegmn 1 2 3
5. BTopo# pogutens pebeHka, KOTOpbI He NPOXMUBAET C BaMu 1 2 3
6. COTPYAHWNKN roCyAapCTBEHHbIX CNYK6 1 2 3
7. Mpouune

10. Obuiee KONMUYECTBO NI0AEN, NPOXKMBAIOLUX COBMECTHO C BaMM /B cembe pebeHKa:

Hazosute uneHos cembu: 1] Mama 20 Oteuy, 3L PebeHok 4[] babywka 501 Jeaywka
601 bpat 701 Cectpa 801 Apyrue (yKkaskute) 9 [JHe 3Hato

11. XXunuwHble ycnosusa:
B KaKMX XMUAULHBIX YCNOBUAX Bbl U Balla CEMbA NpoxunBaeTe /cemba pebeHKa NposkmBaeT?
10 ksaptnpa 200 gom 3 [He 3Hatw

370 )kunbe: 10 CHumaem 2] fiBnaerca Hawel (cembn peberka) cobeTeeHHocTbio 311 ABnaeTca
cobCcTBEHHOCTBIO Apyrux uneHos cembn 4[] MNpepocTasneHo rocyaapcTsom ansa 6ecnnaTHoOro Hama

501 UHoe (yKaxkuTe) 6 [1He 3Hato

12. KaK Bbl MOKeTe OnucaTb 3KOHOMUYECKYIO CUTYaLMIO Balleii ceMbM /cembu pebeHKa? ([lpoymume
u 3adalime sorpocel cobeceOHUKY, Ymobbl OH Mo2 8bI6pPAMb MOILKO 0OUH M00X00Auwuli omeem unu
dalime emy pacrie4amaHHbIli 80NPOCHUK, Ymobbl OH Mo2 NpoYumams U 8blbpams omeem)

1. |YHac (HMX) HET AOCTaTOYHO AeHer Ha eay

2. |Y Hac (HMX) gOCTaTOUHO AeHer Ha eay, HO MOKYMKa oaexabl npobaemaTtmyHa

3. |Y Hac (HMX) BOCTaTOYHO fieHer Ha eay, O4eXay, U MeNKue 3NeKTpuYeckue 1 6biToBble NPUbopbl, HO Hb10 bbl
TPYAHO KyMUTb TENEBU30P, XONOANbHUK, AN CTUPANbHYIO MaLLNHY

4. Y Hac (HMX) fOCTaTOYHO AeHEr Ha NOKYMKM KPYMHbIX BbITOBbIX NPeAMETOB, HO HEAOCTaTOMHO A NOKYNKK
MaLLMHbI

5. |Haww (1x) soxoabl NO3BOAAKOT KYMUTb BCE, 32 UCKNIOYEHMEM KPYMHbIX MOKYMNOK, TAKUX KaK KBapTUPa, Y4acToK,
WAu gava

6. |Y Hac (H1x) HeT PMHAHCOBbIX TPyAHOCTEN

7. | A He xo4yy oTBEYaTb

8. A He 3Hato

9. NHoe
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13. CreneHb'® GpyHKUMOHMPOBaHUA OpraHu3ma pebeHKa (Mms):

Kak xopouo Balw pebeHoK (nmsa):

DYHKUUA 1 2 3 4 5

Bunant

Cnblwnt

foBoput

Xoant

Cnaut

MeHAeT NonoXeHue

ObiwnT (abixaHue)

MoHMMaeT peyb UK KecTbl

YcBaunBaert cogepaHue / NOHUMaeT

5 = pebeHOoK NOAHOCTbIO GYHKUMOHaNEeH 4 = cnabas AucdyHKUMA 3 = cpeaHan anchyHKLMA 2 = TaxKenasn,
MOXeT QYHKLMOHNPOBATb TO/IbKO MPKU NOCTOPOHHEN Nnomolm 1 = HecnocobeH GYHKUMOHMPOBATb, AarKe
NpW NOCTOPOHHEN NOMOLLM

15. YpoBeHb chpOopmMUPOBaHHOCTH Y pebeHKa (MMA) HAaBbIKOB N0 CAMOO6CNYKMBAHUIO:

CKO/IbKO NOMOLLYU HEO6XOAVIMO OKa3aTb Bawemy p66EHKy AnAaToro, YyTObbI OH:

[OevictBue 1 2 3 4 5

NPUHAN BaHHY

cxoaun B Tyanet

noen

opencs

5=MO3KeT BbINONHWUTb CAMOCTOATE/IbHO 4 = HyXJaeTca B HEeKOTOPOM MOMOLLM 3 = 4acTo Hy)KAaaeTcA B
MOMOLLN 2 = HY}KJAeTCA B MOCTOAHHOW MOMOLLM 5= HecnocobeH BbIMOHATbL, AaXKe NPU MOCTOPOHHEN
MOMOLLLU

16. MeaMUMHCKKIA guarHos (amarHosbl) nam npobaembl 340p0BbsA (eciv uMmetoTca) y pebeHKa
(nma), W BO3pacT, Koraa 6bia NocTaBNeH AMarHos

MprcBoOEeHMe cTaTyca MHBANMAHOCTU Bospacrt, Koraa 6bi1a NPUCBOEH
CTaTyCc UHBAANAHOCTH

(Pacckasel podumerneli unu 0CHOBHO20 Yes108€KA OCyu,ecmesistoule2o yxoo 3a pebeHKom)

Mo uybeit MHMUMATMBE Bbl 0BpaTU/IMCL 33 NPUCBOEHME CTaTyca WMHBAAWAHOCTM pebeHKa M Kyaa?

Kak npowen npouecc NpUCBOEHUA cTaTyca MHBaAMAHOCTM? Kakue TPyAHOCTM COMPOBOXKAANAM 3TOT
npouecc?

16
(*Ecnu 5-6anoeas cucmema oyeHKU He byoem pabomame, NomMeHaMb Ha 3-X ypoB8Hesy!o).
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Pacckaxkute NPOo Ball ONbIT NPOXOXXAEHUA Komucemm no NPUCBOEHUIO CTAaTyCa NMHBA/TMAHOCTU.

17. Yxop, 3a pe6eHKOMm
a) Kro ABnAeTCcA OCHOBHbIM YE/I0BEKOM OCYLUECTBAAIOWMM yXoa 3a pebeHKkom (uma)?

101 Orewu 20 Matb 301 Babywka 4[] Aeaywka 5[] 6pat/cectpa 6] MepcoHan yupemaeHus-
nHtepHata 7] dpyroe nmuo (yKkasaTb)

b) K10 ewe nomoraetr o0CHOBHOMY YUeNI0BEKY OCYLLECTBAAIOLEMY YXOZ, 3a pebeHKom (uma)?

100 Hwukrto 20O0tvey, 300Matb 4[dBabywka 5000eaywka 601 6partba/cectpbl 701 0pyrue
poacteeHHuKM 8 1Cocean 9 1Apysba 10 1PaboTHMKM mnHTepHaTa 11[1CoTpyaHMKM coumanbHbIX

yeayr/eayx6  (Kto, rae?) 120Yuutena/socnutatenn  (Kto, rae?)
1300MeauumHcknin nepcoHan (Kto, rae?) 140 pyroe nuuo
(ykasaTb) 15 [ He 3Hato
c) PebeHoK (Mms) xuBseT no 6onbLueit YacTu Aoma, C cembein? 100 Aa 200Her

Ecnu HeT, TO rae pebeHoK (MmMA) NpoBoAUT Bpemsa, KOrga OH He HaxoauTca Aoma?

3B nHTepHaTe 4B caHatopun 5018 Apyrom meavLMHCKOM yupeXaeHnm 618
KpyrnocytouHom caguke 7 [ B MHTepHaTHOM aeTckom cagy 8L B gome y poacTBeHHUMKOB (cTeneHb
poacTsa) 9[IuHoe (ykaszame)

d) (moneko 0na pebeHKa e yupexdeHuu) B Kakom Bo3pacTte pebeHOK nonan B yupexkaeHue
Bnepsbie? B kakoe?

B Kakom Bo3pacTte pebeHOK nonan B 3To yupexgeHve?

OTkyaa? Mouemy?

e) (Tonbko 0ns podumeneli unu oCHOBHO20 Yes08eKA ocyusecmensaiouje2o yxoo 3a pebeHkom)
Korpa Bam Hy»KHO BbITU KyAa-HUbyAb, U Bbl He MoXKeTe B3ATb € c060M pebeHKa (Mms), KTo
npucMmaTtpusaeT 3a HUM/Heii?

1] HukTo (pebeHoK ocTaetca oauH, noka A He sepHycb) 201 Otey, 3[1 Martb 4[] babywka 5[]
Oepaywka 61 Crapwuit 6pat/cectpa 7IMnagwmin 6pat/cectpa 81 Apyroi poactseHHnk 9 1Cocep,
1000 Apyr 11[JPaboTHMKM uHTepHaTa 121 CoTpyaHUKM coumanbHbix yeayr/cnysk6 (Kto, roe?)
1300Yuurtens/BocnutaTens (KTo, rae?) 1400 MeaunumHCcKnit
nepcoHan (KTo, rae?) 1500 dpyroe nuuo

b Yuactue B cou,waanoﬁ XU3HU U meponpUuaTnuax

18. BsaumopgeincTBUE C OKPYKAOLWUMHU



CEE/CIS Consultancy Group / Oxford Policy Management

Cembs
h) Ckosibko BpemeHu npoBoauT pebeHoK (umsa) ¢ 6patbamum/cectpammn?

101 Y Hero/Hee HeT BpaTtbes/cectep 2[1Bce Bpems 3[] MHoro spemern 4[] HekoTtopoe
Bpema 5[] Mano Bpemenn 61 Coscem He nposoaut 701 He 3Hat0

Eciv  mano BpemeHM MAM  COBCEM He nNpoBoAUT Bpems, To nodemy? (ObbAcHume)

i) (0na podumeneli unu OCHOBHO20 4esno08eKa ocyuecmeaarwe2o yxod 3a pebeHKom) CKONbKO
BPEeMeHMW Bbl NpoBoauUTe C pebeHKom (nmsa)?

101 Bce Bpema 2] MHoro 3[] HekoTopoe Bpema 4[] Mano spemeHn 5[] CoBcem He NpoBOXKY

3TO NPMMEPHO CKOJIbKO YacoB B AeHb?

Echv mano  uAM coBceM  He  NpoBoAAT Bpema C  pebeHKom  (Mmsa), To  noyemy?
(nodckasKka: epems yxooum u Ha Opyaux demel,
xozsalicmeeHHbie 3a60mbl, pabomy, 3a6omy 0 Opyaux YneHax cembu, Hy#Oarowuxcs 8 yxooe)

Ecnn Bce Bpems, To nouyemy?
(modckaska: pebeHok mpebyem MocmoaHHO20 yxo00a/Had30pa, HeyMeHue coemeliams pasHbie eudbl
desmesibHOCMU, MHO20 NTOMO2arom 0 x03Alicmay YsaeHbl cembu, 0p.)

j)  Bbl nam apyrve yneHbl CEMbW HyXKAaeTecb B MOMOLLY A1A 06ueHna ¢ pebeHKom (Mma)?

100  Jda 2[JHer 3[JHe 3Hal Kakaa nomowpb BamM Hy)Ha, KaK Bbl Jymaere?
(noackasku: eblyyums A3bIK 3HAKOB, 8blyYUMb
anbmepHamusHsie crnocobbl KOMMYHUKQUUU, HAy4umbca MNOHUMAMb 38yKu/peds/wecmol/nosedeHue
pebeHKa)

k) PebeHOK (MMA) HyXaaeTca B NOMOLLM ANA YCTaHOBNeHUA B3aumooTHoweHunin? 1004a 2[Het
3[He 3Halo. Kakas nomoulb emy (en) HY»Ha, KaK Bbl aymaete?

Zlpy3bs U posecHUKU

[) Y pebenka (umsa) ectb apy3ba? 1L10a 2[JHet 3[He 3Hato

Ecnm aa, To Kak 4acto oH (oHa) ¢ Humu BeTpedaetca? 1L 1Kaxabii aeHb 2 [pas 8 Heaene 3L pas

B mecay, 4[10pyroe 5 [1He 3Hato
roe? 100doma 2 [IBo asope 301 B mnHTtepHate 4L]0pyroe mecro 5 [dHe
3Halo

m) PebeHoK (Mma) BbixoauT urpatb ¢ apyrummn getemun? 101  fAa 2[JHer 3[JHe 3Hato. Tae oHu
urpatoT?

10]doma 2 [1Bo gsope 3[] B uHTepHate 4L]1[0pyroe mecto 5 [JHe
3Halo
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n) (anAa petei, noceuwawowmx WwKony) PebeHoK (MmA) nmeer apysent B wKone? OHM BMAATCA 3a
npegenamu wrkonbl? 1 L1 Aa 2[0Her 3[JHe 3Hawo loe?

1000doma 2 [IBo psope 301 B uHtepHate 4L]10pyroe mecto 5 OHe
3Halo

19. O6paszoBaHue 1 yueba

g) PebeHok (uma) xoauT B WKoNY (caguk, KonneoxK, BY3) unam nonyyaer obyyeHune Ha gomy? 1[1/[a

2[JHet. Ecau HeT, TO novemy?
h) Mpoxoaun nn pe6eHok Meauko- Meparornyeckyto Kommncenio? 10 0a 2[0Het 3[He 3Hato.
i)  Ecnum nocewaeT, To Kakoe yupexxaeHue noceliaet pebeHok (ums)?:

100 powkonbHoe yupexgeHne 201 HavanbHaa wkona 3] cpeaHaa wkona 4[]cpeaHee
cneupanbHoe 5[ Bbicuiee o6pasosaHme 61 NHoe

Tun obpasosatensHoro yupeskaeHusa: 101 untepHat 2 [lnatmaHesHbit nHtepHaTt 301 cney wkona
4[JobuweobpasosatenbHan wKona 5L ]obyveHne Ha gomy 61 NHoe

(dns demeli Ha domawHeli yyebe nepexodume Ha eonpoc 18e)

PebeHOK (Mms) nocewaeT yupexkaeHune B Kaxapii aeHs? 1010a 2[JHet 3[JHe 3Hato. Ecau HeT, TO
noyemy?

PebeHKy (Mma) HpasuTtca xoautb B wkony? 1000a 2CJHet 3C]He 3Hato

Ecnv pa, To UTO UMEHHOo emy (ei) HpaBuTca Tam? Ecan HeT, noyemy?

i) Ecnm xopmT B LUKOAY, KAK MHOFO BPEMEHU YXOOMT HA A0POTY A0 LWKO/bl KaXKAbIN AeHb? Kak
pebeHokK (nma) nobupaetcs no LWKOANbI?

k) Ecnu nonbsyetcs obyyeHMem Ha JOMY, KaK 4acTo MPUXOAUT yuuTenb? CKroNbKO
BPEMEHW MNPOBOAUT C HUM (Hel) yuutens? Kak Bbl OTHOcUTECb K Yy4yebHoM
nporpamme ana pebeHka? PebeHKy (Mms) HpaBaTcAa
3aHATMA? MNoyemy HpaBsaTCa? Moyemy He
HpaBAaTca?

[) Kak Bam KakeTcs, pebeHoK (MmA) noayyaeT KayectBeHHoe obpasosaHne? 1[1[a 2[1Het 3[1He
3Hato. Kaknm 06pasom oHO MOKET ObITb YAy4LLIEHO (eCn 3TO BO3MOXKHO)?

m) PebeHOK (MMaA) pocTuraeT Kakue-nmbo pesynbratbl B 06yueHnn? 1000a 2 0Het 3[JHe 3Hato

Kakvme pesynbTaTbl/ycnexu Bbl 3amMeTMan B ero/ee obyyeHun? (ymeHue, nucomo, O0p.)

20. Urpa n pocyr (nyHkmel a-d 018 cmapuwiux 0emel, e 018 ecex demeli)

g) PebeHoK (MMs) yyacTByeT B Kakux-nmbo 3aHaTuax, kpyxkax? 1L10a 2[JHetr 3[]He 3Hato Ecau Her,
TO noyemy?




h)

i)

k)
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Ecnn aa, o B Kakmx? 10 ]cnopt 21130 3L Imysbika 4[1teatp/TaHupl 501 apyroe
rpe?

ECTb M KakMe-IMbo KPyXKW, B KOTOPbIX pebeHOK (Mmsa) xoTten 6bl y4acTBOBaATb, HO HE MOMKET?
100cnopt 20 nckyccrso, mactepctso 301 mysbika 401 Teatp/TaHubl 51 apyroe

Kak yacTo pebeHoK (MmaA) urpaeT ¢ Apyrumu AeTbMm? loe?

(Ans Odemeli ecex eo3pacmos) YuyactByeT nmn pebeHOK (MmA) TakXe W B APYrUX WrPoBbIX,
passiekaTenbHbix Meponpuatnax? 1[1fda 2[JHer 3[JHe 3Hato. Echv pa, B KaKux
lpe n KaK yacto?

21. NoAroToBKa K CAMOCTOATE/NIbHOM KU3HU (0159 demeli cmapwe 12 nem)

a) CamoobcnykunsaHne — ymeet v pebeHoK (MMA) caMoCToATENIbHO YXaXKMBaTb 3a cOboi? Yuntca v oH
(oHa) aTM HaBbIKam?

[OevictBue Yke moxet | [da, KTo yuuT | Hert, He yunTtca Mouemy?
penatb 31O | yumTca ero
17
CaMOCTOATE/IbHO (ee)™"?

MpuHATUE BaHHbI

Tyanet

Mpunem nuwm

OpeBaHue

b) 3aHATME X03ANCTBOM M GbITOBBIMW PYTUHAMMK — YMeeT nn pebeHoK (MMs) Nosb30BaThCA AEHbramu,
TPaHCNOPTOM, AenaTb NOKYNKu? FOTOBUTb, YyOMpaTb, CneguTb 3a NOPALKOM B AoMe? YUMTCS M OH (OHA)
3TWUM HaBblKam?

[Oevicteue Yxke moxet genatb | [a, KTto  yuut | Hert, He yuuTca Mouemy?
3TO yumTea ero (ee)?
CaMOCTOATENIbHO

Monb3oBatbcA

AeHbramu

Monb3oBaTbeA

TpaHcnopTom

XoAuTb B MarasuH

foTOBUTL

Y6bupatb

Cnegntb 3a
nopaaKom B gome

d) MoaroToBKa K TPyAOYCTPOWCTBY — 3HAET /N pebeHoK (Mms), Kem oH (OHa) xo4eT cTaThb B byayliem?

1008a 200Her 300He 3Hato

Monyuyaet v oH (OHa) 06pa3oBaHMe, YTOBbI HAYYUTLCA BbIMOAHATbL TaKyto paboTy?

17 “ ~
Hanpmmep: Mama, nana, 6a6yu.|Ka, 6paT U cectpa, OCHOBHOM HenoBeK OCyLLeCTBIAOWNN yXo4, BOCNUTaTeb, neaaror, TepanesT nam

Bpay, ncuxonor, COLI,VIaJ'IbeIl\;I negaror n.T1.4.



100a 2C0Her 3[00He 3Hato
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KTo emy (ei) nomoraeT B 3TOM NoAroToBke? (8bibepume nodxodauwue omseemsl)

f)

g)
h)

[Oevicteue Yxe moxet | [a, KTo  yuut | Her, He yuuTca Mouemy?
aenatb 370 | yuuTca ero (ee)?
CaMOCTOATENIbHO

MNpodopueHTauus

Mownck paboTsbl

M3yyaet
npodeccuto

MNonyyaet
Heobxoanmyto
KBanUpUKaumio
(aunnom)

Ecnn HeT, noyemy HeT?
Monyyaemble MeANLMHCKUE YCIYTM NOMOTAOT pebeHKy A1 yaydlleHua:

BHewHue pakTopbl

22. 3p0poBbe U peabunutauusa

EcTb nn y Hero (Hee) aTn ycrpoirctea? 100[a
HacTpoun?

PebeHOK (MMA) HY)KAAETCA B KaKUX-NMBO TEXHWUUYECKMX YCTPOMCTBAX AN NOAAEPMHKM COBCTBEHHOWM
MO6uAbHOCTM, 06LLeHMA, cnocOBHOCTM CTOATb, CUMAETb, BMAETb, C/bllWaTb, BbINOAHEHMA WHbIX
notpebHocten 1[10a 2[JHetr 3[JHe 3Hato0

200Het 3[JHe 3Hawo KTo ux npepocrasun u

PyHKUUA Ja Het He 3Hato | HyxXeH nvM nomolb ¢ 3ToW GyHKUMen?
(ga, HeT, He 3Halo)

3peHus

Cnyxa

Peun

Xoabbbl

CnocobHocTu cuaeTb

CnocobHOCTN MEHATb NONOMXKEHNe

[bixaHna

MoHMMaHWA peun n xectos

YcBanBaHuA cogepkaHme /I'IOHMMaHVIH

(Pacckasel podumeneli u eocnumamenedli)

Kakum obpasom 3TM ycayry nomoratoT? [oxkanyiicTa,
peabuIUTaLMOHHbIX YCAYT ans pebeHKa (umsa)

onunwuuTe BaWw oONMblIT MeAUUUHCKUX WU
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KaK Janeko HaxomAaTca 3Tu ycayru? CKONbKO BpeMeHU Heobxoamumo, 4tobbl Ao
HUX fobpaTbca? Kak Bbl gobupaeTtech Tyga c pebeHkom (Mms)
CKONbKO CTOAT 3TU yCAyrn?

23. CoumanbHble ycnyru un coumanbHaa nogaepiKa

d) Bbl uau pebeHoK (Mma) nonb3yeTech KakMMmK-1M6o coumanbHbimu yeayrammu? 1010a 2[CJHet 3[1He
3Halo

Kakue opraHusauum npepocrasnaot 3tm ycayrn? 100 Xakumauk 200 apyrasa rocyaapcteeHHas
opraHusauma 2L1HNO 3 penurnosHas opranusauma 4 [1¥eHcknin coset 501 gpyran (kakaa?) __ ?
Kakoit Bug ycayr ?

e) Bbl unn pebeHok (uma) nonyyaete coumanbHoe nocobue? 114a 2[JHer 3[JHe 3Hao Kakoe?
Moyemy/noyemy HeT?

f)  WmeeT nn pebeHok (MMA) AOCTYN K ycayram, HaxoAAWMMCA B Bawem ropoge/sTpane/cene Ha
ypoBHe MecTHoro coobuwecrtee? 1[1a 200Her  3[JHe 3Halo. Moskanyiicra, onuimTe

(Ans cmapwux Oemeli) UmeeT nn pebeHoK (MmA) BO3MOMKHOCTb NOCEWaATb MeponpuaTua OAas
monodexu B sawem ropoge/stpane/cene: 101[Aa 2[JHer 3[JHe 3Haio . Moxanyiicra, onuiumte

MmeeT nn pebeHoK (MMA) 4OCTyn K ycayram B Bawem ropoge/stpane/cene no tpygoycrpoictey?  1[]
Oa 20Her 3[0He 3Halo. MoanyiicTa, onuwmnTe

(Ansa maadwux demeli) UmeeT nn pebeHOK (MMA) AOCTYN K ycayram paHHero BMeLlaTe/IbcTBa U paHHero
passuTna? 1000a 2[JHet 3[JHe 3Halo. Moxanyicra, onuwute

[HeBHoe npebbiBaHne/AHeBHOW yxon 3a pebenkom? 1[1[da 2[0Her 3[JHe 3Halo MMoxanyiicTa,
onuwmnte (nodckaszka — ycayea moxcem 6bimb ouyuansbHOU,
mo ecmeo, nNpPedocmasaamosca Y4peroeHUSMU Uau Op2aHU3AUUAMU, Uau HeoguyuansHol, mo ecme,
npedocmasnamsca 8 gude MNo0OepHKU CO CMOPOHbI POOCMBEHHUKO8 Uau cocedeli (41eH08 MecmHo20
coobwecmsa)

d) Kak fganeko OHM pacnonoseHb'®? Kak pgonro K Hum pobupatbea?
Kakum obpasom Bbl gobupaertecb Tyaa ¢ pebeHkom (ums)
CKONbKO CTOAT 3TU yCAyrn?

24. 3HaHne/NHPOPMMPOBAHHOCTb O COLMANbHBIX yCayrax

a) 3HaeTte m Bbl YTO-MB0 O TAKMX COLMANbHbIX yCayrax ansa aetei ¢ uusannaHoctoio? 1010a 2[JHer .

18
OTa rpynna BonpocoB OTHOCUTCA K BCEM BUAAM BbllleyKa3aHHbIX COLMaNbHbIX YCAYT, KOTOpble YyNOMUHAeT
pecnoHAeHT
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B) Ecnu Bbl He 3HaeTe O TaKMX yCayrax — noyemy Bbl O HUX He 3HaeTe, KaK Bbl AYMEETE?

c) Fae Bam 6b10 6bl YyOOOHO y3HaTb O couuManbHbIX ycayrax? Kakon gns Bac Hawayywuit nytb
nHbopmmpoBaHua 0b ycayrax (8eibepume 3 camele y0obHble 8apuaHmMel omeemos)?

1Cpaano

2[ImectHoe TB

30HaumoHanbHoe TB

4ot cocepeit

5] apyseit

6 lyupexxaeHnin obpasosaHua

7L IMeanUMHCKUX yUpesKaeHNiA

8 IpennrnosHoit opraHvsaumm uam meyeTb

17uHoe

(yrarcume)

110xakumamk

25. Notpe6HocTH (Ana AeTeit, npoxusatowmx goma)™

10]cobec

14[] mecTHas raseTa

1601 peknamHble WnTbl

9[JobuwecrseHHas nHGOPMaLMOHHAA A0CKa

1501 HauMoHanbHas raseTa

12[] cmc coobuieHne Ha mobuabHOM TenedpoHe

13 [] uHTepHeT (emaitn uam B coumanbHbIxX ceTax)

(Mpoiidume yepe3 secb criucok nompebHocmeli u ouyeHme Heobxodumyro eam, saweli cembe u/unu
pebeHkKy (ums) nomouyb)

B KaKol MOMOLLM HyXAaeTech Bbl, Balla ceMbs W Balll pebeHoK? Momollb:

1

2

3

5

MoTpebHOCTH

He
T

[a,
HEeKOoTOopaAa
NnOMOLLb
HY»KHa

Oa, OYeHb
HYXHa
noafepika

He
3Ha

He xouy
oTBevaTb

[na  exepHeBHoro yxoga 3a pebeHkom  (MmsA):
MoNb30BaHUA  TyaNeToM, KOPMAEHWSA,  OAEeBaHus,
MPUHATUA BaHHbI

Y10bbl HayuuTbcAa ob6lwaTtbca ¢ pebeHKom (Mmsa) K
YCTaHOBWTb XOPOLUME B3aUMOOTHOLIEHUA C HUM

YT106bl YAYHWWTb BalM POAUTENbCKME CMOCOBHOCTU U
CNpaBAATbCA C NoBeAeHWem Bawero pebeHKa (MmA) u
OpYyrux aeten (ecam ectb)

d)

[na ymeHblueHUA ypOBHA CTpecca B Ballei cembe Wn
ONA YNYYWEHUA B3aMMOOTHOLIEHUI MEXAY Y/eHamu
cembu

e)

YT106bl y3HaTb GOMbLWIE O 3AHATUAX WK KPYXKKax ANs
pebeHKa (ums)

f)

Y106bl NOMOYb pebeHKy (MMA) NOAPYKUTLCA C APYTUMU
[ETbMM B LUIKOJIE, AOMA, MO COCEACTBY

g)

Y1066l NOMOYb pebeHKy (MMA) YCBOUTb  HAaBbIKM
CamMoobCNyKMBaHUA

h)

Y1obbl nNomoub pebeHKy (MMA) noAroToBUTLCA K
CaMOCTOATE/IbHOM KU3HM

19 o
[ina TecTupoBaHuA: onuusa 1 — oTBeT Ha Bce NOTPeBHOCTH; onuuma 2 — BbIGPaTh 5 NPUOPUTETHbIX NOTPe6HOCTEN
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Y106bl NOMOYb pebeHKy (Mms) fobupaTbca 40 WKOAbI,
[OETCKOro caga Uu Apyrux MecT ANS 3aHATUI

YT06bl YAYYWINTL LWKOABHYIO YycneBaemocTb pebeHka
(nmaA)

[ns  nosnyyeHus  Joctyna K BCMOMOraTesibHbIM
TEXHUYECKMM CpeacTBam ansa pebeHKa (Mms)

[ns nonyyeHus JocTyna K ycayram KBannduumpoBaHHbIX
MeAMLMHCKUX paboTHUKOB Ana pebeHKa (Mma)

YT106bI NONYYNTH NOCOBUA UK MaTEPUAsIbHYH MOMOLLb
ona pebeHKa (Mmsa) nam cemom

Bam wAu  gpyrum  uneHam cembM, 4TODObI pelunTb
npobaemy anKkoronbHOW, HaPKOTUYECKOW, uau Apyroi
KaKoM-1mbo 3aBUCUMOCTH

Bam wAM ppyrum uneHam cembu, ANA TOro, 4YTO6bI
CMpPaBMTLCA C NPoBaeMamMmM MCUXMYECKOro 340P0BbA, Kak
Hanpumep, genpeccun

p)

Y10bbl pebeHoK Hayuuacsa fydywe obuwaTbcA C BamMu U
APYrMMU YNeHaMy CEMbM

a)

Hy»KHa 11 Bam elle Kakana-nmbo nomollb/noaaepskka? Kakan?

HyskHa nu pebeHky (Mma) ewle Kakaa-nnmbo nomous/noaaepxKa? Kakaa?

(4/17 BCEX) Cnacubo Bam 3a TO, YTO BblAeNAN Bpems, YTODObl OTBETUTb HA 3TM BoONpockl. EcTb
JIN 4TO-TO eLle, YTO Bbl XOTENN Obl CKa3aTb O TOM, KaK AONXKHbI Pa3BUBATLCA YCAYIM ANA AeTel C
WHBaNMAHOCTbIO B TYpKMEHUCTaHe?
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