
Health Care In Armenia:
Challenges and Opportunities



• Article 38 of the RA Constitution
• “everyone shall have the right to benefit from medical aid and service under 

the conditions prescribed by the law. Everyone shall have the right to benefit 
from free of charge basic medical aid and services.”

• World Health Organization
• “The protection of health is one of most important and fundamental human 

rights.”



Primary Care Strengthening

• The Sustainable Development Goals place a clear emphasis on 
achieving universal health coverage, 
• “ensuring that all people and communities can use the …  health services 

they need, of sufficient quality to be effective, while also ensuring that the 
use of these services does not expose the user to financial hardship”. 



• Healthcare is an expensive commodity

• Armenia is a developing country
• 42% GDP drop

• Legacy of the “Semashko” system
• Centralization

• Specialization

• Informal payments
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Health Care Policy Reforms

• Optimization programs
• Reduction of the unused capacities

• Privatization of healthcare institutions

• Decentralization

• Focus on basic healthcare needs
• Obstetrics
• Primary Care
• Allocation to regions



• Assessment of 10 health policy markers
– Tobacco
– Alcohol
– Food and nutrition
– Fertility
– Pregnancy and childbirth
– Child health
– Infectious diseases
– Hypertension detection and treatment
– Cancer screening
– Road safety
– Air pollution
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Policy

• Deficiencies remain in
– Licensing/accreditation

– Regulation

– Transparency in reform

– Civil Society

– Focus on basic health determinants

– Evaluation and feedback

– Resource/Capacity optimization

– Introduction of Information, Communication, Technology (ICT)





Financing

• Increase in health spending

• 2010 spending 6 times 2000 level
• Recently, significant amount in absolute dollars

• Basic healthcare services package



Financing

• 2006 Armenia household health expenditure study
• Armenia has the highest out of pocket healthcare spending in the world

• Highly regressive
• 5.2% for richest quarter, 26.2% for poorest

• 16 to 26% of Armenian households incur catastrophic health expenditures.

• 1.66% of GDP is spent on health care

• Developing countries spend ~6%







Financing

• Threshold designed for countries with younger population and 
optimized resources
• 1 MD per 270 citizens

• 1 hospital bed per 227 citizens

• Low public spending combined with more costs in Armenia



Financing

• Overall average wage in Armenia
• $302 USD/month

• Average wage of healthcare worker
• $190 USD (68k AMD)

• $200 for MD’s

• $156 for RN’s

• 1.3 times higher than the minimal consumer basket 



Financing- Improvements

• Increases planned in Medium Term Expenditure Framework

• Development of social safety net

• Maternity vouchers



Medical Education- Positive Developments

• Reduction of medical graduates from 622 to 428/yr

• Introduction of English curriculum

• Revision of medical education curriculum in accordance to Bologna 
process agreement

• Introduction of primary healthcare training

• Licensing of physician (2001)
• Not in effect



Medical Education- Problems

• No control of quantity of medical graduates

• Lack of accreditation

• Lack of updated curriculum

• No regulation in number and types of residency positions available

• No control of experience and training of residents

• Absence of licensing and continuing medical education requirements





Quality



• The mechanisms for quality medical care are as yet of a fragmentary 
nature. 

• Little motivation for medical workers to introduce and continue 
quality improvement measures

Social Reforms in Armenia. Hrayr 
Maroukhian Foundation, October, 2011



• Obstacles to the improvement of the situation
• Inadequate requirements for licensing and continuing professional education

• Absence of an accreditation system 

• Low level of competition and motivation between medical establishments.

Social Reforms in Armenia. Hrayr 
Maroukhian Foundation, October, 2011



• “In general, the systematic approaches aimed at improving the level 
of quality medical care… cannot as yet be considered adequate”

Social Reforms in Armenia. Hrayr 
Maroukhian Foundation, October, 2011



Quality





5. In line with global healthcare trends

of women do not receive 
screenings for breast and 

cervical cancers

>90%

of population becoming 
impoverished yearly 

because of health 
expenditures

2.5%

of hypertension 
patients’ are not 

controlled

84%

1. Focuses on treating disease rather than 
keeping population healthy/promoting health

of GDP spent on 
non-communicable 

diseases

6.5%
1. Focuses on keeping patients healthy

2.  More effective in reducing morbidity 
and mortality

3.  Highest return on investment for 
health care spending

Where We Are

of household spend over 
10% of their income on 

health, above the regional 
average of 7.4%

16.1%

4. Contributes to the economy

Where We Want To Be

2.  Is expensive, not cost effective, and does 
not lead to desired health outcomes



Life Expectancy



Quality- Data and Research



Healthy Life Expectancy



Armenia Today (with some exceptions)

• No overall shortage of physicians
• 38.8 MD’s per 10,000 (EU average 35/10,000)
• Maldistribution

• 13.9/10,000 (Armavir) to 19.8/10,000 (Shirak)
• 72.5/10,000 in Yerevan

• 56.6 RN’s per 10,000
• EU average is 72/10,000

• Surplus of hospitals
• 3.6 beds /1,000 

• Surplus of medical trainees

• Availability of nearly all necessary technologies



Utilization/Infrastructure

• Yerevan
• Population 1 million

• Size 86 square miles

• Hospitals = 41

• Los Angeles (county)
• Population 10 million

• Size 4,751 square miles

• Hospitals 122

• To reach Yerevan saturation

– 410 hospitals for population

– 2,265 hospitals for size



Utilization

• Armenia has older age distribution
• 30% of population over age 60
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Millenium Development Goals

• 8 international development goals set by United Nations



MDG 1- Eradicate Extreme Poverty



MDG 4- Reduce Child Mortality



MDG 5- Improve Maternal Health



MDG 6- Combat HIV, Malaria, TB



Burden of Disease
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Risk Factors



Risk Factors



Risk Factors- AWARENESS



Preventative Health



Preventative Health



Preventative Health



National Oncology Strategy

• Availability of Services

• Early detection of cancers is a challenge 
• More than half (57%) of cancers were diagnosed in stages 

III and IV in 2013, as in 2003
• 35% of cervical cancer and 62% of breast cancer were 

diagnosed at stages III and IV according to the National 
Oncological Centre. 

• In 2011, the percentage of cases with stage IV breast 
cancers was about four to five times the typical percentage 
in EU countries (IAEA, 2012). 



Colorectal Cancer
Assessing Knowledge, Perceived Susceptibility, Severity, Benefits, and Barriers, of Colorectal Cancer Screening in Armenia

Evelyn A. Abrami MS, Taron Torosian MS, Nika M. Harutyunyan MD, 

Garegin Dallakyan MPH, Hovhannes Hovhannisyan MPH, Roxanne L. Massoumi MD, Armen Aboulian MD, Marine Hovhannisyan MD, MPH, DSc, 

Shant Shekherdimian MD, MPH

Background

Armenia

• Low-middle income country in the South Caucasus region of Western

Asia

Population: 3 million people

Colorectal Cancer (CRC)

• Third most common cancer in Armenia (incidence 19 per 100,000)

• 8.2% cancer related mortality and one of the highest CRC related

mortality in the Eastern Mediterranean region

Despite these facts, Armenia currently lacks an organized screening

program for CRC.

Given the health benefits of colorectal cancer screening (CRCS), our study

sought to assess the knowledge, attitudes, and beliefs about CRCS among

patients who visit polyclinics within the capital city of Yerevan, Armenia.

Research Inquiry 

We hypothesize that significant gaps in knowledge about CRC and CRCS

exist in the country.

The purpose of this study was to gain insight into the various factors that

would help contribute to implementing a successful and cost-effective

CRCS program in Armenia.

Hypothesis

Materials and Methods

Quantitative Survey using Magpi

• Survey questions were translated from English into Armenian and then

subsequently reverse translated into English to verify accuracy.

Study Population:

• Men and women 40-64 years of age visiting primary care clinics in

Yerevan, Armenia

• A sample size of 384 patients was calculated using a margin error of 5%

and confidence level of 95%

Study Location:

• Polyclinics within the twelve districts of the capital (Yerevan)

Study Dates:

• September-October 2018

Inclusion:

• Patients aged 40-64

Exclusion:

• History of CRC

• Living outside of Yerevan

Survey Design:

• Health Belief Model

Analysis:

• Univariate analysis was performed. A p-value of < 0.05 was considered

significant.
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Conclusion & Future Implications 

Despite high self-reported familiarity with CRC, knowledge of CRCS in

Armenia remains low and significant barriers exist. These findings suggest

that interventions to increase awareness of CRC and CRCS, encouraging

providers to discuss CRCS, and minimizing out-of-pocket costs should be

considered when implementing CRCS in Armenia.

Master of Science in Global Medicine, University of Southern California, The Dhablania

and Kim Family Global Medicine Fellowship
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Colorectal Cancer



Policy- Tobacco Control
Based on the number of adult smokers in Armenia, 
591,000 in 2017

WHO estimates more than half would die 
prematurely in the absence of stronger policies
Projecting 295,500 premature deaths attributable to 
smoking

The most effective anti-tobacco policy is to increase 
cigarette taxes.



Policy- Universal Health Coverage



Why Focus on NCD?

• The four major NCDs (cardiovascular diseases (CVD), cancer, chronic 
obstructive pulmonary diseases and diabetes) account for the vast 
majority of the disease burden and of premature mortality in the 
Region. 

• It has been estimated that the loss of productivity due to NCDs is 
significant: for every 10% increase in NCD mortality, economic growth 
is reduced by 0.5% 



Why Focus on NCD?

• Noncommunicable diseases (NCDs) account for an estimated 93% of 
all deaths in Armenia 

• While Armenians live longer than other CIS countries, they do so in 
poor health. Disability-adjusted life expectancy in Armenia was 63.1 
years for men and just 59.1 years for women (WHO, 2015)



• Armenia has a high burden of NCDs and among the highest rates of 
premature mortality in the WHO European Region. 
• Age-standardized premature mortality rate from the four major NCDs was 

470/100k population in 2015, above the WHO European Region average of 
380 

• The life expectancy at birth in Armenia (72 years for men and 78 years for 
women) was below the regional average of 78 years in 2015 



• In 2016, 26,300 people died from NCDs while still in their prime 
productive years (WHO, 2018b) 

• In 2017, NCDs cost Armenia’s economy 362.7 billion dram 







• The probability of premature death (before the age of 70 years) from 
one of the four major NCDs for a person living in Armenia was 22% in 
2016 and was twice as high for men as for women. 

• Cardiovascular diseases are the main driver of premature mortality in 
the country. significantly higher probability for men (31%) than 
women (15%)  

• 1/3 of the population 18–69 years old have 3–5 NCD risk factors

• 17% of the population 40–69 years old are at high risk of a 
cardiovascular disease event or death over the next 10 years. 



• 38% of adults have raised blood pressure and 6% have raised blood 
glucose. 

• 51% of men currently smoke tobacco 

• 46% of men drink alcohol; among men in the general population, 11% 
engage in heavy episodic drinking. 



• Half the adult population (48%) is overweight or obese
• One of the highest levels in the WHO European Region

• Salt intake is high.



Economic Burden

• Total government health expenditure for Armenia in 2017 was 87.9 
billion dram. 

• Annual spending on the four main groups of NCDs for 2017 is 55.8 
billion dram (63% of total health expenditure): 
• 35.9 billion dram (41%) on cardiovascular diseases 

• 8.0 billion dram (9%) on cancer

• 9.4 billion dram (11%) on chronic respiratory diseases

• 2.3 billion dram (3%) on endocrine and metabolic diseases (largely diabetes) 



Economic Burden

• Government expenditure on health-care for NCDs resulting from 
NCDs is 55.6 billion dram
• The tip of the iceberg. 

• Hidden additional costs from lost productivity are more than four 
times higher, at 294.9 billion dram. 

• Altogether, the current economic cost of NCDs to the Armenian 
economy is 362.7 billion dram per year
• Equivalent to 6.5% of the country’s annual gross domestic product in 2017 









Risk Factors- Tobacco

• Based on the number of adult smokers in Armenia, 591,000 in 2017
• WHO estimates more than half would die prematurely in the absence of 

stronger policies

• Projecting 295,500 premature deaths attributable to smoking

• The most effective anti-tobacco policy is to increase cigarette taxes.

• The tobacco control policy package achieved a benefit–cost ratio of 
14.51





Risk factors- Alcohol

• According to the 2013–2014 Health Behaviour in School-aged
Children study
• 16% of boys and 6% of girls 11 years old drink alcohol

at least once a week
• Highest percentage among all 44 countries where the study has been carried out 

(Arabkir Medical Centre, 2016). 

• Among 11-year-olds, 7% of boys and 2% of girls had been drunk on at least 
two occasions

• For 15-year-olds, the equivalent figures are 19% of boys and 4% of girls 



Risk Factors- Other

• Salt consumption in Armenia is about twice the recommended daily 
allowance 

• 48% of adults are overweight (BMI ≥25 kg/m2) and 20% are obese 
(BMI ≥30 kg/m2) (Andreasyan et al., 2018) 



• Of those who were prescribed antihypertensive drugs
• 80% did not take their medication during the 24 hours before the survey 

(National Institute of Health, 2016). 

• According to the STEPS survey, of those diagnosed with hypertension, 
• Only 64% receive treatment (men 60%, women 66%)

• 16% of those diagnosed are currently controlled 

• Mean blood pressure of those diagnosed with hypertension is 183/125









Accomplishments



77

use of digital technologies for health in ways that 

facilitate access to care and service delivery, improve 

effectiveness and efficiency, and promote 

accountability

vision statement
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digital solutions for health
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definitions & boundaries for PHC
1. Information systems for PHC

Collecting, processing, storing and transferring timely, reliable 

and complete data for planning, managing and delivering 

coordinated, continuous and comprehensive primary healthcare.

2. Applications of digital technologies
▪ Health Management Solutions
▪ Patient Solutions
▪ Telemedicine
▪ Remote Monitoring
▪ Medical Diagnostics
▪ Wellness
▪ Medical Education



assessment framework

Civil Registration and Vital Statistics 

Systems
Register all births and deaths, issue birth and death 
certificates, and compile and disseminate vital statistics, 
including cause-of-death information.

Routine Health Management IS
Facility reporting systems used to collect routine data 
from public, private, and community-level health 
facilities and institutions.

Personal Care Records
Systems used to provide a longitudinal health history of 
patients across a patient’s care experience.

Logistics Management IS
Records systems that supply chain workers and 
managers use to collect, organize, present, and use 
logistics data about the supply and demand for 
commodities.

Data generation 
Data are recorded by health and other relevant 
sectors.

Compilation 
Data are collected and organized from health 
and other relevant sectors.

Analysis and synthesis 
Data are checked for overall quality, relevance, 
and timeliness and subsequently analyzed as 
needed.

Communication and use
Data are converted into information for health-
related decision making in formats that meet 
the needs of multiple users (i.e. policymakers, 
managers, providers, and communities) and 
used to drive decision-making and planning.

Resilient IS
Capacitated to withstand crises using systems for data 
backup, coordination with other sectors, and regular 
performance assessments. 

Well-defined IS
Standard operating procedures for data collection and 
analysis ensure that information systems capture data 
that is timely, reliable, comprehensive, and relevant

Comprehensive &

Coordinated IS
Capture and monitor all health services and functions 
across all levels of the health system

Functional IS
Accessible and user-friendly technologies fit into 
existing workflows with systems in place to ensure data 
quality, appropriate communication and use, and 
appropriate training for health workers

80

Financial Management IS
System used to manage and track the flow of funds at 
the facility level, including
expenditure, staff, line-item budgets, internally 
generated funds, and reimbursed pooled payments.

Health surveillance IS
Multimodal networks that bring together information 
from facilities and communities with a focus on specific 
notifiable disease and events.

Interoperable &

Interconnected IS
Enables types of information systems and end users to 
connect, exchange, and cooperatively use information 
across all parts of the health system network

Adaptable & scalable IS
Interoperable and interconnected with clear standards, 
decision-making structures, and sustainability plans



Key data:

Legislation:

▪ Law on Medical Care and Service to population

❖ In 2018, specific chapters on eHealth and telemedicine ((i) definition of 

eHealth systems and services; (ii) definition of and description of 

telemedicine, health care databases and purposes of their 

maintenance. 

▪ The law on Personal Data Protection

ArMed

▪ operates in around 500 health care institutions, 6 

insurance companies, and State Health Agency (SHA)

▪ primarily used for reporting and reimbursement of publicly 

funded services covered under the BBP

enables:

▪ population to freely choose a PHC provider

▪ to register for a visit to PHC via patient portal

▪ digitizing the process of referring the patients from PHC 

facilities to hospitals

▪ patient to see info on visits to PHC facilities or hospitals

Subscription fee for HC facilities (varies on types)

State budget payment per population served?

key gaps & needs
1. The primary consumers of the system are the health care facilities providing state-funded services. 

Meanwhile, most health care facilities are not using ARMED to collect data on privately paid services and 
cases.

2. The reporting functions of the ARMED system primarily serve the purpose of managing state-funded 
services. Analytical and on-demand reporting tools and forecasting capacity of the system is lacking or have 
no practical application. 

3. The MOH, NIH, and regional health and social security departments make little or no use of the ARMED.

4. The system does not yet implement the disease registers' functions, health statistics, and disability 
datasheets. 

5. Electronic referrals and electronic prescription functionalities have begun to be used by the health sector 
recently. Still, there is a need for a systematic approach and a robust legal basis for implementing these 
services.

6. The ARMED system lacks supporting health care professionals with clinical work, collection, and reporting of 
yearly statistical information, quality of care indicators

7. Users sometimes report various technical problems, including slow system performance, data loss, and 
inaccuracies during the data entry process, unnecessary input fields, frequent system changes that are not 
reflected in user training videos on time

8. By the concession agreement, the parties of the contract are the government, MOH, EKENG, and ArMed. 
However, there is no precise distribution of roles and responsibilities mentioned

9. The system is not yet interoperable with other governmental information systems such as the State Revenue 
Committee, Ministry of Labour and Social Affairs, Ministry of Justice, and the Armenia Police

10. Although the ARMED system implements a patient portal, portal capacities are limited and require further 
enhancements (no access to see and download medical documents (epicrisis, copy of the prescription, and 
so on) and receive counseling in cases of various clinical conditions and diseases).



key recommendations
Gaps Recommendations

Legal 

framework for 

eHealth 

services

The terms in the Law on Medical Care and 
Service to population reflect only the key 
concepts of eHealth, no further policies or 
adaptation of other legal acts

1. Develop training requirements and procedures for the PHC users of EHIS
2. Define the minimum technical requirements and specifications for connecting (to become a subscriber of) to EHIS
3. Define the procedures for establishing, managing and maintaining the disease registers
4. Define the rules for viewing health data by patient, the rules for accessing the patient's electronic health information
5. Appoint Deputy Minister in charge of eHealth and the eHealth Strategy Implementation Working Group

Standards and 

interoperability

National and international standards, 
Interoperable eHealth infrastructure

5. Ensure interoperability with other information systems operating at the national level (drug registry, electronic registry of
licensed health providers, health workforce information system)
6. Mandate making data exchange interfaces available to third-party providers of IS to PHC providers

Leveraging 

health data 

analytics

Lack of utilization of the EHIS by end-users 
(health service provides, MOH, and the 
relevant agencies) because of low quality of 
data entry and absence of reporting and 
analytical capability.

7. Improve data analysis and reporting capabilities of the MOH to effectively use data
5. Empower the standard reporting capabilities of the existing system
6. Build an advanced analytical module and introduce new functions across the existing system and databases (ad-hoc reporting, 

data warehouse, etc.);
7. Train the PHC end-users to utilize and visualize the existing data from the system effectively
8. Implement geo-enabled health data analytics (ex. COVID)

New eHealth 

services

Currently, EHIS supports:
(i) Registration of patient visits and services;
(ii) Population enrollment (physician choice);
(iii) eReferrals (except the referrals to 
laboratories) ;
(iv) eBooking (partially);
(v) Telemedicine consultations (pilot);
(vi) Vaccination inventory management;

9. Regulatory framework developed and adopted to mandate:
I. ePrescriptions to improve patient experience in obtain prescription medicines, improve drug prescription accuracy, 

increase patient safety, improve supply chain, and reduce costs, as well as enable secure, real-time, bi-directional, 
electronic connectivity between clinicians and pharmacies.

II. eReferral system finalization
III. Electronic disability sheet process finalization

10. Introduce disease registries for cancer, diabetes, coronary heart disease, arterial hypertension, mental diseases, and narcology 
patients

11.Telemedicine piloting on substitution of scheduled patient visits to PHC physician for medication referrals

12.Introduce electronic health workforce register

Empowering 

HC providers

Low uptake and use of EHIS by HC providers 
(limited / low-quality data input).

13. Enhance the IT capacity (digital skills) of for physicians and nurses, and the administrators

14.Enhance the technical capacities for more effective use of the eHealth services

Empowering 

population
Patients are inactive and not skilled in 
managing their health and wellbeing

5. Run public awareness campaign to enhance the awareness of the population using electronic health services

6. Enhance the system to provide more features for the patients to interact with the health information system

7. Strengthen security aspects related to the use of personal information. 82


