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1. INTRODUCTION

Following the Communication of the European Comiaisghenceforth — Commission) of 22
December 2005 Working together, working better: A new framewordr fthe open
coordination of social protection and inclusion s in the European Union”Latvia has
prepared the National Report on Strategy for Sde@iatection and Social Inclusion 2006-2008
(henceforth — Report).

The Commission’s communication aims at streamlining open method of coordination
(OMC) in order to modernise European social pradecsystems. Until now, OMC has
provided an opportunity for the Commission, MemBgaites and other partners to exchange
policy goals and good practice examples. This nteth@s enhanced the efforts of Member
States to reduce poverty and social exclusion awdfhcilitated exchange of experience on
ensuring adequate and sustainable pensions.nfpisrtant to apply OMC in the field of public
health and long-term care, so that the awareneggediuropean Union (EU) Member States as
regards the EU policies in this field would be sg#hened and experience of other countries in
the field of health care and long-term care wouwtdshared, thus promoting development of
new ideas and solutions. However, in order to aehientegrated approach to further
development of the process of exchanging experjeh¢evital to create a stronger and more
transparent OMC, putting emphasis on policy impletagon in line with the revised Lisbon
Strategy, which, in turn, will facilitate the achi@ment of the objectives of Lisbon Strategy.

The Report has been elaborated in accordance gthaw on Joint Inclusion Memorandum
(Latvia), the Latvian Concept pap&Fhe Growth Model for Latvia: People First’based on
human-oriented growth scenario approddityian National Development Plan for 2007-2013
aimed at promotion of balanced and sustainableldewrent of the country and ensuring the
competitiveness of Latvia among other countrig¢ise National Lisbon Programme of Latvia
for 2005-200&imed at national growth and promotion of emplogtndraftLatvian National
Strategic Reference Framework 2007-2@h8nceforth — NSRF) defining the overall strategy
for absorption of EU Structural Funds and the Cmmes$und, and other policy planning
documents of Latvia as well as thEeU Sustainable Development Strategyd the
Commission’doint Report on Social Protection and Social Inedns2006

! Latvian National Development Plan (2007-2013). istity of Regional Development and Local Government
the Republic of Latvia, Riga (2006)



1.1. Assessment of the social situation

From the beginning of 1999 to early 2004, the pafioh of Latvia has diminished by 80
thousand people. The birth rates in 2002 and 2808/ed slight positive trends, nevertheless,
in 2004, there were 20.3 thousand newborns whick la 700 babies less than in 2003.
Improvement of the demographic situation can bendesl in 2005 when 21 497 children were
born, reaching the highest number of newbornsendkt decade. One of the factors facilitating
higher birth rate was the scaling up of the amoainthildbirth allowance and childcare
allowance in 2005. It should be noted, however teduction in the numbers of population is
also due to the natural mobility of citizens and tiverweight of emigration over immigratfon
(Annex 2, Table 18 and 19).

The proportion of males and females in the totgybdation of the country has not experienced
significant changes for several decades. In ed@042the proportion of males and females was
46% and 54% respectivély

The reforms carried out in the country and jointhg EU have had a positive impact on the
economic development. Latvia shows the highest tirawates in the EU. In 2004, the GDP
growth rate increased by 8.5%, while in 2005 itwgeven faster, reaching 10.2%. High growth
rates are based on the steady dynamics on domsesscimption and export increase, yet there
are significant regional disparities and differateéd development of urban and rural areas. The
overall standard of living is low (by purchasingipastandard, the GDP in 2005 was equal to
47.1% of the EU-25 average).

During last two years, a relatively high inflatioste is prevailing. In 2004 the inflation rate in
Latvia was 6.2% (EU — 2.1%), while in 2005 it readlalready 6.7% (EU — 2.2%). According
to economists, in 2005 inflation remained high rabtue to the global increase in oil price
and the second round of inflation (inflation inajti The forecasts are that over the coming
years, with diminishment of the impact of the men&id price-increasing factors, inflation
should experience gradual decrease. A growingtiaoflarate seriously reduces the income of
the population groups with low and medium incomeeleand it also hinders the efforts to
provide adequate remuneration for work.

Along with economic growth, the income of citizegoows as well. The actual income of
workers in 2005 increased by nearly 10%. In 2004 jn@rease in the disposable household
income could be observed. In comparison with 2088, disposable household income has
grown by 17% or by LVL 14 (EUR 2bper one household member per month, reaching LVL
101.23 (EUR 144). The monthly income of the citizenslie poorest fifth of households®*(1
quintile) has also increased by LVL 6.55 LVL (EUR fhus reaching LVL 38.42 (EUR 55),
yet the income level is still extremely low if coarpd to the average household indicators.

Although income levels have increased for all typelouseholds, marked income disparities
exist between urban and rural areas, as well ageleet Riga and its region and other regions.
Latgale still demonstrates the lowest average desple household income per one household
member per month - LVL 67.2 (EUR 96), while Rigaoais the highest one - LVL 135.24

2 Draft NSRF for 2007-2013. Ministry of Finance b&tRepublic of Latvia, Riga (January 2006)
3 Draft NSRF for 2007-2013. Ministry of Finance b&tRepublic of Latvia, Riga (January 2006)
* The exchange rate of the Bank of Latvia on 8 Atg2@06.

® The Key Findings of the Household Budget Surveantéal Statistical Bureau, Riga (2004)



(EUR 192). The sharpest growth of income compane2003 has been registered in Kurzeme
region, where it increased by LVL 21.78 (EUR 30§ arached LVL 89.88 (EUR 128) per
month per one household member.

Polarisation of income is also more and more eviddroth between urban and rural areas, and
between Riga and its region and other regions. duezall Gini index of 0.36 has remained
unchanged compared to 2003, yet it has fallen @d87 to 0.35 in the cities and gone up from
0.30 to 0.34 in rural areas. Regional breakdowrwsh@duction of Gini index in Riga only,
while in other regions the polarisation of incornees hincreased, especially in Vidzeme region
where the change has been from 0.28 to 0.32.

According to the data of Central Statistical Bur¢@%$B), in 2004 the relative poverty line in
Latvia was LVL 74 (EUR 105) per one equivalent aonsr, which is by LVL 13 (EUR 18)
more than in 2003. The proportion of populationnigzunder the relative poverty line in 2004
has increased by 3%, thus reaching already 19%.

In 2004, the risk of poverty has grown for severapulation groups. A marked increase has
been noted for retired persons (65 years of ageoaad living alone (28% in 2003, 53% in
2004). The risk of poverty has also significantsen for families with children having a single
bread-winner, usually woman (35% in 2003, 41% i8480Single-person households are under
40% risk of poverty. A relatively high risk of pawg - 32% - can still be seen among large
families (families with 2 adults 3 and more childye

The health state of the population still remainsatisfactory. The mortality rate keeps to
increase and in 2005 it has been the highest dlaBigseven years, reaching 32 777 deaths or
14.2 per 1000 inhabitants. Latvia holds the leagiogition in Europe as regards mortality
caused by cardiovascular diseases (785.8 casd9@&00 inhabitants in 2005). In 2005 there
has been a considerable increase of mortality i@ftédVV/AIDS — 26 death cases (in 2004 —
15). Despite the fact that morbidity rates of tudwsis decreases, there is still a high number
of morbidity cases (morbidity with all kind of tuteellosis — 53.8 incidences of tuberculosis per
100 000 inhabitants in 200%)n 2005, health care was attributed 3.43% of GDP.

Generally, the following social groups subjectedh® risk of poverty and social exclusion are
identified in Latvia: large and single-parent faes| disabled people, persons of pre-retirement
age and retired persons, children and young peoptier social risk (from disadvantaged
families, with functional impairments, ethnic miit@s™ children (especially Roma), young
people released from imprisonment, orphans, uneyaploaddicts etc.), unemployed persons
(the long-term unemployed in particular), homelessrsons, persons released from
imprisonment, ethnic minorities (particularly theorRa people) and victims of human
trafficking.

In 2005, the indicators characterising employmerd anemployment situation continued to
improve, still it should be mentioned that growthsaprimarily achieved due to productivity
and not so much due to increase in the number aokere. At the end of 2005, State
Employment Agency (SEA) had registered 78 482 ureyepl persons or 7.4% of all
economically active population. Compared to the ehd®004, the number of unemployed
persons registered with SEA on Becember 2005 had shrunk by 12 318 persons, and the
registered unemployment rate had decreased byet dept.

® Draft NSRF for 2007-2013. Ministry of Finance b&tRepublic of Latvia, Riga (January 2006)



Similarly to the previous years, by the end of 2805 lowest rate of registered unemployment
was in Riga region — 4.5% (compared to 5.2% on 8deinber 2004). The unemployment rate
continued to be high in areas further off Riga,tipatarly in Latgale region, where the
unemployment rate equalled to 16.3% at the endd0%Zcompared to 18.1% on 31 December
2004).

Out of the total number of unemployed persons teggs with SEA at the end of 20020 581
(26.2%) were long-term unemployed; 11 058 (14.1%bung unemployed in the age of 15 to
24; 3 391 (4.3%) — disabled unemployed; 417 (0.5%rsons released from imprisonment;
8 849 (11.3%) — persons after childcare leave; ¥4 (5/6%) — unemployed women of pre-
retirement age; 2 831 (3.6%) — unemployed men efretirement age. Female unemployment
still remains high — by the end of 2005 there wE2e611 (61.3%) women and 7 970 (38.7%)
men registered with SEA.

Demographic forecasts indicate that the numberalmdur force should remain quite stable

until 2010, yet a sharp drop can be expected bet@0&0 and 2030. This decline will go hand

in hand with significant changes in the age stngtas the number of young people between
15 and 24 years of age will deplete, while the nemif people aged 45 to 64 will increase,

thus giving a boost to the pool of elderly peope2650. The total expenditure of the special

social insurance budget in 2005 accounted for 706%DP, and the total expenditure on old-

age pensions required 5.2% of GDP.

1.2. Overall strategic approach

Taking into account the problems caused by agenmjdemographic burden, as well as the
consequences of globalisation and competition, kbg challenge to modern social and
economic policies is their ability to react to cbanflexibly - by providing a choice of
opportunity (flexibility) and protection (securitgombinations so that both the individual and
the society as a whole could choose the solutian ith most appropriate in their particular
situation. Therefore Latvia, like other EU MembeatBs, needs to find solutions ensuring
flexicurity.

Improvement of the living standard relies esselytiah the labour market inclusion of the
population, which depends on the growth of proditgti Therefore it is important for Latvia to
ensure that its key resource — human resourcesprefared according to the labour market
needs, and at the same time, to create an inclisbeur market and to balance the social
security and employment needs, and the interestatefprises. Today, flexicurity has become
the main characteristics of a society that is reanly able to change and to benefit from the
global environment without sacrificing its interrmhesion and the quality of life. Flexicurity
should be viewed in the context of active labourrket policies, especially as regards
employability, job seeking and vocational trainifidne National Lisbon Programme of Latvia
sets strengthening of cooperation between educdtastablishments and employers in order to
prepare young people for labour market as one efptfiority objectives. It is necessary to
define new requirements for professional qualifarad, an adequate supply of vocational and
higher education programmes needs to be develapsd discrepancies between the labour
market demands and the available training haveetdilminished for several occupations, and

" The same unemployed person may be included in thareone problem group, e.g., an unemployed
person can be both a long-term unemployed and agyparson in the age of 15 to 25.



cooperation between educational establishmentsearmdoyers needs to be facilitated so that
the employers would be motivated to take care efytbung professionals-to-be by providing
them with in-service training opportunities. One tbe successful examples of providing
opportunities for school children to obtain workpexence in Latvia is the labour market
measure launched in 2004 aimed at students of @lersgrecialised or vocational education
establishments during their summer holidays. Assalt of this measure, students (15 to 18
years of age) are given a chance to obtain praetick experience during their summer break,
to develop the basic skills necessary for workwadl as to enhance their knowledge of the
labour market and the legal provisions governingnitLatvia. This active labour market
measure will also contribute to combating unemplegimin the long-term, as through their
participation in the project young people get adsaon experience with the duties and working
conditions of their chosen occupation. This, innfuhelps youngsters in making decisions
concerning the suitability of the chosen occupatmtheir abilities and interests, and motivates
poorly qualified and poorly paid workers to deciddavour of further education. Moreover, as
from 2006, such an opportunity is also providedttalents with special needs on condition that
the workplace of such an adolescent will not nedditeonal adjustments.

Efficient and targeted labour market policy, howevis not only about job creation and
preparation of qualified professionals. It also mealimination of potential discrimination in
the labour market and ensuring opportunities fooneiliation of work and family life.

Provision of opportunities for reconciliation of vkoand family life is a vital aspect of social
inclusion and gender equality. Several measuregdiat creation of such opportunities have
been implemented in Latvia. A successful exampliis field is the established state support
in the form of allowance to families with one oktparents on childcare leave, namely, one of
the parents is granted an allowance equal to 70%sobr her average insurance contribution
wage during the 12 months preceding the birth efahild. Thus the amount of allowance is
similar to the net wages of the respective parimit childcare allowance is paid until the child
reaches the age of one year. The childcare allosvéorcchildren from 1 to 2 years of age is
LVL 30 (EUR 43) per month. Such an allowance isoawailable if a person chooses to
combine childcare with work. This option allows $leopersons involved in childcare, mainly
women, to maintain their qualifications and comipegness in the labour market, while
preserving the welfare level of the family.

Special emphasis should be put on creation ofraltate care opportunities for small children.
During last two years, nearly 30 play-and-developimeentres have been established, thus
providing substantial support to parents in redaatedn of work and family life. The Lisbon
Programme also envisages support to labour mariatision of persons returning from
childcare leave through development of kindergategpiay-and-development centres and
babysitter services. It is planned to encouragebéishment of day-care centres for children at
workplaces, as well as to elaborate methodologieabmmendations for development of
babysitter services in local governments.

Widespread use of information and communicatiorhnietogies (ICT) in the fields of
employment, social protection and gender equaditgri undoubtedly strong driving force for
boosting competitiveness and growth, as it candeal wo improve access to employment and
knowledge, to both private and public sector sewiand to reduce social exclusion. The
opportunities provided by ICT are increasingly usedmprove the quality of life and social
participation of the inhabitants by facilitating cass to information, media, contents and
services as well as by developing and offering mibegible employment opportunities.
Considerable disparities still exist as regardsube of ICT; many inhabitants of Latvia still



benefit from ICT in a very limited way or do notrigdit from them at all. The gap between the
average indicators of Internet use in Latvia aral itidicators of Internet use among people
with special needs, women, less educated group®m@ilation, unemployed persons, elderly
people and people in less developed regions nedusiteduced significantly.

The linkage of social protection and growth is aésadent in the field of pensions. The
ideology embedded in the Latvian pension systenaimsed at setting incentives for the
working-age population to stay in the labour markstlong as possible and to continue
working after reach of the minimum retirement agjée amount of state old-age pension
depends directly on the social insurance contriimstimade and on the actual retirement age.
The later pension is requested, the bigger its amso elderly people are motivated to remain
in the labour market longer. Thus, the current ensystem of Latvia is able to retain the rate
of state social insurance contributions unchangedong-term and, with no further rise
envisaged, it can protect workers from an incre@digke social insurance contributions burden.

At the same time, in order to improve the demogi@aptiuation in the country, efforts should
be made to create family—friendly and safe socmnemic environment. One of the national
priorities is the maintenance of retired persomghd standards, with special emphasis on
reduction of social exclusion risks and adequateipion of pensions.

Financially viable state pensions and a stablenaltifinancial system are mutually reinforcing
and supportive to the long-term economic indicatafrthe country. The role of population’s
health in the context of economic growth is gergratknowledged, both in overall terms and
specifically regarding elderly people. Health carevision is a fundamental component of
public health. It includes both medical and pharesgical care, and is targeted at ensuring,
maintaining and recovering health. The number afegal practitioners is still insufficient in
Latvia, therefore timely medical care servicesravealways available to inhabitants. The high
treatment costs also contribute to aggravationasious health problems and deterioration of
the health state of the population. It is partidylérue for those inhabitants whose poor living
conditions and lack of financial resources limieithopportunities to receive the necessary
medical care services and to pay for them. In otdesichieve a substantial improvement in
health state of population and ensure state's grdiwere is a need for sustainable health policy
with corresponding respurces. There should be éeresadditional resources not only for
treatment of diseased people, but there shoulddmmsiderable increase from the part of state
budget for prevention, including education and infation activities to public on healthy
lifestyle and responsibility of an individual in m&ing own health. Former health care budget
does not ensure a complete implementation of detvdefined in all policy documents and it
limits planning and implementation of new measuksalthy and work capable inhabitants are
able to provide a valuable contribution in statged@pment, facilitating its economic growth
and competitiveness.

It is equally important to create conditions unedrich all inhabitants would receive cost-
effective, physically accessible and good qualialth care services. Taking note of the fact
that the state of health has a considerable imgraperson’s working capacity and on his or her
ability to find a job suitable for certain medianditions, as well as considering work as the
key source for obtaining means of subsistences #ssential for health care services to be
available to everybody and especially to those wiglalth problems limiting their working
capacity. It is also relevant to ensure health samices for those groups of population who
are socially and economically most disadvantage®hsrefore the accessibility of health care
services needs to be improved through modernisaftionfrastructure, including development



of the use of information technologies, introductif e-health services, provision of adequate
human resources to health care and promotion gfastiprovision.

Social services play an equally important and famelatal role. The demographic change that
has taken place is complemented by changes inralitalues and changes in family structure
— high proportion of divorced marriages, an incieg@sumber of illegitimate children. This
results in a need for development of alternativeises and a demand for such services. It is
important to facilitate development of care sersis® that, for example, family members
(mainly women) taking care of children, disabledspas and elderly people could combine it
with work thus avoid deterioration of the welfatargdards of the family. Of course, the role
and responsibility of the father in families hadtostrengthened through taking up more duties
and involvement in upbringing and care of childras,well as by increasing the awareness of
responsibility and duty as regards provision ofpgupto a woman who is a single parent.
Home-care services have to be developed and takliskiment of day-care centres needs to be
continued in order to provide social care and $aehabilitation services to elderly people
unable to care of themselves due to their old agkesdate of health. Further development of
such day-care centres is vital to promotion of pfajlsand intellectual development of elderly
people so that they could acquire different soghidlls and have an opportunity to socialise at
the same time, thus fulfilling their needs and riesés and facilitating their fuller and more
successful social inclusion.

Accordingly, the interaction of all these threeastts — social inclusion, pensions and health
care and long-term care - is of vital importanceitanfluences the physical and mental health,
employment, family life, material provision of intiluals, as well as their ties with society and
the self-determination of each person individually.

Ensuring good governance

In order to ensure monitoring of this report, a Marng Committee for implementation of the
report will be set up in 2007. The Committee witingprise representatives of the ministries
responsible for the objectives and challenges ifiettn the Report, as well as representatives
of regional local government development agencies;governmental organisations and social
partners.

It is also envisaged to draw up an informative repa the implementation of the Report in the
previous period, which will be submitted to the @ab of Ministers. Simultaneously,
informative seminars on the contents of the Repnd the challenges and objectives defined
therein will be organised, and presentations on ithplementation of the Report will be
provided to all parties involved in development amglementation of social inclusion policy.

1.3. Overarching messages

The key objectives in the field of social inclusioamprise improvement of accessibility of

education and labour market services to childreth young people subjected to the risk of
poverty and social exclusion, improvement of theeas to resources and services for families,
especially large and single-parent families, and rigtired persons under risk of poverty,

especially those living alone.

1C



In the field of health care, the priority tasks ftbre future are primarily linked to the
improvement of the national health policy in order ensure public health in a healthy
environment through preventive measures and promati healthy lifestyle. The latter can be
done by informing general public about healthy diedl the negative and destructive impact of
tobacco, alcohol and psychoactive substances avidodl’'s health and life in general and by
improving public awareness concerning human heeldted issues and raising individual
responsibility for maintenance of one’s own healtldl leading a healthy lifestyle.

In order to reduce the need for services provisgedocial care institutions, alternative social

care services will be developed in the countryefsure availability of these social services as
close to recipient’'s place of residence as possibteto reduce the number of persons in social
care institutions, a continued support to local egaments will be provided as regards

development of alternative services, in particutarvices for persons with mental disorders
(day-centres, group houses (apartments), halfweyekh

Taking into account the large share of the illeg@dnomy in the country, high unemployment
rate and low average wage, the pension amountschwhbepend on social insurance
contributions, often are inadequate. Thereforeviiets aimed at facilitation of improvement in
living standards for retired persons will be conéd. Thus, one of the priorities is maintenance
of pensioners’ living standards after retiremeiaidditional social protection of those receiving
low pensions, ensuring pension indexation, in paldir, index the lowest pensions more
rapidly during the coming years, as well as raidimg pensions for the pensioners with the
longest insurance records within the limits of itheurance budget.

11



2. NATIONAL ACTION PLAN FOR SOCIAL INCLUSION 2006-2 008

The first National Action Plan for Reduction of Roty and Social Exclusion for 2004-2006
(NAP/incl 2004-2006) laid down the objectives andasures in all fields necessary to facilitate
the improvement of situation for all social grougubjected to the risk of social exclusion. On
the basis of analysis of statistical indicators arajor problems, three priority policy objectives
for the next period have been defined in this NeticAction Plan for Social Inclusion 2006-

2008 (NAP/Inclusion 2006-2008).

2.1. Key challenges, priority objectives and targst

Objective 1: Improve the access of children and young peopleubjected to the risk of
poverty and social exclusion to education and lab@umarket services.

Education presents a fundamental and integral basishe development of the life of
individual, and it is an important precondition eiehining one’s future opportunities. There is
a considerable number of dropouts at the basicagduclevel in Latvia (Annex 2, Tables 41
and 42), which causes concerns that these youngepeall have hardly any possibilities to
obtain a well-paid, permanent job in the futured déimey risk to lose their jobs quickly. This
means that they will not only experience low mateimcome, but also be gradually excluded
from social activities thus losing their ability participate efficiently in the economic, political
and cultural life of the society Attention should also be paid to the insufficientmbers of
young people involved in general secondary educat@nd the existing disproportion
characterising the choice between general educatidnvocational education after completion
of primary education. There is a large proportidrstudents with low level of basic skills,
insufficient proportion of those with high level cbmpetencies, and a considerable proportion
of young people entering the labour market withaoy qualifications and with their general
knowledge and skills insufficient for further edtioa.

Integration of children with functional impairmenisgeneral education schools is still rare due
to such main hindering factors as inaccessibilitgducational establishments to students with
special needs, insufficient early medical, pedaggipsychological and social diagnostics for
children, lack of medical aid for children with s needs in general education

establishments, lack of continuity and cooperatiogtween institutions necessary for
implementation of integrated state policy, inapilib ensure social integration of orphaned
children or abandoned children (in particular, dfeh with medium and severe mental
disorders) after graduation from specialised edocal establishments (vocational training
corresponding to their developmental impairmenggusng a job, etc.), as well as lack of
specialists for work with this risk group and infsziency of training aids for young people

with special needs.

An extremely low level of general education carodle observed among the convicts. 23% of
convicts do not even have a primary education. rgdahare of convicts have no vocational
education either. As at least general primary etilicais needed to acquire vocational
education, part of convicts have no opportunitplitain profession neither during confinement
nor after the release. Employers demonstrate nerest in unqualified workforce, thus

8 http://www.politika.lv/index.php?id=6058

12



successful labour market inclusion of these indigid after their release from imprisonment
becomes impossible. 32% of convicts are young geoplthe age of 15 to 25 years, and
approximately 10% of them are minors. Oh January 2005, there were 7816 prisoners in
places of detention, including 5004 convicts and28etained persons. Nearly one third of
convicts was in the age from 15 to 25 years, amdionen of these convicts was a minor in the
compulsory education ade.

A particular problem in the field of education asswith involvement of Roma children in the

general education process, as well as with atteredari pre-school and basic education
institutions by Roma children. It is very rare tii&ma children would engage in the pre-
school education process. Although since 2003 hatvegislation provides for compulsory

preparation of children in the age of 5 to 6 fdi@al, many Roma parents have no information
about that. Thus, without adequate preparationstdrool, from the very beginning of the

educational process Roma children are placed oguahgrounds with children of other ethnic

groups. According to the population census heldaitvia in 2000, of 5985 Roma over 15 years
of age residing in Latvia only 7.9% have obtainedamdary education and only 26 of them
have a higher education. According to the dataE&,3n 2003 there were 46 illiterate persons
among the registered unemployed, and 39 of the®o)8%ere Roma, yet it is not feasible to

identify the number of illiterate persons among Rqumeople preciselty.

The mismatch between education and skills and aheur market requirements is the major
cause for high unemployment rates among young pe@giich, in turn, facilitates the social

exclusion and poverty risks for this group. Accaglito CSB data, the risk of poverty has
increased by 2% in the age groups of 0 to 15 antb I8! years, reaching 21% in 2004. The
share of children (under 18 years of age) livinghia £' quintile households, i.e., in the poorest
part of households, is still high — 37.4% in 2004.

Taking into account the negative statistics andptfedblems facing children and young people
in the fields of education and employment, the ta@gets for achieving the objective are as
follows:

* Increase the efficiency to pedagogical process asidh education, thus achieving
reduction of the number of drop-outs and studeiitts moor performance;

» Promote development of inclusive education fordreih with special needs;

» Facilitate integration of young convicts’ educatwithin the public education system
and to promote social inclusion of convicts afenving their sentence;

» Develop application of inclusive education prinegplwithin the general education
system in respect of Roma children;

» Enhance the accessibility of vocational educatioyaung people from risk groups;

« Build up the interest of students in obtaining edion and improving their vocational
knowledge, as well as inform the school youth oa gnofessional career guidance
issues so that they would be fully competitive e fabour market and choose their
future occupation correctly;

* Facilitate permanent job placement of young unegezlopersons and disabled
unemployed persons in the age of 15 to 25 yeamnpyovement of their working skills
and competencies;

» Facilitate employment of young convicts and ex-¢oisy

® “Guidelines of Education Policy for Convicts 202610”. Ministry of Justice of the Republic of LayiRiga
(2005)

19 National programme ,Roma in Latvia” (2007-2009%c®etariat of the Special Assignments MinisterSocial
Integration of the Republic of Latvia, Riga (2006)
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» Improve the income of children and young peopledse of incidence of various social
risks;

* Enhance the social integration opportunities ofldchh and young people and to
improve their health state.

Objective 2 Improve the accessibility of resources and serves to families, particularly
large and single-parent families.

Although there were 21 497 children born in Laii2005, which is the highest number in the
last decade, with increase of childbirth and claitécallowances in 2005 as one of the factors
boosting the birth rat& the demographic situation in Latvia can be reedrds unfavourable
for several years already. The natural increageoptilation turned negative in 1991 and still
remains negative. The CSB data on the self-assessyhenaterial situation of households in
2004 suggest that 33.7% of families in Latvia cdesithemselves poor or living on the
threshold of poverty. Families with children aresnoulnerable to various social risks related
to decrease of income due to childbirth and chilelcas well as to their inability to provide
adequate subsistence for children. Single-parentiliéss (usually with woman as the
breadwinner) are particularly subjected to the ng§kow-income. The disposable income of
these families was by 30% lower than the averagd! imuseholds.

In order to facilitate social integration of disatblpersons, elderly people and children who
have lost their providers by reducing their soeltlusion, the amount of state social security
benefit for general recipients was raised from L¥h (EUR 50) to LVL 45 (EUR 64) per
month as from 1 January 2006. In 2004 — 2005 nete ssocial benefits have also been
introduced?

In general, positive development trends can berobdeas regards benefits: raising the amount
of state social benefits for families with childrand introduction of new types of state social

1 As from 1 October 2004, the amount of childbirfomance was increased according to the value yatte in
actual prices as defined by the CSB — to LVL 298RE421), and an equal amount of allowance was gdatt
all parents of newborn children irrespectively loé time when the mother has turned to a medicétutisn for
medical care in connection with pregnancy. Morepws from 1 January 2005, a new system of childcare
allowance has been introduced, with the amounthdéicare allowance set as follows: (1) for employexisons
taking care of a child in the age of up to one yed@0% of their average insurance contribution waigeng the
12 months preceding the birth of the child, but exteeding LVL 392 (EUR 558) and not under LVL B8JR
80) per month; (2) for unemployed persons takirmg cd a child in the age of up to one year - LVL(EUR 71)
per month; (3) for both employed and unemployedqes taking care of a child of 1 to 2 years of ag¥'L 30
(EUR 43) per month. From 1 January 2005, persdiingecare of twins or several children deliveredhisingle
childbirth are granted a supplement for each ofrret children: for taking care of a child in thgeaof up to one
year— LVL 50 (EUR 71) per month, taking care ohddof 1 to 2 years of age — LVL 30 (EUR 43) peonth.

12.(1) from 1 January 2005 children with celiacicedise under 18 years of age who have not beenuatdlithe

status of disabled person, are granted state suegoal to the amount of supplement to state fabelyefit for a
disabled child (i.e., LVL 50 (EUR 71) per month®) (from 1 January 2006, a supplement to the exjdbase
amount of childbirth allowance (i.e. LVL 296 (EURH) has been introduced: LVL 100 (EUR 142) — foz t
birth of the first child, LVL 150 (EUR 213) — fohé birth of the second child, LVL 200 (EUR 284)or the birth

of the third and every next child in the family;) Bom 1 January 2006, a childcare allowance faabied

children has been introduced, namely, LVL 50 (EUR f@er month granted to one of the parents of abdisl

child (with severe functional disorders) on coratitthat he or she does not work. As a result, aquetaking care
of a disabled child with serious functional disoslef the systems of organism receives both a supght to the
state family benefit for a disabled child (LVL 5BYR 71) per month), and childcare allowance forisalled

child. Altogether, the state support by means oiefies to the respective person amounts to LVL (BHOR 142)

per month.
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benefits. Nevertheless, the low amounts of sew&ede social benefits still hamper adequate
provision of state support in the form of monetaayments to certain groups of population in
situations linked with reduction of income as wal in cases where individuals are unable to
obtain any income and no compensation from the si@tial security system is envisaged.

It has to be noted that families still receive vényited support during the child raising. The
amount of state family benéfitis insufficient to satisfy the basic needs of fiési raising
children over two years of age and to support tadequately in respect of additional expenses
related to bringing up children. If we look at tadditional expenses arising for families with
children of school age at the beginning of eaclostyear, the current state family benefit does
not provide sufficient support for preparing chddrfor the new school year. Such a situation
contributes to increasing social exclusion and pgvef families. According to the data of
Household Budget Survey in 2004, the largest sbaohildren (younger than 18 years of age)
— 37% from total number of children in household&d in families with £ quintile income,
which is in average LVL 38.42 (EUR 55) per monttheneas the smallest share of children
could be seen in thé"Fjuintile (15.3%), which has the relatively biggestome, namely, LVL
230.14 (EUR 327) per one household member per month

Statistics also provide evidence on the instabdftfamily as a social institution in the country.

In 2004, 52 out of each 100 marriages concludea wemrced. The share of children born in
unregistered relationships is also very high inviaat- 45%. The number of children not

attending nursery schools because of the lack chna@es there is high, with resulting

difficulties in reconciliation of work and familyifé and hampered return of women into the
labour market. According to the CSB, the capacitpre-school educational establishments in
the school year 2004/2005 was 50 110 children,enthiére were 62 443 children on the list for
receiving these services.

The amount of state social security benefit forspes disabled since childhood which is
currently LVL 50 (EUR 71) per month is not suffinoieco meet the basic needs of these persons
who generally have no opportunities of employmdititere is also lack of support to those
family members (usually women) who are taking cafeanother family member (elderly
person, child, disabled person).

Statistical indicators point at a negative trendirafreased risk of poverty for single-parent
families with one or more dependent children. Coragao 2003, the risk for this group has
increased by 6%, thus reaching already 41%. Fgeldamilies the risk of poverty remains
stable, yet high - at 32% in 2004. The risk of povéas grown by 4% also for families with
two children, reaching 17% in 2004.

On the basis of these negative indicators and #t®ws problems identified in relation to
services and resources, the following key targatai€hieving this objective have been set:

* Improve the financial situation of families withildren by reducing the tax burden and
increasing the amounts of various benefits gradtethg the childcare and upbringing
periods;

* Improve access to housing for families with chitdre

* Improve the health state of children, provide suppmfamilies during the child raising
periods and in cases of incidence of social risks;

131n 2006, state family benefit for the first chid LVL 6 (EUR 9), for the second child — LVL 7.2BUR 10),
for the third child — LVL 9.60 (EUR 15), for thedah and every next child — LVL 10.80 (EUR 15).
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« Promote development of alternative care and sos@lices and facilitate its
accessibility to families with children.

Objective 3 Improve the accessibility of resources and servis to retired persons
subjected to the risk of poverty, in particular tothose living alone

Latvia faces swift ageing of the population chagdsed by low birth rates and increasing
average life expectancy. Demographic forecastscatei that the numbers of labour force
should generally remain stable until 2010, yet arghdrop can be expected between 2010 and
2030. This decline will go hand in hand with sigraint changes in the age structure, as the
number of young people between 15 and 24 yeargefwall deplete, while the number of
people aged 45 to 64 will increase thus giving asbto the pool of elderly people by 2050.

The average old age pension in 2005 was LVL 81 (HUR), whereas the minimum pension
amounted to nearly LVL 58 (EUR 83) and was receilbgdl1% of all recipients of old age
pensions. In 2004, the disposable income of refpedon was LVL 69 (EUR 98) on average
per month per one member of household.

The income is mainly spent on food, housing costs gayment for medical treatment, while
very little is given away on consumption expenditlike clothing, footwear, recreation and
culture. This group under risk of exclusion hasitéd possibilities to participate in social life
due to the low income.

In the housing situation of Latvia, one of the masinerable groups are those inhabitants of
retirement age who live in large cities and are afde to cover the housing rent or to find a
housing appropriate to their financial capacity their own. Those renting apartments in
denationalised houses risk eviction from their apants because of debts for rent or use of
public utilities or because of the necessary owdriveorks and their inability to purchase
another apartment on the open market. Construcianunicipal housing, in turn, has gone
down considerably in the last decade. The numbérsooial apartments and houses are
insufficient in Latvia — in 2005, there were 208&isl apartments and 78 social houses, with
retired persons constituting 37.4% of the inhalban

Recipients of pensions form one of the key targetigs for municipal housing allowances and
municipal allowances for compensation of medicglemses. In 2004, 114.8 thousand or 23.8%
old age pensioners have received different murisipeial benefits.

Elderly people have insufficient access to careises alternative to long-term care institutions
(e.g., home-care, day-care centres) that wouldvatmse unable to take care of themselves to
stay at home. Accordingly, the number of elderlypgle and disabled persons dwelling in
social care institutions is relatively high in LetvIin 2005, 1.1% of all population above 60
years of age abode in social care institutiong0d@0of them female and 40.0% male), while the
corresponding share of population above 70 yeasgefwas 1.8% (74.5% of them female and
26.5% male).

Analysis of statistical indicators for 2004 showsnarkedly negative trend as regards
increasing poverty risks for persons of retiremage. If in 2003 the poverty risk for retired

persons was 15% (17% for females, 9% for males20¥ it had gone up to 24% (28% for

females, 17% for males). The sharpest increasebeavbserved for lone retired persons (65
years and over). In 2004 it has reached already, 58¥€asing by 25%.
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Taking into consideration the characteristics ofr@nt situation and the negative statistical
trends, the following key targets have been chéseachieving this objective:

Reduce poverty and social exclusion of retired gassby improving their access to
resources;

Improve access to housing for low-income persongtaiement age;

Improve the access of retired persons to healéh snvices;

Improve the accessibility of social services tareet persons and develop care services
alternative to institutional care thus facilitatirggaining of social status and their social
inclusion, as well as enhancing the employment dppdaies of their family members;
Promote the accessibility of cultural events and t@ retired persons, thus facilitating
their socialisation and social inclusion.
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2.2. Priority policy objectives

In order to achieve the three priority policy olijees, in cooperation with social partners
various measures financed from the state and npatibudgets, EU Structural Funds and the
Community Initiative EQUAL will be implemented dag period from 2006 to 2008. These
measures will facilitate better labour market isotn of the target groups, improve their
material welfare and ease their access to diffareagssary services, thus promoting successful
social inclusion.

Objective 1: Improve the access of children and young peopleubjected to the risk of
poverty and social exclusion to education and lab@umarket services.

1. In order to increase the efficiency to pedagaigirocess in basic education, thus achieving
reduction of the number of dropouts and studentdh woor performance, the following
activities are planned:

* to extend opportunities for students with low prehary knowledge and learning
difficulties to join pedagogical correction and afaup programmes_(indicatothe
number of students in pedagogical correction ancheap programmes) (M0E1§)

 to introduce and pay for the pedagogical work sisiant teacher aiding student (@

6" grade) with learning difficulties (indicatoras from 2007 — 5 hours per week for
each class; from 2008 — 7 hours per week for eaohm 2009 —10 hours per week per
each class; 3 000 remunerable pedagogical work established) (MoES);

» to develop methodology for work in classes compgsistudents with learning
difficulties (MoES);

» to provide additional consulting for mastering twntents of study subjects to students
(7" to 9" grade) with low educational achievements by ensupay for 1 hour of
supplementary pedagogical work per week for eaahsc(indicatar95% of students
obtain certificates of basic education at the er@i"arade) (MoES);

» to provide educational establishments with computerd ensure acquisition of ICT
basic skills for students from educational estaintients (indicatorsa number of
computers per 100 students in educational estadiah students of educational
establishments who have obtained general compulsmyrse of informatics)
(SOSAMEGA).

2. In order to promote development of inclusiveadion for children with special needs, it is
envisaged to implement the following activities:

* to create a support system for integration of gitslevith special needs in general
education institutions through establishment ofteS@pecialised Education Centre to
ensure consulting and methodological aid (indicatibre share of students with special
needs 4% (in 2007, prior to establishment of that@@ and 4.02% (in 2008 — after
establishment) in the total number of studentsesfegal educational establishments; 32
pedagogical-medical commissions have started Hwtivities as specialised education
support centres) (MoES);

» to adjust general education institutions to stuslemth reduced mobility_(indicatars
learning environment (premises, classrooms, faslitequipment, etc.) improved in 18
specialised educational establishments to suppetdevelopment of working and

4 The ministry responsible for implementation of teepective measure (irrespectively of whetheratttévity is
implemented by an institution under control/sup&on/responsibility of the ministry).
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everyday life skills of the students; 10 generalcadion institutions adjusted for
students with reduced mobility) (MoES);

» to prepare teaching staff for work with childrerdaroung people subjected to the risk
of social exclusion by financing further educatmfnpedagogues from the state budget
(indicator pedagogues have attended a 36 hour further ednaaturse once in every 3
years) (MoES);

» to provide disabled persons, including disableds@eas up to 24 years of age, with the
skills and competencies necessary for their integrain the labour market by
development and improvement of the system of médisacial and vocational
rehabilitation services _(indicatorsmethodology for determination of vocational
suitability and for training of disabled personghwimental disorders developed; new
vocational rehabilitations programmes for visualtypaired persons developed and
introduced; 10 short-term vocational rehabilitatiprogrammes for disabled persons
with low education or vocational skill levels dewpéd; information system established
for motivating employers and disabled persons to j@habilitation programmes;
regional support offices of the Social Integratfoentre established providing services
as close to the residence of a disabled persooszsibte) (MoW);

» to strengthen the role of cultural education inuadg social exclusion of visually
impaired persons by further extension of suppotth# Latvian Library for the Blind,
including to accessibility and diversification d§ iservices (indicatorthe number of
visually impaired children and young people attehd&oC);

» to provide subsidies to the municipal public litearfor ensuring free access to Internet
and computers_(indicatothe number of visits to libraries made by childesrd young
people) (MoC).

3. In order to facilitate integration of young cats’ education within the public education
system and to promote social inclusion of convadter serving their sentence, the following
activities are planned:

* to implement the project “Development, approbati@md implementation of
pedagogical correction programmes” within the Nedid®rogramm® “Implementation
of pedagogical correction measures in imprisonniestitutions” (indicators premises
for provision of pedagogical correction programradapted and equipped in 8 prisons;
75 pedagogues, as well as 75 chiefs of units, keoimkers and other specialists
trained; 2 pedagogical correction programmes, ihitrg programme for pedagogues, 2
sets of methodological aids for pedagogical comect?2 social rehabilitation sub-
programmes and 1 manual for specialists involveediucating convicts developed and
licensed; 240 convicts involved in pedagogical ection education programmes in 8
prisons) (MoJ);

* to ensure access of convicts to general educandicétor. two programmes developed
and implemented within framework of “Guidelines Bflucation Policy for Convicts
2006 -2010") (MoJ, MOES);

» to develop additional general education programsniplementation in imprisonments
(indicator a number of general education programs increagsésprograms) (MoES).

4. In order to develop application of an inclusieducation principles within the general
education system in respect of Roma children theviing activity will be implemented:

» to establish 10 inclusive pre-school groups fordrkn in the age of 5 to 6 and to

prepare teachers to work with these groups by mehaspecial teaching methodology

15 National Development Plan (Single Programming Deent); European Social Fund.
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“Roma child ready for school” (indicatothe number of Roma children in pre-school
and basic education institutions; the number of Rgrarents facilitating schooling of
their children between 2008 and 2010) (SoSAMSI).

5. In order to enhance the accessibility of vocatioeducation to young people from risk
groups, the following measures are to be taken:

to provide support measures to young people froor families and social risk groups
by covering the expenses of the official accommiodafacility services (indicator
12 000 students staying in official accommodatiatilities) (MoOES);

to improve the social conditions of vocational emtlian establishments (indicatotbe
amount of study grant increased to an average df RV (EUR 28) per month; the
average number of students envisaged for groupsided from state budget — 31 600
per year) (MoES).

6. In order to facilitate the interest of studemtsobtaining education and improving their
vocational knowledge, as well as to inform the sthyouth on the vocational career guidance
issues to allow them to be fully competitive in tladour market and choose their future
occupation correctly, it is planned to carry o fbllowing activities:

to provide opportunities for acquiring working $&iluring summer break for students
of general, secondary or vocational secondary diuncastablishments (indicatathe
number of students involved) (MoW);

to provide guidance to students and young peoplehmosing their profession and
education as well as information on career and &thut opportunities_(indicatorshe
number of consulted students and young peoplentimeber of information activities;
the number of PCCSA home page visitors) (MoW);

to strengthen support institutions implementingeeareducation in order to ensure the
guality of career education implementation and grenfcooperation council secretariat
functions in the state of state institutions, sb@artners and non-governmental
organizations involved in Career development suppggstem (CDSS)_(indicatars
improved capacity of Vocational Guidance Informatidnit at Vocational Education
Development Agency; provided coordination of coagtien of employees involved in
CDSS) (MoES, MoW).

7. In order to facilitate permanent job placemehnyaung unemployed persons and disabled
unemployed persons in the age of 15 to 25 yeaisnpyovement of their working skills and
competencies, state institutions in cooperationhwsocial partners will implement the
following activities:

to create opportunities for young unemployed ams@liled young unemployed persons
with vocational knowledge base to improve theirctical skills by employer (indicator
the number of young unemployed and disabled yourgmployed persons referred to
employers for in-service training) (MoW);

to create opportunities for young unemployed amséliled young unemployed persons
without any vocational knowledge base to acquiracteal skills by employer
(indicator. the number of young unemployed persons refeoenhployers) (MoW);

to improve the professional qualifications of youmgemployed persons and provide
them with vocational training and retraining (inatior: the number of young
unemployed persons enrolled in training course N

measures for improvement of competitiveness thraaguisition of basic skills and
competencies required in the labour market (indicathe number of young
unemployed persons and job-seekers involved inhmdggical support classes and in
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classes for acquisition of basic skills and compatss required in the labour market)
(MoW);

» to improve computer literacy of the unemployed igatbrs a new computer skills
training programme for unemployed persons develpf@d0 unemployed persons and
job-seekers trained) (MoW);

* to create an employment system for persons withtahetisorders and psychiatric
diseases_(indicatarg5 patients of psychiatric medical treatmentiingbns employed;
methodology for employment of persons with mentabilers and psychiatric diseases
developed) (MoH);

» to offer new solutions for employment of people hwhearing disability (including
youngsters) in order to eliminate discriminationvadmen (including young women)
with hearing impairment, to build up their self-éolence and motivation (indicator3
studies performed on the career choice problemsoofien with hearing disability; the
number of motivation programmes, training courses @ilot projects held with
involvement of approximately 1000 women with hegridisability; an appropriate
system for retraining of unemployed persons withrimg disability developed, and a
special system aimed at assisting graduates ofofshHor people with hearing
impairments to join vocational training programn@eated; an interinstitutional co-
operation network established for solution of thebfems of people with hearing
disability) (MoW);

» to improve the access of young disabled personstational rehabilitation services
(indicators: the number of young disabled persons who haveivestevocational
rehabilitation; implementation of four new vocat@bnrehabilitation programmes
corresponding to the labour market needs launcidolV).

8. To facilitate employment of young convicts andcenvicts it is planned to implement the
following activities:

» to identify the administrative barriers hinderiracgl and labour market integration of
convicts and ex-convicts, and to create a systermamtain the employability of
convicts (including young people), as well as tealep a clear employment model for
convicts and mechanism for involvement of businessthat would allow to increase a
number of employed minors and young people in isgmment (indicatorsa study on
accessibility of education, employment and so@hhbilitation services carried out; the
number of young convicts engaged in paid employmémsiocial rehabilitation centres
in the liguciems, $irotava, Giva and Valmiera prisons and 4 social rehabilitation
centres outside of prisons establishedCancept Paper On Employment Of Convicts
developed) (MoJ).

9. For improvement of the income of children andryg people in case of incidence of various
social risks the following measures are foreseen:
* to support social integration of children who hdwst their providers but are not
entitled to survivors’ benefit_(indicatostate social security benefit raised to LVL 45
(EUR 64) per month) (MoW);
» to facilitate integration of disabled persons witduced mobility in the socio-economic
environment (indicatomenefit for compensation of transport costs ineedao LVL 56
(EUR 80) per each full 6 months™ period) (MoW).

10. In order to enhance the social integration dppdties of children and young people and to
improve their health state, it is planned to cauythe following activities:
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to ensure that children addicted to psychoactibstsunces have opportunities to receive
social rehabilitation services (indicatosocial rehabilitation provided to an average of
70 children) (MoW);

to ensure that child victims of illegal acts havpportunities to receive social
rehabilitation services (indicatosocial rehabilitation provided to an average 25 §in
2007 — 725; in 2008 — 772) children in instituticared 884 (in 2007 — 1300; in 2008 —
1400) children at their place of residence) (MoW);

to reduce alcohol abuse among young people andrehil(indicator annual national
actions taken for students of general and vocditiedacation establishments, as well as
for children and young people with special neeg)ES, MoCFA);

to reduce tobacco abuse among students and yoopiepgerough awareness raising on
the risks of smoking_(indicatoinformation materials (posters, booklets, postsar
videos — a film of tobacco addiction and preventitor 1* to 9" grade educators and
students published) (Mol);

to increase the number of children who have undergweventive medical examination
(indicator. the share of children who have undergone prewventiedical examination
(in the total number of children) — in 2006 — 90/,2007 -91%, in 2008 — 92%)
(MoH);

to perform health promotion measures in order ttuce the incidence of STDs and
HIV/AIDS among young people and children (indicatamplementation of an annual
awareness raising campaign within the framewoWofld AIDS Day — in 2006 — 1; in
2007- 1; in 2008 - 1; information on HIV/AIDS redat issues provided via the round-
the-clock AIDS hotline (number of telephone liné} (MoH).

Objective 2 Improve the accessibility of resources and servis to families, particularly
large and single-parent families.

1. For improvement of the financial situation ofmiies with children by reducing the tax
burden and increasing the amounts of various bisngfianted during the childcare and
upbringing periods, the following measures aredees:

to grant supplements to the current childbirthvaflace (indicatarsupplement for the
first child - LVL 100 (EUR 142), for the second hi LVL 150 (EUR 213), for the
third and every next child in the family - LVL 2@QBUR 285)) (MoW);

to increase the amount of state family benefit tfog first child in the family, with
resulting increase of the benefit for other chifdne the family (indicatarthe amount
of state family benefit for the first child in thamily - LVL 8 (EUR 11); for the second
child — LVL 9.60 (EUR 14), for the third child — LV12.80 (EUR 18), for the fourth
and every next child — LVL 14.40 (EUR 20)) (MoW);

to introduce a more family-friendly childcare allamce system by extending the group
of recipients of the childcare allowance and byngray childcare allowance for taking
care of a child up to the age of 2 both to unemguogersons and to employed persons
who are either on a childcare leave or working ifatbr. increase in the number of
recipients of childcare allowance) (MoW);

to introduce a new state social insurance benefiarental allowance — for persons
covered by social insurance taking care of a chpdto the age of one year, thus
replacing the current childcare allowance granteainfthe state basic budget to
employed persons taking care of children in the afgap to one year. The parental
allowance is planned to be equal to 70% of thearage insurance contribution wage
and its maximum amount will only be limited by the@ximum amount of mandatory
state social insurance contribution base (indicdatmrease in the average amount of
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allowance paid to employed persons taking care oiiildl of up to one year of age)
(MoW);

to increase the non-taxable minimum amount exempin fpersonal income tax
(indicator. the non-taxable minimum amount increased from 28 (EUR 37) to LVL
32 (EUR 45) per month in 2006; from LVL 32 (EUR 4®) LVL 40 (EUR 57) per
month in 2007; from LVL 40 (EUR 57) to LVL 50 (EUR1) per month in 2008)
(MoF);

to increase the tax exemptions for dependantso@haoli the amount of tax exemption
for dependants increased from LVL 19 (EUR 27) toLL®2 (EUR 31) per month in
2006, from LVL 22 (EUR 31) to LVL 28 (EUR 40) peromth in 2007, from LVL 28
(EUR 40) to LVL 35 (EUR 50) per month in 2008) (MoF

to increase the survivors’ pension by granting ecluld at least 65% of state social
security benefit_(indicatot VL 29.25 (EUR 42) for each child) (MoW);

to grant a supplement to the state family benefithe month of August aimed at
providing additional support in cash for familiesedto preparing a child for the new
school year (indicatosupplement for a child in the age from 7 to 16rged the level
of LVL 20 (EUR 28), LVL 25 (EUR 35), LVL 30 (EUR 43r LVL 50 (EUR 71) An
amount of supplement will be defined by evaluatthg economic situation in the
country (MoW);

income tax allowances for inhabitants to purchasmputer equipment, software and
internet connection _(indicatorincrease of household proportion with internet
connection) (SOSAMEGA).

2. In order to improve access to housing for faemilivith children, implementation of the
following activities is envisaged:

to provide state housing loan guarantees for femilvith children (indicatorthe
number of housing loan guarantees issued) (MoRDLG);

to elaborate an informative report on increasedodppities of housing access to
families with children by extending the range oigigdle tax-deductible expenses by
including amounts paid as interest on housing |¢adicator informative report
submitted to the Cabinet of Ministers) (MoORDLG);

to elaborateBasic Guidelines of Housing Polidyy providing measures for families
with children in addressing housing problems (MoRHL

3. To improve the health state of children and mlewsupport to families during the child
raising periods and in cases of incidence of soisks, the following activities are foreseen:

to provide free lunch to children of primary schagk, covering the costs from the state
budget (indicatarthe number of primary school age children progigéth free lunch

at school compared to the total number of primahosl age children in the respective
school) (MoCFA);

to decrease the number of newborns infected witWAIDS (indicator: HIV testing of
the registered pregnant women, including pre-tedt @ost-test consulting (the number
of pregnant women tested) — in 2006 — 80%; in 2080%; in 2009 — 80%) (MoH);

to establish special palliative care teams fordrhih (with their services available
outside of Riga as well) comprising a psychologissocial worker, a chaplain and a
medical worker taking care of incurably ill childrand providing the necessary support
to their parents_(indicatar® mobile palliative care teams established; atetyy for
introduction of the new service in all regions @ftlia developed) (MoW);

to prepare the necessary documentation for a npavay services - “Palliative care for
children” (indicator proposals — package of documents prepared foeva tgpe of
services - “Palliative care for children”) (MoW).
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4. To promote development of alternative care andiat services and facilitate their
accessibility to families with children, the follavg measures will be taken:

to develop out-of-family care services correspogdim the interests of children, thus
ensuring acquisition of social skills by children out-of-family care institutions
(indicator: a pilot project implemented and methodological pgup to out-of-family
care institutions provided; “Halfway Home” estahksl in the framework of the pilot
project) (MoCFA);

to promote development of alternative childcarevises (indicator:a scheme for
provision of babysitting services in municipalitielaborated) (MoCFA);

to strengthen father’s role in childcare by impletireg the project “Man equal, man
different” (MoCFA);

to increase the opportunities of disabled personsingle-parent families to receive
vocational rehabilitation_(indicatarghe legal framework and economic justification
prepared so that a person entitled to vocatiortabiditation in SA “Social Integration
Centre” and being a single parent of a pre-schgetachild, would be able to receive
these services while living in with the child; 1Qerpons receiving vocational
rehabilitation services given an opportunity toystath their pre-school aged children
in premises provided by SA “Social Integration Gefjt(MoW);

to prevent repeated cases of domestic violence \apleénce against children by
ensuring state participation in provision of soai@habilitation to persons who have
conducted such acts of violence (indicatbe number of violent persons (male/female)
who have received rehabilitation services; the nemd$ persons who have performed
acts of violence (male/female) (according to thember of domestic violence
proceedings instituted) (MoCFA);

to promote the stability of families by ensuringildtraising within families and by
provision of support to families in critical sitimts (indicator 5 support provided for
establishment of 6 family support and/or crisegresy (MoCFA);

to ensure supervision of pre-school aged childrering temporary absence of their
parents, thus promoting reconciliation of work dadhily life (indicator: 24 play-and-
development centres for primary-school childrealgsthed) (MoCFA);

to facilitate development of family-friendly infrmacture and environment by measures
aimed at arrangement of children playgrounds ardgvation of green areas in public
parks and residential areas (indica&® playgrounds created) (MoCFA, MOENV);

to provide state co-financing for hiring social wers who carry out social work with
families and children in municipalities (indicat®00 social workers receive partial pay
from the state) (MoW).

Objective 3 Improve the accessibility of resources and servés to retired persons
subjected to the risk of poverty, in particular tothose living alone.

1. In order to reduce poverty and social exclusibretired persons by improving their access
to resources, the following measures are planned:

to increase the amount of state social securitefitefor general recipients (indicator
state social security benefit in the amount of LA8 (EUR 64) per month) (MoW);

to index pensions not exceeding three state sowatlance benefits (LVL 135 (EUR
192)) twice a year on the basis of consumer pridex and 50% of the actual growth of
wage subject to insurance contributions, and texmaensions that exceed three but not
exceed amount of five state social insurance besnéf. from LVL 135.01 (EUR 192)
to LVL 225 (EUR 320), on 1 October every year oa Hasis of consumer price index
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(indicator. the average pension in 2006 - LVL 91.52 (EUR 180007 — LVL 97.15
(EUR 138); in 2008 — LVL 101. 28 (EUR 144)) (MoW);

to pay supplements to old age pensions dependingeomsurance record up to 1996
(indicator an average of LVL 6.63 (EUR 9) per month per ga@hsioner) (MoW);

to grant a new old age pension to people who haddofor early retirement yet
continued working up to the statutory age for éient to old age pension without
actually receiving their pension (indicatdhe average increase of old age pension by
LVL 28.64 (EUR 41)) (MoW);

to pay out the part of pension deducted for pems®mho continued working during
period from 1 January, 2000 to 19 March, 2003 @attir an average of LVL 35.00
(EUR 50) per each month of deducted pension paynieiaiV);

to establish a supplement to old age pension fusettpersons who have worked under
harmful conditions if their insurance record isleast 25 years and their monthly
pension does not exceed LVL 105 (EUR 149) (indicadém average supplement of
LVL 5.32 (EUR 8) per month) (MoW);

to recalculate the minimum granted pension instafadctually calculated pension in
case of accumulated pension capital (indicdtar average increase of old age pension -
LVL 6.62 (EUR 9)) (MoW);

to review the minimum amount of old age pensiopravide better support to people
with insurance record of at least 41 years (indicahe minimum old age pension for
persons with insurance record of at least 41 ysetrat LVL 76.50 (EUR 109) (MoW);

to increase the non-taxable minimum pension amdunticator the non-taxable
minimum pension amount raised from LVL 110 (EUR 186 LVL 165 (EUR 235))
(MoF).

2. To improve access to housing for low-income @esof retirement age, it is planned:

to grant public co-financing for development of isbamr tenement housing in the
territory of local governments (indicatothe number of social or tenement dwelling
places developed with public co-financing per y¢si9RDLG).

3. In order to improve the access of retired pesstunhealth care services the following
measures are envisaged:

to limit the spread of contagious diseases ancdoae the incidence of influenza as
well as the number of complications caused by erfia through support to vaccination
financed from the state budget (indicatttre number of persons over 65 years of age
vaccinated against influenza in the periods betvweardemics) (MoH);

to improve the accessibility of health care to lmeeme pensioners (indicatagnsure
that for retired persons with their monthly pensiat exceeding LVL 60 (EUR 85), the
patient’s payment for visits to specialised pramtiers is reduced to LVL 1 (EUR 1.4)
instead of previous LVL 2 (EUR 3)) (MoH);

to continue compensation for the expenses on medicintended for ambulatory
treatment_(indicatorthe number of diagnoses on the compensation giigilist)
(MoH).

4. To improve the accessibility of social servitesetired persons and to develop care services
alternative to institutional care, thus facilitatiregaining of their social status and their social
inclusion, as well as enhancing the employment dppdies of their family members, it is
foreseen to implement the following activities:

to improve access to social rehabilitation servi@edicators the number of regional
branch offices of the Technical Aids Centre; theitwg time of pensioners with
functional impairments for social rehabilitatiomsees) (MoW);
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to improve the quality of services provided to elgeeople in long-term social care
and social rehabilitation institutions_(indicataquality control of service provision
within institutions) (MoW);

to promote development of alternative care servimespersons of retirement age
(indicator. the number of pensioners (male/female) who haeeived home-care;
number of day-care centres for persons of retir¢rmga) (MoW).

5. In order to promote the accessibility of cultuezents and ICT to retired persons, thus
facilitating their socialisation and social inclasj it is planned to:

apply discounts on theatre, concert and museunettickindicator pensioners are
offered a 10% discount from the average price e&tie and concert tickets; charitable
events amounting to 0.3% of the total number oiftais — within the existing total
budget) (MoC);

income tax allowances for inhabitants to purcham@puter equipment, software and
internet connection _(indicatorincrease of household proportion with internet
connection) (SOSAMEGA).
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2.3. Better governance

Preparation process

Following elaboration of the first NAP/incl, colligan of information and analysis of situation
was commenced in 2005 for the next NAP/Inclusionotfder to obtain an overview of the
current situation of population groups subjectethtrisks of poverty and social exclusion in
the regions of Latvia and to identify the actiore@ssary to improve the conditions of these
population groups, a fich®Analysis of the accessibility of resources, goodservices and
rights to the groups subjected to the risks of povéy and social exclusion”was sent tall
local governments of Latvian cities and district cetres (86 in total) in June 2005. This
activity also facilitated cooperation with localvgwnments by mobilising and involving them
in identification and solution of poverty and sé@aclusion problems. The fiche contained all
population groups subjected to the risks of povertg social exclusion as identified in the
NAP/incl. It was requested that the strengths apdkmesses as regards the access of each of
these groups to education, employment, adequatenechousing, health care services, social
services, information and communication technolegteansport, legal services, culture and
sports be indicated. Moreover, the actions needeglitminate the identified gaps had to be
developed and an institution responsible for imgatation of each particular action had to be
defined. Altogether, 59 responses were receivad fozal governments.

After the compilation of the submitted fichésregional seminarswere held from 27 October
to 15 November 2005 presenting the proposals dllgovernments on improvement of the
situation of population groups vulnerable to risikgpoverty and social exclusion. The aim of
the seminars was to strengthen the link betweeigypoiakers and implementing actors in the
field of combating poverty at the level of localvgonments, as well as between the local and
regional NGOs and national policy makers, and ttharge views on the existing actions for
reduction of poverty and social exclusion and tbgoas required in the future. During these
seminars, priority actions necessary for improveinnthe situation of population groups
subjected to the risks of poverty and social exalusvere put forward.

While, in order to facilitate cooperation with ngovernmental organisations and obtain the
proposals of NGOs concerning the priority actiomsifnprovement of the living conditions of
all population groups under the risk of social es@bn, public consultation with non-
governmental organisationswas organised on 23November 2005. During the public
consultation meeting, the participants were alsitéd to identify priorities for the actions to
be taken to improve the situation of populationug® subjected to the risks of social exclusion
in the future.

On the basis of proposals collected through thdweB¢ regional seminars and public
consultation, a compilation was made resultinguttipg forward a number of proposals (101
in total), which were taken into consideration wiikeafting the National Action Plan for Social
Inclusion (2006-2008).

In order to achieve involvement of all relevantoastin the drafting of this NAP/incl, an
interinstitutional work group was established in 2006, comprising representgbvelifferent
ministries, regional local government developmegereies, non-governmental organisations
representing population groups subjected to the aefspoverty and social exclusion, social
partners, and a representative from the Centréistal Bureau.
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Mobilisation and involvement of actors

Policy-making for social inclusion would not be pitde without involvement and mobilisation

of all stakeholders relevant to identification asdlution of poverty and social exclusion
problems. Participation and involvement of all teéevant institutions in 2005 was achieved
through the regional seminars and public consoltamentioned before, as well as within the
framework of the Monitoring Committee that monitdre implementation of NAP/incl as

described below. Every year, 5 to 8 presentationditferent social inclusion policy issues are
given to several non-governmental organisations rzattbnal councils. These activities will

also be continued during 2006 to 2008.

Policy coordination

For the time being, coordination of social inclusjaolicy and its mainstreaming in all policy
fields and levels has taken place through disseiomaf the good practice of Peer Review.
Every year, upon receipt of the good practice respdhe Ministry of Welfare prepares a brief
summary and publishes it on the website of the M®Wé reports are also sent to the members
of the Monitoring Committee for the ImplementatimhNAP/incl for information and practical
application in their everyday work.

In 2007 it is envisaged to perform a thorough asialpf the proposals submitted by the local
governments and non-governmental organisations astiomed above, as well as of the
responses of ministries concerning the identifia@sgin access to resources, services, goods
and rights and the problems faced by populatioruggosubjected to the risk of social
exclusion. After completion of the analysis, digiass with representatives of the responsible
institutions will be organised in order to find tletimum solution for elimination of the
respective gaps and problems. Furthermore, itasrgd to carry out an analysis of studies
made within the framework of the European Sociahd~wand the Community Initiative
EQUAL to facilitate further development of moreiei#nt social inclusion policy.

Mainstreaming of social inclusion policy in the regévant policies

In 2007, it is planned to identify the experience good practice of other EU Member States
in respect of mainstreaming of social inclusionigyoln different relevant policies, thus taking
over the best example and implementing it at natitavel.

Monitoring and evaluation arrangements

In order to facilitate coordination of social inslan policy, as well as supervision thereof, the
Monitoring Committee for the Implementation of NAP/incl 2004-2006was set up in 2004.
The Committee involves representatives of ministiie charge of the tasks defined in the
NAP/incl, as well as representatives of regionahlagovernment development agencies, non-
governmental organisations and social partners. tabk of the Committee is to supervise
implementation of the objectives, tasks and aatisitncluded in the NAP/incl for 2004-2006,
as well as to identify problems arising in the sauof implementation of the NAP/incl and to
come up with proposals on measures to be takeelifmination of the identified risks. The
members of the Committee are also provided witbrimftion on the latest developments in
social inclusion policy both at the EU and natioleakl, on calls for tenders in the framework
of the Community Action Programme to Combat So&atlusion (2002-2006), they are
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presented with the Commission’s joint reports oriad@rotection and social inclusion in the

EU-25, and they also receive information on the kmprogrammes of the Social Protection
Committee and the Committee of the Community Acti®rogramme to Combat Social

Exclusion. Meetings of the Committee are convenezke@ quarter, yet extraordinary meetings
may be held in case of necessity.

In order to monitor the implementation of the NA®I| the Ministry of Welfare (the ministry
in charge of coordination of social inclusion pg)icannually submits to the Cabinet of
Ministers aninformative report on the implementation of the NARincl in the preceding
period. The report provides analysis of the sitrain comparison with the preceding year in
the fields of economy, employment, education, hayishealth, social services, e-inclusion,
transport, legal issues, culture, sports, rural @gibnal development and gender equality, and
lists the measures to be taken to improve thet®tuaf population groups subjected to the risk
of poverty and social exclusion. All ministries pessible for the measures defined in the
NAP/incl are involved in drafting of the informaéiweport, and it is annually adopted by the
Monitoring Committee for the Implementation of NARI during one of its meetings. Until
now, two informative reports on the implementatajrthe Action Plan in 2004 and 2005 have
been prepared.

For the next period of NAP/incl, a similar monitagimechanism is envisaged — setting up of a
Monitoring Committee comprising representativeslbfelevant institutions for monitoring of
the joint report, as well as drafting of an infotiaa report on the implementation of the
Report, containing the National Action Plan for Bbd¢nclusion 2006-2008, in the preceding
period.
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3. NATIONAL STRATEGY REPORT FOR PENSIONS

3.1. Adequacy of pensions

The pension system in Latvia consists of 3 tiecxzdeding to the terminology of the World
Bank) and it diversifies the risks typical for teehemes of inter-generational solidarity and for
pension schemes saving real capital. Income rdulision elements are also present — both
between generations and between the rich and thre po

The social insurance system with pensions as it m@amponent (81.5%) is based on the
principle of solidarity and correspondence betwiensocial insurance contributions made and
the amount of services received, providing a cefitetome replacement level upon retirement.

There is a direct link between the Latvian pensgstem and the economic situation in the
country, where the large share of illegal economy &igh unemployment rate results in
inadequate amounts of pensions dependent on tha& sw&urance contributions. One of the
key national priorities is the maintenance of peneis’ living standard after retirement.
Particular attention is paid to reduction of theiabexclusion risks and provision of adequate
pensions. Several important steps have been takeards gradual improvement of the
situation of retired persons in the country.

As from T' January 2006, the state social security benefit ised from LVL 35 (EUR 50)
to LVL 45 (EUR 64), resulting in an increase of th@ate guaranteed minimum pension
amounts. The state guarantees a defined minimunu@no minimum pension equal to the
amount of state social security benefit with thiofeing coefficients applied to it depending
on the length of insurance: for insurance recordeur?0 years — 1.1; 20-30 years — 1.3 and
over 30 years — 1.5. In 2005 the guaranteed olgagseions were granted to 56 376 recipients
(62% female and 38% male), accounting for 11.9%lbpensions. Compared to 2004, there
were by 1.8% less recipients of guaranteed oldhagsions.

In order to compensate for the decrease in pensioparchasing power caused by inflation
and to ensure real increase of pensions, pensiiapeding on their amount) are indexed on
regular basis. With increase of the state socsurence benefit as fron?t:lJanuary 2006, the
amounts of pensions eligible for indexation havereased as well. From 2006, pensions not
exceeding three state social insurance benefiteelya LVL 135 (EUR 192) (up to 2006 —
LVL 105 or EUR 149 respectively), are proceeded¢oindexed twice a year on the basis of
consumer price index and 50% of the actual grovithage subject to insurance contributions.
Pensions exceeding amount of three state sociatanse benefits but no more than five state
social insurance benefits, i.e. from LVL 135 (EUB2)Lto LVL 225 (EUR 320) (up to 2006,
from LVL 105 (EUR 149) to LVL 175 (EUR 249) respietly) are indexed once a year on the
basis of consumer price index.

As from T' January 2006, a monthly supplement to the oldpsgesion is granted to persons
with total insurance record of at least 30 yearssehpensions do not exceed LVL 105 (EUR
150). The supplement is granted for each socialramee record year accumulated befofe 1
January 1996 (before the reform). As a result,pidesion increases by LVL 6.63 (EUR 9) on
average. This may be regarded as partfaltiér of the pension system (state guaranteed
minimum pension during transition period in additio the pension earned individually) which
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was not introduced in the framework of the pensigstem reform in 1996 due to the lack of
resources.

If the person has insufficient qualification peritmw be eligible for the state old age pension
(minimum - 10 years of insurance), but has reache@drresponding age (5 years above the
statutory retirement age), the state social sgcbenefit is granted (in 2005 — 14 thousand
recipients of the state social security benefit).

3.2. Financial stability of the pension system

The ideology embedded in the Latvian pension syssefocused on incentives for population
in the working age to remain in the labour marketiang as possible, continuing work after
reaching the defined minimum retirement age. Tldeagle pension amounting within the NDC
PAYG scheme depends not only on the accumulatedigemapital, but also on the actual
retirement age and the life expectancy after rgi(G).

Gradual increase of the minimum retirement ageaisied out in Latvia both for men and
women aimed at raising it up to 62 years. For nmésh dge has already been reached in 2003,
whereas for women the gradual increase of minimetinement age will continue until 2008.
As from 1 July 2006, the retirement age for womeakes 61 years (from"Wuly 2007 it will

be 61.5 years).

The employment rate in the age group from 55 tasGificreasing rapidly, reaching 49.5% in
2005 (compared to 47.9% in 2004), which exceed€tdeaverage (in 2005 — 42.5%). In this
age group, the employment rate of females has gmamsiderably — by 3.4 per cent, thus
reaching 45.3% in 2005, while the employment ratenien has shrunk by 0.6 per cent, down
to 55.2%.

The average age when inhabitants cease their ecorativity, gradually grows each year. In

2005 the age was respectively 61.37 for males &id85or females. Although the retirement
age is increasing more rapidly for females thannhales, still there are differences between
both genders as regards this indicator (by 2.6Xsye# is forecasted that during the next 20
years actual retirement age could reach 63 yeaisoth genders.

Opportunity to opt for early retirement was forasée legislation until I July 2005. In order

to provide social protection to persons of prerestient age who, due to objective or subjective
reasons, were not able to integrate into the laboanket, the right to claim early retirement
pension was provided by law during the first yeafspension reform. Applying for early
retirement pension involves certain limitationstbit relation to its amount and to entitlement
to such pension during periods of work. Howeveling into consideration the fact that for the
time being labour market inclusion of pre-retiretnage population cannot be fully ensured
(the opportunity to request early retirement hasnbesed by 40% of pensioners per year on
average), after a wide public discussion in theetpthe Parliament made a decision in favour
of prolonging the possibility of early retiremendrfthree more years. The early retirement
option was used by 5.9 thousand persons in 2085 89.1% of all persons granted retirement
pension in 2005) with their average pension amawfit 72.56 (EUR 103). The granted old-
age pension amount for these persons is set ato8@pe calculated pension amount until the
time of reaching retirement age.

Considering the tendencies in the development ofadgaphic situation and its impact on the
economic growth, balanced social security policyd dmancial planning are of great
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importance for providing long—term stability of teecial security system. The method of old
age pension calculation in the NDC PAYG schemeilgab the system in relation to changes
in life expectancy, yet it does not compensateaHerfluctuations in the demographic burden of
retired persons on persons of the working age. Fhisuld be compensated by financial
resources from the state social insurance reserve WWithout such fund the maintenance of
pension system’s stability is practically impossiloh the long-term perspective, for example,
during years, when relatively large generationhef émployed persons (born in 1960-ies) will
retire. Currently discussions are being carriedregarding formation of this fund.

The pension system introduced in Latvia is capaifleetaining the rate of state social

insurance contributions unchanged in the long-teenspective, and thus, without planning any
further rise, it is able to secure the employed@es from the aggravation of social insurance
contribution burden. At the same time, in orderirtgprove demographic situation in the

country, efforts should be made to create a farfiigrdly and safe socio-economic

environment.

Contribution of the state mandatory funded pensidmeme and private pension scheme to the
provision of adequacy and financial sustainabihitypensions depends on participation rates in
the scheme, contribution rates as well as the hata of return from investments (taking into
consideration the inflation and administrative shst

On 3T December 2005, the assets of the state fundedopessheme (¥ tier of the pension
system) were administered by eight asset managemoempanies and the State Treasury. On
31° December 2005, there were 22 investment planseaffby asset management companies
and State Treasury to the participants of the $taiged pension scheme (the number remained
unchanged if compared to the previous quarter)3GhDecember 2005, there were 773 270
participants registered for the state funded pensahieme — 356 629 or 46% of them male and
416 641 or 54% female. There were 468 608 persegistered as mandatory participants of
the state funded pension scheme, i.e., by 14.4% than on 3% December 2005. The right to
join the state funded pension scheme on an optlusis was used by 304 662 persons B 31
December 2005, which is by 35.8% more than chi3dcember 2004.

Until 2006 including, 2% of person’s state socraurance contribution base are channelled to
pension state funded scheme. From the launch cfdiheme till 31 December 2005, a total of
LVL 74.2 million (EUR 105 million) has been transfed for management, and LVL 29.4
million (EUR 43 million) of these in 2005. Privassset managers have been entrusted 61.9
million lats in total. With increase in the numlz@rscheme participants and the contributions
made, the assets of the scheme increase as W#ll4\80%6 return rate per year), reaching 0.8%
of GDP in 2005 (compared to 0.6% of GDP in 2004).

On 37" December 2005 there were six private pension fuipdsating in Latvia — five open
and one closed pension fund. By the end of the §ese six private pension funds offered 13
pension plans. On $IDecember 2005, 67 904 participants had joinediperans, which is
by 73.9% more than in 2004. Out of all participasitpension plans, there were 53.1% women
and 46.9% men. The amount of contributions to memgians in 2005 was LVL 9.1 million
(EUR 13 million), compared to LVL 6 million (EUR @illion) in 2004. Employers had made
69.3% of these contributions (compared to 88.4%21094). In comparison with 2004, the
amount of contributions made by individual partarips of pension plans had grown more than
four times, whereas the contributions of the emgisyhad increased by 19.7%.
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On 3T December 2005 the investment portfolio of pengitams was worth LVL 36.4 million
or 0.4% of GDP (compared to 0.3% of GDP in 2004).tlBe end of 2005, investments made
abroad increased nearly three times if compar@d@d, amounting to LVL 15.4 million (EUR
22 million) on 3%' December 2005. LVL 21 million (EUR 30 million) &7.7% of pension
plan assets were invested in Latvia.

In 2005, pension capital of LVL 586 thousand (EUF3 8housand) was paid out. 89.3% of the
total of amount payments were paid out as the@paints of plans reached the retirement age,
10.4% in case of death of the pension plan paditf and 0.3% due to disability of the
pension plan participants.

As population’s purchasing power is relatively lowhabitants choose to spend their income
on their short-term daily needs instead of investin long-term provisions by accruing
supplementary pension capital. However, based armutendencies, it can be expected that
with the increase in purchasing power of populatzord improved recognition of pension
funds, the amount of individual contributions tavpte pension funds could increase. Yet it
also means that people should become more edusatitancial and investment issues in
order to be able to choose the most appropriatessigenplan with the most favourable
investment strategy, as the participants takenaliivestment risks themselves.

3.3. Modernisation of pension system

NDC PAYG scheme is flexible in relation to varidasms of employment, for example, in the
case of part-time work as well as in cases whemthgloyer has not made the social insurance
contributions on behalf of the employee, the emlent period is included into the insurance
record and pension capital is calculated on thestwdsncome.

The qualification period defined in legislation fentittement to state pension is not long — 10
years for old age pensions and 3 years for disalpénsions. However, provisions included in
the legislation stimulate accumulation of longesurance record: the longer the insurance
record with social insurance contributions mades thgher the pension amount. Certain
privileges in relation to calculation of the oldeagension also depend on the insurance length.
The average insurance record in 2004 was 33 yedexeas for old age pensions — 35 years.
Besides that, the activities aimed at promotiomaofre flexible types of work and combating
illegal employment are continued, and the mobdityhe population is facilitated.

Despite the relatively high levels of the economativity among women, the observance of
gender equality principles can be evaluated as kmvsignificant differences exist both in
relation to remuneration and in relation to theitamss taken by men and women.

Women are more often subjected to the risk of ggwian men. The old age pension amount
for women is lower. This can be explained by thet that women receive lower wage (by 18%
on average) as well as by longer career breakerinection with childcare, earlier retirement,
etc. In 2005 the average amount of old age perfsiowomen was by LVL 26.75 (EUR 38)
lower than for men. The situation is even more aggted by the fact that many women are
single (widows, divorced) and their pensions aterofnadequate for satisfying all their daily
needs (apartment rent, food, medical treatmeni, toerefore, further efforts have to be made
to build the awareness of employers and generaliqpolpn gender equality issues and to
promote reconciliation of working and family life.
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Social policy implies certain state support andtgeton for people in need of it, thus the
legitimate expectations of individuals in this flehre to be protected with special care. The
legal framework of social policy should be suffitily stable and fixed for individual to be able
to safely plan his future. In the legislation gavag the pension system numerous amendments
have been made since 1996 (for example, the Pehsnwhich regulates state mandatory
non-funded pension scheme has already been amdridéidhes). Although no conceptual
changes have been made by these amendments, thexrerisk of depleting the public
confidence level in relation to the stability andinability of the pension system.

3.4. Conclusions

The Latvian pension reform, notwithstanding theficliities of the transitional period, is
practically completed. In comparison to the pensgstem, which operated before the launch
of the reform (till 1996) and risked the exhaustiofh funds necessary for pension
disbursements in the future, the current systemahaamber of advantages: it is financially
stable in the long—term perspective; in spite efliigh and constantly increasing demographic
ageing of adult population, it is able to ensurexgien payments and regular pension
indexation; it is able to retain the rate of st&deial insurance contributions unchanged in long-
term, with no further increase envisaged. Thusersipn system able to react very flexibly to
demographic fluctuations and to provide long-temabsity under conditions of progressive
population ageing has already been created ind.atvi

The pension system is flexible both in relatiomdtirement age (a person can retire at any age,
which is not earlier than prescribed in the lawutaing the operation of the corresponding
scheme) and in relation to the ways of accumulgtggsion capital (as it covers both the NDC
PAYG scheme and schemes where funds are investi@ iiinancial capital market), as well
as in relation to securing payment of pensions toyiding for the state mandatory pension
and, in addition, life annuity pension offered bye |insurance companies as well as
disbursement of capital accumulated in private jpeninds.

However, it is necessary to point out that dueh® large share of the illegal economy in

Latvia, high unemployment rate, low average wage rgional disparities, pension amounts,
which depend on social insurance contributions, ciien be inadequate, therefore certain
activities must be carried out to facilitate thepnmvement of the quality of life for pensioners.

Accordingly, one of the national priorities is theintenance of pensioners’ living standard
after retirement — additional social protectiortlafse receiving low pensions ensuring pension
indexation, in particular, indexing the lowest gens more rapidly during the coming years, as
well as raising the pensions for the pensioners Wit longest insurance records within the
limits of the insurance budget.
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4. NATIONAL STRATEGIES FOR HEALTH CARE AND LONG-TERM CARE

4.1. Summary on health care and long-term care

Since Latvia regained its independence many chahgee taken place in the health care
system. The health care reform started in 1993hiwithe framework of this system its
decentralization was performed, consequently 36tdenl and branch sickness funds were
made. Such fragmentation of financial resourceaterka situation that in some districts the
provided sum for health care was less than in othstricts thereby remarkably reducing
principle of solidarity. Considering this situatjoat the beginning of 1997 the administration
system of health care financial resources was fvtamed and the principles of state
compulsory health insurance were established. ddsté initially established Central account
treasury and 35 territorial and department accawueasuries, State Compulsory Health
Insurance Agency (current Health Compulsory InsceaBtate Agency), as well as 8 regional
sickness fundswvere established in 1998. The process of sicknesd tonsolidation was
sustained and currently in the state there is oealthl Compulsory Insurance State Agency
with 5 its regional branches.

In 1997 Latvian Government in cooperation with VdoBlank worked out a project of “Health
care reform” and signed an agreement which predlictéorld Bank credit for the
implementation of this project in two phases. la finst phase of the project till 3December
2001 it was planned to carry out the necessarygdwin the structure of health care system,
the education of professionals and establishmetiteofundamental reform scheme by creating
models of policy, strategies and conception, meshas of their realization and control. In
order to realize the second phase of the proje¢heénperiod from 2002, it was planned to
perform the realization of health care structurergenization programme, to implement the
State Health Care Development PléBtate Outpatient Treatment and Hospital HealtheCa
Structure Plan) anBublic Health Strategy

The health care policy was directed to the improseimof population health by health
promotion and disease prevention. The implementégittes were directed to establishment
of the family doctor institution, reformation of wie health care system and health promotion
activities. Current health care policy emphasitesniecessity to concentrate the resources of
inpatient health care and to decentralize the messwf outpatient health care, to introduce the
cooperation principle in outpatient health carevali as to establish the network of secondary
health care providers corresponding to the popriateeds.

In order to realize the interposed goals, in 20@& wnion formation of hospital health care
institutions and the upgrading of health care stftacture was launched. As a result of these
activities the secondary health care serviceseanstate will provide the following network of
health care providers:

» Regional multi-profile hospitals

» Specialized centres

* Local multi-profile hospitals

» Specialized hospitals

» Other hospitals and health centres

It must be mentioned that the development of headtle system could not be possible without
adequate financial resources. Therefore it is conttakle that since 2000 health care budget in
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absolute numbers has increased (Annex 2; Figutedyever, taking into account the rapid
growth of GDP of late years, health care budgeandigg the whole state budget has even
slightly decreased.

Not less important as formation of health careesysaccessible to population, is ability of the
state to ensure social care services. Just initaggerson after prolonged disease and coming
into contact with problems, social in nature, wéteive the necessary help, state will probably
have a sustainable development.

Of late years the demand for social care serviodsatvia has substantially increased. To a
great extent this trend can be explained with ageinsociety. Demographic forecasts indicate
that the numbers of labour force should remainegsiiéble until 2010, yet a sharp drop can be
expected between 2010 and 2030. This decline wihand in hand with significant changes in
the age structure, as the number of young peoplecea 15 and 24 years of age will deplete
(15.4%), while the number of people aged 45 to 6dincrease (people aged 45 to 59 (18.9%)
and 60 to 64 (6.0%)), thus giving a boost to thel pd elderly people by 2050 (Annex 2; Table
14). Wherewith there is an increase of persongasipn age who will need a long-term social
care and rehabilitation.

Another major group of persons who need long-tesmas care and rehabilitation services are
persons with mental disorders (disabled personkafd Il disability group) and the blind
people. There are about 112 000 persons in thetrgowo has a disability status (Annex 2;
Figure 2).

Latvian National Development Plan (2007-20183fines that population health and welfare
must be a common value of the state and sociefy. ithportant that the state recognizes a
human and his/her knowledge as the main value ofidaince only healthy and socially
secure individual participates in tetate development and its future formation.

4.2. Health care

4.2.1. Characterization of health care system

Ministry of Health is a leading institution of staddministration in health sector and under its
responsibility there are public health, health cgfgarmacy and the sphere of narcotic legal
turnover. The main task of Ministry of Health isdevelop and to realize the state health policy
for providing public health in a healthy environmhday promoting prevention, popularizing
healthy way of living as well as by creating coiudit for inhabitants to receive cost efficient,
physically accessible and qualitative health cargises.

The amount of medical service guaranteed by the saffered to citizens and non-citizens of
the Republic of Latvia, citizens of the Europeanddonthe European Economic Area and of
Switzerland who reside in Latvia due to employmenself-employed persons as well as to
their family members. Likewise from the state budged resources of service recipients the
health care services are provided to foreign natfowho have a residence permit in Latvia,
refugees and persons who have assigned an altersédius, as well as to arrested persons and
convicts.

Resources for health care are assigned as thebsidget subsidy which is administeredthg
Health Compulsory Insurance State Agency. Fromstage budget in health sector there are
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disbursed drugs in the system of medication reisdment and drugs which are unitary
purchased. From the state budget there are finaaxtedties also for health promotion, disease
prevention, for example, vaccination as well asestanitary and epidemiological monitoring
etc. Health Compulsory Insurance State Agency cmad agreements with medical treatment
institutions and medical persons on provision ofvises. Regulations of the Cabinet of
Ministers of 2% December 2004 no.103®tocedures for the Organization and Financing of
Health Caré states those health care services which areinanéed from the health budget.
For example, cosmetic services, homoeopathic teratnand cosmetic surgical operations and
a.o. services are not financed from the health loadget.

In the state the health care is provided at 3 fvel

1. Primary health care — is offered in outpatienticBpoutpatient departments of hospitals
or at the place of residence of a person.

2. Secondary health care — is offered in outpatiendica institutions, outpatient
departments of hospitals, at emergency medicaktassie institutions, if there are
organized outpatient aid, day-care centres, anplifats

3. Tertiary health care — highly specialized healthecanhich is offered in specialized
medical centres or institutions with medical pessfiom one or several medical sectors
with extra qualification (certification in a defteimethod).

State paid secondary and tertiary health carecna person can receive only with referral of
family doctor or specialist (except of patients wihave particular diseases). On receipt of
health care services a person must pay a patiertilmation (except of emergency medical

assistance if a casualty (diseased person) isnditbon critical for life and health).

If a person wants to receive health care servibas dre not included in range of state paid
health care services, then expenses shall be ablsgrpatient or the third person, for example,
insurance company.

4.2.2. Accessibility of health care services

One of the fundamental indicators of health carstesy quality and efficiency is its
accessibility to the population. Accessibility oédith care services can be analyzed from
several aspects, for example, economic, geograpméarmative, institutional, legislative etc.

As it is above mentioned, upon receiving healthecsgrvices a person shall paypatient
contribution. While in order to provide health caaecessibility for all inhabitant groups,
especially the most vulnerable part of societymfrthe patient contribution are exempted
several categories of residents, for example, @ldup to 18 years of age, needy persons,
politically repressed persons, persons who suffdiethg the liquidation of the consequences
of the accident at the Chernobyl Atomic ElectricBtation, tuberculosis patients (during the
examination of tuberculosis determination), mewptaill persons (receiving psychiatric
treatment), persons who are under the care of Statial care centres and local government
rest-homes. Likewise a patient contribution shait he paid upon receiving of emergency
medical assistance (if a casualty (diseased peisdn)condition critical for life and health),
for vaccination (for example, against diphtheriadhim the framework of state immunization
programme, for performing preventive examinatios, veell as for receiving treatment for
different infectious diseases (for example, HIV/AD diphtheria, scabies, tuberculosis,
syphilis, viral hepatitis). Separate preferencethéopatient contributions are also applied to the
disabled persons belonging to the | disability gramd persons older than 80 years of age (for
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the home visit of family doctor), for pensionersask monthly pension does not exceed 60
LVL (85 EUR) (attending a specialist).

Taking into account that extended treatment casefor a patient a threat of poverty, state has
established the “ceiling” of patient contributiathen it is reached, it is not necessary to pay a
patient contribution. Namely, a total amount ofigatt contribution for each hospitalization
shall not exceed 80 LVL (114 EUR), while a totalaamt of patient contribution for outpatient
and hospital health care services during calenearshall not exceed 150 LVL (213 EUR).

Very important aspect of accessibility is a posybio receive the necessary pharmaceuticals.
Within the framework of reimbursement system far flurchase of drugs and medical devices,
patients with particular diagnoses are compensate@xpenditures for the purchase of
medicine in amount of 100%, 90%, 75% and 50%. I@52the compensation of expenditures
for the purchase of medicine was launched accorttiniipe principle of reference price, i.e.
state disburses the most inexpensive medicine froedicine with equivalent action, by
adapting the compensation percentage that allowsnsure medicine compensation to the
greater number of patients. However, comparing mownt for compensation of medicine
allocated in other Baltic States it must be conetlithat Latvia allocates the least resources for
medication compensation (Annex 2; Figure 3). If Estonia 44 EUR were shifted for
compensation of medicine per one person in 20@% it Latvia this made only 19 EUR.

Comparing total expenditures on health in diffefleatopean countries in 2003, it is seen that
in Latvia expenditures on health make 6.4% from GRilar as in Lithuania (6.6%), a little
more as in Estonia (5.3%), but considerably leas th Germany (11.1%), Great Britain (8%)
and Norway (10.3%) (Annex 2; Table 49). Howevemkiog at the proportion of these
expenditures between the public and the privatemradiure, it must concluded that in Latvia
public expenditures on health compose about a 8lf7%) from the total expenditure on
health. In no one of the examined European countribabitants do not cover such a great
proportion from total expenditure on health. Foaltie care per one inhabitant Latvia spends
191 LVL (272 EUR), whereas Lithuania 314 LVL (44URE), Estonia 288 LVL (410 EUR),
the Czech Republic 3 times more — 642 LVL (913 EUR3rmany 7 times more — 1287 LVL
(1831 EUR), Norway 9 times more — 1748 LVL (2487H5U

Analyzing the indicators of health care accessibduring four years™ period, it is evident that
a number of indicators during the accounting pehade been improved (Annex 2; Table 50)
that could indicate to the improvement of healttecccessibility. Thus the number of visits to
a physician has increased from 4.8 outpatientsvigiR001 up to 5.2 visits in 2005, the number
of outpatient medical institutions has increasemmfr2083 institutions in 2001 up to 2749
institutions in 2005. Of late years there is alsslight increase in number of physicians and
medical persons with secondary medical educatiorl@®00 inhabitants.

It must be noted that the proportion of family dwstwithin total number of primary health
care physicians increases every year — 55% in a6@3already 64% in 2004. High focus is on
education of internists and paediatricians for allgpractice or family doctors. Despite the
mentioned activities, the number of family doctpes 10 000 inhabitants in Latvia is still one
of the lowest in the EU that causes an extra amotimtork for physicians and burdens the
accessibility of health care services for inhaligan

Analyzing the geographical location of health capecialists, it can be concluded that the

location of physicians is more compact in Riga @adurroundings that is promoted by both
the greater density of population structure andatveglability of medical technologies and the
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economic activity of the region. In Riga in 20021k was the largest number of physicians per
10 000 inhabitants — 58.8 what is for 24.9 physisinore per 10 000 inhabitants than in the
state on average. Similarly the network of hospdahtion in rural territories is very compact
and the areas of hospital service overlap recuyrelherewith hospitals are not loaded
enough and resources are not used efficiently.ddbt in the country on the whole but also
within the framework of one region there is a grddéference in load of hospital beds and
length of average treatment. On the whole the na¢tikchnologies are concentrated in medical
institutions of Riga and several largest cities. sMof the current technologies are used
unreasonably without financial justification: thasea concentration of duplicate technologies
and its load is incomplete.

Disturbing fact is that almost 32% of currently dayed physicians are in the pre-retirement or
pension age who will retire during next 10 yearsl amll be gradually replaced by the
physicians aged up to 35 years which is less inb&um just 11.5% (Annex 2; Table 51).

Dynamics of number of health care human resourcesg 2000-2004 has not marked with
negative trend, but taking into account the agectire and the predictable leaving of
specialists from the labour market due to retiretneomparing the data of Latvian statistics
with EU countries in terms of the number of necessgpecialists, as well as the unequal
disposition of specialists in the regions of Latviacan be concluded that the number of human
resources is not sufficient to provide accessibitif qualitative health care services for all
inhabitants of Latvia.

Lack of physicians and patient’s desire to recei@articular health care service by particular

physician has an effect on the queue length. lieug length by family doctor does not exceed
5 working days mostly and in cases of urgent affeca person is accepted at the same day,
then waiting queues by several physicians-spetsalesach even 60 days. Situation is critical

with endoprosthetic surgery where patient has ti @xgen for several years (Annex 2; Table

52).

4.2.3. Quality of health care services

The accessibility of health care services influsndke quality of health care services
substantially. Therefore the above mentioned dimathges of health care system — small state
health budget, small funding for medicine reimboreat system, impending lack of human
resources — have the negative influence on quafityealth care services. In order to ensure
that patient receives qualitative health care aadesponding to his/her needs, state has
envisaged several conditions for medical persors medical institutions. Onlymedical
persons who are certified and registered in MedRekon’s Registry are allowed to practice
medicine singly. All the medical persons must pgstite in various courses and conferences
on a regular basis in order to improve their knalgke and every 5 years they must
recertificate. Medicine can practise only those ieedinstitutions which comply with
compulsory requirements. Similarly the technologissd in the medical institution shall be
approved according to procedwgecifiedby the Cabinet of Ministers.

The quality of professional and work capacity exzation for medical care at medical
institutions controls the Quality Control Inspectiof Medical Care and Capacity for Work
Expertise (Inspection). Above mentioned Inspectmmtrols if medical institution has a
conformity statement issued by corresponding coniigr assessment institutions and if
medical persons have certificates of medical persssued by certification institutions.
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Similarly the Inspection performs examinations gikes statements on the quality of medical
care and examination of capacity for work in melicstitution. Thereby a person is entitled to
apply to Inspection with a request to inspect thality of provided health care. Awareness of
inhabitants on their rights increases annuallyy 2005 there were reviewed 1224 complaints
and petitions submitted by inhabitants, where 2% were well-founded. Upon detection of
negligences, Inspection may take a decision onesisspn of operation by medical institution
or medical person.

In order to provide a possibility for inhabitantsdhoose a physician a person trusts in, the state
has foreseen that every person has a right to ehadamily doctor and make reregister not
more than twice during one calendar year (exceptseés if change of place of residence is the
reason for reregistering). Also upon reception eftomdary health care services a patient
together with a physician chooses the place anel ¢éihtonsultation or diagnostic check.

As a result of targeted action there have beereaeHiseveral improvements within the public
health sphere, for example, the infant, perinatal enaternal mortality rate has decreased,
likewise a number of persons deceased from tubesisuand a number of persons infected
with HIV anew have decreased. However, indicatorsohcological care at the same time are
unsatisfactory. Indicator of delayed tumour diagadss remained unchanged, decreases very
little is of visually localised malignant tumourgagnosis at later stages. There is a decreasing
trend of malignant tumours revealed during prewengxaminations. Similarly there is no
stable improvement in the number of operated dudder perforation and bleeding from the
digestive tract and in the number of deceased frimer disease (Annex 2; Table 53 and 54).

4.2.4. Sustainability of health care system

In order to improve the health care system andigeoiis sustainability, within the health care
sphere there are developed several relevant pdbcyments:‘Strategy for Development of
Latvian Health Care”approved on 22 September, 1996 by the Cabinet of Ministers isfitise
relevant policy document. For he first time in #tetegy there are identified main problems of
health care system, interposed goals and meaduredollowing documents within the health
care sphere to a great extent resulted from thet&jy for Development of Latvian Health
Care”.

Elaborated and approvéBevelopment Programme for Outpatient and Inpatieietalth Care
Services™® must be marked out as a relevant achievementrdimoge anticipates to ensure the
further development of integrated health care systey optimizating the number and
localization of service providers thereby incregdime quality of provided health care services,
cost efficiency and the rational accessibility fmtients. The implementation pfdrof the
mentioned programme foresees to implement a nurobectivities until 2010 that will
increase the quality of health care services atidmprove access to health care. For example,
until 2010 it is planned to establish 20 new priynaealth care physicians practices and to
restructure or improve 50 primary health care phigsis practices providing that by one family
doctor there are registered not more than 1800=misti Similarly, substantial step is the
establishment of hospital unions (conglomeratdsf will promote cooperation among the
hospitals and will reduce the administrative expsn$n 2004 and 2005 there were established
6 hospital unions already, and this process isiwoinig successfully.

16 Approved by Cabinet of Ministers on 20 Decemb8f2with Order no. 1003
7 Approved by Cabinet of Ministers on 28 Decemb8f®with Order no. 854
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Considering that not all inhabitants of Latvia @bukceive emergency medical assistance
timely, there were elaboratetBasic Guidelines for Development of Emergency Meadi
Assistance Servicé®. Basic Guidelines foresee specific measures BafiD which successful
implementation will let to provide equal acces®nfergency for diseased and casualties in the
condition critical for life and health in cases eVeryday life and emergency situations.
Implementation of Basic Guidelines has been alreadiertaken and unti®January, 2006 70
new operative medical means of transport and neel@ds tenders Motorola were delivered to
providers of emergency medical assistance caneral areas.

In order to define priorities regarding developmenthuman resources within health care
sector and proceed with development of rationdécéize and qualitative health sector, there
were elaborated®asic Guidelines for Development of Human Resouicedealth Caré®,
Within Basic Guidelines “Development of Human Resourcésdalth Care”there are defined
lower rates for wages and determination and prowisaodels for increase of wages until 2010.
Along with medical persons, there is provided autegand anticipated increase of wage.
Likewise a programméDevelopment of Human Resources in Health Care 20@015” is
currently under development. Within framework otprogramme it is provided not only the
building up of the system of wages, social guaesitensurance of professional risk for
medical persons and efficient planning of humaoueses, but also development of education
system in health care sector (higher educationatimetal education, further education)
according to the demand in the labour market andigion of health care sector with human
resources in necessary amount, location and quatliin according to demand (Annex 1;
1.Development of human resources).

It must be noted that an important step is takerarmangement of mental health area by
elaborating a project dBasic Guidelines “Improvement of Population Menksalth 2006-
2016". If Cabinet of Ministers approves the above memgmBasic Guidelines, public will
have the access to qualitative and correspondiniget@opulation needs mental health care by
establishing a mental health care office basedoorety and improving knowledge of family
doctors, as well as cooperation among varioustutigtns will be facilitated.

While, in order to improve the availability of medie for patients with severe and chronic
diseases, a concept paper on the financial resb@oceprovision of medicine availability for
outpatient treatment of patients in Latvia was efated for the next five to ten years, defining
role and responsibility of the state in this pracdSoncept paper foresees annual increase of
financing for system of purchase of medicine conspéion that will enable to receive the
necessary medicirfer greater number of patients.

The successful development of health care systerd et be possible without involvement of
society in decision taking and mutual cooperatidherefore during elaboration of policy
planning documents and normative acts there aratethvrepresentatives from non-
governmental organizations, service users and ¢eosj local governments, other state
institutions and s.o. Likewise, in order to promtte involvement of public in the decision-
making procedure in the area of patient rightsyel$ as to submit proposals on normative acts
developed by the Ministry of Health in the aregpefient rights, on the"3February, 2005 a
Patient Representative Advisory Board was estaddigihat successfully cooperates with the
Ministry of Health.

18 Approved by Cabinet of Ministers on 19 July, 2@ Order no. 444
19 Approved by Cabinet of Ministers on 18 May, 20G8wDrder no. 326
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It must be recognized that sustainability of theltiecare system is based not only on the
development of system and prognosing of activitoeg, also on the knowledge of population
on possibilities to receive health care, on atétwd society on the choice of healthy way of
living, as well as the prevalence of diseases @resyp For every inhabitant of Latvia to provide
a possibility to receive information on the prifew of health care organization, including the
proximate family doctor and patient contributioas, informative telephone free of charge is
organized. While within area of public health imypement there are implemented activities
derived from both theStrategy of Public Healfi and the policy planning documents
elaborated for particular sphere. For exampRrpgramme for Reduction of Alcohol
Consumption and Alcoholism Restriction (2005-2008jate Programme for Tobacco
Monitoring (2006-201Q) State Programme for Restriction and Control of Atidn and
Spread of Narcotic and Psychotropic Substances52008) Programme for Restriction of
Human Immunodeficiency Virus (HIV) and AIDS Spre&di3-2007)

Considering that current health policy is focusedpoimary health care and prevention, great
attention is paid to education of the populatiorcérding to theStrategy of Public Health
since 2004 in the state there are realized a nuothactivities for improvement of population
health state, including education of the societHOW/AIDS prevention, influence of addictive
substances, significance of healthy way of livimgl &.0. Substantial achievement would be
reached also by attaining that at schools ancitgtdries it would not be possible to purchase
food saturated with fat and sugar as well as fadd in dye (Annex 1; 2 Wholesome food at
school).

4.3. Long-term care

4.3.1. Characterization of long-term care system

The principles of provision and receipt of sociatecare regulated dyaw on Social Services
and Social Assistantke The above mentioned Law prescribes that soci@ isaprovided for
the inhabitants on the basis of an evaluation efitidividual needs and resources of a person
carried out by a municipality social work speciali& possibility to provide social care service
at the place of residence — care at home - is atedufirst of all, and only afterwards if an
amount of such service is not sufficient sociakecand social rehabilitation in long-term care
and social rehabilitation institution is providdéRleceiving social care services a person has a
duty to pay for it except of cases if a person hgfoto category of inhabitants whose services
are paid from the state budget resources. Whitkiéf to the lack of resources a person is not
able to pay for the provided services, the expemsescovered by the legitimate support
defined by legislation of Latvia or municipality.

From the state budget resources care in long teaialscare and rehabilitation institution is
provided for children with mental disorders, orptwand children left without parental care
until 2 years of age, children with mental and tioal impairments up to 4 years of age, and
for persons with mental disorders and persons wistual impairments. While from the
municipal budget resources services in social gwtitutions receive persons of pension age
and disabled people if the required scope of sereiceeds the scope specified for home care
or care at day care centre and social rehabilitatistitution.

20 Approved by Cabinet of Ministers on 20 Decemb&f£2with Order no. 1002
21 Law entered into force on 1st January, 2003.

42



4.3.2. Accessibility of long-term care services

Social care services in long-term social care anddal rehabilitation institutions

Long-term social care and social rehabilitationtitndons (social care institution) provides
housing, complete social care and social rehatiditato a person who can not take care of
him-/herself due to old age or health state.

In Latvia services in long-term social care ingidns are provided for the following persons if
the required scope of service exceeds the scopfisgefor home care or care at a day care
institution:
« for children with severe mental disorders, orphand children left without parental
care with functional impairments;
» for persons of pensionable age and disabled pemidhsmpaired vision or physical
impairments;
» for persons of legal age with severe mental digsr(tiisabled people of | and Il Group)
for whom staying in a specialised medical treatmastitution is not necessary and
whose state does not endanger other people

State financed care services in childredong-term social care and social rehabilitation
institutions

For children depending on age and health statee tigerprovided social care and social
rehabilitation in two kinds of institutions.

There are five children’s social care institutioamd_atvia where the necessary care services
receive orphans and children left without parengak until 2 years of age, as well as children
with mental and physical impairments until 4 yeafrage.

It must be mentioned that in Latvia such childreim&itutions were established historically
already during the Soviet Union time where werecgth children with severe mental and
physical impairments. During last five yeaas number of children living in the above

mentioned institutions has decreased from 564 w@@nldn 2004 to 485 children in 2005.

Likewise a number of newly taken children has dasee from 343 to 293 (Annex 2; Figure 4
and Table 55). As the main reason for placing céildin these institutions is withdrawal of

parental rights as well as the situation when ckildare abandoned and are left without
parental care. Currently the implemented statecpai focused on children’s care in family
therefore a number of children’s social care iastits is being reduced.

For disabled children with severe mental disordeithe age from 4 to 18 years, care services
are provided in three children’s social care ingths that are under subordination of the state
(Annex 2; Figure 4). On®LlJanuary 2006, there were 356 children living istitations. After
coming of age the children from the above mentioimsttutions for the most part are moved
to adult’s social care institutions for persondwaitental disorders.

State financed care services in adultong-term social care and social rehabilitation
institutions

A duty of the state is to provide the accessibitifythe services in the social care institutions
for persons with severe mental disorders as wdbadisabled with vision impairments.
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In the state there are 24 social care institutiwhgre services receive persons of age with
severe mental disorders (disabled people of Ila@doup) for whom staying in a specialised
medical treatment institution is not necessary whdse health state does not endanger other
people, if the required scope of service exceedstiope specified for home care or care at a
day care institution. In 2005 the state providewises for 3360 persons with severe mental
disorders.

At the same time the state finances one social icet#ution where the necessary care is
provided for blind persons if the required scopseatice exceeds the scope specified for home
care or care at a day care and social rehabilitanstitution. Last year 213 blind persons

received services in this institution.

At the end of 2005, 4346 persons in total — 2213afe and 2133 male received services in the
state financed social care and rehabilitation tustins (Annex 2; Table 56).

During last six years a demand for the state padice for adult persons with mental disorders
has substantially increased from 250 persons if® 16890 persons in 2005. Wherewith the
gueues are forming and an average length of waitimg receipt of the service reaches even
two years. As the main reason why queues have fbim#éese institutions is the lack of care
services alternative to institutions in municipakind the kind of service financing.

In order to increase the cost efficiency in theiaocare institutions, there are evaluated
opportunities with current resources of employeeswith little increase in number of
employees to take in additional clients in insitos. At the same time there are regularly
evaluated those long-term social care programshwtost efficiency reduces (for example, due
to implemented support system policy within childi@nd family sphere, a number of placed
children has decreased) and its resources aretriiedisd for provision of long-term care
services for persons with severe mental disordexys result there are free resources for care of
100 new clients in long-term care institutions. Eare of mentioned clients there are involved
providers of municipalities and other legal persam® will obtain an entitlement to provide
services for the state budget resources in tendeedure. Mentioned activities will ensure at
maximum effective use of the state budget resourcpsovision of services.

Care services in adult'slong-term social care and social rehabilitation instutions
financed by municipalities and other legal entities

In social care institutions established by muniliipaervices are provided for persons who can
not take care of themselves due to old age or skse@f late years a number of service
recipients in social care institutions financedrbynicipality has increased considerably and
and there are forming queues for receipt of sesvicethese institutions. In 2005 from the
municipality resources there were financed 75 $amaee institutions for persons of pension
age where the services received 5261 persons, \@0&@of them were male and 3191 female.
Likewise 417 persons waited in the queue to theieein the social care institutions. One of
the reasons for increase in demand is the rapith@@é population in the country.

Care services at the place of residence of a person
Demand for services in social care institutionsréases every year wherewith queues are
forming among the persons who claim for this sexvitherefore as an alternative for social

care institutions it is very important to develogre services at the place of residence of a
person.
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Care at homeare entitled to receive persons who can not takke of themselves without
assistance due to health state, functional impaitsner old age. Recently a demand for this
service has increased substantially. So in 20087 f&rsons received care services at home,
while in 2005 - already 9546 persons. Mainly woraes recipients of care at home — 7178 and
only 1269 male. Majority of persons who receives thervice are persons who have reached a
pensionable age — 6113 (except of disabled pedpl@wise care services at home receive 119
children, including 18 children with mental disorsl@s well as 1323 persons with movement
impairments. The accessibility of the above memtbrservices for inhabitants in 2005
provided 3397 carers who performed their functi@esording to the care plan and in
cooperation with specialists of primary health c&ech approach ensures quality of provided
services and an individual approach towards eaehtcl

Day care centre is an institution where social care and socialabéitation services,
development of social skills, education and leiduree activities are provided during daytime
for persons with mental disorders, the disabledva$f as persons who have reached the
pensionable age. In total, 23 112 persons receigedces in day care centres in 2005 (in day
care centres of municipalities and other institugidrom which municipality buys this service).
It is indicative of demand for such service in 8tate and in future the day care centres will
became as an alternative to current care in soaral institutions. Currently in Latvia there are:
« 17 day centres for persons with mental disorderslding 12 day care centres with
the state co-financing for 273 persons) providiexyise to 507 persons;
» 12 centres for disabled children providing serntwd10 children;
» 5 centres for persons with physical impairments rehservices are provided to 258
persons;
« 23 centres for children from needy families andadisantageous families, providing
service to 2085 children;
* 16 centres for persons who have reached the pedderage where services are
provided to 4402 persons;
» other 24 centres established to provide servicgmpulation groups such as persons
released from imprisonment, persons addicted tochmactive substances a.o.
providing these services to 16 050 persons.

In order to develop social services at the placeesidence of persons with mental disorders,
state provides a co-financing for establishmertayf centres and supports them during the first
four years of activity, but in after years a cop@sding municipality is responsible for the
maintenance of day care centre. So, in 2005 stateided co-financing for 12 day centres
where services were available for 273 persons méhtal impairments.

Service apartments— these are apartments owned by a local governwignh are let out for

a person with severe functional disorders. Thertiigye are increased possibilities for the
person to live independently and to take care wiskif or herself. All the service apartments
are adjusted to the individual needs so that persoth severe disability who have particular
difficulties in taking care of themselves would fm®vided with correspondent care. Currently
there are 27 service apartments in Latvia andstigice is used by 43 persons, from them 20
are male and 23 - female. Although this kind of/s®r is new in Latvia, it will be demanded in
the immediate future and its development may bectasted in the future. As the only problem
in service apartment introduction are additionahaficial resources necessary for its
establishment.
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Group house (apartment) is a separate apartment or house where persoims nagntal
disorders are provided with individual support iddeessing their social problems. For
development of the above mentioned apartments atapivestments are necessary for
establishment of housing fund. Currently this senin Latvia is available for a small number
of persons. So, in 2005 in the state there wereobipgapartments for persons with mental
disorders where services received 60 persons. deraio develop these services since 1
January 2007 state foresees to provide co-financirggmount of 50% for establishment and
equipment of group houses (apartments).

4.3.3. Quality of long-term care services

As from 2000 in Latvia there are established commegquirements for all social service
providers. These requirements were elaborated asnuin standards and are developed on a
regular basis.

Development of register of social service providerssignificant step for improvement of
quality of social services. Social Service Boardhe state administration institution under
supervision of the Ministry of Welfare - registéngre those providers of social services which
provide social care and social rehabilitation smsiand comply with requirements of social
services providers defined in normative acts.

A unified programme for assessment of social wouklity for social work specialists of
municipalities is developed in the state. The pmoyris regarded as one of the resources in
order to provide qualitative social care serviagspersons both at the place of residence and in
institutions.

Since 2004 the quality control of minimum standaadd services in the state is carried out by
Social Service Board. Besides Social Service Bparticipates also in implementation of state
policy in the field of social services and socissiatance and provides:

* public information on social services and its asimhty;

» supervision and improvement of quality of socialsees;

» develops and updates register of social servicegqeos.

An essential aspect in implementation of qualitytonl is a quality and succession of social
work which is provided by involving professionalsdaincreasing qualification of staff of long-
term social care institutions. In the process afeasment and provision of social services a
principle of interinstitutional team work is applieCoordination in social work is defined by
Law on Social Services and Social Assistance

For example, all the clients of social care insiitus are registered by the primary health care
physicians, in cooperation with them are developeagrammes of social care and social
rehabilitation corresponding to client needs. Whatein the team work with a client there are

involved specialists from several spheres that ptesithe efficiency of social care and social
rehabilitation activitie®f the client.

In order to coordinate more successfully the reindeof social services in municipalities, a

post of social work coordinator is introduced ingioms (districts) that allows local
governments to use current resources rationallyroyiding social services to inhabitants.
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Quality assurance is also a public information alieht involvement in the processes of social
assistance rendering. Social Service Board inforegularly the state residents on the
possibilities to receive social services. Thera iegular cooperation with social service offices
of municipalities which provide a receipt of socg#rvices as much as possible close to the
place of person’s residence. While the speciakstgployed in social service sphere could
receive information on current events of socialigyl there are elaborated informative
newsletters, methodological recommendations, “gguectice” manuals, an informative
bulletin “Social Assistance News” is published regly, as well as there are organized
seminars.

For client activation and involvement in addressingir problems, in social care institutions
there are established Social care councils whet@ution clients, staff, the representatives of
local government et@are engaged.

4.3.4. Sustainability of long-term care system

In 1996 reform of social assistance and socialisersystem was launched in Latvia were
amongst its main aims was to change the serviemdéing system — by changing over from the
funding of social care institutions to the prineipimoney follows the client” (service demander
pays to service provider) and to decentralize $@®avices so that municipalities would be
interested in developing the types of servicesradtive to the institutional care.

Administrative-territorial reform is of great imgance in introduction of the principle “money
follows the client” and realization of all reforna$ social policy. Municipalities with a small
number of inhabitants usually are economically veeaknd for administration there is used
major part of budget than in great municipaliti®oorly developed infrastructure, fewer
resources which can be allocated to the developofesacial care, lack of professional social
work specialists or overwork of current staff ahe treasons which in small municipalities
hinder the development of effective social servicgsresponding to the population needs.
Protracted implementation of administrative-terigb reform hinders functioning of optimal
social care system in municipalities.

Long term care system in the state is developsé\aral levels. Along with control of service
quality and improvement of service efficiency ircso care institutions, the system is built in
the state where types of social care alternativmgttutions must be developed. In order to
reduce the necessity of services in social can#utiens, alternative social care services are
developed in the state which foresee to providéascare and social rehabilitation as much as
possible closely to the place of person’s resideRoe exampleLaw on Social Services and
Social Assistancetates that municipality social work specialiststnperform evaluation of
person’s individual needs and resources and offiefice at social care service institution only
if it is not possible to provide social care at fflace of person’s residence. Thereby after a
protracted illness and course of treatment a peagplies to the social service office of the
municipality where the necessity to receive thearhome is evaluated. And just in case if
such a care will prove to be ineffective, the saesiin long-term institutions will be offered to
a person. Similar situation will be also in casdsew a person with mental disorders after
course of treatment in mental hospital will neetivities of long-term care and rehabilitation.
In such case a person will be sent to the soci@ westitution or day care centre for persons
with mental disorders.

47



At the same time a particular attention is paidd&velopment of complex of preventive
measures that provides development of medical riiadibn in hospitals and outpatient
institutions, as well as establishment of rehadilin system at the place of person’s residence
in municipalities. Wherewith the principle definedlegislation promotes the development of
services alternative to institutions in municigabt

In order to provide the possibilities to receiveiabservicesas much as possible closely to the
place of person’s residence and to reduce a nuailparsons placed in social care institutions,
state supports the developmeot services alternative to institutions in munidipes,
particularly for persons with mental disorders (daytres, group houses (apartments), halfway
houses). State participates in financing of daytresnfor persons with mental disorders and
according to appropriations allocated to the anraiatle budget law supports and provides
financing of other programmes for the developmdnalternative types of social services in
municipalities. For promotion of social care seed@lternative to institutions for persons with
mental disorders, during first four years the spate/ides financing of day centre establishment
and support in municipalities. Demand for the sgrsiexceeds a supply, particularly for the
care of adult persons with mental disordershe institutions. As from®1.January 2007, from
the state budget resources a co-financing will tmviged for establishment of group houses
(apartments) what will allow to reduce current dathéor services in social care institutions
for persons with mental disorders. At the same timéday centres will be developed social
services which will be available for persons of gienable age.

Unfortunately, social care services alternativensiitutions in municipalities are developing
slowly and it may be concluded that several socake services at the place of person’s
residence (day centres) as well as social caresacidl rehabilitation services at the place of
residence for several groups of persons (persotis mvental disorders) are not developed
enough.

It must be emphasized that according to policyhefMinistry of Welfare, state managed social
care institutions for persons with mental disordendi be reorganized for municipality
institutions that will promote the accessibility sificial services as much as possible closely to
the place of client’s residence. The above mentiai@anges will take place so all the social
services offered in the state and the funding piedifor it would be assigned to the
municipalities that will let to optimize the infiascture of service providers as well as to
develop the alternative social care services.

It must be noted that reorganization of mentioregtise providers for municipality institutions
is one of the realization forms of principle “moni@jlows the client” — claimant of the service
(municipality) pays to service performer (institut or its founder) as it is applied for service
in care institutions for old people.

Since many social care institutions are locatethundings that do not comply with present
requirements for service providers, it is requisgemprove the technical condition of these
buildings. Neither municipality, nor state budgeashrequired amount of free financial
resources for improvement of technical conditiothafse buildings. Wherewith it is devised to
attract resources in way of state and private pestip according toAction Plan for
Implementation of Basic Guidelines for Facilitatioh Latvian State and Private Partnership
(2006-2009) approved by Cabinet of Ministers on 16 Novem!B832

Another problem topical in Latvia on the wholehg flack of specialists working in social care
institutions. For example, in 106 social care tstins for adult persons in 2005 worked 359
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social work specialists, from them 121 with cor@sgent education. A positive trend is that
also a number of appropriately educated social gp#cialists increases every year (Annex 2;
Figure 5). In order to define priorities within @gdepment of social care human resources, on
June 28, 2005 by Cabinet of Ministers there wa®pted aProgram for Professional Social
Work (2005-2011)which prescribes education of professional sowiatkers for the state
budget resources. It is planned that from 20070@B8Zincluding) 300 social workers employed
without corresponding education will start the stsd

Since accession to the EU, a positive developmientitare the EU Structural Fund resources
available to Latvia what is a good opportunity twaect additional finances for development of
social care. It must be noted that an essentigd &etaken in 2004 by launching an
implementation of national programme “Improvemeininérastructure and equipment of social
care and social rehabilitation institutions” whiehill provide the provision of services
corresponding to the needs for persons with meditdrders. In the programme there is
included one cooperation project of municipalitydahe state social care institution from the
each region of the state (in total 5 projects),cvhénvisages to provide additional services to
clients of social care institutions, such as “hajwhouses”, day centres, social rehabilitation,
group apartments etc. It will create the opportasitto clients who are placed in these
institutions to return to independent life in thiunicipality by involving in the labour market
within limits (Annex 1; 3 National Programme finat by the European Regional
Development Fund “The improvement of infrastructangl equipment of social care and social
rehabilitation institutions”).
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Annex 1 EXAMPLES OF GOOD PRACTICE

1. The development of human resources

The World Health Organization in the report ,Worgifogether for Health” of 2006 have
denoted that people are the basis of the healthsyatem, emphasizing that the crisis of human
resources in the health care field is global angaeded worldwide. It is a result of
insufficient investments for years in the mediadli@ation, training, wage policy, improvement
of labor environment and work organization”, says above mentioned report. Almost in all
European countries there is a lack of health gageialists and the average age of employees in
the health care field in European countries iseasmng. According to statistics, from 1994 to
2001 there was a decreasing trend in number of cakgiersons, particularly the average
medical staff (nurses, doctor assistants, matemitges) in Latvia. However, since 2001 a
number of medical persons in Latvia became stdble2005 a number of doctors (7259
doctors) comparing to 2004 (7198 doctors) has aswd for 61, but the number of nurses in
2005 (10 308 nurses) comparing to 2004 (10 155es)irbas increased for 153. However,
comparing the statistics of Latvia with the statstof other countries, according to
EUROSTAT data of 2003, there are 278 practisingatsgper 100 000 inhabitants in Latvia,
but in Western Europe countries (Belgium, Denmé&iriance, Netherlands etc.) there are 332
doctors on average per 100 000 inhabitants. Whaetiging nurses and maternity nurses — in
Latvia — 436 per 100 000 inhabitants, but in Westeurope countries — on average 711 per
100 000 inhabitants. Wherewith it has to be coreduthat the proportion of doctors and nurses
in Latvia is very low. In 2003 it was 1.9 (compayito the optimal proportion in European
countries — 5.0).

Taking into account the situation described abdbe, Ministry of Health commenced a
targeted action to examine more deeply the cusi#nation and to elaborate the variants for
possible solutions. On May 18, 2005 the CabineMufisters approved the Basic Guidelines
for ,Development of Human Resources in Health Cavhere the main problems, future
tendencies and possible solutions are identifiediétail. The Basic Guidelines include the
model wage increase for medical persons until 20@@®010 an average salary of medical
persons is planned in amount LVL 349. Already i®2@&n average salary for doctors will be
LVL 462, in 2008 — LVL 484, in 2009 — LVL 508 and 2010 — LVL 530. For average
medical staff in 2007 an average salary is plannednount of LVL 277, in 2008 — LVL 290,
in 2009 — LVL 305, in 2010 — LVL 318. For junior cheal personnel in 2007 an average
salary is glanned in amount of LVL 185, in 2008 VLL194, in 2008 — LVL 203, in 2010 —
LVL 212%,

Simultaneously, the Ministry of Health proceedsansider opportunities to further increase of
wages for medical persons. An agreement with tre@rUnion of Heath and Social Care

Workers of Latvia concluded on June 16, 2006 graigis that from 2009 an average salary for
doctors could be 2.5 times larger than the salbpeson employed in economic sector.

In 2005 and in the beginning of 2006 as a sequedtbaument - a project of program
.Development of Human Resources in Health Care §26(R015)” was elaborated. Within
framework of the program there are envisaged aietsvnot only in development of system for
wages, social guarantees, insurance of professisiafor medical personnel and effective

22 Average amount of salary may change dependinyerage salary in economics since calculating sétary
doctors a ratio 2.0 is applied compared to aveirageonomics, while the ratio of salary for metlivarses is 1.2
compared to average in economics.
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planning of human resources, but also in developnwneducational system (higher,
vocational, further education) in the health caetar according to demand in the labor market
and provision of health care sector with human wesss in required scope, location and
demand in according qualification.
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2.Wholesome food in schools

There are various catering and foodstuff servicgesiged in schools nowadays. Almost any
child can buy a foodstuff full of sugar, fat anadocoloring in school. Such products, as well
as confectionery, sweets, salty snacks, sweeteakunf drinks are not necessary in the
everyday nutriment of children. At schools thereoidd not only provide the theoretical
information on wholesome food, but should also pcatly follow this principle, that is why
the above mentioned products should not be aveailalthin the school territory.

The amendments in the regulations of the Cabindliofsters on ,Requirements for Hygiene
in Basic, Secondary and Vocational Education Estaivlents” developed by the Ministry of
Health will define the restriction of trade of umlithy foodstuff, as well as will anticipate the
responsibility of directors of basic education besaments for implementation of school milk
program, and also to promote further the distrdoutbf milk to the students.

After adoption of mentioned regulations, it will lpeohibited to distribute in the educational
establishments drinks with colorants, sweetenaeseguvatives, caffeine and amino acids. All
sweet, colorful drinks are amongst them, for instgardifferent colorful lemonades, kvass and
energy drinks. The use of these drinks is not aiés in the nutriment of children and
teenagers.

There will be a prohibition in the educational ingtons to distribute also candies, caramels,
drops containing certain colorants and sweeteners.

There will be a prohibition to distribute in scheand kindergartens chewing gum containing
colorants. These chewing gums may be recognizedhtr color. There will be allowed to
distribute rather popular chewing gums which daooitain colorants and other food additives.

There will be a prohibition to distribute in eduocagl institutions foodstuff containing 1.25
gram or more salt in 100 gram of product or 0.5 more sodium in 100 gram of product,
except of products which are used in food prepamatAmongst these products there are potato,
corn and other chips, salted nuts, salty snacks ptohibition does not apply to products
which the school dining-room uses for the prepamatof food, for instance, salad with
mayonnaise or sandwich with cheese.
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3. National Programme co-financed from the EuropearRegional Development Fund
“Improvement of infrastructure and equipment of sodal care and social rehabilitation
institutions”

Lack of timely provision of services corresponditg the person's needs limits the
opportunities of disabled persons with regard tieg an independent life, development of
their vocational skills, employment, and also riettrthe employment opportunities of their
family members who need to stay at home to take oba disabled family member instead of
working. This leads to social isolation of disableersons and their family members, and to
their dependence on social assistance. The s@sitss system, in turn, becomes inefficient
both in terms of financial and human resources.

Persons with mental disorders should only recegreises in long-term social care institutions
if the necessary scope of services exceeds thee smiopare at home or day-care and social
rehabilitation institutions. On the other hand,af a result of rehabilitation, a person is no
longer in need of the services in the long-termalarare institutions, they should be replaced
by service provision at the place of residence.

In order to create a basis for development of $@®avices system and ensure provision of
services corresponding to the individual needs@ondhoting inclusion, implementation of the

National Programme “Improvement of infrastructural @quipment of social care and social
rehabilitation institutions” was launched at thedeaf 2004. This National Programme

envisages modernisation and adjustment of stataels@ze and social rehabilitation institutions

in order to enable provision of complex employmenénted services corresponding to the
need of clients at regional level.

The programme contains one joint cooperation pt@étcal government and state social care
and social rehabilitation institutions from eachtloé regions (5 projects in total). Each of the
projects envisages provision of the clients of ipalkar long-term social care institutions with
additional services, such as halfway homes, dag-cantres, social rehabilitation, skill
(including vocational skills) development, speaati workshops, short-term care, group
apartments, etc., in order to provide the clietaying in these institutions yet not in need of
long-term social care a possibility to return f@rmanent residence in their local government
and to join the labour market if possible (seedtigeme):

i i

: Long+erm socizs i

! o | Halfway | ! Group

! care institution Home :—b apartments

! ! / \
Specialisec Day-care
workshops centre

N\

Permanent job

A

Independent life
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Implementation of these projects will result inision of the necessary support to those able
to live and work on their own, whereas long-terntiglbcare will be provided to persons
actually in need of it and pending on the waitiis¢)flor receipt of the service.

Thus, the social service network will be optimisedthe respective area, accessibility and
conformity of the service to quality requirementdl vibe ensured, resources will be cost
effective, and persons with mental disorders amd fiamily members will be engaged in the
labour market.

The total costs of the programme amount to LVL 8.892 (EUR 7.256.392) , with LVL
3. 791. 817 (EUR 5.395.269) of the sum co-finartme&RDF.
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Economic indicators

STATISTICS

Table 1. Poverty risk index after social transfers total

The share of population (percentage) whose equitdisposable income (including transfers) is under

the poverty line (i.e., 60% of the median equivaliisposable income)
Data source: Household Budget Survey
www.csb.lv/Satr/nabdz.cfm

http://epp.eurostat.ec.europa.eu/portal/page? pdged96,45323734& dad=portal& schema=PORT

Annex 2

AL&screen=welcomeref&open=/livcon/ilc/ilc_mil/ilc_ Stanguage=en&product=EU_MASTER_living

conditions_welfare&root=EU _MASTER _living_condit®nvelfare&scrollto=0 Eurostat evaluation

2000 2001 2002 2003 2004
EU (25) 16 16 - 15 16
Latvia 16 - 16 16 19
T HBS was not held
Table 2. Poverty risk index broken down by age
2000 2001 2002 2003 2004
~ EU (25) 20 20 - 19 20
0-15years - wia 21 : 19 19 21
16 — 24 years EU (.25) 20 19 - 19 21
Latvia 17 - 18 19 21
_ EU (25) 13 13 - 13 14
25-49years | ia 19 i 16 15 16
_ EU (25) 12 12 - 12 13
50 - 64 years -~ ia 15 - 17 16 20
65 years and | EU (25) 17 16 - 17 18
over Latvia 6 - 10 14 23
T HBS was not held
Table 3. Poverty risk index broken down by sex
2000 2001 2002 2003 2004
Male EU (25) 15 15 - 14 15
Latvia 17 - 16 16 18
EU (25) 17 17 - 16 17
Female = ia 16 - 16 17 21

THBS was not held
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Table 4. Poverty risk index broken down by househdltype
Data source: Household Budget Survey
http://epp.eurostat.ec.europa.eu/portal/page? pdgEd96,45323734& dad=portal& schema=PORT

AL&screen=welcomeref&open=/livcon/ilc/ilc_mi/ilc_ &fanguage=en&product=EU_MASTER_living

conditions_welfare&root=EU _MASTER _living_conditnvelfare&scrollto=0,Eurostat evaluation

2000 2001 2002 2003 2004

Single person household, 65 yearsgy (25) - 25 23 23 28
and over -

Latvia 5 - 17 28 53
2 adults in the age up to 65 years| gy (25) - 10 9 10 10
without dependent children )

Latvia 14 - 15 14 15
2 adults without dependent childre
with at least one of the adults agedqEU (25) i 15 13 14 15
65 and over .

Y Latvia 7 . 7 10 13

Other households with no dependegt, (25) X X X X X
children

Latvia 12 10 12 14
Single-parent family with 1 or moregyy (25) - 30 34 33 34
dependent children

Latvia 31 - 35 35 41
2 adults, 1 dependent child EU (25) - 11 10 11 13

Latvia 12 14 13 11
2 adults, 2 dependent children EU (25) - 13 12 12 14

Latvia 16 - 19 13 17
2 adults, 3 or more dependent EU (25) 27 24 24 26
children Latvia 26 - 22 32 32
Other households with dependent EU (25) X X X X X
children Latvia 21 - 15 18 19

Table 5. Relative poverty line (poverty risk threslold)

60% of median equalised disposable income, singiegm household.
Data source: Household Budget Survey
www.csb.lv/Satr/nabdz.cfittp://epp.eurostat.ec.europa,deurostat evaluation

2000 2001 2002 2003 2004
EU (25) (EUR per - 7128 - 7834 7853
year)
Latvia (LVL per 605 - 706 733 888
year)

THBS was not held
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Table 6. Gini coefficient (%)
Data source: Household Budget Survey
www.csb.lv/Satr/nabdz.cfinttp://epp.eurostat.ec.europa,daurostat evaluation

2000 2001 2002 2003 2004

EU (25) 29 29 - 29 30
Latvia, total 34 - 34 36 36
- cities - - 35 37 35
- rural areas - - 31 30 34
IN REGIONS:

Riga - - - 37 36

Riga district - - - 33 35

Vidzeme - - - 28 32

Kurzeme - - - 31 31

Zemgale - - - 31 32

Latgale - - - 30 29

THBS was not held

Table 7. S80/S20

The average income of the highest (fifth) quintiiseholds against the average disposable income of

the lowest (first) quintile households

Data source: Household Budget Survey

http://epp.eurostat.ec.europa.eu/portal/page? paged96,45323734& dad=portal& schema=PORT

AL&screen=welcomeref&open=/livcon/ilc/ilc_mil/ilc Stanqguage=en&product=EU_MASTER _living
conditions_welfare&root=EU_MASTER_living_conditionvelfare&scrollto=0 Eurostat evaluation

2000 2001 2002 2003 2004
EU (25) 4.5 4.5 4.6 4.8
Latvia 55 55 6.1 6.0

THBS was not held

Table 8. GDP per capita as percentage of EU-25 ld\uwy purchasing power standards

(PPS)
Data source: Eurostat database 07.07.2006.

2000 2001 2002 2003 2004 2009
EU 100 100 100 100 100 100
Latvia 35.4 37.1 38.7 40.8 42.8 47.1]
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Table 9. Monetary income of inhabitants

Average per month, LVL

Data source: Statistical Yearbook of Latvia 2005BRoL, Riga, 2005, p.73
http://www.csb.Ninformative Report ,Implementation of Latvian Natad Action Plan for Reduction of
Poverty and Social (2004 — 2006) in 2005”

2000 2001 2002 2003 2004 2009

Average monthly
remuneration for work
of employed persons | 149.53 | 159.30 | 172.78 | 192.49 | 210.94 | 245.75

Gross 126.16 | 133.39 | 14559 | 161.69 | 179.20 | 204.06
- females* 160.45 | 166.41 | 178.70 | 194.46 | 211.71 | 249.13
- males*

Net 108.55 | 115.20 | 124.47 | 138.07 | 150.27 | 175.87
- females** - - - - - -
- males** - - - - - -

Value of a full goods
and services basket
ensuring subsistence | 84.47 86.93 88.76 93.54 98.78 105.48
minimum per one
inhabitant

The statutory
minimum wage in the 50 60 60 70 80 80
country

* 1st quarter.
** Breakdown by sex of the remuneration for worlost requested in reports.

Table 10. Household disposable income broken dowry ltype of household in 2004 in
LVL, the average for one member of household per nah
Data source: Household Budget Survey

) Married couple
Average in| Single adul Single pensione
the country| with 1 to 2| without | With 3 and
children children |more children

=

Average disposable incor
per one household member
per monthLVL 101.23 73.42 122.22 55.22 88.30
Average disposable incor
per one household member
per monthEUR 150.86 109.42 182.15 82.30 131.59
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Table 11. Household disposable income in LVL, thevarage for one member of household

per month

Data source: Household Budget Survey

2000 2001 2002 2003 2004
All households 69.19 - 80.00 86.88 101.23
Regions:
Riga - - - 125.23 135.24
Riga district - - - 84.48 102.77
Kurzeme region - - - 68.10 89.88
Zemgale region - - - 73.69 89.66
Latgale region - - - 56.83 67.20
Vidzeme region - - - 67.97 83.34
' HBS was not held
Table 12. Household consumption expenditure structe (%)
Data source: Household Budget Survey
2000 2001 2002 2003 2004 20065
Household
consumption 100 - 100 100 100 100
expenditure
Incl.:
Food and non-
alcoholic beverages 37.5 - 35.2 32.4 30. 31,0
Alcoholic beverages
and tobacco 2.8 - 3.4 3.6 3.5 3.3
Clothing and footwear 6.6 - 6.8 7.5 7.2 7.8
Housing, water,
electricity, gas and
other heating fuel 16.8 - 13.0 12.7 12.6 12.0
Furnishing, household
appliances, routine
maintenance of the
house 4.9 - 4.4 5.4 5.1 5.5
Health 4.2 - 3.2 3.6 3.9 3.9
Transport 7.7 - 9.7 10.7 11.9 11.6
Communications 54 - 5.9 6.0 6.6 6.1
Recreation and -
culture 6.4 6.5 6.6 6.2 6.7
Education 1.0 - 1.5 1.6 1.8 1.5
Restaurants, cafés,
hotels 2.5 - 5.6 4.9 5.3 5.6
Miscellaneous goods
and services 4.2 - 4.8 5.0 5.2 51

1 HBS was not held
2 provisional data
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Table 13. Household disposable income in quintilergups
LVL, the average for one member of household pentimo
Data source: Household Budget Survey

2000 2001 2002 2003 2004
All households 69.19 - 80.0 86.88 101.23
1st quintile 23.61 - 31.41 31.87 38.42
2nd quintile 48.96 - 54.26 56.19 65.14
3rd quintile 61.60 - 68.24 70.25 82.65
4th quintile 78.72 - 91.96 94.75 112.78
5th quintile 157.01 - 178.64 196.50 230.14
1 HBS was not held
Demographic indicators
Table 14. Demographic indicators
Data sourceCSB RoL, Eurostat
2000 2001 2002 2003 2004
Number of inhabitants (at the 2381 715 2 364 254| 2 345 768 2 331 480 2 319 203
beginning of the year)
By age groups:
0-14 428 082 409 760 390478 372641 356 505
15-24 339 639 341 405| 346 089 352022 356976
25-44 676 476 670338] 665771 660192 654 786
45-59 437 641 434 372| 430832 432 378 437 487
60-64 146 561 148 109| 148 709 144699 138061
65-74 226 737 226 800| 226 445 227 034| 227 762
75 and older 126 579 133 470 137 444 142514, 147 626
% of the total number:
0-14 18.0 17.3 16.6 16.0 15.4
15-24 14.3 14.4 14.8 15.1 15.4
25-44 28.4 28.4 28.4 28.3 28.2
45-59 18.4 18.4 18.4 18.5 18.9
60-64 6.2 6.3 6.3 6.2 6.0
65-74 9.5 9.6 9.7 9.7 9.8
75 and older 5.3 5.6 5.9 6.1 6.4
Natural population growth (per 1000 51 57 53 4.9 5.0
inhabitants)
Births 8.5 8.3 8.6 9.0 8.8
Deaths 13.6 14.0 13.9 13.9 13.8
Summary birth rate index 1.237 1.207 1.232 1.286 1.240
Level of demographic burden(per
1000 inhabitants)
over 60 years 344 352 355 356 354
over 65 years 221 226 229 233 236
Life expectancy, years 70.7 70.7 71.1 71.4 72.1
For newborns
Male 64.9 65.2 65.4 65.9 67.1
Female 76.0 76.6 76.8 76.9 77.2
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At the age of 60
Male 14.8 15.4 15.1 15.1 15.9
Female 21.3 21.5 21.8 21.5 21.6
At the age of 65
Male 11.9 12.5 12.1 12.2 12.9
Female 17.6 17.8 18.1 17.8 17.8

Table 15. Share of the major age groups of permanénesidents in the total number of

inhabitants

At the beginning of the year (%), correspondingttie statutory working and retirement age of the

respective year

Data source: Demography 2005, CSB RoL, Riga, 20@%,; regular statistical data of CSB RoL

2000 2001 2002 2003 2004 2005
Up to working age 18,0 17,3 16.6 16.0 15.4 14.8
At working age 58.9 60.3 60.8 62.4 62.8 63.9
Over working age 23.1 22.4 22.6 21.6 21.8 213

Table 16. Number of social risk families
Data source:_http://www.csb.lv/Satr/nabdz.cfratvian regions in numbers 2005, CSB RoL, Riga520

p. 149
2000 2001 2002 2003 2004 2005

In Latvia, incl.: 8937 9435 9653 13066 9436 871p
Riga and its region 2023 2404 2574 4896 3413 2909
Vidzeme region 1809 1823 1725 165( 123p 1124
Kurzeme region 1407 1594 1673 2239 1644 1525
Zemgale region 1818 1853 1838 1956 1354 1366
Latgale region 1880 1761 1843 2325 1798 1788

'Riga un Riga district region together

Table 17. Number of children in social risk families
Data source:_http://www.csb.lv/Satr/nabdz.cfratvian regions in numbers 2005, CSB RoL, Riga520

p. 149

2000 2001 2002 2003 2004 2005

In Latvia, incl.: 18821 | 19609| 19177 23665 18451 30
Riga region 2983 3605 3807 6648 5330 4472
Vidzeme region 4415 4328 4150 370§ 28617 2604
Kurzeme region 3348 3785 3792 4889 3680 3368
Zemgale region 4259 4255 3799 4355 3086 3094
Latgale region 3816 3636 3629 4065 3488 3499
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Table 18. Index of the natural movement of populatin

Per 1000 inhabitants

Data source: Statistical Yearbook of Latvia 2005BJRoL, Riga, 2005, p.48, regular statistical daita

L4

CSB RoL
2000 2001 2002 2003 2004 2005
Natural growth -5.1 -5.7 -5.3 -4.9 -5.0 -4.9
Births 8.5 8.3 8.6 9.0 8.8 9.3
Deaths 13.6 14.0 13.9 13.9 13.8 14
Table 19. Migration balance
Per 1000 inhabitants
Data source: Statistical Yearbook of Latvia 2005B7RoL, Riga, 2005, p.38
2000 2001 2002 2003 2004 2005
Latvia -2.3 -2.2 -0.8 -0.4 -0.5 -0.2

Employment indicators

Table 20. Share of economically active inhabitants the total population, or participation

rate

Average per year, in the age from 15 to 64 yeads (%

Data source: Labour Force Survey of CSB RoL

2000 2001 2002 2003 2004 2001

Latvia 67.2 67.9 68.8 69.2 69.6 69.5
males 72.5 72.8 73.9 74.0 74.3 74.3
females 62.3 63.3 64.1 64.7 65.3 65.0

Table 21. Number of inhabitants above the working ge and their share in the total

population

At the beginning of the year, corresponding todtatutory working and retirement age of the respect

year

Demography 2005, CSB RoL, Riga, 2005, p.27; fobtginning of 2006- unpublished data of CSB

Number of inhabitants

Share of inhabitants

Year Total population above the working age above the (;(\)/orkmg age,
2000 2381715 551 384 23.1
2001 2 364 254 529 509 22.4
2002 2 345 768 530 174 22.6
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2003 2 331 480 504 303 21.6
2004 2 319 203 504 840 21.8
2005 2 306 434 491 214 21.3
2006 2 294 590 488 935 21.3
Table 22. Labour productivity
GDP by PPS per worker (% of EU-25 level)
Data source: EUROSTAT database 07.07.2006.
2000 2001 2002 2003 2004 2005
EU 100 100 100 100 100 100
Latvia 38.3 39.4 40.2 41.3 42.6 46.2
Table 23. Employment rate — total
Number of employed inhabitants as share of popriati the age of 15 to 64, %
Data source: EUROSTAT database, 10.07.2006.
2000 2001 2002 2003 2004 2005
EU 62.4 62.8 62.8 62.9 63.3 63.8
Latvia 57.5 58.6 60.4 61.8 62.3 63.3
Table 24. Employment rate female
Data source: EUROSTAT database. 10.07.2006.
2000 2001 2002 2003 2004 2005
EU 53.6 54.3 54.7 55.0 55.7 56.3
Latvia 53.8 55.7 56.8 57.9 58.5 59.3
Table 25. Employment rate -male
Data source: EUROSTAT database, 10.07.2006.
2000 2001 2002 2003 2004 2005
EU 71.2 71.3 71.0 70.8 70.9 71.3
Latvia 61.5 61.9 64.3 66.1 66.4 67.6

Table 26. Share of job-seekers in the total numbesf economically active population

Average per year, age 15to 74, %

Data source: Labour Force Survey of CSB RoL

2000 2001 2002 2003 2004 2005
Latvia 14.4 13.1 12.0 10.6 10.4 8.7
females 13.5 11.7 11.0 10.5 10.3 8.4
males 15.3 14.4 12.9 10.7 10.6 9.0
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Table 27. Registered unemployment rate*
At the end of the year, % of the economically aepopulation

Data source: State Employment Agency

2000 2001 2002 2003 2004 2005
Latvia 7.8* 7.7* 7.6* 8.6+ 8.5** 7.4%*
Riga region 4.2 4.2 4.2 5.0 5.2 4.5
Kurzeme region 9.1 8.9 9.0 9.8 9.4 7.4
Latgale region 15.9 15.2 14.7 17.7 18.1 16.3
Vidzeme region 7.7 8.0 8.2 9.6 9.3 8.0
Zemgale region 9.4 9.2 8.7 9.9 9.2 8.2

*Information provided on the basis of regional diaftion of districts as defined in the protocajrséd by the
Ministry of Environmental Protection and RegionaJ@lopment and the Central Statistical Bureau oMa(ch

1999

** Information provided on the basis of regionasulibution of districts as defined by the Regulatas the

Cabinet of Ministers of 25 March 2003 “Regulatiom Territories of Planning Regions”

Table 28. Gender breakdown of the registered unempyment

% of the total number

Data source: State Employment Agency

2000 2001 2002 2003 2004 2005
females 57.6 57.4 58.7 58.5 59.0 59.9
males 42.4 42.6 41.3 41.5 41.0 40.1
Table 29. Educational breakdown of the registered nemployed
At the end of the year, % of the total number gistered unemployed
Data source: State Employment Agency
2000 2001 2002 2003 2004 2005
Higher education 6.9 7.0 7.3 7.0 7.7 8.5
Vocational education an
vocational secondary 40.5 42.8 425 38.4 38.9 37.8
education
General education 29.6 27.9 28.3 27.0 28.8 28.9
Basic education 20.8 20.3 20.0 19.1 19.9 19.5
Incomplete basic
education or no formal 292 20 1.9 1.9 20 1.9
education at all
Not indicated - . . 6.6 27 3.4
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Table 30. Breakdown of the unemployed by the lengtbf unemployment
At the end of the year, % of the total number gistered unemployed

Data source: State Employment Agency

2000 2001 2002 2003 2004 2005
Up to 3 months 64.8 64.5 64.6 67.4 69.9 72.2
3 to 6 months - - - 3.5 3.4 3.6
6 to 9 months - . - 1.7 1.6 1.6
9 to 12 months 6.9 7.2 7.1 1.8 1.9 2.1
1to 3years 14.6 14.9 14.6 13.3 12.3 11.8
3 years and over 13.7 13.4 13.7 12.3 10.9 8.7

Table 31. Long-term unemployment -total
The share of long-term unemployed (12 months amd)om the economically active population, %
Data source: Eurostat, 10.07.2006.

2000 2001 2002 2003 2004 2005
EU 3.9 3.8 3.9 4.1 4.1 3.9
Latvia 7.9 7.2 5.5 4.4 4.6 4.1
Table 32. Long-term unemployment-female
Data source: Eurostat, 10.07.2006.
2000 2001 2002 2003 2004 2005
EU 4.8 4.6 4.6 4.7 4.7 4.5
Latvia 7.5 6.3 4.6 4.4 4.3 3.7
Table 33. Long-term unemployment- male
Data source: Eurostat, 10.07.2006.
2000 2001 2002 2003 2004 2005
EU 3.3 3.2 3.3 3.6 3.6 3.5
Latvia 8.3 8.1 6.4 4.3 4.8 4.4
Table 34. Breakdown of the long-term unemployed bgge groups
By the end of 2004, %
Data source: State Employment Agency
Age 2000 2001 2002 2003 2004 2005
15-19 0.9 0.7 0.6 0.5 0.5 0.4
20-24 6.3 5.7 5.4 5.1 4.7 45
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25-29 9.0 8.4 8.0 7.8 7.3 7.0
30-34 11.1 11.1 10.7 10.0 9.6 9.5
35-39 13.4 12.8 12.3 11.8 11.4 11.2
40-44 15.2 15.8 15.6 15.6 14.8 14.0
45-49 15.7 15.8 16.4 16.6 16.7 17.1
50-54 17.6 18.2 18.6 18.8 19.2 18.4
55-59 10.8 10.9 11.8 13.1 15.1 16.9
>60 - 0.6 0.6 0.7 0.7 1.0
Table 35. Breakdown of the number of the long-ternunemployed by region
At the end of the year, in absolute numbers
Data source: State Employment Agency
2000 2001 2002 2003 2004 2005
Latvia 26899* | 24402* | 23681* | 23617** 23209* 20581
Riga region 2681 2001 1882 2430 2145 1952
Kurzeme region 4342 3693 3508 3612 3361 2291
Latgale region 13114 12434 12621 12327 12928 12173
Vidzeme region 2761 2718 2602 2456 2247 1990
Zemgale region 4001 3556 3068 2792 2528 2175

*Information provided on the basis of regional diaftion of districts as defined in the protocajrséd by the
Ministry of Environmental Protection and RegionaJvelopment and the Central Statistical Bureau oMagch

1999

** Information provided on the basis of regionasulibution of districts as defined by the Regulatas the

Cabinet of Ministers of 25 March 2003 “Regulatian Territories of Planning Regions”

Education indicators

Table 36. Employment of students during summer brea

Data source: State Employment Agency

2004 2005
Number of students 3364 9264
Number of enterprises
involved in employment
of students 440 753
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Table 37. Attained level of education for young pgue — total
The share of young people (aged 20 to 24) witkadtlsecondary education, as percentage of algyoun
people in the age of 20 to 24
Data source: Eurostat, 10.07.2006.

2000 2001 2002 2003 2004 2005
EU 76,3 76.1 76.5 76.5 76.6 76.9
Latvia 76.8 70.3 73.2 74.0 76.9 81.8
Table 38. Attained level of education for young pque — female
Data source: Eurostat, 10.07.2006.
2000 2001 2002 2003 2004 2005
EU 79.2 78.9 79.4 79.0 79.6 79.5
Latvia 82.3 76.2 82.2 79.7 83.4 86.6
Table 39. Attained level of education for young pgue — male
Data source: Eurostat, 10.07.2006.
2000 2001 2002 2003 2004 2005
EU 73.5 73.3 73.5 73.9 73.7 74.4
Latvia 71.4 64.6 64.4 68.5 70.7 77.0
Table 40. Number of students in specialised scho@sd classes, and the number of
students graduated from §' grade, 12" grade and vocational classes in these schools
Data source: Ministry of Education and Science
School year | School year | School year | School year| School year| School year
2000/2001 | 2001/2002 | 2002/2003 | 2003/2004 | 2004/2005 | 2005/2006
Number of students
In specialised 10250 10169 10055 9822 9793 9691
schools and classes
th
Graduated from 9 881 965 1044 976 1002 -
grade
incl.
with certificate 838 916 999 921 961 -
with school-report 43 49 45 55 41 -
Graduated from
19 grade 46 53 72 69 141 -
incl.
with certificate 46 52 70 51 102 -
school-report - 1 2 18 39 -
Graduated from 205 207 216 204 244 .
vocational class
incl. With
corresponding 134 150 157 135 217 -
qualification
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Table 41. Graduates of comprehensive schools
(except of specialised schools)
Data source: Ministry of Education and Science

School year | School year | School year | School year | School year
2000/2001 | 2001/2002 | 2002/2003 | 2003/2004 | 2004/2005
Students graduated from
9" grade
In day schools 25966 31169 33899 32090 32042
with certificate 25370 30556 33028 29797 30359
with school-report 596 613 871 2293 1683
In evening schools 1146 918 922 817 1012
with certificate 848 697 687 517 730
with school-report 298 221 235 300 282
Students graduated from
secondary school
In day schools 16271 16523 14203 13525 16664
with certificate 16209 16440 14142 13254 16524
with statement 62 83 61 271 140
In evening schools 3789 3951 3609 2979 2993
with certificate 3569 3667 3406 2664 2712
with statement 220 284 203 315 281
Table 42. Number of dropouts in comprehensive daychools by grade groups
Data source: Ministry of Education and Science
School year | School year | School year | School year | School year
2000/2001 | 2001/2002 | 2002/2003 | 2003/2004 | 2004/2005
Total 9727 9056 928 10242 10838
s 'tgczléh grade 3322 2925 2551 2568 2542
5" to 9" grade 4473 4128 4354 4763 5338
10" to 12" grade 1932 2003 2371 2911 2958
Table 43. Dropouts of vocational education establgnents
Data source: CSB of RoL
Number of| Number of | Number of | Number of | Number of
dropouts in| dropouts in| dropouts in| dropouts in| dropouts in
2000/2001| 2001/2002 | 2002/2003 | 2003/2004 | 2004/2005
Total 7001 6862 6698 6974 6995
The causes of dropping
out
change of school 808 827 946 1115 1123
illness 186 158 145 192 131
poor performance 1648 1526 1489 1347 1317
non-attendance 1584 1711 1801 1842 2106
change of place of 213 124 116 111 144

68




residence

family reasons

976

977

829

1064

1050

other reasons

1586

1539

1372

1303

1124

Table 44. Number of students involved in pedagogitaorrection and social correction
programmes in general education institutions
Data source: Ministry of Education and Science

Regions School year School year School year School year School year School year
2000/2001 2001/2002 2002/2003 2003/2004 2004/2005 2005/2006

Ped. | Social Ped. | Social Ped. | Social| Ped. | Social| Ped. | Social| Ped. | Social

corr. | corr. corr. cofrr. cofrr. corr. | corr. | corr. | corr. | corr. | corr. | corr.
Riga 458 0 572 0 617 0 497 0 899 0 837 q
Vidzeme 152 94 250 68 65 79 270 74 476 89 578 103
Kurzeme 107 0 292 0 160 0 508 0 664 0 741 (0
Zemgale 106 0 439 0 436 0 568 0 792 0 803 q
Latgale 124 0 128 11 138 0 484 21 557 0 468 q
Total 947 94 1636 79 1416 79 2327 94 3392 89 3427 103

Table 45. Share of students with special needs igt@ated in general and vocational

education insti

tutions

Data source: Ministry of Education and Science

Regions

Riga

Vidzeme

Kurzeme

Zemgale

Latgale

Total

School year 2003/2004
General education
institutions

408

498

324

270

302

1802

Vocational education
institutions (disabled
persons)

133

105

13

8

36

295

Vocational education after
graduation from a
specialised school

31

55

45

21

32

184

School year 2004/2005
General education
institutions

508

433

275

292

333

1841

Vocational education
institutions (disabled
persons)

68

115

12

32

236

Vocational education after
graduation from a
specialised school

50

29

21

106

School year 2005/2006
General education
institutions

396

480

271

265

388

1800

Vocational education
institutions (disabled
persons)

143

125

11

14

297

Vocational education after
graduation from a
specialised school

29

20

15

81
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Table 46. Number of Roma students in general edudah institutions

Data source: Ministry of Education and Science

School year | School year | School year | School year | School year | School year

2000/2001 2001/2002 2002/2003 2003/2004 2004/2005 2005/2006

1187 1317 1591 1464 1415
Criminality

Table 47. Age break-down of persons convicted by ¢hcourts of the Republic of Latvia

Data for 2005
Data source: Court Information System
2001 2002 2003 2004 2005

14-17 years 1754 1794 1838 1786 1402
18-24 years 4036 4179 4463 4379 3593
25-29 years 2025 1961 2102 2078 1671
30-49 years 4170 3983 4373 4180 3596
50 years 694 698 810 799 668
and over
Total 12 679 12 615 13 586 13 222 112 15
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Health care and long-term care indices

Figure 1 Health care budget
Data source: the Ministry of Health
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Figure 2 Number of examined patients/ the disabled in Stat€ommission of Physicians
for Health and Work Capacity Examination and its departments in 2000-2004

Data source: the Ministry of Welfare
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Figure 3 Medication reimbursement expenses in the ddic States for the outpatient,
EUR/1 inhabitant

Data source: State Medicines Pricing and Reimbuesgmgency

2001 2002 2003 2004 2005
M lgaunija 31 37 34 41 44
M@ Lietuva 26 34 28 32 37
M Latvija 7 11 11 13 19
Estonia
Lithuania
Latvia

Figure 4 Number of children entered in children sowl care institutions 2000-2005
Data source: the Ministry of Welfare

Number of children entered in children social carenstitutions

1000 - @
646 631 —
oo 556 626
‘ 2365 /\ - —/\—
29 [32N [242\ 9
0 é8\ ‘ g%}\ ‘ 29 - 32
2000 2001 2002 2003 2004 2005

=== Number of children entered in state children sociatare centres
=== Number of children entered in dedicated state chileen social care centre
=== Number of children entered in municipal children’shomes, nongovernmental organization

children’s homes and family children’s homes
==O== Number of children entered in total
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Figure 5 Number and education of social work speciists; number of adult long-term
social care and social rehabilitation institutionsand number of adult persons in them

(2000-2005)
Data source: the Ministry of Health

Number and education of social work specialists; number of adult
long-term social care and social rehabilitation institutions and number
of adult persons in them (2000-2005) 359
600- 501 318 06079654 T 9800
500- 329 94039377 T 9600
38, 9258 + 9400
400 346 9p7II20 909 | 9200
pers. 300- 8882 — T - 1 gooopers
gr12°""" - 8800
2001 0 0 5 190 1p3 = 1 8600
100-
3| 106 1 8400
0 6b 8 7 8200
2000 2001 2002 2003 2004 2005
[ Social work specialists [ Actually lived in institution - adultsE==2 Planned places
—=— \Vith social education —&— Number of institutions
Table 48 Health care expenditures
Data source: The World Health Report 2006
Total expenditure on General governmentPrivate expenditure¢ Per capita
health % from GDP | expenditure on on health as government
health as % of total g4 of total| €xpenditure o
expenditure on expenditure on health at
health health international  dollar
rate
2001 | 2002| 2003 2001 2002 2003 2001 2002 2p03 2002 22003
Latvia 62 |63 |64 |[51,2 |521 51,3 [488 |47,9 |48,7 |281 |318 | 348
Lithuania 6,3 6,5 6,6 72§ 74,9 76 27/4 251 24 42995 | 573
Estonia 51 5 5,3 7849 77,1 7740 214 229 22,9 42454 | 526
The Czech 6,9 7,2 7,5 91,4/ 91,1 90 8,6 8,9 10 937 1080 1472
Republic
Germany 10,8| 10,9 11,1 78,4 786 782 216 20,4 8 212173 | 2288 234§
Great Britain | 7,5 7,7 8 83 834 85 17 16|6 14,3696l 1860| 2047
Finland 6,9 7,2 7,4 759 76,3 765 24{1 23,7 23,4091 1535| 1613
Norway 8,9 9,9 10,3| 83,4 835 83,y 16{4 16,5 16,37452 3019| 3189
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Table 49 Health care access indices

Data source: Health Statistics and Medical Techgae State Agency

2001 | 2002 | 2003] 2004 200p
Outpatient visits hours per 1 inhabitant 4.8 46 ,8 4/ 5,0 5,2
hospitals at the end of the year 140 129 181 11909 1
Hospital beds (without temporary 82,0 77,6 78,1 77,4 76,8
social care beds) per 10 000 population
Outpatient care institutions at the end 2083 | 2335| 2494| 2585 2749
of the year
Physician’s assistant — midwife aid 303 266 263 250 242
posts at the end of the year
Physicians (including dentists) per 33,0 34,0 34,0 35,1 35,8
10 000 population
medical personnel with secondary 62,5 62,7 63,6 63,8 65,1
special education per 10 000 population

Table 50 Division of physicians in the age groups

Data source: the Ministry of Health

Age 1 January 2005 1% January 2005
total number of physicians (in | total number of physicians
absolute numbers) (percental)
25to 35 years 808 11,5
35 to 55 years 4004 56,8
55 to 62 years 1129 16,0
More than 63 1114 15,8
years
Total: 7055 100

Table 51 Queue duration to the endoprosthetics suegy (in years)
Data source: Health Compulsory Insurance State Agen

: 2002 2003 2004 2005
Endoprosthetics of major joints:
- knee joints 10 10 10 12
- hip joint cementless 7-8 7-8 4 3-5
endoprosthesis
- hip joint cementing 2-3 2-3 3 4
endoprosthesis
- shoulder joints - - - 1
Endoprosthetics of cochlear - - - 1

implants




Table 52 Health care quality indicator

S

Data source: Health Statistics and Medical Techgae State Agency

2001 | 2002 | 2003] 2004 200p
Malignant tumours, diagnosed at stage 26,0 23,9 24,0 23,6 23,9
IV (%)
Visually localised malignant tumours | 32,6 30,0 29,1 28,9 28,9
diagnosed at stage Il or IV (%)
Diagnostics of malignant tumours at 1,2 1,6 1.4 1,1 0,8
preventive examinations (%)
Operated (per 10 000 population)

- due to ulcer perforation 26,4 22,7 227 23,3 021,
- due to gastrointestinal bleeding 9,4 6,8 7,7 7,0 7,0

Death rate (per 100 000 population) from:
- acute pneumonia 14.9 15,0 17)9 17,8 22,6
- peptic ulcer 6,3 5,8 7,8 6,4 3,9
- tuberculosis 11,9 9,0 9,5 7,9 8,0
Maternal mortality (per 100 000 live 25,4 10,0 14,3 9,8 4,6
births)
Infant mortality (per 1000 live births) 11,0 9,9 49,1 9,3 7,8
Perinatal mortality (per 1000 live births 12,3 12,6 10,4 10,5 9,9
and stillbirths)
Table 53 Incidence on 100 000 inhabitants
Data source: Health Statistics and Medical Techgae State Agency

2001 | 2002 | 2003| 2004 2005
Tuberculosis 73,4 65,9 63,71 59,4 53,8
Neoplasms 369,7 383,9 394/6 431,1 42¢,3
Mental disorders 275,8 234,8 244|]9 252,3 23P,8
Occupational diseases 30,8 37,8 41,5 81,6 0,7
Diabetes mellitus 148,1 242,3 165/6 188,3 2374
HIV 34,2 23,2 17,3 14,8 13,0
AIDS 1,8 2,4 2,5 3,0 3.1
Diseases of circulatory system (hospital
discharges) 3136,8| 3175,2| 3289,2| 3398,7| 3635,9
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Table 54. Number of persons entered and left fromhildren social care institutions per
year 2000-2005
Data source: Social Service Board

Per annum: 2000 2001 2002 2003 2004 200%
Number of children entered in total 382 365 297 2 343 293
int.al. orphans 6 0 0 3 0 1
Due to child disease 35 0 0 26 16 19
" Withdrawal of child care rights 136 211 611 104 136 104
j= Withdrawal of child guardian
S rights 13 8 1 0 1 3
3 Abandoned children 79 0 0 107 85 91
3 Other reasons 113 146 180 87 106 7%
<
§ Number of children left in total 361 433 338 311 3 372
S int.al. returned to the parents 124 107 99 105 103 123
S Adopted 90 128 124 57 127 114
) Assigned for custody 55 60 35 43 49 44
Assigned in foster family 0 0 0 0 1 13
Displaced to other institutions 82 126 62 29 98 73
Dead 10 12 15 13 12 7
Other reasons 0 0 3 1 0 0
Per year: 2000 2001 2002 2003 2004 2005
§ Number of children entered in total 38 31 25 30 29 32
= int.al. orphans 0 0 0 0 0 0
g Due to child disease 33 0 0 16 26 20
< Withdrawal of child care rights 4 0 1 6 1 5
E Withdrawal of child guardian
S rights 1 0 0 4 2 7
E Abandoned children 0 0 0 0 0 0
5 3 Other reasons 0 31 24 4 0 0
55
n 2 . -
9 3 Number of children left in total 47 65 43 64 37 35
% 2 int.al. returned to the parents 4 6 3 4 d 2
o Adopted 0 0 1 0 0 0
§ Assigned for custody 1 0 0 0 0 0
< Assigned in foster family 0 0 0 0 0 0
§ Entered self-dependent life 0 3 18 1 ¢ 0
5 Displaced to other institutions 38 52 15 54 34 24
S Dead 4 4 6 5 3 5
5 Other reasons 0 0 0 0 0 4
Per year: 2000 2001 2002 2003 2004 2005
v & | Number of children entered in total 646 631 556 626 | 794 883
£ _ £ 2 £ intal. orphans 30 14 19 21 18 33
2g = '% 2 Due to child disease 11 0 0 14 4 6
€2 § = £ Withdrawal of child care rights 351 407 733 342 487 460
£558%5 Withdrawal of child guardian
E & © | rights 34 39 19 56 74 91
© = ° Social conditions 13 0 0 0 0 0
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Abandoned children 0 0 0 17 14 57
Other reasons 207 171 181 174 192 23
Number of children left in total 672 575 637 772 B 1013
int.al. returned to the parents 267 208 248 292 2 39 394
Adopted 12 28 35 29 46 71
Assigned for custody 129 91 114 134 160 13
Assigned in foster family 0 9 7 20 11 49
Entered self-dependent life 103 87 129 175 209 243
Displaced to other institutions 137 113 76 91 120 107
Dead 3 0 3 1 1 0
Other reasons 21 39 25 30 1y 12
Table 55. Number of persons entered and left fromault social care institutions per year
2000-2005
Data source: Social Service Board
Per year: 2000 2001 2002 2003 20042005
Number ofpersonsenteredin total 1434 1604 1989 1682 1 966 2 060
o int.al.: — from home 1242 1360 1769 1397 1625 1556
o - from other social care
5 institutions 67 71 76 75 147 121
b= - from psychiatric medical
g institutions 7 6 6 6 18 18
) - from other medical instituts 118 127 128 151 157 262
8 - from other institutions — 40 10 53 19 103
= Number ofpersondeft in total 1354 1502 1820 1641 170p 1902
s int.al.:  -displaced to other social care
2 institutions 76 8 76 59 44 64
T - displaced to medical
a institutions 13 10 7 11 18 11
LEJ - returned in the families 210 222 491 203 249 299
= - discharged due to regular
= ignoring of regulations of an establishment 8 " ° 15 15 13
- dead 1069 1108 1235 13261367 | 1510
- other reasons 3 5 2 27 1 5
Number ofpersonsenteredin total 641 508 546 452 404 337
int.al.: — from home 312 250 302 209 185 171
- from other social care
n institutions 103 75 112 101 62 79
o - from psychiatric medical
< institutions 185 136 112 109 139 62
8 - from other medical institurts 41 28 16 17 12 13
o - from other institutions — 19 4 16 6 12
S Number ofpersondeft in total 588 522 500 454 369 372
= int.al.:  -displaced to other social care
o institutions 46 28 63 31 14 27
8 - displaced to medical
) institutions 21 21 22 21 9 6
8 - returned in the families 25 27 22 22 22 21
n - discharged due to regular
ignoring of regulations of an establishment 1 0 0 3 1 0
- dead 466 430 390 364 316 304
- other reasons 29 16 3 13 7 14
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Table 56. Number of working staff in long-term soal care institutions
Data source: Social Service Board

Number of .
institution int.al. int.al int.al . . int.al
Institution title employees — health so.ciail so'ciail mt.al.. .SOC'al or:
. , care rehabilitators carers
in total: workers carers
employees
Number of Number of Number of Number of Number of Number of
employees employees employees employees employees employees
Municipal
social care
centres 2 515 399 58 91 8 644
State social
care centres 2 499 338 51 142 9 690
Total in the
state 5014 737 109 233 17 1334

Information society indicators

Table 57. Use of computer and internet
Data source: Basic Statistical Indicators, 2006 BZ8oL, Latvia

2004 2005
Households with computers
in total, thousand 220 274
of total number of households, % 26 32
Households with internet connection
in total, thousand 125 261
of total number of households , % 15 31
Number of inhabitans aged 16-74 who use
computer regularly
in total, thousand 648 745
of total number of households , % 36 42
Number of inhabitans aged 16-74 who use
internet regularly
in total, thousand 485 646
of total number of households , % 27 36
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Table 58. Use of computer and internet in educatial establishments
Data source: Basic Statistical Indicators, 2006 B 8oL, Latvia

2004 2005
Number of educational
establishments with internet
connection, % of total number
High-schools and colleges 100.0 100.0
Vocational education institutions 97.1 97.9
Comprehensive schools 93.4 95.0
Number of computers per 100
students
High-schools and colleges 5.9 6.2
Vocational education institutions 6.1 7.5
Comprehensive schools 5.4 6.2
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