Chapter 4

Reducing child and maternal
mortality. MDG+ for health
4.1. INTRODUCTION: DEMOGRAPHIC SITUATION IN THE
RUSSIAN FEDERATION

Chapter we will try to highlight some important
health indicators and consider them in the context of the MDGs, taking account of the current
unfavorable health situation in Russia.

eproductive health in Russia has attracted

R

ussian and international experts have

much interest, particularly regarding

declining birth rates, which have implications

R

for the labor market and social security provi-

decline of the birth rate and fluctuation of the

sion, and for depopulation of strategic areas.1

mortality rate since the 1980s (Figure 4.1).

Maternal and child health figures are often

This combination of demographic factors has

seen by the government not so much as an

produced negative population growth in

indicator of overall poor health, but as key to

Russia, and in the second half of the 1990s

solving a demographic crisis. However, despite

this trend ceased to be compensated by reg-

importance of the reproductive and child

istered immigration. Potential consequences

health, potential, demographic effect from

of current demographic trends for politics,

improvement of their indicators will be mini-

economics and security have roused con-

mal compared with even slight improvement

cerns of various political groups and sections

of Russia’s catastrophic indicators for prema-

of Russian society.

devoted much argument and research to

ture death among adults of working age. In this
here is no consensus about causes of the

T

Figure 4.1. Birth and crude mortality rates
per 1000 persons, and population in tens
of millions, Russia, 1980-2003.

two mortality rises in 1994 and after 1998.

The majority of experts blame a combination
of factors, including social2 and economic fac-
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tors3 and behavioral changes, particularly
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increase in alcohol consumption.4 What is
more important for purposes of setting

Mortality
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appropriate health targets is that mortality
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rates in Russia, even when declining, are
14

Population
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much higher than in developed western
countries and countries with the same level of

12

average income per capita, and in many
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cases are higher than in the former republics
of the Soviet Union. Since birth rates are rel-
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1980

8

atively similar to those in western countries,
that calls for urgent measures.

irth rates are often mentioned in debates

igration is the third process determining

B

M

nologies for increasing birthrates of native

what offsetting population decline in Russia.

populations are far from clear, with high cost

Uncontrolled or inappropriately controlled

of stimulating measures, e.g. social benefits

immigration might aggravate the social situa-

for mothers, and low effect of regulative

tion, affect human rights and would definitely

measures. Even in the most totalitarian years

lead to health problems. Reliable statistics on

of the USSR, the 1930s, restriction of abortion

illegal and temporary immigrants are not avail-

led to no more than 8% increase in birth rates,

able, but it can be assumed that they are

and more recent attempts have failed com-

among the most vulnerable groups in Russia.

about depopulation. However, the tech-

the demographic situation and some-

5

pletely. The latest decline in birth rates in
Russia started in 1987, marking the beginning
of what is called the second demographic
transition, characterized by complete decoupling of reproductive behavior, sex and family.
However, the birth rate has shown a rising

4.2. MDG 4, TARGET 5. REDUCE
BY TWO THIRDS, BETWEEN 1990
AND 2015, THE UNDER-FIVE
MORTALITY RATE

trend since 2000. These fluctuations of the
birth rate have probably been influenced by
change of Russia’s social foundations at the
end of the 1980s and the beginning of the

4.2.1. INTRODUCTION: TARGET
UNDER-FIVE MORTALITY LEVEL
FOR RUSSIA IN 2015

1990s, and the somewhat lower numbers of
potential parents born in the late 1960s.

he

Millennium

Development

Goals

Before the collapse of the Soviet Union there

T

was a significant contribution to population

in 2000 include a target to reduce under-five

reproduction from people marrying at the age

mortality rates by two thirds in 2015 com-

adopted by the international community

of 20. This was related to marriages at a relatively early age, immediately after military
service. Significant social benefits, such as the
opportunity to obtain separate apartments or
social welfare, were substantial incentives for
early procreation. The new economic reality
has forced people to postpone procreation
until a later age, when the parents can afford
separate accommodation, complete their education and carve out their career, or until the
“now or never” stage. In addition the cohort
of women in some age groups important for
reproduction has been somewhat smaller
throughout the 1990s. Hence a couple of factors can help explain the birth rate upturn in
the last few years: many couples who had previously postponed child-bearing reached the
age of 30 in 2002-2003 and simultaneously a
large cohort born around the mid-1980s started to attain early reproductive age.

Box 4.1. Defining and measuring under-five mortality
Under-five mortality is defined as the probability of dying between birth and
exactly five years of age, expressed per 1000 live births. It largely consists of infant
mortality, i.e. deaths in the first year of life, as risk of death declines after the first
weeks of life. However, even such a broadly used term as infant mortality is quite
ambiguous. Although the definition of death itself is relatively straightforward,
the concept of live birth varies radically in Russia and some other parts of the former Soviet Union compared with most other countries.
The WHO definition of live birth, adopted in 1992, is
"The complete expulsion or extraction from its mother of a product of conception, irrespective of the duration of the pregnancy, which, after such separation,
breathes or shows any other evidence of life, such as beating of the heart, pulsation of the umbilical cord, or definite movement of voluntary muscles, whether or
not the umbilical cord has been cut or the placenta is attached."
The Soviet definition of life birth, which still predominates in most of the former
Soviet states, excludes cases when infants are born at less than 28 weeks, weighing less than 1,000 grams, or less than 35 centimeters in length if they die within
seven days. It should be noted that gestation age quite hard to determine precisely, allowing obstetricians to tailor it as needed. In addition breathing was the only
criterion of life in Soviet times, and this still obstructs introduction of the WHO definition. These differences mean that many infant deaths in Russia and some of the
former Soviet republics are not recorded. The situation is further complicated by
use of various formulas in certain countries to account for the fact that some infants
born this year die next year. Cases of modifying definitions and even manipulating
statistics to meet propaganda needs are instructive in themselves. Monitoring
achievement of any targets in Russia is complicated, as in the case of infant mortality, and might lead to manipulation of data rather than to improvement.
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pared with 1990. In Russia, where the level of

tality it is important to keep in mind that we

child mortality was 21.5 per 1000 in 1990, this

only see the tip of the iceberg in terms of bur-

would mean a reduction to 7 per 1000 a quar-

den, as only a small percentage of cases

ter of a century later. This level was registered

causing disease or even disability lead to well

in 2000 in Israel and in 2002 in Estonia, and is

recorded outcomes, such as death. Many

somewhat higher than the European Union

conditions leading to important outcomes,

average (5.6 in 2000-2002).

e.g. blindness, mental or locomotive disability, are not systematically recorded in a way
enabling in-depth exploration.

4.2.2. UNDER-FIVE MORTALITY:
COMPARING ACROSS COUNTRIES AND TIME

he level of under-five mortality is declin-

T

ing in Russia largely as a result of falling

infant mortality. The problem of under-five
isk of death under five in Russia was 16.5

R

mortality is most severe in the very poor

per 1000 live births in 2002 compared to

countries of sub-Saharan Africa, due to high

less than 6 in the European Union (Figure

infant mortality rates and to malaria and

4.2). The fall in under-five mortality in Russia

other gastrointestinal and respiratory infec-

is, however, quite remarkable as the indicator

tions. For instance, in one study, diarrhea,

stood at almost 28 per 1000 in 1980. The indi-

acute respiratory infections and fever from

cator is somewhat higher if WHO’s corrected

unknown origin accounted for up to 50% of

estimate is used: 17 per 1000 and 18.6 per

the under-five deaths in an African country.7

1000 for boys alone. It is also noteworthy that

Malnutrition and vaccine preventable dis-

a number of studies report that the same

eases, largely measles, account for a large

causes which lead to child mortality cause

part of child mortality. The problem also

significant but poorly reported disability in

exists in some parts of the former Soviet

childhood.6 When looking at the issue of mor-

Union, e.g. in Turkmenistan, where under-five
mortality is 98 per 1000 live births8.

Figure 4.2. Under-five mortality rates in
Russia, European Union and 5 former
Central Asian Soviet republics, 1980-2002.

isk of infant mortality is strongly associ-

R

ated with low birth weight. Birth weight

has been shown to be an important determi-
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nant of foetal outcome, with both neonatal
70

mortality (deaths within the first 28 days of
life) and postneonatal mortality (deaths

60

between 29 days and 1 year) climbing steeply
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as birth weight falls below 3000 g.9 The registered cause of nearly 50% of infant deaths in
Russia is “complications in the perinatal period” and another quarter of infant mortality is

30

Russia
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associated with congenital abnormalities.
According to official statistics, another 10% of

European Union

10

infant deaths are put down to respiratory diseases, and injuries and gastrointestinal condi-
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tions each account for 6%.10 However, it must
be noted that these causes are poorly

defined, particularly the biggest group of
“perinatal complications and conditions”,
and require systematic epidemiological
investigation.

4.2.3. EXPLORING UNDER-FIVE
MORTALITY IN RUSSIA
esearch has shown that under-five mortal-

R

ity consists mainly of infant mortality, but

Box 4.2. Issues of terminology and data
Although under-five mortality is monitored by WHO, it is not a valid Medical
Subject Headings (MeSH term) used in biomedical publications search engines
such as MEDLINE.11 Instead two MeSH terms overlapping with under-five mortality are recognized: “Child Mortality” defined as deaths of children between one
year and 12 years of age and “Infant Mortality”, which encompasses all deaths
that occur within the first year of life and excludes foetal death (miscarriages and
abortions). Infant mortality again overlaps with perinatal mortality, representing
deaths occurring from the 28th week of gestation to the 7th day after birth, neonatal mortality, representing deaths from birth to 27 days after birth, and postneonatal deaths, occurring between 28 days and 365 days after birth.
There is no single paper cited in MEDLINE published in scientific biomedical
journals on the issue of under-five or even child mortality (from 1 to 12 years of
age) in Russia! Even studies of infant mortality in Russia are relatively scarce
with only 80 MEDLINE citations in the period 1990-2005, and most of the publications in Russian are limited to comparing trends and aggregate statistics
across regions.

information on child mortality in Russia is far
from exhaustive and study of mortality in the

tion and the military. The obstetric service

one to five age group is insufficient. (Box 4.2)

reacted by increasing duration and rates of
hospitalization during and following preg-

wo well-known and highly important

T

nancy, over-diagnosing threat of miscarriage

facts concerning infant mortality in

and over-medicalizing the reproductive

Russia are that rates are declining and that

process, with some regions reallocating a

rates cannot be directly compared with

half of maternal beds for pregnancy compli-

western countries, because they are under-

cations.16 The pediatric service has reacted in

stated12,13 by about one third mainly by

similar fashion: the age of those under sur-

recording of very low birth-weight deaths as

veillance was increased to 18 years, alleged

14

stillbirths and miscarriages. This is impor-

quasi-universal poor health among children

tant since around 80% of under-five deaths

was used as an excuse for placing more chil-

are infant mortality (in the first year of life),

dren under observation, and necessity of

so levels of under-five mortality in Russia

dispancerisation (screening for any diseases

will tend to be underestimated as well.

in general populations via checkups carried

Causes of infant mortality are routinely

out by groups of narrow specialists) was

recorded, but there is little data on the other

argued, over diagnosing of often non-exist-

20% of deaths between ages of one and five.

ing diseases became common, government

Some limited evidence suggests that a sig-

and society are threatened with myopia and

nificant contribution to the later child deaths

scoliosis epidemics.

in Russia is made by injuries, with biggest
gap in mortality as compared to the Western
15

Europe accounted for by drawings .

iscussions of MDG 4 may be used by

D

advocates of separate pediatric services

to raise their agenda. Pediatric service, despite
importance of controlling vaccine preventable

4.2.4. RANGE OF STRATEGIES TO
REDUCE UNDER-FIVE MORTALITY

diseases, probably has zero to minimal potential influence on under-five mortality in Russia
because perinatal deaths (in the first 7 days of

A

s birthrates have declined since 1987 in

life), which account for nearly two thirds of all

Russia, sectors threatened to have the

under-five deaths in Russia, usually happen in

funding reduced due to smaller workloads

obstetric units. The major arguments for

have adopted defensive strategies. These

downsizing pediatric services and introducing

sectors include obstetrics, pediatrics, educa-

a system centered on GPs are control of com-
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Box 4.3. “Yes” to reform of primary medical care, “No” to exclusion of pediatricians from the primary level
Will medical provision for children benefit from the reform, by which primary
health care for children will be provided by a general practitioner and not a specially qualified pediatrician?
It is important to remember that the character and specifics of the child health
care system in Russia are a legacy of the country’s social, economic and cultural
development. This relates particularly to the social nature of Russian medicine
and the concept of community self-government seen most clearly in rural health
care. The Russian rural health system, including easy access to unpaid care, a prophylactic approach and use of district doctors, was the basis of the Soviet state
system of child health care (the first such state system in the world). The system
was notable for the fact that, for the first time in the world, primary health care to
children was provided by experts specially trained for that task in medical school.
We believe that transfer of primary pediatric care to general practitioners would
be premature in Russia at the present time. The reasons for this are as follows:
1. We are not convinced by reasoning based on the fact that the general practitioner system exists in all countries except Russia (notably in other European
countries), since there is no convincing evidence of superiority of European standard primary health care. Better indicators of population health and quality of
medical care in western countries are conditioned by living standards in those
countries, more generous financing of health care, and organization of the physician’s job, which ensures that he has an interest in doing that job well.
2. Many people abroad consider the general practitioner system to be far
from optimal.
3. In an increasing number of European countries, and with increasing frequency, primary health care for children is being provided by pediatricians, i.e.
there is a tendency towards primary child health care on the Russian model.
4. Russia currently lacks infrastructure for implementing family medical care
and financing for transition to a general practitioner system has not been put in
place. The main financing problem is where to find money for increasing salaries
to general practitioners, retraining district doctors and pediatricians, and equipping general practice offices.
5. The skill level of a general practitioner in matters of pediatry will be always
lower that that of a pediatrician. In the USA most diagnostic and tactical mistakes
in medical care of children are made by family doctors.
6. The social component of the reform cannot be overlooked. It will cause pediatricians to become narrow specialists, creating a risk of commercialization and
drop in availability of pediatric care.
However, some restructuring of Russian primary health care to children is
undoubtedly needed, since a critical mass of problems have accumulated in the
sector. Our proposals, in the context of the problem being discussed in this
Chapter, are as follows:
1. To create a general practitioner service for (a) the adult population, and for
(b) remote and sparsely populated regions, where such a practitioner would
serve both adults and children.
2. To use, as an alternative, the group (team) method, by which primary medical care is provided by a group of medical specialists – general doctor, pediatrician, obstretician-gynaecologist.
3. To give the profession of “district pediatrician” (initial-contact pediatrician,
general-practice pediatrician) legal status as an independent profession.
4. To train pediatricians for work in primary medicine at specialized departments of medical training institutions (social and polyclinic pediatry, ambulatory
pediatry, family pediatry).
Prof. A.A. Baranov

irth weight is a largely socially-associat-

B

ed variable considered to be single most

important determinant not only of poor perinatal outcomes but also of health in later life.
In an earlier study carried out in the Tula
Region we have attempted to explore
whether socio-economic factors leading to
low birth weight are mitigated by effective
perinatal care. To illustrate this we have compared outcomes according to birth weight in
Tula with data from Sweden, the country
with the lowest perinatal mortality in Europe,
for 1998, the most recent year for which we
had access to the relevant data (Sveriges
Officiella Statistik 1998) (Box 4.4).
ur findings essentially demonstrate that

O

improvement of obstetric and perinatal

technologies can have a major effect on all
under-five mortality. Obstetricians and perinatologists have a key role in Russia. There is
a clear need to improve pregnancy, delivery
and postnatal care, including promotion of
evidence-based methods and procurement
of effective pharmaceuticals and equipment.

I

mprovement of care provision to children
after discharge from maternity units will

probably have little effect on under-five
deaths, since a significant part of child mortality (around 40% in 1995) seems to be from
external causes,17 such as injuries, poisonings, drowning and suffocations, which are
prevented by safer environment, with outcomes little influenced by treatment. By comparison, respiratory infections cause less
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plex chronic diseases, many of which are

than 30% of under-five deaths, infectious dis-

rooted in childhood, and changing the incen-

eases less than 10% and cancer around 5%,

tives system to stimulate efficiency and orien-

and is not clear whether better medical care

tation towards health rather than supplier-

or social conditions would significantly

induced demand, e.g. administering the great-

improve the situation. Vaccine preventable

est possible amount of lucrative but often

diseases are a major public health issue, but

ineffective treatments. However, these argu-

such diseases currently seem to be under

ments relate to the MDG+, which will be pre-

control in Russia, although efforts are need-

sented at the end of this Chapter.

ed to ensure updating of vaccination
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schemes and keeping coverage high. These
points suggest that Russia has an extensive,

4.2.6. FEASIBILITY OF
ACHIEVING MDG 4

fairly up-to-date health service, so that simplified

approaches

such

as

the

ICDS

he overall trend of under-five mortality in

(Integrated Child Development Service), pro-

T

posed by the international community, have

would not allow Russia to reach the Target 5

limited application except to help improve

level of 7 per 1000 as defined in the

economic efficiency, reduce ineffective inter-

Millennium Development Goals. However,

ventions and promote simple but important

the trend in the first years of the 21st century

measures which tend to be overlooked pre-

looks more encouraging (Figure 4.3). The

cisely because of their simplicity, e.g. oral

white line on the graph below shows the

rehydration.

most optimistic scenario (starting from the

the last 20 years of the 20th century

elevated level of 1999), but it is reasonable to
believe that further economic growth and

4.2.5. POTENTIAL EFFECT OF
ACHIEVING MDG 4

further improvement of antenatal and perinatal services could enable the target level to
be approached, if not reached, in Russia by

study examining appropriateness of the

A

2015. On the other hand, if economic growth

health MDGs for Russia, looking at

stagnates, some elevation of under-five mor-

effects of their achievement on life expectan-

tality can be expected, as seen after the col-

cy at birth, found that the effects would in

lapse of the Soviet Union and the economic

fact be relatively small.18 It was calculated

crisis of 1998. It is noteworthy that some of

that achieving reduction of infant mortality

the Eastern European countries, e.g. Czech

and mortality in one-to-four year olds by two
thirds, as per MDG Target 5, would add 0.76

Box 4.4. Distribution of birth weight in Tula Region (2000) and Sweden (1998)

years and 0.17 years to life expectancy
not easy to achieve. It is worth noting that
even if all Russian regions succeeded in
achieving levels of infant and one-to-four
year mortality equal to current levels in the
best regions of the country, the increase in
national life expectancy would be less than
one month. By comparison, a 20% reduction
of largely avoidable adult mortality would
cause increase of life expectancy by two
years.19 In order to emphasize the point: there
are about 17-18,000 under-five deaths in
Russia annually, of which 15,000 are infant
deaths, but there are 1,200,000 deaths due to
circulatory problems in the population as a
whole and 270,000 deaths due to external
causes, and many of the fatalities, which
make up these two last statistics, are premature and avoidable.

% of all births

respectively. However, such a reduction is
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The distribution of birth weight in Tula is shifted to the left compared with that
in Sweden. This is clearly a result of smoking and alcohol consumption (also leading to foetal alcohol syndrome) during pregnancy, as well as poor nutrition and
other socio-economic and behavioural factors (it should be noted in passing that
major gradient in risk of child death in Russia depending on variations of income,
education, marital status of parents and regional differences emphasize inequality in Russia and the importance of social factors). The question is whether the
adverse birth weight distribution in Tula compared with Sweden explains higher
perinatal mortality in Tula. This question was addressed by applying the birthweight specific perinatal mortality rates in Tula to the distribution of birth-weight
in Sweden. Doing so yields a birth weight-adjusted figure of 14.4/1000 births,
which is almost three times as high as the Swedish figure of 5.4/1000. The conclusion is that, notwithstanding the need to improve the birth weight distribution,
the main mortality factor is the rate of survival of babies once born.
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Figure 4.3. Under-five mortality per 1000
in Russia in 1980-2002, the trend in 19802000 (straight line) and in 1999-2002
(twisting line) and the target value in 2015
(diamond).

regarding trends on a monthly and, in most
cases, even on an annual basis. Regional
health officials are often unfamiliar with
probability theory, and may draw far-reaching conclusions from chance fluctuation of
small quantities: most obstetric services deal
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with less than 1000 births per year, suggesting about 15 infant deaths on average, and

< 5 mortality per 1000
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any “trends” may well be chance variations
with no statistical significance. Monitoring of
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birth weight trends and birth weight adjusted
outcomes can allow better evaluation of per-
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again, large enough samples are needed.
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pendent investigation of reasons and causes,
but this is complicated by corporatism of the
medical profession, the system of medical
records, and lack of access for relatives to

Republic, Poland, Hungary, Slovakia and

maternity units. Improved access for rela-

Estonia are already at levels similar to what

tives and friends to labor and delivery rooms

Russia should aim to achieve in 2015.

is not only a medically evidenced beneficial
practice,20 but can help to improve the service

ussian under-five and infant mortality

R

through better lay-person control. A cheap

rates have been improving since the

and effective way to monitor performance of

mid-1990s and are much lower than in devel-

maternity
21

services

is

a

“near-miss”

which explores significant and

oping countries. Drastic change as suggested

approach,

in MDG 4 is impossible in developed coun-

potentially life-threatening complications,

tries, which have already carried out most of

which did not in fact lead to death. However,

the achievable reduction, and two-thirds

this methodology is new, not fully developed

reduction will also be complex and costly for

and requires additional studies. Achievement

Russia. Even 50% reduction seems rather

of MDG 4 in Russia requires improvement of

ambitious for transition countries.

obstetric and perinatal technologies, and
monitoring of processes and methods in

4.2.7. SUGGESTIONS FOR INDICATORS

I

80

nfant, perinatal, and neonatal mortality are
important indicators. There is a need to

maternity units in addition to outcome-based
evaluation.
irth-weight specific perinatal death rates

B

deserve to be proposed as the main indi-

change the way they are evaluated in

cators for under-five mortality. Such an indi-

Russian regions: infant mortality is a relative-

cator helps to separate effects of complex

ly rare event in most localities, making it hard

social influences and smoking during preg-

to draw statistically significant inferences

nancy from medical care per se. In addition,
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comparison of death rates at lower birth-

sized there will be an even greater risk of fig-

weight levels can be helpful in identifying

ures being manipulated.

under-reporting of perinatal mortality overall. (Appendix 4.1. Table).

4.2.8. CONCLUSIONS ON MDG 4

4.3. MDG 5, TARGET 6. REDUCE
BY THREE QUARTERS, BETWEEN
1990 AND 2015, THE MATERNAL
MORTALITY RATIO

erinatal deaths constitute the bulk of

P

under-five mortality; hence, addressing

this indicator offers greatest potential for
achieving MDG 4. There is a clear need in

4.3.1. INTRODUCTION: TARGET
MATERNAL MORTALITY LEVEL
FOR RUSSIA IN 2015

Russia to improve survival of newborns
through developing modern standards of

aternal mortality in Russia in 1990 was

obstetric care (antenatal and perinatal) and

M

to provide better support to women to

slightly lower than in the preceding and sub-

ensure proper levels of nutrition and healthy

sequent seven years (apparently due to

47.4 per 100,000 recorded live births,

behavior from the pre-conception stage
(mainly in relation to smoking, alcohol and
safer sex) in order to lower perinatal death
rates. It is also necessary to ensure implementation of the WHO definition promoted
by the Ministry of Health and Goskomstat
joint decree 380/190 from April 4, 1992,
which is still not adhered to. Other causes of
child mortality, at ages above infancy,
require careful and detailed epidemiological
investigation.

I

t is important not to “let the tail wag the

Perinatal deaths constitute the bulk of
under-five mortality; hence, addressing this
indicator offers greatest potential for achieving MDG 4. There is a clear need in Russia
to improve survival of newborns through
developing modern standards of obstetric
care (antenatal and perinatal) and to provide
better support to women to ensure proper
levels of nutrition and healthy behavior
from the pre-conception stage (mainly in
relation to smoking, alcohol and safer sex)
in order to lower perinatal death rates.

dog”, since infant and under-five mortality

rates are, first and foremost, indicators of

chance fluctuation). In order to reach the goal

functioning of healthcare and other govern-

of 75% reduction the level in 2015 would

mental welfare institutions. However, it

have to be no higher than 11.8 per 100,000

would be a mistake to overemphasize the

live births, which is still above the level of

importance of lowering infant or under-five

Hungary (8.3) and Estonia (7.7) in 2002.

mortality, because its achievement will not
lead to drastic improvement in population
health in transition countries and might distract society and the Government from other

4.3.2. DEFINING AND MEASURING MATERNAL MORTALITY

more important tasks, including reduction of
adult mortality. We should also bear in mind

aternal mortality ratio is “the number

that manipulation of infant mortality data has

M

occurred frequently in Russia in the past, and

bearing, during the pregnancy or within 42

if significance of this indicator is overempha-

days of delivery or termination of pregnancy,

of women who die as a result of child-
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irrespective of the duration and the site of the

tality from non-abortion related causes down

pregnancy, from any cause related to or

to 25 per 100,000 life births. If, however, we

aggravated by the pregnancy or its manage-

take the ratio of maternal deaths per 100,000

ment, but not from accidental or incidental

pregnancies rather than live births, the value

causes,” and it is usually estimated per

would be even lower at 14.6. The usefulness

100,000 live births during that year. However,

of such indicators in Russia can be argued as

it is often difficult to establish a link between

no other country in Europe, and probably in

pregnancy and death, as death during preg-

the world, has such a high ratio of abortions

nancy may be due to aggravation of pre-exist-

to births. For comparison, there are a little

ing conditions or other risk factors. Use of dif-

more than 2 abortions per 10 births in the

ferent formulas and chance variation in small

European Union.

absolute numbers of deaths in developed and
transitional countries makes maternal mortality rates hard to compare across years and
countries. Issues of under-reporting are common even in places with established and well-

4.3.3. MATERNAL MORTALITY:
COMPARING ACROSS COUNTRIES AND TIME

functioning surveillance systems.22
ven though abortions in Russia are a safer

aternal mortality has a somewhat dif-

E

ferent meaning in Russia than in other

of maternal mortality, the large number of

countries. Throughout the 1990s there were

abortions significantly obscures cross-country

about two abortions per birth or at least 2

comparison of maternal mortality indicators.

million abortions annually, and despite rapid

The maternal mortality ratio in the European

decline in abortion numbers still over half of

Union is around 5 per 100,000, which is six

pregnancies are still terminated. Around a

times lower than in Russia. Correction for

quarter of maternal deaths are abortion-relat-

abortions still leaves the EU result three to five

ed. As only about one in three pregnancies

times higher than for Russia.

M

outcome of pregnancy than birth in terms

leads to birth, this significantly diminishes
the denominator of the equation, i.e. the

aternal mortality in developing coun-

number of women in the risk group. Even

M

though abortions involve four times less risk

using various complex epidemiological

of maternal mortality than birth, their sheer

methods, due to lack of vital statistics. WHO

numbers distort the statistical comparison.

data indicates that sub-Saharan Africa has

tries is usually estimated indirectly,

the highest maternal mortality rates world-
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verall, maternal mortality in Russia is a

O

wide, ranging from 500 to 700 per 100,000

rare event prone to chance variation.

births as compared to 55-650 in Asia and 110-

Assuming a level of 8.77 live births per 1000

210 in Latin America. But the data for sub-

population (as in 2000) and maternal mortal-

Saharan Africa may not tell the whole story,

ity rates between 40 and 60, there would be

since maternal death rates as high as 1000

about 520-780 maternity-related deaths per

per 100,000 births have been recorded in

year in Russia. In 2002 there were 470 mater-

some rural areas.23 Family planning has the

nity-related deaths, representing maternal

greatest potential to reduce maternal mortal-

mortality of 33.6 per 100,000. However, if we

ity in Africa by preventing unwanted preg-

exclude abortion-related deaths, the number

nancies and illegal abortions and increasing

will be only 350. This brings maternal mor-

earnings of families by reducing the number
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Figure 4.4. Causes of maternal deaths
worldwide

of pregnant women. Skilled attendance at
delivery (essential obstetric services, including toxoid immunization, Caesarian sections

20%

and other life saving interventions in emer-

25%

24

gency cases) as well as antenatal care and

Severe bleeding
Infection
Unsafe abortion
Eclampsia
Obstructed labour
Other direct causes
Indirect causes

HIV prevention and treatment25 would be of
crucial importance in reducing maternal mortality in developing countries (Figure 4.4).
8%
espite the difficulties in assessment,

D

maternal mortality rates still appear to

be considerably higher in Russia than in the

15%

8%

West. Abortion-related mortality represents
about a quarter of deaths, and some estimates suggest that up to two thirds of abortion-related deaths are due to the abortions
being carried out away from facilities.26 This

12%

13%

Source: "Coverage of Maternal Care: A Listing of Available Information, Fourth Edition".
World Health Organization, Geneva, 1997

raises a number of questions about access to
abortion and other services, such as why

depth investigation is virtually impossible

women would undertake such high-risk inter-

due to corporative protectionism of the med-

ventions when the procedure is legal and

ical profession.

widely available. However, beyond the issue
of abortion, the remaining 75% of maternal
death is due to non-abortion related factors
and needs detailed investigation. The official

4.3.4. EXPLORING MATERNAL
MORTALITY IN RUSSIA

statistics suggests that about 15% of maternal deaths in Russia are due to haemorrhage

he maternal mortality rate in Russia

and 10% due to toxaemia (eclampsia).

T

However, a quick review carried out by the

and the absolute number of maternal deaths

author (unpublished) of all 14 maternal

had dropped from 950 to 470 by 2002. Decline

deaths recorded in the last five years in one

in absolute numbers is partially due to decline

of the European Russian regions found that

of pregnancy rates, but the improving rates of

the cause of death in half of the cases, at

maternal mortality have been attributed to

least according to investigation results, was

two processes: about 65% is due to improving

anaesthesiological malpractice, while two

pregnancy and birth safety and another 35% is

deaths were due to late admission of women

due to decline in abortion rates. Risk of mater-

with relatively manageable conditions due to

nal

geographical remoteness and lack of means

decreased by nearly a quarter in 2002-2003

of

transportation.

compared with 1990. This positive dynamic,

Further exploration of causes of maternal

paralleled by recent decline in infant mortality,

deaths is difficult, since aggregate, routinely

suggests a real trend, which can be associated

collected statistics are often “cleaned” to

with improvements in obstetric care. Box 4.5

avoid penalties. The data do not offer a suffi-

offers a time-line of actions by Federal

cient level of detail to shed light on the

Government agencies in prevention of mater-

issues, which need to be addressed. Any in-

nal, infant and child mortality.

communication

and

declined by about a quarter in the 1990s,

deaths

associated

with

birth

had
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Box 4.5. The official view on maternal and infant mortality issues
Levels of maternal, infant and under-five mortality correlate with quality, scope
and availability of medical care to women and children. Conversely, efficiency of
public health bodies and establishments can be assessed by indicators and
dynamics of infant mortality.
From 1990 to the present the Ministry of Health and Social Development of the
Russian Federation has been carrying out work on further development and
improvement of medical care to women, including pregnant women and children.
In 1992 the Ministry of Health and Goskomstat of Russia issued the order “On
Transition to Criteria of Live Birth and Dead Birth as Recommended by the World
Health Organization”. The transition was to take place as of January 1, 1993.
In 1998 the Ministry of Health of Russia designed and sent to subjects (administrative regions) of the Russian Federation a program of action for improving
the preventive, diagnostic and treatment system with the aim of reducing infant
mortality. Subjects of the federation were required to prepare relevant documents with regional scope for realization of the respective strategy.
On August 7, 1998, the Ministry of Health of Russia issued the order “On
Improvement of Medical Documentation Certifying Cases of Birth and Death in
Connection with Transition to International Classification of Diseases”.
In November 2000 the Government approved an Action Plan for reduction of
maternal and infant mortality in the Russian Federation in 2001-2003.
On December 28, 2000, the Ministry of Health of Russia issued order No. 457
“On Improvement of Prenatal Diagnostics in Prevention of Hereditary and
Congenital Diseases Among Children”.
The Russian Federal Government decree No. 1270-p of September 27, 2001,
approved the “Concept of Demographic Development of the Russian Federation
Until 2015”. The Coordination Board of the Russian Ministry of Health responsible for improvement of efficiency in rendering medical care to mothers and
infants has been in operation from 2000 until the present time. Its targets are:
development of strategic action in provision, and improvement of efficiency and
quality, of medical care and social assistance to pregnant women, obstetric
patients, parents and infants; development of proposals on improvement of normative and legal control in this field; providing hands-on assistance to Russian
regions; etc. From 2000 to June 2005 the Board held 33 sessions and reports
from 67 subjects of the Russian Federation were heard.
Experts of medical research institutions, specialized in obstetrics, gynaecology
and pediatry, representatives of the Russian Ministry of Health and the Russian
Academy of Medical Sciences and the corresponding special departments in higher educational medical establishments supervise regions of the Russian
Federation in organization and improvement of work to provide and raise efficiency and quality of medical care to pregnant women, obstetric patients, parents and
infants (order No. 201/51 of the Russian Ministry of Public Health, June 4, 2001).
Relevant orders issued by the Russian Ministry of Health are No. 50 of February
10, 2003 “On Perfection of Obstetric and Gynecological Treatment in Outpatient
and Polyclinic Establishments” and No. 329 of August 5, 2003 “On Improvement
of Medical Care of Newborns in Obstetric and Inpatient Clinics”.
The Russian Federal Government decree No. 690 of November 26, 2004,
approved the state guarantee program assuring free medical care to citizens of
the Russian Federation in 2005. Medical care is provided, from budget funds of
all levels, to women in pregnancy, child-birth, and the postnatal period, as well
as prophylactic observation of pregnant women and healthy children.
On December 9, 2004, the Russian Ministry of Health and Social Development
issued order No. 308 “On Organization of Perinatal Centers”.
To date the Russian Ministry of Health and Social Development has:
- designed and submitted for approval by the Russian Federal Government a
concept of health protection for children in the Russian Federation and an action
plan for its implementation in the period up to 2010;
- set up a working group (order No. 288 from 21 April, 2005, by the Russian
Ministry of Health and Social Development) on introduction in the Russian
Federation of criteria, recommended by WHO, of live and dead birth, including
changes in the time when the perinatal period begins, etc.;
- prepared a draft action plan on reduction of maternal, infant and child mortality in the Russian Federation up to 2010.
The Ministry of Health and Social Development together with relevant federal
executive bodies has begun work on amended drafts of a concept of demographic development of the Russian Federation up to 2015 and an action plan for
its implementation up to 2008, taking account of migratory tendencies in the
Russian Federation.
Ministry of Health and Social Development
of the Russian Federation
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55% fall in absolute numbers of abor-

A

tions since 1990 is due to better knowl-

edge and access to modern contraceptive
methods (Figure 4.5). However, abortions in
Russia have not become a safer procedure
judging by WHO data45, at least not before
2003. Rates of 6-7 deaths per 100,000 abortions are surprisingly stable with minor fluctuations since 1990, and make Russian abortions 10 times more risky than in the USA,
where mortality is 0.7 per 100,000.27 The
Russian rate is largely, but not exclusively,
due to illegal abortions. Figures from the
Federal State Statistics Service are 20%
lower for abortion related deaths in 20002004 than the WHO data, however official
Russian statistics has a vaguely classified
group of deaths “due to other causes” representing over a quarter of all maternal deaths
part of which is likely associated with abortions. Even after exclusion of deaths due to
abortions away from medical facilities, the
risk of death from abortion in Russia is still
over 3 times higher than in the USA.

I

t is generally assumed that there are no
problems with access to maternity care in

Russia. Aggregate statistics show that a large
majority of women give birth in health care
facilities and make numerous antenatal care
visits. However, evidence suggests that there
are clearly small groups who do not access
formal care, e.g. those who partake in illegal
abortions or do not register for consultations
before giving birth, and that a large number
of women are victims of over-medicalization
of the reproductive process, receiving, for
example numerous useless injections and
unnecessary hospitalisations. There is little
research on access to care for various
minorities and marginalized groups, and it is
not quite clear who gets access to what services in Russia.28 Research in other countries
of the former Soviet Union has identified
many women who are forced to deliver at

Figure 4.5. Maternal mortality per 100,000
live birth, birthrates per 1000 in Russia, and
absolute numbers of abortions in hundreds
of thousands, 1980-2002.

home because they cannot afford the
expense of birth in a medical facility29 As suggested by recent experience from Eastern
European counties, formal and informal paybe high, as pregnancy is a planned event
usually

with

a

positive

outcome.

Reproductive health research in Russia found
that more than half of deliveries involve at
least some payment.30 Repeated abortions
indicate a major system failure caused by
lack of sufficient post-abortion counselling,
and this could be because abortions are a
lucrative service.
tudies31 indicate that out of a little less

S

than one third of 14-20-year olds report-
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ments to health care providers are likely to

ing sexual activity, 42.6% did not use a condom during their last sexual intercourse.

mix. Many practices were associated with size

Over 16% of married people report out of

and type of the facility, with maternity homes

marriage sexual contacts, 83.5% not using

having much higher numbers of procedures

condoms. Despite a wealth of research on

than maternity departments of general hospi-

reproductive health, it is unclear exactly why

tals: rates of caesarean section were 18% and

women do not use modern family planning

episiotomies were 37% in the former, com-

methods, and what measures could promote

pared with 11% and 24% in the latter. Other

responsible behaviour (adequate knowledge,

large scale studies have shown routine use of

convenience, availability, choice, quality).

ineffective and harmful practices (e.g. routine

There is little information on whether cost

shaving, enema, injections) and insufficient

and availability are barriers to uptake of

use of cheap and effective interventions (e.g.

effective contraception.

rooming in or access for relatives to the delivery room).34

here is evidence that maternity care does

T

not always reflect the current state of

here are questions about inefficiencies in

international medical knowledge. Introduction

T

of evidence-based clinical protocols and cost-

facilities, the low occupancy rate and excess

effective technologies in reproductive and

staff, who are under-paid and poorly motivat-

perinatal care are seen as essential to improv-

ed. For instance, there has been very little

ing maternal care in Russia.32,33 For instance,

change in maternity bed numbers despite sig-

our findings from a study carried out in the

nificant decline in birth rates since 1987.

Tula region in 2000 indicate wide variation

Instead of closing facilities, which were exces-

between clinical practice across facilities.

sive by any criteria even before the birth-rate

Caesarean section rates varied from 3.3% to

decline, postnatal beds, which could not be

37% of births and episiotomies from 9% to

filled, were turned into beds for management

80% (p for both differences < 0.001), and the

of pregnancy complications (Figure 4.6).

variation persisted after controlling for case

Conversion of ward and department special-

the system given the large number of
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izations has pushed up hospitalization rates

Interventions must therefore be focused on

for “pregnancies disorders” and increased the

improving quality of care and education,

overall length of stay, wasting resources and

which should reflect international evidence

creating potential health hazards.

to a greater extent. Efforts are also needed to
improve overall functioning of health systems and structural efficiency, and to help

4.3.5. STRATEGIES NEEDED TO
ACHIEVE MDG 5

those small groups, which do not have
access to services.

ecommendations on how to improve

here should be further investigation into

R

T

offered in very general terms, as input indi-

tional factors shaping practices or hindering

cators are nearly perfect on the surface, but

change. Medical education needs to shift its

do not match the outcomes. Standard

paradigm towards primary and multi-discipli-

process indicators used in safe motherhood

nary health care, which would give more

maternal mortality in Russia can only be

35

existing variations in practices and institu-

such as the percentage of

responsibility to nurses and midwives where

women delivering with trained attendants,

appropriate. It is important to promote evi-

family planning use, and antenatal care

dence-based medical training of obstetric staff

measures tend to be of little value in Russia.

and other medics.

programmes,

A vast majority of women do deliver with
ork needs to continue on reducing

attendants, there is a low overall fertility rate,
and antenatal care is widely used, if not over-

W

used. Abortion services are also legal and

ty of the procedure. Although declining abor-

widely available, although lately there were

tion rates might suggest improved use of

some attempts to limit their accessibility.

appropriate family planning methods, further

abortion numbers and improving safe-

efforts by the government, NGOs and busi-

Figure 4.6. Birth rates per 100,000, total
number of maternity beds (excluding
gynaecological), beds for postnatal (postpartum) and pregnancy complictaions,
Tula region, 1985-2003.

ness to promote informed choice, safer sexual practices and access to contraceptives are
needed. Abortions are 10 times riskier than in
the USA and do not seem to become safer
since the 1990s, which is quite worrying.
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women and excess bed-days after delivery.

Figure 4.7. Maternal mortality per 100,000
live births in Russia in 1980-2002, the trend in
the 1980-2000 (straight line) and in 1997-2002
(twisting line) and the target value in 2015
(diamond).

4.3.6. POTENTIAL EFFECTS OF
ACHIEVING MDG 5
he effects of achieving MDG 5 on the over-

T

all health, demographic and economic sit-

uation in Russia will be almost negligible. A
would mean averting around 250-400 deaths
out of about 2 million occurring annually. For
comparison, just by bringing the stroke (cerebrovascular) mortality rates to the level of the
Baltic states, which is probably also a more
realistic target, Russia would prevent over
200,000 deaths or 500-1000 times more than

80
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by achieving MDG 5. The effect on life
expectancy at birth of achieving MDG 5 would
only be felt by women, whose life expectancy
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small:36 reduction of maternity deaths by three
quarters, as suggested in Target 6, would add

huge territory and low population density, the

half a week to female life expectancy, and

diversity of its population, which includes

could prove relatively complicated and costly.

national minorities, migrants and other vulner-

On the other hand, most measures to reduce

able and hard-to-reach groups, might make

maternal mortality have potential to improve

achievement of the task very difficult. In the

other reproductive health indicators, which are

unlikely event of pro-life movements succeed-

very unfavorable in Russia.

ing in enacting further abortion restrictions,
maternal mortality may even rise above current levels due to increase of illegal abortions

4.3.7. FEASIBILITY
OF ACHIEVING MDG 5

Since maternal mortality is already relatively
low in Russia, further improvement could be
hard to obtain in any case. Developed coun-

aternal mortality in Russia showed

M

tries are not able to reduce maternal mortality

slight fluctuations in 1983-1995 without

much further already, so a reduction of 50%

any stable tendency to decline. But there has

would be a remarkable achievement for a tran-

been significant reduction since 1997, at least

sition country.

in the recorded figures (Figure 4.7). Since
maternal mortality is quite a rare event in both
developed and transitional countries, it is very
hard to separate chance variations from ten-

4.3.8. SUGGESTED INDICATORS
FOR MONITORING MDG 5

dencies caused by social and medical factors.
As early as 2001-2002 a number of former

aternal mortality is an important

Soviet Union republics had already reached

M

the level, which Russia should reach in 2015 if

but its use for detailed health planning or

it is to have the 75% reduction. So the Goal is

monitoring in Russian conditions is limited.

at least feasible for Russia. However, Russia’s

The maternal mortality rate is unsuited for

indictor for international comparison
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regional comparisons because such deaths

ratio of abortions to the total number of

are rare, not usually exceeding 20 per

women of child-bearing age in order to avoid

region per year. Ascertaining real reasons

being misled by fluctuating birth rates as can

for the deaths is difficult due to their rarity

happen with the traditional indicator of abor-

and geographical dispersion, and identify-

tions per 1000 live births. Birthweight can

ing statistically significant determinants at

provide useful insight into smoking, alcohol

any given location would be very difficult if

consumption and social status of mothers

not

qualitative

during pregnancy. The two maternal mortali-

research may prove useful in investigating

ty indicators, which can be of use on the

factors that are likely to contribute to these

national level in evaluating performance of

deaths, e.g. geographical inaccessibility of

obstetric

obstetric facilities in extremely remote

deaths per 100,000 abortions and non-abor-

regions, poor quality care in some facilities,

tion related maternal deaths per 100,000

or undersupply of basic pharmaceuticals

births. (Appendix 4.1. Table).

impossible.

However,

services,

are

abortion-related

and equipment. But these again would be
complicated by medical corporatism and
lack of mechanisms to carry out independ-

4.3.9. CONCLUSIONS ON MDG 5

ent evaluation. Additionally, there may be
scope for investigation of factors leading to

aternal mortality reduction by 75% will

maternal morbidities or ‘near-miss’ compli-

M

cations (life-threatening complications that

health in Russia. However, maternal mortali-

did not lead to death), which might be more

ty is an indicator of healthcare performance

have negligible effect on population

and health more generally. In order to further

The two maternal mortality indicators,
which can be of use on the national level
in evaluating performance of obstetric
services, are abortion-related deaths per
100,000 abortions and non-abortion
related maternal deaths per 100,000.

improve maternal mortality, and maternal
health in general, it is important to make
pregnancy, births and abortions safer, to
reduce the number of abortions, and to eliminate illegal pregnancy termination away
from medical facilities. Pregnancy, birth and
abortion methods need to reflect current

common and similarly reflect on key

international evidence better than it is the

aspects of the health system. Clinical audit

case now. Improvement of practice is com-

and case discussions are carried out in

plicated by lack of access to international lit-

many facilities, but have poor potential to

erature and by a perverse incentive system.

achieve quality improvement as there are

There is additional potential for improve-

no standard tools and mechanisms.

ment through working with marginal groups.
Abortion rates can be lowered through use of
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onitoring of the maternal health situa-

M

appropriate family planning methods, which

tion in Russia could be carried out in a

is achieved by improvement of knowledge

less direct but more useful way by measur-

and access. More in-depth and qualitative

ing the number of abortions, rates of some

research is needed to improve understand-

sexually transmitted infections (although

ing of reproductive health issues in Russia,

under-recording is a problem), and birth

especially

weight. In particular, there is a need to moni-

improve the design of interventions that aim

tor the absolute number of abortions or the

to address maternal health.
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among

adolescents,

and

to

4.4. WHAT GOALS FOR HEALTH
DOES RUSSIA NEED AND HOW
CAN AVOIDABLE ADULT MORTALITY FROM NON-COMMUNICABLE DISEASES BE PREVENTED?

he mortality rate from external causes is

T

six times higher in Russia than in the

European Union. At the present time
injuries kill more people in Russia than cancers. Mortality from major groups of external deaths: suicides, homicides and road

nder-five and maternal mortality are

U

important

indicator,

but

it

vehicle accidents in Russia are around 3.5,

only

Life expectancy of Russian men at the age
of 30 showed no change throughout the
20th century, remaining at about 33-34
years, despite the celebrated achievements of modern medicine.

accounts for an insignificant share of the
disease burden in Russia. Reaching or
approaching the target levels for these indicators by 2015 in a country with a transition
economy is an important indicator of economic, social and healthcare development
rather than a goal in itself. Other, much

30 and 2 times higher than in the European

more important, Russian health problems

Union. But preventable cancer deaths

need to be addressed alongside reduction

should not be disregarded, particularly lung

of

mortality.

and cervical cancer. Nearly all cases of lung

Moreover, under-five and maternal mortali-

cancer are caused by smoking and could be

ty is already relatively low in Russia com-

prevented through anti-tobacco interven-

pared with developing countries, so the

tions, which would also have major impact

level of change called for in the targets

on the burden of many other cancers and

might be over-ambitious for Russia.

most importantly diseases of the circulatory

under-five

and

maternal

system. Cervical cancer death rates are

L

ife expectancy, especially of males, is very

nearly 3 times higher than in the European

low in Russia and offers a comprehensive

Union

health indicator, particularly since research

addressed via a screening system and early

shows that the non-fatal health burden among

treatment of pre-cancers.

and

could

be

very

effectively

36

males is relatively low at the moment. The

Figure 4.8. Change in life expectancy of
Russian men and women at birth and at
30 years of age in 1900–2000.

well-known calculation by World Bank experts
showed that child mortality among boys in
India is compensated by high adult mortality

80

rates in Russia leading to very similar male life

70

expectancy of about 59 years in both coun-

60

working-age from non-communicable diseases, mainly cardiovascular disorders and
external causes, is particularly worrying. Life
expectancy of Russian men at the age of 30
showed no change throughout the 20th century, remaining at about 33-34 years, despite the
celebrated achievements of modern medicine
(Figure 4.8). Cardiovascular disease is still the
main killer, despite existing preventive technologies.
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tries. High mortality among Russian men of

50
40
30
20
10
0
1890 1900 1910 1920 1930 1940 1950 1960 1970 1980 1990 2000
Years
At birth, men
At 30 years, men
At birth, women
At 30 years, women
Source: Centre of Human Demography and Environment, Institute of National Economy
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The limited number of deaths that could
be averted by achieving MDG 4 and 5,
related to under-five and maternal mortality, suggests that the focus in Russia’s case
should instead be on preventing premature adult mortality.

sense is somewhat limited. If efficiency of
Russian health-care outcomes was raised to its
level in the UK, life expectancy for men would
only improve by about 1.7 years and for
women by about 1.5 years.40 By comparison,
tobacco smoking alone causes about 10 years
reduction of life among smokers41 and, accord-

s they are forced out of western markets,

A

ing to rough estimates, current rates of smok-

tobacco companies are aggressively

ing42,43 cause over 6 years decline in life

attacking less developed countries with nega-

expectancy among males and 3 years in

tive impact on life expectancy and the burden

women. The role of other desirable and achiev-

of major diseases. Reduction of mortality rates

able behavioral factors, such as physical activi-

from lung cancer due to low smoking rates in

ty, moderation of alcohol consumption, safer

the cohort of people who grew up after World

sex, safer driving and better nutrition can hard-

War II is distracting Russian Government

ly be overemphasized, but their effects are

37

The mortality

harder to quantify accurately within the scope

rate from breast cancer is quite favorable com-

of this chapter. It is important that such behav-

pared with Western Europe, but it is likely to

ioral factors can be modified relatively easily by

deteriorate in coming years due to the trend

such measures as raising alcohol and cigarette

towards postponement of first child-bearing,

taxes to increase prices for these life-threaten-

which is a risk factor for breast cancer.

ing products, tightening and better enforce-

Economic efficiency of screening is limited.

ment of anti-tobacco legislation and of limita-

Overall, this issue needs more detailed exami-

tions on sale and consumption of alcohol, as

nation and design of definite guidelines.

well as traffic and work-related safety regula-

attention from this problem.

tions. But all these highly effective intervenmprovement in overall health in Russia can

tions require political decisions, which might

be best achieved through public health

be unpopular and provoke opposition in some

interventions. The heath service as such can

sectors of society. Greater efforts of all stake-

also have an input to life expectancy improve-

holders are needed to help healthy lifestyles

ment, but to a lesser extent.38 For instance,

become a priority. Introduction of general prac-

treatment of strokes is problematic, whereas

titioners and restructuring of the healthcare

39

prevention is relatively simple and effective.

system are also important components in deal-

Strokes kill 20% of Russians and mortality due

ing with chronic concomitant conditions and

to strokes is 4-6 times higher than the average

promoting healthier life styles, but the most

European level, which is convincing evidence

important measure, which is needed to

of the failure of hypertension control pro-

improve healthcare, is a change in the incentive

grams and failure to promote healthy life

structure of the system to ensure that it priori-

style. Deaths due to external causes can also

tizes people’s health. (Appendix 4.1. Table).

I

be largely prevented, particularly deaths from
motor vehicle accidents, which are already
twice higher than in the European Union,
despite lower rates of cars to population.
he scope for improvement of life expectan-

T

cy through medical care in the narrow
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4.5. CONCLUSIONS AND
RECOMMENDATIONS
he limited number of deaths that could be

T

averted by achieving MDG 4 and 5, relat-

ed to under-five and maternal mortality, sug-

appropriate measures of progress in improv-

gests that the focus in Russia’s case should

ing health. In addition measures of health-

instead be on preventing premature adult

related behavior, particularly alcohol abuse

mortality. There is room for improvement in

and smoking, are crucial.

the health status of women and children in
Russia, but maternal and child mortality are

resident Vladimir Putin said in his

already relatively low, and solving the prob-

P

lem of adult mortality would have much more

regards modernization of healthcare. We

impact on life expectancy at birth in Russia

have been talking about this for several

and in other transition countries: the average

years, but changes have been slow and

gain for all transition countries would be 7.75

haven’t led to any significant outcomes yet.

years, and it would be 10.09 years in the

Russia is now lagging behind many coun-

Russian Federation. By contrast, achievement

tries in terms of the most important health

of the MDG targets for under-five and mater-

indicators. For instance, life expectancy is

nal mortality would give average gains of less

12 years lower than in the USA, 8 years

than one year for both genders and only half

lower than in Poland, and 5 years lower

a week for females. Reducing under-five and

than in China. The primary reason for that is

maternal mortality to UK levels would result

high mortality among the population of

in a gain of about one year, while reaching the

working age. Child mortality, although

best Russian regional values for these indica-

declining, is still one and a half or two times

tors across the whole country would offer an

higher than in developed countries.”

address to Russia’s Parliament:44 “..As

average gain of about five months.36
here is understanding in the Russian lead-

he MDGs are important because they

T

T

ership of the importance of health issues

drive the choice of policies supported by

and the urgency of taking measures. Some of

the international community. However, it is

these measures are bound to be unpopular

important to place greater emphasis on adult

and their efficient implementation will depend

mortality in Russia. The choice of goals at a

on the resources, which are made available,

global level is largely determined by what

as well as on obtaining a social consensus.

data are available. The absence, in many

Society and all levels of Government in Russia

developing countries, of data on adult mor-

will need to make a major effort on many

tality thus precludes the use of life expectan-

fronts to ensure that healthy lifestyles become

cy at birth as a global measure. In Russia and

a priority, and that efficient and high-quality

other transitional countries where more data

healthcare is mobilized to overcome the prob-

exist, specific measures of adult mortality

lems of avoidable mortality, which is posing a

such as deaths from cardiovascular disease,

serious threat to development and preserva-

stroke and external causes are the most

tion of human capital in Russia.
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Appendix 4.1

Table. MDG+ for health and MDG 4 and 5. Reduce under-five and maternal mortality. Indicators recommended for Russia
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