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PREFACE 

The goal of the POLICY Project is to create supportive policy environments for family planning 
and reproductive health programs, including HIV/AIDS, through the promotion of a participatory policy 
process and population policy that responds to client needs.  The project has four components—policy 
dialogue and formulation, participation, planning and finance, and research—and is concerned with 
crosscutting issues such as reproductive health, HIV/AIDS, gender, and intersectoral linkages. 

The POLICY Project is implemented by The Futures Group International in collaboration with 
Research Triangle Institute and The Centre for Development and Population Activities.  The U.S. Agency 
for International Development (USAID) funds the project under Contract No. CCP–C–00–95–00023–04.  

An up-to-date listing of POLICY publications is available on the FUTURES website.  Copies of 
POLICY publications are available at no charge.  For more information about the project and its 
publications, please contact: 

 

Director, POLICY Project 
The Futures Group International 
1050 17th Street, NW, Suite 1000 
Washington, DC  20036 
Telephone: (202) 775–9680 
Fax: (202) 775–9694 
E-mail:  policyinfo@tfgi.com 
Internet: http://www.policyproject.com 
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EXECUTIVE SUMMARY 

 

As surveys reveal that a large and growing share of Russia’s teenagers are becoming sexually 
active, often without protection from unwanted pregnancy and sexually transmitted diseases (STDs), 
public and political interest in adolescent reproductive health has intensified.  Given the sensitivity and 
importance of this issue, it is not surprising that policymakers and the public are divided about what 
constitutes an “appropriate” intervention. An important first step to identifying effective solutions is to 
develop an accurate picture of the current situation. This report works toward that objective by presenting 
a critical review of research and information on adolescent reproductive health in Russia.  

Many sources were used to compile this document, including government statistics, clinical data, 
academic monographs and journals, conference proceedings, and doctoral dissertations.  All data were 
scrutinized in order to preserve objectivity. Throughout this report, the merits and drawbacks of data 
sources are weighed and noted. The following sections summarize highlights from the report. 

A. Trends in Adolescent Sexual Activity  

During recent decades, a growing proportion of adolescents has become sexually active at an 
increasingly younger age.  By the 1990s, the age of sexual initiation became comparable with that of 
Western countries.   The most reliable research (Kon, 1997; 1996 Russia Women’s Reproductive Health 
Survey (RWRHS), 1998) estimates the mean age of first sexual intercourse to be 17.5 years for girls and 
16.5 years for boys.  By age 18, the proportion of sexually experienced young is approximately 70–80 
percent for men and more than 50 percent for women. 

A lack of data on adolescent sexual activity at the national level precludes a complete picture of 
Russian adolescent sexual behavior.  Nevertheless, statistically reliable regional and city-specific data 
suggest at least two trends.   First, the proportion of adolescents engaged in sexual relations appears to 
have increased substantially in recent decades. Regional data show that more than 70 percent of women 
aged 20 to 24 were sexually active before age 20 compared to fewer than half of women aged 40 to 44 at 
that age.  Second, sexual activity is beginning at younger ages.  In 1995, 12 percent of sexually active 
college students in St. Petersburg had had sexual intercourse before age 16 compared with only 3 percent 
of students surveyed in 1965 (Golod, 1996).  In addition, increased sexual activity among adolescents has 
several associated risks, including unwanted pregnancies, abortion, out-of-wedlock childbearing, 
unwanted births, STDs, and maternal death.  Other sections of this report examine the extent to which 
Russian youth are experiencing these consequences of sexual relations. 

B. Adolescent Marriage and Fertility 

Adolescent fertility increased dramatically between 1965 and 1990, paralleling the trend of 
increased sexual activity.  During this same period, adolescent childbearing made up an increasingly 
larger share of the overall fertility rate. The tendency toward younger motherhood ceased in the mid-90s 
and, starting in 1995, a new stage in the history of the Russian fertility rate began.  All indications are that 
the model began to change toward the aging and leveling of childbirth statistics for various age groups.  
The proportion of women having children before age 20 is now 26–30 percent (about 2 percent have 
given birth to two or more living children). 
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The proportion of children born out of wedlock to Russian teens is also increasing; between 30 
and 40 percent of all births among 15–19 year-olds are estimated to be out of wedlock (Goskomstat, 
1999).  The marriage rate among adolescents has been declining since the early 1990s; in fact, the 
percentage of women who have been officially married at least once by age 20 is just 20–25 percent.  The 
proportion of births “legitimized” after conception, however, is significantly higher for adolescent women 
than for older women. The percentage of children conceived before marriage but born after formal 
registration of the marriage is at least 40 percent among adolescents (Ivanova, 1998). 

C. Abortions and Family Planning among Adolescents 

Trends in the 1990s indicate that the number of abortions (both legal and illegal) is declining not 
only among women in general but also among adolescents (Goskomstat, 1999).  Most abortions are 
performed on women aged 20 to 30 (50 percent) while approximately 20 percent of abortions are 
performed on women aged 30 to 34.  Abortion in Russia serves mainly as a method for married women 
who already have children to delay or prevent the birth of the next child. 

Although abortions among adolescents during the 1990s constituted a relatively small share of the 
total number of abortions (10 percent), adolescent abortion rates in Russia remain among the highest in 
the developed world. Special surveys generally attest that adolescent girls panic when they inadvertently 
get pregnant, they delay consulting medical practitioners, and they are poorly informed about institutions 
offering reproductive services (Katalova, 1997; Krotin, 1998; Katkova et al., 1999; Amirova, 1996).  
Sample surveys show that many adolescents who have had an abortion experience complications such as 
menstrual cycle irregularities and pelvic inflammatory disorders (Perminova, 1993).  

It is likely that private-sector abortions and other abortions performed outside of the control of the 
Russian Ministry of Health (MOH) are not wholly included in official statistics.  Thus, the rate may be 
higher than offic ial data indicate. On the other hand, Russian abortion statistics, unlike those in other 
countries, include some spontaneous abortion cases. A combination of official data and data from sample 
surveys yielded the following estimates: 5 to 10 percent of women aged 15 to 19 have had at least one 
abortion, and anywhere from 30 to 60 percent of pregnancies before age 20 are terminated by abortion 
(the estimate varies by region and data source).   According to official statistics, there are about 130 
abortions for every 100 births to women under age 20 (Goskomstat, 1999). 

Available data suggest that an increasing percentage of Russian adolescents uses contraception; 
however, contraceptive prevalence rates continue to remain below the levels of many other developed 
countries.  Most Russian adolescents do not use contraception during their first sexual encounter, and 
those who do rely heavily on condoms and traditional methods.   

Contraception in Russia differs from contraception in other developed countries in that Russians 
rely more heavily on traditional methods.  Surveys, however, also indicate that contraceptive preferences 
among Russian teenagers are shifting away from traditional methods toward more modern methods.  The 
number of people using oral contraceptives is increasing, and the use of condoms is increasing even more 
rapidly, possibly as a result of public education campaigns supporting condom use as a means to curb the 
spread of AIDS and STDs. 

Current estimates of adolescent contraceptive use vary because different studies rely on different 
population samples.  Regular national surveys using internationally accepted standards are needed to 
develop reliable measures of adolescent family planning practices and accurately identify behavioral 
trends. 
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D. Adolescent Reproductive Health and Mortality   

Russia is confronting serious health problems that require immediate attention. During the 1990s, 
the incidence of tuberculosis in adolescents more than doubled and the incidence of syphilis increased in 
all age groups, but most rapidly among children.  Russian society was unprepared for these problems, and 
the inefficiencies in the Russian health care system further aggravated them.  

The peak of the rise in STD and tuberculosis prevalence probably occurred during 1997 and 
1998.  Whether the trend will stabilize at a high level or reverse itself is not clear.  The future will depend 
on the involvement and level of interest of all parties: society as a whole, families, patients, medical 
personnel, and decision makers at all levels. 

Until recently, the outlook for HIV was relatively optimistic.  During the last few years, 
however, the virus has been spreading at a high rate, though this rapid increase may be associated with 
improved diagnostics.  By the beginning of 2000, the Russian MOH had registered about 27,000 cases 
of HIV infection, more than one-half of which had been reported in 1999. Most (75 percent) of newly 
infected individuals are 15–29 year-olds. 

In Russia, the overall mortality rate of adolescents and young adults is high compared to that in 
other developed countries. The increasing trend this indicator showed in the early 1990s is troubling, 
particularly because of the causes of these deaths. The rate for adolescents aged 15 to 19 increased 
between the late 1970s and 1995 by a factor of about 1.4 for males and 1.5 for females. Accidents, 
poisoning, trauma, violence, suicide, and infections were the main reasons for the increase in mortality. 
After 1995, the mortality rate in this age group decreased.   

Maternal mortality still remains high, although numbers have decreased slightly because fewer 
women die from abortions.  The rate is still much higher than that of other developed countries.  The 
consistent rate of death from puerperal infections and from certain other complications of pregnancy and 
childbirth is cause for concern. 

Existing data on the incidence of disease among adolescents demonstrate deterioration in recent 
decades.  It is impossible, however, to determine to what extent the decline is the result of improved 
diagnostics, changes in the disease reporting system, structural changes in the medical care system, or 
behavioral changes in the general population.  Statistics that reveal an increased incidence of certain 
diseases and pathologies seem suspicious; it is possible that they are, in fact, fabricated.  Yet the 
enormous increase in adolescent morbidity from social diseases (STDs, tuberculosis, and narcotic 
addiction) is a certainty. 

E. Legislation and Reproductive Health Care for Adolescents  

The current legislative and executive interest in reproductive health in Russia is unprecedented.  
In the 1990s, serious measures were implemented to improve the nation’s reproductive health.  At the 
federal level, the Foundation of Russian Federation Legislation on Health of Citizens was passed in 1993 
and the Family Planning Program in 1994.  The mass media’s attention to reproductive health has also 
increased dramatically.  Likewise, nongovernmental organizations (NGOs) also increased their 
participation in the policy process, among which the Russian Family Planning Association (RFPA) 
occupies a leading place. 

Government efforts to prevent social diseases are taking on special importance. The anti-HIV 
program, for example, states that “the most accessible  and effective means for preventing this disease 
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are raising the general morals and strengthening sex education, especially among young people, as well 
as using individual means of protection, and providing the public with information on available 
preventive measures.”  

In the 1990s, medical and social services for women in Russia changed for the better.  For 
example, a national family planning service was established for the first time.  Qualified counselors 
were made more accessible to adolescents, and traditional counseling and diagnostic services began to 
pay more attention to adolescents. 

Many sociological surveys, however, suggest that the existing system of reproductive health 
care still does not always meet the needs of adolescent girls.  Most adolescents surveyed in different 
regions at various times said that medical counseling and care were needed and that they would prefer to 
receive family planning information from medical professionals.  Such assistance would, however, have 
to be provided at special teen centers rather than at adult clinics, and it would have to be confidential. 
The task of developing and adopting adolescent medical care standards and practices at the federal level 
remains urgent.   

Despite the efficacy of the measures taken, the measures were opposed by a certain sector of 
society.  The state Duma eliminated the Family Planning Program from the 1998 federal budget as 
separate item.  Furthermore, biased, negative information about sex education for young people began to 
appear in the media, and executive agencies at various levels stopped the adoption of special school 
curricula. 
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INTRODUCTION 

The fall of Communism in 1991 ended decades of relative economic and political stability in 
Russia and resulted in rapid, dramatic social changes in the 1990s, which affected all groups of population 
including teenagers.  Surveys reveal that a large and growing share of Russia’s teenagers are becoming 
sexually active, often without protection from unwanted pregnancy and STDs.  Public and political 
interest in adolescent reproductive health has, as a result, intensified.  Given the sensitivity and 
importance of this issue, it is not surprising that policymakers and the public are divided about what 
constitutes an appropriate intervention.  An important first step to identifying effective solutions is to 
develop an accurate picture of the current situation.  This report works toward that objective by presenting 
a critical review of research and information on adolescent reproductive health in Russia.  

Many sources of information were used to compile this document, including government 
statistics, clinical data, academic monographs and journals, conference proceedings, and doctoral 
dissertations.  Data were scrutinized to preserve objectivity.  The demographic data from the State 
Committee on Statistics are accessible, relatively reliable, and comparable in methodology to 
international standards.  Conversely, Russian MOH statistics are not always compatible with 
international standards and are quite difficult to obtain.  They also do not cover all medical and 
preventive health institutions in the country; in fact, the sector of the population served by the MOH 
network has recently decreased in size.  Furthermore, the ministry does not disclose methods used for 
gathering data.  In addition, data collection has been commercialized and intermediary organizations 
have appeared to sell information-gathering services for high fees even to researchers and research 
centers.  

The quality of information obtained through sample surveys is mixed.  Unfortunately, baseline 
studies that would provide bases for comparisons have rarely been done in Russia.  Local studies 
predominate and are only weakly comparable to international standards in design and methods of 
observation.  In fact, many studies contain so many obvious errors that one must doubt the results.  With 
rare exceptions, in practice, health studies have not aimed to test scientific hypotheses, but to collect  the 
facts and characteristics that personally interest the researchers.  Many studies simply confirm common 
knowledge and widely shared views and do not explain changes that have occurred. 

For these reasons, it is difficult at this time to draw conclusions about trends in reproductive 
health among Russian youth.  The methods for collecting initial data, the criteria for evaluating 
parameters pertaining to reproductive health, and information about method changes and criteria used in 
recent decades must be made fully available to the scientific community.  Despite these shortcomings, 
however, some studies have yielded interesting and extremely useful information and have generated 
hypotheses requiring further testing. 

The POLICY Project and the Russian Academy of Sciences, Center of Demography and Human 
Ecology, and Institute for Economic Forecasting collaborated to prepare this report.  
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I.  TRENDS IN ADOLESCENT SEXUAL ACTIVITY 

The former Soviet Union did not remain on the sidelines of worldwide sexual liberation during 
the 1960s and 1970s.   The sexual revolution occurred in Russia as well, although perhaps not as openly 
as it did in Western countries.  Although data on adolescent sexual activity do not exist at the national 
level, regional and city-specific data suggest that adolescents participated in this development.  Existing 
research indicates that more adolescents are initiating sexual relations than in previous decades and that 
they are doing so at younger ages.  The purpose of this section is to summarize current knowledge about 
trends in the level of sexual activity and in the age of sexual initiation. 

A. Level of Sexual Activity 

Research indicates that by the end of adolescence, the vast majority of young women have had 
sexual intercourse.  A representative sample of women of reproductive age in the Ivanovo oblast, 
Yekaterinburg, and Perm (1996 RWRHS, 1998) showed that in all three regions more than 70 percent of 
young women aged 20 to 24 had had sexual relations by age 20 (Table 1.1).  In contrast, fewer than half 
of women aged 40 to 44 had had sexual intercourse by this age, indicating that the level of sexual activity 
among adolescents has increased dramatically over recent decades.  Surveys of college students in St. 
Petersburg suggest that this trend has been particularly strong for young women (Golod, 1996).  The 
percentage of female students engaged in premarital sexual relations rose from 38 to 80 percent in just 
three decades (1965 to 1995), while the percentage of male students having premarital sexual relations 
remained steady at 80 percent (Table 1.2). 

Table 1.1: Respondents Having Sexual Intercourse before Age 16, 18, and 20 (1996) 

Current 
age Percentage having sexual intercourse, by age 

 Ivanovo Yekaterinburg Perm 

 16 18 20 16 18 20 16 18 20 

20–24 9.1 37.2 72.6 10.7 43.9 75.5 5.6 40.0 74.6 
25–29 4.5 21.3 57.5 1.8 19.8 61.8 1.7 28.3 62.2 
30–34 7.0 20.6 53.6 2.7 16.7 51.4 0.6 18.9 52.7 
35–39 1.0 11.4 46.9 1.0 10.0 44.6 0.3 9.5 47.0 
40–44 1.9 8.2 36.5 2.2 9.5 46.9 0.3 8.9 39.2 

Source: 1996 RWRHS: A Study of Three Sites. Final Report. Russian Center for the Study of Public 
Opinion and Market Research (VTSIOM), CDC, USAID, 1998. 
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ASSESSING THE NUMBERS: 

WHAT YOU NEED TO KNOW 
 

• Means are misleading.  Although they are easy 
to compute and commonly cited, the arithmetic 
mean can seriously underestimate age at sexual 
initiation.  The reason is that this estimate does 
not account for the fact that most adolescents 
who have not had sex at the time of a given 
survey will eventually do so.  By not capturing the 
older age at which these adolescents have their 
sexual debut, the mean provides a lower than 
actual age of sexual initiation.  Similarly, means 
based solely on sexually active adolescents 
underestimate age at sexual initiation by failing to 
account for the older ages at which non-sexually 
active adolescents will eventually become active.  

• Use medians or modes. The most defensible 
measure of age at first intercourse is the median 
(age at which 50 percent of the population is 
sexually active).  Likewise, percent distributions 
offer valid measures that allow regional and 
international comparisons (e.g., the percentage of 
individuals sexually active by a specific age).  
Modes (the most common age at first 
intercourse) are also statistically valid measures. 

Table 1.2: Premarital Sex and Age of Sexual Initiation for St. Petersburg College Students 
(1965–1995) 

Date of 
survey 

Percentage having 
premarital sex  Age of sexual initiation*  

 Males Females Under 
16  16–18 19–23 24 and 

older 
1965 80 38 3.3 33.0 39.5 22.2 
1972 78 45 8.2 30.8 43.8 17.2 
1995 80 80 12.2 52.8 30.7 4.3 

* Limited to sexually active respondents  
Source: Golod, S. I. The Twentieth Century and Trends in Sexual Relations in Russia. St. Petersburg: 
Aleteia, 1996. 

B. Age of Sexual Initiation 

Age at sexual initiation appears to be 
decreasing.  Regional data show that the percentage 
of 20 to 24 year-olds who were sexually active by 
age 16 is more than four times the percentage of 40 
to 44 year-olds who were sexually active by that 
age (Table 1.1).  Similarly, surveys of college 
students in St. Petersburg show that more than half 
of the sexually active students surveyed (male and 
female) in 1995 had had their first sexual 
experience between the ages of 16 and 18, 
compared with only one-third of students surveyed 
in 1965 (Table 1.2).  Furthermore, 12 percent of 
sexually active students in 1995 had had their first 
sexual experience before age 16, compared with 
only 3 percent in 1965.  

In assessing age at sexual initiation, the 
mean age of first intercourse should be used with 
caution because it often yields an underestimate 
(see box).  Thus, the mean age of 15–16 years that 
is often cited as the typical age of first intercourse 
(Gavrilova, 1997; Grebesheva, 1998; Gulevskaya, 
1992; Kuchmaeva, 1996; Perminova and 
Sotnikova, 1993) is too low. Based on the most 
reliable research (Kon, 1997; 1996 RWRHS, 
1998), the best estimate is that the mean age of first 
sexual intercourse is 17.5 years for girls and 16.5 
years for boys. 

The most valid measure is the median, the age at which half of the population is sexually active.  
Russian researchers, however, rarely compute this figure.  Recent studies that do report the median age at 
first intercourse include the ages of Moscow State University students (Denisenko, 1998; Denisenko and 
Dalla Zuana, 1999).  These studies find a median age of 18 for young men and 19 for young women.  
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In the trend toward an earlier age for first intercourse, more rapid physical development 
apparently played a minor role, if a role at all.  According to Vlastovsky’s data (1976), the average age of 
menarche in Moscow women was 15.1 years in 1935 and 13 years in 1970; in the late 1980s, it was 12.6 
years (Perminova and Sotnikova, 1993).  According to Zarubina’s data published in 1998, the average age 
of menarche in girls surveyed was 12.5 years, and it has not changed in the last five years.  Additionally, 
Gurkin (1999), a member of the Russian Federation of Child and Adolescent Gynecologists, found that 
the average age at menarche has actually increased in recent years.  

C. Conclusion   

A lack of data on adolescent sexual activity at the national level precludes presentation of a 
complete picture of Russian adolescent sexual behavior.  Nevertheless, statistically reliable regional and 
city-specific data suggest at least two clear trends.  First, the proportion of adolescents engaged in sexual 
relations appears to have increased substantially in recent decades. Regional data show that more than 70 
percent of young women aged 20 to 24 were sexually active before age 20 compared with fewer than half 
of women aged 40 to 44 who were active before 20.  Second, sexual activity is also beginning at younger 
ages.  Twelve percent of sexually active college students in St. Petersburg in 1995 had had sexual 
intercourse before age 16 compared with only 3 percent of students surveyed in 1965.  Increased sexual 
activity among adolescents has several associated risks, including unwanted pregnancies, abortion, out-of-
wedlock childbearing, unwanted births, STDs, and maternal death.  The remaining sections of this report 
examine the extent to which Russian youth are experiencing these consequences of sexual relations.  
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II.  ADOLESCENT MARRIAGE AND FERTILITY 

This section reviews adolescent marriage and fertility trends in Russia.  Key findings follow.  

1) Adolescent fertility increased dramatically between 1965 and 1990, paralleling the trend of increased 
sexual activity discussed in the previous section. 

2) During this same period, births to adolescents made up an increasing share of the overall fertility rate.  
3) The proportion of children born out of wedlock increased dramatically during recent decades among 

teens, but not more than it did among women in general. 
4) The marriage rate among adolescents has been declining since 1990.  
5) The proportion of births “legitimized” after conception is significantly higher for adolescent women 

than for older women.  

A. Adolescent Fertility 

For several decades—from the mid-1960s to the early 1990s—increased adolescent sexual 
activity was accompanied by a steady increase in the adolescent birth rate (Table 2.1, Column 7).  
Specifically, among 15 to 19 year-olds, the birth rate more than doubled from 23 to 56 births per 1,000 15 
to 19 year-olds between 1965 and 1990, a span of 25 years.  Moreover, the birth rate increased 
significantly between 1980 and the early 1990s for each year of age up to age 20 (Table 2.2). Not only did 
the adolescent birth rate increase until the early 1990s, but young mothers’ contribution to the total 
fertility rate (TFR) increased as well (Table 2.1, last column).  Specifically, the contribution of mothers 
under age 20 to the TFR increased from 5 percent in 1965 to 18 percent in 1994.  Thus, during recent 
decades, growing numbers of new mothers have been young mothers.    
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Table 2.1: Fertility Rates in Mothers under 20 Years of Age and Their Contribution to the 
TFR (1965–1997) 

Year 
Total 
live 

births 

Mothers 
under 

20 

Contribution 
of mothers 

aged 15–19 in 
% 

Year TFR * 

Fertility rate 
for women 
aged 15–19 
per 1,000 
women of 
the same 

age** 

Contribu-
tion of 

mothers 
aged  

15–19 in 
%*** 

1965 1,990,520 123,428   6.2 1964–
1965 

2.14 22.7   5.3 

1970 1,903,713 175,562   9.2 1969–
1970 

1.97 28.3   6.9 

1975 2,106,147 219,434 10.4 1974–
1975 

1.99 33.9   8.5 

1980 2,202,779 247,354 11.2 1979–
1980 

1.89 42.7 11.6 

1985 2,375,147 215,894   9.1 1985 2.05 46.8 11.4 
1990 1,988,858 275,547 13.9 1990 1.89 55.6 14.7 
1991 1,794,626 275,912 15.4 1991 1.73 54.9 15.8 
1992 1,587,644 261,206 16.5 1992 1.55 51.4 16.6 
1993 1,378,983 243,527 17.7 1993 1.39 47.9 17.3 
1994 1,408,159 256,540 18.2 1994 1.40 49.9 17.8 
1995 1,363,806 238,019 17.5 1995 1.34 45.6 16.9 
1996 1,304,638 209,531 16.1 1996 1.28 39.7 15.5 
1997 1,259,943 195,959 15.6 1997 1.23 36.2 14.7 

*TFR/total fertility—a summary index of period fertility.  The fertility of a particular year or period, computed by 
summation of the series of age-specific fertility rates constituting the fertility schedule and representing a synthetic measure 
of fertility. Total fertility for a given year represents the number of children that would be born per woman or per 1,000 
women if they experienced no mortality and were subject to the age-specific birth rates observed for that year (Multilingual 
Demographic Dictionary. English Section. Second edition adapted by Etienne van de Walle. International Union for 
Scientific Study of Population (IUSSP). Ordina editions. Liege: 1982, p 85). 
**Including those born to mothers under 15 years of age. 
*** Ratio of fertility rate for mothers aged 15–19 to the TFR for mothers of all ages.  Unlike percentages based on absolute 
numbers of mothers giving birth, this parameter is not influenced by the age structure of the population. 
Source: Calculated by the authors based on official Russian State Committee on Statistics data. 
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Table 2.2: Age-Specific Fertility Rates in Mothers 15 to 24 Years of Age* (1980–1997) 

Age 1980 1985 1990  1991  1992  1993  1994  1995  1996  1997  

15**     1.4    1.7     2.5    2.7     2.5    2.7     3.1     2.9     2.3     3.3 
16     6.4    8.7    13.0  13.6   12.9   12.3   13.8   12.5   10.5   10.6 
17    21.3   28.1    38.1  39.4   38.0   35.0   38.1   34.9   29.9   28.4 
18    56.9   67.6   85.2   83.8   80.6   74.0   80.1   69.3   61.0   55.6 
19  116.2 123.9 141.8 136.2 124.8 114.9 119.1 105.7   93.3   84.8 
20  162.1 162.3 172.7 163.6 149.8 133.7 138.0 125.5 113.7 102.0 
21  174.5 176.3 175.3 165.4 150.8 132.9 137.7 125.5 116.2 106.4 
22  167.0 174.4 160.9 151.1 138.1 120.3 130.0 113.4 108.7 101.8 
23  149.1 162.3 145.3 133.6 121.6 107.4 115.0 103.2   97.7   94.1 
24  135.8 151.4 131.0 118.6 106.3   94.8   98.3   94.3   90.8   86.2 

15–19***  202.3 230.1 280.5 275.8 258.8 238.8 254.1 225.3 197.1 182.6

*Number of live births to women of that age per 1,000 women of that age 
**Including mothers under 15 years old. 
***Sum of birth rate coefficients in coeval age groups of mothers. 
Source: Calculated by the authors based on official Russian State Committee on Statistics data. 

The dynamics of the ratio of the birth rate coefficients for age groups 15 to 19 and 20 to 24 show 
that the birth rate in very young mothers approached that of women in their prime childbearing years (20–
24 year olds).  In 1965, the birth rate of the 15 to 19 age group was 15.1 percent of the level of the 20 to 
24 group, and this figure was 19.5 percent in 1970, 25.7 percent in 1980, and 35.7 percent in 1990, until it 
finally peaked in 1994 at 41 percent.  By the beginning of the 1990s, the birth rate in very young mothers 
began to exceed that of mothers aged 30 to 34 years.  If about 25 percent of women born at the start of the 
1950s had children at age 20, then of those born at the start of the 1970s, almost every third woman had 
children by the same age, and about 3 percent of them had given birth to two or more children (Table 
2.3). 

Table 2.3: Mothers Giving Birth by Age 20 in Cohorts by Year of Birth: Generations from 
Birth Years 1958–1976 

Year of birth for 
cohorts 

Proportion giving 
birth to one infant 

Proportion giving 
birth to one or 
more infants 

Proportion giving 
birth to two or 
more children 

1958 23.6 25.3 1.8 
1960 23.3 25.3 2.1 
1962 23.1 25.4 2.3 
1964 23.7 26.4 2.7 
1966 24.7 27.7 3.1 
1968 26.4 29.6 3.2 
1970 28.2 31.2 3.0 
1972 27.8 28.4 2.6 
1974 26.2 25.6 2.2 
1976 23.7 25.6 1.9 

Source: Calculated by the authors based on official Russian State Committee on Statistics data. 
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For several decades, developed countries have been experiencing a second demographic 
transition that manifests itself primarily in the aging of the model for the birth rate.  Like other countries 
in Eastern and Central Europe, Russia is taking this path as well, though with a noticeable lag (Zakharov 
and Ivanova, 1997; Zakharov, 1997, 1999).  The tendency toward younger motherhood ceased in the mid-
1990s.  Starting in 1995, a new stage in the history of the Russian birth rate began.  All indications are 
that the model began to change toward the aging and leveling of childbirth statistics for various age 
groups (Population of Russia , 1993–1998).  As a result of the decline in birth rates for mothers under 20, 
their contribution to the overall birth rate also declined.  

Table 2.4 shows that the proportion of children born out of wedlock to mothers of all ages and to 
adolescent mothers has been increasing since at least 1980.  Table 2.4 also shows, however, that 
adolescents did not fuel the general increase in out-of-wedlock childbearing.  Rather, the contribution of 
teen out-of-wedlock childbearing to overall out-of-wedlock childbearing between 1980 and 1997 
remained fairly steady at 20 to 23 percent.  The percentage of out-of-wedlock births to teenage women is 
nevertheless la rge.  It reached 55 percent among 15 to 17 year-olds and 30 percent among 18 to 19 year-
olds in 1997.   

Table 2.4: Children Born outside Registered Marriage, Including to Those under 20  

Year Total births 
out of wedlock 

% of 
all 

births 

Births outside of marriage to 
mothers aged: 

Births out of wedlock as 
a percentage of all 

births to mothers aged 
   15–19 

years 
15–17 
years 

18–19 
years 

15–19 
years 

15–17 
years 

18–19 
years 

1980 237,565 10.8 46,334 ... ... 18.7 ...  
1990 290,601 14.6 55,695 ... ... 20.2 ...  
1993 250,714 18.2 55,985 ... ... 23.0 ...  
1994 275,765 19.6 64,633 24,122 40,511 25.1 42.4 20.3 
1995 288,291 21.1 64,372 23,379 40,993 27.0 43.6 22.2 
1996 299,873 23.0 62,054 21,262 40,792 29.6 46.0 25.0 
1997 319,163 25.3 70,746 25,611 45,135 36.1 55.3 30.2 

Source: Calculated by the authors based on official Russian State Committee on Statistics data. 
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B. Adolescent Marriage 

Since 1990, there have been radical changes in the marriage rate in Russia, primarily affecting the 
youngest segment of the population.  There were 866,700 marriages (of which 626,000 were first 
marriages) in 1996, the lowest number of marriages for the entire postwar period.  Furthermore, the 
coefficient for the total first marriage rate (CTM)1 in 1996 was the lowest in comparison with parameters 
for postwar years: 0.6 for women and 0.57 for men.  By 1997, the number of marriages rose slightly to 
928,400; nevertheless, it continues to remain low in comparison with values for the preceding decade.  

CTM dynamics reflect changes affecting the institution of marriage.  The low value for the 
parameter in Russia today is largely the result of social shifts at the end of the 1980s.  Russians seem to 
be diverging from the traditional model of early and very early marriage (at 17–18 years) that has been 
virtually unchanged since the nineteenth century, particularly for women (Table 2.5).  Furthermore, as a 
result of accelerated social change during the 1990s, the public has become more accepting of 
unregistered cohabitation.  The number of such unions began to increase as a trade-off for officially 
registered marriages (Ivanova, 1998). 

Table 2.5: Number of Married Men and Women under 25 Years of Age per 1,000 Persons 
of Corresponding Ages (1926–1994) (according to censuses data) 

Men Women 
Year 

16–17 18–19 20–24 16–17 18–19 20–24 

1926  9 138 509 45 280 682 
1939  5  63 361 34 222 599 
1959  4  38 269 24 143 479 
1970  4  40 297 20 159 536 
1979  7  40 395 27 193 595 
1989 11  48 381 37 230 618 
1994*   5  61 374 38 237 565 

Percent of these in 
an unregistered 
marriage (1994) 

36.4  15.1     7.7 30.1 11.5     6.7 

*1994 from 5% partial census of the Russian population. 
Sources: Population of Russia Covering 100 Years (1897–1997). Statistical Collection. Moscow: Goskomstat of 
Russia, 1998, 80–81; “Marital Status and Birth Rate in Russia” (from the 1994 partial census data), Moscow: 
Russia State Statistics Committee, 1995. 8–9; Borisov, V. A. and Sinelnikkov, A. B. Marriage and Birth Rates in 
Russia: A Demographic Analysis. Moscow: Institute for Family Research, Ministry of Social Protection, 1996, 24. 

                                                 

1Total first marriage rate—the index is obtained by summing the age-specific first marriage rates (ratio for 
a given sex and age to the total number of persons of that sex and age) below the age of 50. When calculated for a 
given year, the index is a summary of nuptiality behavior of members of different cohorts who enter a first marriage 
before the age of 50, and should be interpreted with caution, because of the difficulty of determining what is due to 
temporary conditions and what reflects underlying deeper changes in nuptiality. One minus this coefficient is the 
proportion of unmarried persons (Multilingual Demographic Dictionary. English Section. Second edition adapted by 
Etienne van de Walle. International Union for Scientific Study of Population (IUSSP). Ordina editions. Liege: 
1982.). 
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Analysis of marriage rate parameters of 15 to 19 year-olds and of woman under 25 is of special 
interest because these age groups in particular most actively form married cohorts.  As studies conducted 
by Ivanova for 1979–1996 show, the marriage rate among women tended to decline in all mentioned age 
groups.  The prior tendency toward earlier marriage continued in very young age groups until the 
beginning of the 1990s; that is, the frequency of marriages at a very young age increased.  However, in 
these age groups, the frequency of marriage declined considerably in the last five years studied (Table 
2.6). 

Table 2.6: Rate of First Marriages for Men and Women 16–20 Years of Age per 1,000 
Persons of Corresponding Ages (1980–1996) 

 16 and 
under 

17 and 
under 

17 years 18 years 19 years 20 years 

Men 
1980 ...  2.1 ... 28.8  34.5  89.3 
1985 ...  6.2 ... 28.7  31.4  74.2 
1990  1.9 ... 11.2 39.1  36.2  86.0 
1991  1.9 ... 11.1 36.8  38.9  91.9 
1992  1.4 ...   8.6 31.2  36.8  85.9 
1993  1.2 ...   7.9 30.1  42.6  89.2 
1994  1.1 ...   7.0 24.6  39.4  93.1 
1995  1.0 ...   6.3 22.2  34.8  89.4 
1996  0.8 ...   4.8 17.8  24.3  61.9 

Women 
1980 ... 28.5 ... 135.6 151.0 152.3 
1985 ... 38.9 ... 145.3 152.4 147.4 
1990 19.7 ... 51.6 164.3 166.0 151.3 
1991 22.6 ... 57.2 158.8 157.1 141.8 
1992 20.0 ... 50.2 131.6 127.4 114.8 
1993 20.2 ... 51.9 133.0 135.5 118.8 
1994 18.7 ... 46.6 121.3 125.3 113.5 
1995 16.6 ... 43.1 109.9 112.4 109.1 
1996 12.3 ... 31.7   81.9   88.4   85.6 

Source: Calculated by the authors based on official Russian State Committee on Statistics data. 

The highest probability of marriage at a very young age was observed in women born between 
1971 and 1974.  Nevertheless, beginning with the 1975 and 1976 cohorts, the parameter began to decline.  
At age 19, the frequency of marriage in cohorts born at the beginning of the 1970s was at the same level 
as in cohorts of women born in 1960, 1964, and 1968.  In the cohorts of those born in 1973, 1974, and 
1975, the marriage rate declined by 30 percent from the level of the previous generation (Ivanova, 1996).  
By age 20, the proportion of women born in the 1960s with at least one registered marriage remained at 
26–27 percent; in the cohort of those born in 1971, this proportion declined to 24 percent; and in the 
cohort born in 1974, it dropped to 18 percent. 

According to data from a representative public opinion poll taken in November 1998 (Ivanova, 
1998), 88 percent of people younger than 20 years of age did  not condemn unregistered marriages.  This 
change in the principles of young adults raised the age of registered marriage, a departure from the long-
term trend observed until the early 1990s.  Nonetheless, the average age at first marriage still remains low 
despite recent tendencies—it only approached the age at first marriage at the beginning of the 1980s.  
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According to polls in Yaroslavl (1993) and Pskov (1994), the best age for marriage was 20–21 for girls, 
and 23–24 for boys (Kuchmaeva, 1996). 

On the one hand, an important factor counteracting the decline in officially registered marriages 
among very young age groups in Russia is the “forced” registering of marriage, i.e., a marriage prompted 
by a premarital pregnancy.  On the other hand, an increase occurred in the number of out-of-wedlock 
births to very young women, so even pregnancy is not always a sufficient impetus for changing 
cohabitation to an officially registered marriage. 

The probability of premarital pregnancy leading to birth in a registered marriage has been 
increasing in Russia for a long time.  The protogenetic interval (time between getting married and the 
birth of an infant) was more than 1.6 years for married cohorts in the early 1950s; it dropped to less than 
five months for cohorts marrying in 1993 (from partial 1994 census data).  The results of an analysis of 
61,497 birth registration records for 1995 in Moscow also indicate this trend (Ivanova, 1998).  The 
proportion of forced marriages accompanying the total number of first births was 34 percent.  The highest 
proportion of such marriages—up to 50 percent—was noted in the youngest age groups (15 to 19 year-
olds) at more than five times higher than the proportion for mothers 27 years and older (see Figure 2.1). 

Figure 2.1: Rate of Forced Marriages by Year of Mother’s Birth in Moscow (1995) 

 

Economics do not seem to be a significant factor for women when they are deciding to have a 
child outside of a registered marriage.  According to the Moscow registry, which contains data on the type 
of employment of young mothers in unregistered marriages, 37 percent of single mothers and 42 percent 
of mothers who registered the names of fathers were housewives.  Apparently even in Moscow, 
considerable segments of the population still depend more on government support and on assistance from 
their extended families than on their own resources and means.  Figure 2.2 indicates that the highest 
proportion of births jointly declared by parents or by single mothers is noted in very young mothers (ages 
15–19) and older mothers (over 35). 
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Figure 2.2: Distribution of Births by Mother’s Marital Status (1996) 

D. Conclusions 

Just as adolescent sexual activity has increased in the last two and a half decades, so has 
adolescent fertility.  The birth rate more than doubled from 23 to 56 births per 1,000 15 to 19 year-olds 
between 1965 and 1990.  In 1997, 15.6 percent of all live births were to adolescent women, compared 
with only 6.2 percent in 1965. During this same period, births to adolescents under 20 years old made up 
an increasing share of the overall fertility rate, from 5 percent in 1965 to 18 percent in 1994.  The 
proportion of children born out of wedlock has increased dramatically in recent decades, but the 
proportion of out-of-wedlock births to adolescents paralleled out-of-wedlock births to women in general. 

The tendency toward younger motherhood and marriage ceased during the mid-90s. Young men 
and women seem to be delaying the age of marriage and childbirth.  Although a pregnancy outside of 
marriage is not, in and of itself, a compelling reason for marriage, the proportion of births “legitimized” 
by marriage after conception is nonetheless significantly higher for adolescents than it is for older women. 
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III.  ABORTIONS AND FAMILY PLANNING AMONG 
ADOLESCENTS 

This section discusses data on abortion and family planning trends from both official statistics 
and sample surveys.  The findings are as follows:  

1) The number of abortions (both legal and illegal) is declining not only among women in general but 
among adolescents as well. 

2) Abortions for adolescents during the 1990s constituted a relatively small share of the total number of 
abortions (10 percent). 

3) Adolescent abortion rates in Russia are among the highest in the developed world. 
4) Most Russian adolescents do not use a contraceptive method during the first sexual encounter; those 

who do rely heavily on condoms and traditional methods.  

 A. Assessing the Numbers: What You Need to Know about Official Statistics 

Abortion on request (with gestation less than 12 weeks) was legalized in the USSR in 1955 (after 
a period of prohibition that began in 1936), far before it was adopted in Western European countries. The 
induced termination of a pregnancy from the twelfth week for non-medical reasons was authorized by 
order of the MOH in 1988. The Foundation of Russian Federation Legislation on Health of Citizens, 
passed on July 22, 1993, mandates that a woman may request an abortion up to 12 weeks into the 
pregnancy.  If there are social indications, an abortion may be performed up to 22 weeks into the 
pregnancy, and if there are medical indications and the woman consents, an abortion may be performed at 
any time.   

The statistical registration of abortions remained virtually unchanged from 1956 until 1991 
(David, 1999; Popov, 1996).  A new registration form (MOH Form No. 13) was introduced in 1991 
classifying abortions as follows: spontaneous, induced legal, induced for medical reasons, induced for 
social reasons, induced illegal, and unclassified and early abortions (i.e., abortions performed by vacuum 
aspiration in the early stages of pregnancy). Spontaneous abortions include those that begin spontaneously 
outside a medical facility but require subsequent professional medical treatment. When interference from 
a pregnant woman or other persons with the aim to interrupt pregnancy outside a medical care 
establishment is revealed, such abortions are considered illegal. In cases when doctors cannot specify the 
cause of abortion, such abortion is considered unclassified. In other words, induced abortion statistics in 
Russia (unlike those in other countries) include some spontaneous abortions that were then treated in a 
hospital or clinic.  

Official family planning statistics include the following information on abortions: the absolute 
number of abortions, the number per 1,000 women 15–49 years old, the number per 100 births, the 
number among women pregnant for the first time, and the number of women who died following an 
abortion. Unlike the previous accounting method, the new form gathers data on the number of abortions 
in the following age groups: up to 15 years old, 15–19, 20–34, and 35 years or older.  Starting in 1996, 
however, these consolidated age groups were replaced by five-year intervals, which altered the statistics 
and impaired the comparability of official data before and after 1991.  Statistics on contraceptive use were 
kept beginning in 1988 and include the number of women 15–49 years old who used intrauterine devices 
(IUDs) and hormonal contraception while under the supervision of a physician. 
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B. Incidence of Abortions According to Official Statistics 

The 1990s are the focus of analysis of changes in the incidence of abortions because an 
accelerated decrease in the number of those officially reported occurred during that decade.  Materials 
from sample surveys on family planning issues confirm this trend.  Abortion surveys were not conducted 
on a national scale in Russia before this time, so the reliability of official information on abortions and 
contraception remains in question.  Official data concerning the number of abortions during the 1990s, 
including those among young women up to age 20, are presented in Table 3.1.  

Table 3.1:  Reported Abortions from All Reporting Agencies (1991–1997) 

Number of 
abortions 1991 1992 1993 1994 1995 1996 1997 1998 

Total no. of 
abortions in 
thousands 

3,608.4 3,436.7 3,244.0 3,060.2 2,766.4 2,652.0 2,498.1 2,346.1 

By age 
Under 15 years 4.8 4.0 5.1 3.1 2.8 2.2 2.5 2.2 

15–19 350.4 346.3 342.8 332.1 301.3 271.5 255.7 240.1 
Per 1,000 women of corresponding age group 

15–49 100 95 88 82 73 69 65 61 
Under 15 years 0.3 0.2 0.3 0.2 0.2 0.2 0.2 0.2 

15–19 69 67 66 64 56 51 47 43 
Source: Russian Statistical Yearbook, Moscow: Goskomstat, 1999, p. 175. 

The number of abortions per 1,000 women fell for those aged 15–49 from 100 to 61 (39 percent) 
and for those aged 15–19 from 69 to 43 (38 percent) (Figure 3.1) even though sexual activity began at an 
earlier age and the birth rate in the under 20 age groups declined. The number of abortions among 
adolescents under age 15 was cut almost in half in absolute terms, though as a rate per 1,000 women, it 
changed only negligibly during this period.  The 1996 survey titled 1996 Russia Women’s Reproductive 
Health Survey (1998) found an average rate of 44 abortions per 1,000 women up to 20 years of age in the 
year prior to the survey in the Ivanovo region and cities of Yekaterinburg and Perm.  In Russia, only 
illegal abortions that require hospitalization for complications are included in statistics.  In 1998, there 
were 4,537 of these, including 604 in women under the age of 20, and the number has decreased since 
1991 (Figure 3.1). 
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Figure 3.1: Total Number of Legal and Illegal Abortions (1991–1997) 
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Note:  1991 data are taken as 100 percent. 
Sources: Number of abortions based on data from the State Committee of the Russian Federation on Statistics 
(Goskomstat); Number of illegal abortions based on data from the MOH. 

The number of abortions among primapara women2 aged 15–19 (excluding early vacuum 
aspirations) also fell, both in absolute terms and per 1,000 women in this age group.  It did so, however, at 
a slower rate than the total.  As a result, the primapara share of the total number of abortions among 
women 15–19 years old actually increased (Table 3.2).  

                                                 

2 women pregnant for the first time 
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Table 3.2: Abortions Performed in the 15–19 Age Group (1993–1998) 
(data from agencies reporting to the MOH) 

 1993 1994 1995 1996 1997 1998 
Total abortions 320,558 306,089 280,065 251,170 236,922 224,730 
Total excluding mini-abortions 239,427 235,545 219,710 207,520 195,404 185,263 
Spontaneous abortions 25,165 25,245 24,849 20,516 18,748 18,511 
Percentage of total abortions 7.9 8.2 8.9 8.2 7.9 8.2 
Induced for medical indications 10,111 12,221 13,414 13,452 13,124 14,266 
Percentage of total abortions 3.2 4.0 4.8 5.4 5.5 6.3 
Illegal Abortions 1,294 1,188 746 688 587 596 
Percentage of total abortions 0.4 0.4 0.3 0.3 0.2 0.3 
Unclassified  induced abortions  13,875 13,313 12,365 11,684 10,712 10,737 
Percentage of total abortions 4.3 4.3 4.4 4.7 4.5 4.8 
Induced for social indications 9,767 9,113 8,939 10,366 11,347 11,014 
Percentage of total abortions 3.0 3.0 3.2 4.1 4.8 4.9 
Number of mini-abortions 81,131 70,544 60,355 43,650 41,518 39,467 
Percentage of total abortions 25.3 23.0 21.6 17.4 17.5 17.6 
Abortions in women pregnant for 
the first time (excluding early non-
surgical abortions) 

102,072 101,472 99,816 98,697 96,213 92,150 

Percentage of total abortions 
(excluding early non-surgical 
abortions) 

42.6 43.1 45.4 47.6 49.2 49.7 

Per 1,000 girls aged 15–19 19.6 19.3 18.7 18.3 17.6 16.5 
Source: Healthcare in the Russian Federation, 1999: No. 2, p. 19. 

Table 3.3: Abortion Under Age 15 (1993–1998) 
(data from agencies reporting to the Russian MOH) 

  1993 1994 1995 1996 1997 1998 
Total abortions 4,825 2,795 2,670 2,112 2,316 1,837 
Total excluding mini-abortions 3,295 2,344 2,325 1,897 1,628 1,556 
Number of mini-abortions 1,530 451 345 215 688 281 
Percent of total abortions 31.7 16.1 12.9 10.2 29.7 15.3 

Source: Healthcare in the Russian Federation, 1999: No. 2, p. 19. 

Abortions performed on women 20 and younger constitute one-tenth of the total.  This is far from 
the highest rate (see Table 3.4).   The majority of abortions are performed on women aged 20 to 30 (50 
percent) and approximately 20 percent of abortions are performed on women aged 30–34.   

Table 3.4: Distribution of Abortions among Age Groups in Percentage (1991–1998) 

Age 1991 1992 1993 1994 1995 1996 1997 1998 
Under 20 years old 9.8 10.2 10.7 11.0 11.0 10.3 10.3 10.3 
20–34 years old 70.0 70.8 69.0 69.0 68.4 69.4 68.8 68.5 
Over 35 years old 20.1 19.0 20.3 20.1 20.6 20.3 20.9 21.2 

Calculated using Russian Statistical Yearbook, Moscow, Goskomstat, 1999, p. 175. 
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The majority of women who go to a medical institution for an abortion already have children 
(estimates range from 64 to 83 percent depending on the survey (Baranov et al., 1998; Kulakov et al., 
1998; Shaparova, 1998)).  They seek abortions either because they do not want more children or because 
they want children at a later time.  Thus, abortion in Russia is most frequently a means for married 
women with children to either postpone or prevent the birth of a next child.  This is substantially different 
from many other developed nations where those seeking abortions are primarily unmarried women who 
want to postpone the birth of a first child.  Abortions in such countries are more common in younger age 
groups, so the focus is on expanding the use of family planning among young adults.  In developed 
Anglo-Saxon and Scandinavian countries, for example, women under the age of 25 who wish to postpone 
having children account for about half the total number of abortions performed.  In Denmark, two-thirds 
of all pregnant women below the age of 20 choose to abort.  This proportion has been increasing in recent 
decades, likewise increasing the age of the mother at the birth of her first child (Knudsen, 1998). 

Though the percentage of adolescent abortions relative to total abortions is smaller in Russia than 
in some other countries, this does not mean the rate of induced abortions among adolescents is lower.   In 
fact, among developed countries, the rate of abortion for women 20 or younger in Russia is one of the 
highest. Excluding some former soviet republics, the United States is approaching the same level (Table 
3.5).  In the United States, however, statistics differ among racial and ethnic groups. 

Table 3.5: Pregnancies, Births, and Abortions among Women Aged 15–19 per 1,000 
Women Aged 15–19 in Selected Countries (1995–1996) 

Country Births Abortions Pregnancies* 
Russia (1998) 34 43 77 
United States  54.4 29.2 83.6 
Bulgaria 49.6 33.7 83.3 
Hungary  29.5 29.6 59.1 
New Zealand  34.0 20.0 54.0 
England and Wales  28.4 18.6 46.9 
Canada  24.2 21.2 45.4 
Norway  13.5 18.7 32.3 
Sweden  7.7 17.2 24.9 
Denmark  8.3 14.4 22.7 
Finland  9.8 10.7 20.5 
Belgium 9.1 5.0 14.1 
Netherlands  8.2 4.0 12.2 

*Number of births plus abortions. 
Source:  Singh, Susheela and Daroch, Jacqueline. “Adolescent Pregnancy and Childbearing: Levels and 
Trends in Developed Countries.” Family Planning Perspectives. Volume 32 Number 1, 2000. 

According to official Russian statistics, the under-20 age group interrupts more pregnancies for 
medical reasons than do women of reproductive age as a whole (Table 3.6).  In this age group, there are 
also more abortions for social reasons, which can be explained by the fact that very young, often 
unmarried women who have not completed their education or established careers are not prepared either 
financially or emotionally to raise a child.  Wishing to conceal their pregnancies, young women often 
resort to illegal means, so for this reason they show the highest percentage of illegal abortions.  In fact, 
according to regional research in the mid-1980s (Shneiderman, 1991), the number of illegal abortions for 
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women under 20 years was 3.3–3.7 times higher (per 1000 women) than the number for women aged 20–
30 years. 

Table 3.6: Distribution of Abortions by Type as a Percentage of Total Abortions for 
Corresponding Age Groups (1998) 

Abortion Type 15–49 years Under 20 
years 

Total abortions (excluding mini-abortions) 75.6 82.5 
   
Spontaneous 7.8 8.2 
Induced on request 59.2 57.7 
Induced for medical indications 2.2 6.6 
Induced for social indications 2.0 4.9 
Induced illegal 0.2 0.3 
Unclassified  4.2 4.8 
Mini-abortions 24.4 17.5 

Source: Data from the MOH 

The under 20 age group shows the lowest proportion of early, non-surgical mini-abortions 
(vacuum aspiration) and the highest proportion of abortions performed after 12 weeks of pregnancy.  The 
decrease in the share of early vacuum abortions as part of the total number of abortions is typical for 
women in all age groups, particularly after 1993.  It can be assumed that early vacuum abortions escape 
registration to a greater extent than do regular abortions.  

It is quite likely that teenagers panic when they discover they are pregnant and seek medical 
assistance too late.   A survey of women 15 to 18 years of age who had abortions in Balakovo in the 
Saratov region revealed that more than half turned to women’s counseling clinics in the fifth to twelfth 
weeks of pregnancy, though 10 percent did not seek assistance until 13 weeks.  Among the reasons given 
for waiting so long to turn to a physician were feeling uncomfortable in front of the doctor and fear of 
publicity, especially that their mothers would be informed (Amirova, 1996). 

Knowing where to get help is another problem.  A survey of ninth through eleventh grade 
students in various towns in the Ivanovo region showed that two-thirds of students did not know where to 
turn for help with an unwanted pregnancy (Katalova, Bogatova, 1997).  Only 27 percent of eighth graders 
surveyed in St. Petersburg had an idea where to go to obtain assistance with sexual relationships, 
protection from pregnancy, and STDs (Krotin, 1998).  In Taganrog, nearly one-third of the 15 to 19-year-
old females surveyed reported difficulties obtaining counseling on family planning.  Almost half the 
respondents believed that high-quality care could be obtained only by paying for an 
obstetrician/gynecologist and further stated that they would never avail themselves of such services, even 
in emergencies (Katkova et al., 1999).  

The newspaper Moskovskiy Komsomolets investigated some newspaper advertisements for 
abortion services and found they offered various methods of pregnancy termination, including 
acupuncture, magnetic therapy, lasers, and specia l pills, but not one of them had a license to perform 
abortions (Moskovskiy Komsomolets, February 26, 1999).  The MOH does not regulate such methods, so 
abortions of this type are illegal in the eyes of the law.  In the newspaper’s opinion, a considerable 
number of abortions are hidden from statisticians in this way.  There are several objections to this 
conclusion, however.  First, the development of commercial medicine in Moscow is far beyond that in 
other regions of Russia.  Second, the effectiveness of the methods employed by these firms is quite low, 
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so most women have to go to an official clinic for help and are then counted.  Third, not one of the firms 
surveyed by the newspaper did a test to confirm pregnancy in their patients.  Thus, some of the patients 
might have experienced a delay in their menstrual cycle from other causes, so whatever was done to them 
cannot be considered an abortion.  At the same time, some abortions simply escape government statistics 
as nongovernmental medicine expands and drug-induced abortions become more widespread. 

C. The Abortion Situation According to Sample Surveys 

Data from a number of public health surveys conducted in different regions at different times can 
supplement the scant information from the MOH on effective use of birth control among adolescents.  
Almost all surveys have their limitations.  Most are conducted in Moscow where the situation is probably 
better (or Moscow survey data is more accessible to Moscow researchers from public libraries and from 
other sources).  Also, results vary greatly by the groups surveyed (high school students, technical college 
students, vocational school students, or those who came to a clinic for help) and the method used to 
collect the information.  Moreover, most medical researchers’ work (including PhD dissertations) uses 
data from sample surveys that include neither the time of the survey nor the sample size.  Consequently, 
the probable survey period in most of the tables in this report had to be estimated.  Because it is largely 
medical personnel who participate in family planning and abortion surveys, sampling is biased toward 
those who have come to a clinic for help. 

According to official statistics, in 1998, abortions terminated 56 percent of known pregnancies 
(abortions plus live births) for women aged 15 to 19.  In other words, at this age, there were about 130 
abortions for every 100 births.  Table 3.7 shows women in several 1980–1990 surveys who had an 
abortion in their medical histories as a percent of all sexually active women or of all women by age 
groups.  Only in the 1988 Moscow and the Yegoryevsk and Moscow studies is it actually specified that 
the percentage is of sexually active young women rather than of all those surveyed, but this is probably 
true for the other surveys as well.  The exception is the 1996 RWRHS. 
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Table 3.7: Survey Data on Women with at Least One Abortion in Their Medical Histories 
as a Percentage of All Women by Age Group  

 Region Year Percent Who Had an Abortion at the Age of: 
    

16–17 
 

18–19 
 

15–19 Up to 
20 

By the end of 
reproductive 

cycle 
1 Moscow 1981–1982   16.1  76.9 
2 Moscow, 

Yegoryevsk 
~1983–1986   20.6*  88.9 

3 Khabarovsk 
territory, rural 

~1985    31.2 78.4 

 Kalinin region, 
urban 

~1985    42.1 68.7 

 Chelyabinsk region, 
urban 

~1985    32.3 79.9 

 Average for item 3     35.2 75.7 
4 Moscow ~1985–1988 17.5 28.2 23.1   
5 Moscow 1988   17.9*   
6 Mariy El, rural ~1995  26.5    
7 Ivanovo region 1996     4.7  70.5 
 Yekaterinburg 1996     6.5  81.1 
 Perm 1996   8.0  77.9 
 Average for item 7 1996     6.4  76.5 

* Among those engaging in sexual activity. 

Sources:  1 Popov, 1986; Popov et al., 1993; 2 Allenova, 1989; 1990; 3 Shneiderman, 1991; 4 Perminova, 1991; 
Perminova and Sotnikova, 1993; 5 –Grebesheva et al., 1990; Gulevskaia, 1991; 1992; 6 Lipatov, 1996; 7 1996  
RWRHS, 1998. 

Generally speaking, surveys taken in the 1980s show that about one-fifth of women aged 15 to 19 
had at least one induced abortion; as they approached 20, this proportion increased to one-third.   
Assuming, however, that the figures cited pertain only to those who have had sexual experience, it 
follows that the number having abortions was approximately 5 to 6 percent of the total number in this age 
group. These figures do not differ greatly from the figures for the mid-1990s. According to data from the 
three regions surveyed in the RWRHS, on average only 6.4 percent of women aged 15 to 19 had a history 
of at least one abortion.  It is true, however, that the number of adolescents who have had sexual contacts 
has grown.  Interestingly, the percentage of women who had at least one abortion over the entire 
reproductive cycle did not fluctuate very much.  Most women who had reached the end of their 
reproductive life span at the time of the survey had terminated at least one pregnancy. 

While an average of 0.34 abortions occurred per woman under 20 years old in the early 1980s 
(Moscow 1981–1982 survey), this average was 0.3 during the mid-1980s (Moscow 1985–1988 survey) 
and 0.1 during 1994–1995 (1996 RWRHS, 1998). 

Abortion and birth correlation data in the adolescent age group are contradictory partly because of 
the small number of pregnancies among teenage respondents.  Perminova wrote in the Moscow survey of 
1985–1988 that of 100 pregnancies among women 15 to 19 years old, 69.1 percent were aborted, 14.5 
percent resulted in a live birth, and 14.5 percent miscarried.  According to data from a sample survey 
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conducted in St. Petersburg and Kaluga, 28.8 percent of the pregnancies during 1984–1988 among 
women 17 to 19 years old ended in abortions while 53 percent resulted in births.  Among these, 27.3 
percent of first pregnancies and 38.1 percent of the second pregnancies ended in abortions (Kharkova, 
1994).  Data from the Chelyabinsk Center for Adolescent Reproductive Health Protection (Briukhina et 
al., 1998) showed the ratio of births to abortions among teenagers was 1:4.6 in 1995.  This is clearly 
biased toward abortions, however, because women with an unplanned pregnancy were more likely than 
others to come to the center.  In summarizing the results of various sample surveys from the 1990s, 
Gavrilova (1997) stated that 75 percent of pregnancies among adolescents were terminated by abortions, 
though how this figure was actually derived is not indicated in the article.  According to the 1996 
RWRHS study (1998), from 1994 to 1996, 30 percent of pregnancies in the 15–19 age group in the 
Ivanovo region resulted in abortions, while the same figures for Yekaterinburg and Perm were 42 and 54 
percent, respectively.  

Studies conducted by medical personnel yielded higher abortion rates, which is logical because 
they deal with adolescents who have made appointments with gynecologists, which generally means that 
they have reproductive health problems.  Allowance should also be made for differences in the number of 
abortions in various regions of the country. 

D. Health Complications Following Abortions and the Justification for Abortion 

Abortions can lead to emotional stress, which may impair the flow of all mental and physical 
processes in the body.  In almost all abortion studies, medical personnel note that the existence of an 
abortion in a case history is a risk factor for subsequent gynecological disorders, for complications during 
pregnancy and birth, for perinatal and infant mortality, and for childhood health as a whole.  Some 
researchers are of the opinion that complications occur after nearly one-third of all abortions and after 
almost one-half of abortions for women who have gone through a first pregnancy (Shneiderman, 1991).   

During a survey of Moscow adolescents in the mid-1980s, more than half the young women who 
had an abortion in their case histories reported complications.  The dominant complaints included 
menstrual cycle irregularities (59.1 percent) and inflammatory disorders of the uterus and appendages 
(27.3 percent).  The teenagers also noted a state of depression from the stress associated with surgical 
intervention (9.1 percent) (Perminova and Sotnikova, 1993).  The opinion of young adults concerning the 
justification for abortions in association with various factors is listed in Table 3.8.  

Table 3.8: Justifications for Abortion According to a Survey of Women 15–19 in Taganrog 
(1998)  

Factor Justification for an Abortion (percent) 

 Yes No Depends on 
other factors 

Not 
sure 

Threat to a woman’s life 61.5   4.7 29.7   4.1 
Fetus has a developmental defect 49.5   8.5 23.1 18.9 
Pregnancy is the result of a rape 34.4 10.8 36.3 18.5 
Pregnancy may be harmful to a woman’s 
health 

26.9 13.2 45.8 14.1 

Woman is not married   9.9 38.7 38.7 12.7 
Financial difficulties 17.9 29.3 26.4 26.4 

Source: Katkova, I.P. et al. “Reproductive Health and the Rights of Young People” (from data of studies in the city 
of Taganrog 1998) Narodonaselenie. 1999: 1, 59–77. 
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Though the list does not include the fundamental motive of “the desired number of children has 
already been born,” this survey of young women still indicates that being a single mother and 
experiencing financial difficulties are not considered sufficient motives to terminate a pregnancy.  
Medical and genetic problems were instead the principal justifications.  Contrary to popular opinion, 
abortions and financial difficulties proved to be only slightly interrelated.   The young women were not 
able to define their positions with respect to this question; the share of those who had difficulty answering 
and those who felt that one must be guided by other factors when making a decision accounted for more 
than half the respondents.   

E. Use of Contraceptive Devices and Methods 

Official data on the use of contraceptive devices and methods (CDMs) are presented without age 
group cohorts.  A judgment concerning the use of pregnancy prevention methods by adolescents can be 
based only on the results of specialized sample surveys (Table 3.9).  Only a small number of the teenagers 
surveyed was sexually active, and the number of these individuals who used contraceptive methods was 
lower still; therefore, conclusions were reached on the basis of a small number of observations.  
Unfortunately, research does not always distinguish between those who are using CDMs at the time of a 
survey and those who have ever used CDMs (if this was stipulated in the source, it was indicated in the 
table using footnotes). 

Table 3.9: Percentage of Young Women Who Use Contraceptive Devices and Methods  
(based on sample survey data) 

 
 Region Year Respondent’s 

Age 
Percent of 

sexually active 
individuals using 

CDMs  

Percent using 
CDMs during the 
1st sexual contact 

1 Moscow 1981–1982 15–19 40.9*  
2 Moscow, 

Yegorievsk 
~1983–1986 15–19 42.3  

3 Moscow ~1985–1988 15–19 62.3 59.6 
4 Moscow 1988 15–18 74.1  
5 Balakovo, 

Saratov Oblast 
~1993–1995 15–18 74.2  

6 Ivanovo Oblast 1996 15–24  35.8*** 
 Yekaterinburg 1996 15–24  43.8*** 
 Perm 1996 15–24  41.8*** 
 Average for 

item 6 
   40.6*** 

7 Kostroma ~1996–1997 13–16 60.0**  
8 Moscow ~1996–1997 15–17 71.5**  
9 St. Petersburg 1998 8th grade 54.9****  
*It is not clear whether this percentage pertains to all women under age 20, to sexually active individuals alone, 
or to individuals who have gone to a clinic.  **Individuals who ever used CDMs . ***Among women 15–24 
years old who first had intercourse at an age of up to 18 years.  **** Regularly. 
Source: 1 Popov, 1986; Popov et al., 1993; 2 Allenova, 1989; 1990; 3 Perminova, 1991; Perminova and 
Sotnikova, 1993; 4 Grebesheva et al., 1990; Gulevskaya, 1991; 1992; 5 Amirova, 1996; 6 1996 RWRHS, 1998; 7 
Sharapova, 1998; 8 Zarubina, 1998; 9 Krotin, 1998. 
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Use of CDMs is much lower in Russia than in Western countries, especially when it comes to the 
first sexual contact.  According to RWRHS data, only about 40 percent of young women whose first 
sexual encounter occurred before age 18 were using CDMs at the time.  In the Netherlands, where the 
adolescent pregnancy rate is one of the lowest (Table 3.5), the use of contraception during first sexual 
contact is 85 percent (David and Rademakers, 1996).  In the United Statess, it is 75 percent (Darroch and 
Singh, 1999). 

Adolescents cited the following factors as preventing them from using contraception (Allenova, 
1990; Sharapova, 1998): lack of information; belief that contraception would adversely affect their health; 
unreliability; difficulty of use; expense; lack of moral preparation; desire to keep the fact that they were 
having sexual relations secret from their relatives, acquaintances, and physicians.  

The significant difference in contraceptive use between Russia and Western countries (those with 
the most favorable birth control situations) is in the methods used (Table 3.10).  

Table 3.10: Mix of Contraceptive Devices and Methods Used by Adolescents 
(based on sample survey data) 
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1 Moscow, Yegoryevsk 1983–
1986 

63.4 12.2 14.6     4.9 4.9 

2 Moscow 1985–
1988 

         

 At time of survey  38.5 21.9 12.1 5.5  8.8 3.3 9.9  
 During first sexual 

encounter 
 55.2 10.3 14.9 2.3  11.5  5.8  

3 Moscow* 1988 61.4 50.6 39.8  7.2   22.9  
4 Balakovo, Saratov 

region 
1993–
1995 

25.5 19.6 29.4  1.3 13.7 2.0 7.8 0.7 

5 Ufa** 1995   82.8  4.9   12.3  
6 Ivanovo region*** 1996 36.3 8.4 42.7     12.6 0 
 Yekaterinburg 1996 14.4 12.6 58.7     13.0 1.6 
 Perm 1996 17.4 9.1 64.2     8.6 1.0 
 Average for item 6  21.6 10.0 56.3     11.2 0.9 
7 Moscow* 1996–

1997 
12.5 17.2 87.5     2.5  

8 St. Petersburg 1998 40 64.3     31.8  
*The respondents named several CDMs (these were CDMs that were ever used). 
**These were 13 to 16-year-old girls who were patients of the Center for Family Planning and Reproduction. 
***During first sexual contact; among young women 15–24 years old who had first sexual contact before 18 years. 
Sources:   1 Allenova, 1989; 1990; 2 Perminova, 1991; Perminova and Sotnikova, 1993; 3 Grebesheva et al., 1990; 
Gulevskaya, 1991; 1992; 4 Amirova, 1996; 5 Kulmukhamedova, et al., 1996; 6 1996 RWRHS, 1998; 7 Zarubina, 
1998; 8 Krotin, 1998. 
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According to data from a survey of young Moscow women in the late 1980s (Perminova, 1991; 
Perminova and Sotnikova, 1993), 77 percent of respondents who used CDMs relied on traditional, 
ineffective methods during their first sexual contact, e.g., coitus interruptus (55.2 percent), the calendar 
method, and douching.  Approximately 15 percent used condoms and about 6 percent used hormonal 
contraceptives (primarily of the postcoital type).  During subsequent sexual contacts, the teenagers used 
the coitus interruptus method less often (38.5 percent) and the calendar method more often.  At the time 
of the survey, the young women appeared to use hormones somewhat more often after rather than during 
their first sexual contact, and 3.3 percent even had IUDs.  (During a 1988 survey of Moscow women aged 
15 to 18, one-fourth of them generally described hormones and IUDs as harmful to health (Gulevskaya, 
1992).)  The ineffective contraceptive methods used contributed to the fact that every third sexually active 
young woman surveyed had had at least one pregnancy and every fifth had had an abortion.  Therefore, it 
can be asserted that sexual and contraceptive literacy among adolescents in Russia  was low. 

By the mid-1990s, the situation began to change.  A survey of three regions in 1996 (1996 
RWRHS, 1998) indicated that during initial sexual intercourse, the use of condoms had increased sharply 
relative to the use of other contraceptive devices and methods (56 percent of those using contraceptives 
used condoms), partly because condoms were promoted to address the threat of AIDS and STDs.  The use 
of birth control pills increased as well (11.2 percent).  The survey also showed that one-third of 
adolescents continued to practice traditional methods of birth control.  The more frequent use of condoms 
and birth control pills can also be seen in survey responses of female students in Moscow (1996–1997) 
and St. Petersburg (Table 3.10).   

Figures analogous to these were observed and recorded for other developed nations 15–20 years 
ago.  In the Netherlands, for example, the percentage of those who use contraceptives during the first 
sexual encounter is about two times higher than in Russia.  The mix of adolescent contraception3 during 
first sexual contact according to 1995 data was 54.8 percent condoms, 15.5 percent birth control pills, and 
28.6 percent both condoms and pills (Ketting, 1994; David and Rademakers, 1996).  Some 63 percent of 
young, sexually experienced Americans also use condoms during their first sexual contacts (Darroch and 
Singh, 1999). Aside from free access to state-of-the-art contraceptives, a more liberal view of sexuality, 
including adolescent sexuality, is prevalent, particularly in the Netherlands.  Sexual issues are generally 
discussed openly in the family, at school, and in the mass media, not to restrict sex among teenagers, but 
to make it safe; open discussion of these issues is not common in Russia. 

F. Conclusions 

In the 1990s in Russia, the number of officially reported induced abortions decreased rapidly, 
including those for girls younger than 20 years of age.  Abortions among girls younger than 20 
constituted one-tenth of all the abortions performed in the nation.  The majority of abortions are 
performed on women aged 20 to 30 (50 percent) while approximately 20 percent of all abortions are 
performed on women aged 30 to 34.  This situation is unlike the situation in many other developed 
countries where abortions are mainly performed on younger women.  Abortion in Russia more often 
serves as a method for married women who already have children to delay or prevent the birth of the next 
child. 

                                                 

3 Percent of users of a specific method among all contraceptive users 
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A number of special surveys attest to fact that adolescent girls panic when they inadvertently get 
pregnant, delay consulting medical practitioners, and are poorly informed about institutions offering 
reproductive services. 

The use of contraceptive methods and devices by young Russian adults is much lower than in the 
West, especially during init ial sexual contacts. Contraception in Russia differs from contraception in other 
developed countries in that Russians rely more heavily on traditional methods, but this is gradually 
changing.  The number of people using birth control pills is increasing, and the use of condoms is 
increasing even more rapidly, possibly as a result of public education campaigns supporting condom use 
as a means to curb the spread of AIDS and STDs. 



 

 

 

32 

IV.  ADOLESCENT REPRODUCTIVE HEALTH AND 
MORTALITY 

This section discusses data on morbidity and mortality among adolescents. Key findings include 
the following: 

1) In Russia, the overall mortality rate of adolescents is high compared to rates in other developed 
countries, and during the first half of the 1990s, it was increasing. The increase in the mortality of 
adolescents aged 15–19 was attributable to causes such as accidents, poisoning, trauma, violence, and 
infectious diseases. 

2) Existing data on the incidence of disease among adolescents based on visits to medical institutions 
demonstrate deterioration in the recent decade.  It is hard to determine, however, to what extent the 
deterioration was the result of morbidity growth, improved diagnostics, changes in the disease 
reporting system, structural changes in the medical care system, or behavioral changes in the general 
population. 

3) Adolescent morbidity from STDs, tuberculosis, and narcotic addiction is increasing enormously. 

A. General Characteristics of Mortality Rates among Young Adults 

Statistics on mortality drawn from official sources of public health data are the most reliable 
indicators of the true state of affairs.  Data on changes in death rates, however, are inadequate to support 
conclusions about the reproductive health of young adults.  At this age, death rates are still low; medical 
problems do not manifest themselves much, and they are not yet reflected in mortality indicators.  In 
addition, many diseases and conditions that have a direct relationship to qualitative characteristics of 
sexual and reproductive health do not actually lead to premature death.  They are, however, capable of 
having a serious negative impact on the lives of teenagers as well as delayed negative consequences for 
adulthood. 

Compared with the late 1970s, there has been a significant increase in mortality indicators for the 
15 to 19-year-old age group in Russia.  The trend towards lower mortality rates in young and very young 
age groups before the early 1990s has reversed.  By 1995, the death rate for 15 to 19 year-olds had 
increased by a factor of about 1.4 for males and 1.5 for females compared, with baseline data from 1979 
(Meslé et al., 1996).  The increase in the death rate of young men (under 20) was comparable to the rate 
of increase for the 20–24 age group.  For women, the death rate for ages 15 to 19 grew significantly faster 
than did that of the adjacent age groups of children and young adults (Figure 4.1). 
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Figure 4.1: Death Rates for Age Groups 15–19 in 1990, 1995, 1997, Compared with 1979 
(1979=1) 

The increase in the mortality of adolescents aged 15 to 19 is attributable to causes such as 
accidents, poisoning, trauma, violence, and infectious diseases.  While mortality from infectious diseases 
increased the fastest in adolescent males, for girls the greatest increase was the precipitous rise in deaths 
from accidents; the number doubled after 1987 (Figure 4.2).    The increased mortality of young girls 
from unnatural causes directly related to sexual violence (mechanical suffocation, blockage of the 
respiratory tract, and penetration of a foreign object into natural orifices) and also from causes associated 
with motor vehicle accidents is a particular cause of concern. 

Figure 4.2: Causes of Mortality among 15 to 19 year-olds per 100,000 (1979–1997)  

1—Cardiovascular Disease 
2—Infectious Disease 
3—Malignant Tumors 

4—Respiratory Disease 
5—Diseases of the Digestive System 
6—Accidents and Violence 

Source: Mesle et al., 1996 
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Death by suicide among young adults increased by 50–60 percent during the last decade, which, 
while certainly cause for concern, nevertheless is not beyond the scope of mean increases in the overall 
death rate for this group.  In addition, death from suicide among young adults is lower by several hundred 
percent than in older age groups. 

B. Maternal Mortality and Pathology among Pregnant Women and Women Giving 
Birth 

According to the World Health Organization (WHO), maternal mortality includes all cases of 
female death associated with pregnancy regardless of its duration or location, that occur during 
pregnancy, or that occur from any cause within 42 days of its termination, excluding accidents or random 
occurrences.  As a composite indicator, maternal mortality reflects not only the state of women’s 
reproductive health but also the quality of obstetric services and the efficiency of the public health system 
as a whole. 

From a statistical and demographic viewpoint, maternal mortality in Russia is currently 
insignificant (633 cases in 1997).  According to the Russian State Statistical Committee, the rate of 
maternal mortality in Russia was 50.2 per 100,000 births in 1997 (Table 4.1).  The authors of Health of 
Women in Russia  (1998), however, claim that the official data are flawed and cases are underreported.  In 
any case, maternal mortality in Russia far exceeds similar indicators in such countries as England, 
Finland, France, Germany, Japan, Norway, Sweden, the United States, and other developed countries.   

Table 4.1: MMRs per 100,000 Live Births 
(According to State Committee on Statistics Data)  

Years Causes 
1985 1990 1991 1992 1993 1994 1995 1996 1997 

Total from all causes 1,282 943 941 806 712 737 727 638 633 
Per 100,000 live births 54.0 47.4 52.4 50,8 51.6 52.3 53.3 48.9 50.2 
          
Ectopic pregnancy 3.2 3.2 4.4 4.7 3.8 4.1 3.9 3.5 4.3 
Abortion in a medical 
institution 

1.8 0.9 1.1 1.4 1.7 1.5 1.5 1.3 1.9 

Abortions outside of medical 
institutions 

19.7 12.8 11.9 10.9 13.1 11.7 10.9 10.0 10.3 

Hemorrhage during 
pregnancy or birth 

5.3 6.4 7.1 7.2 7.1 6.2 6.7 6.5 5.7 

Gestational toxicosis 5.6 5.7 7.7 5.8 6.2 6.4 5.3 6.4 5.3 
Sepsis during birth and the 
postnatal period 

 
1.8 

 
1.7 

 
1.6 

 
2.3 

 
1.7 

 
2.3 

 
2.4 

 
2.6 

 
2.4 

Other complications of 
pregnancy, birth, and the 
immediate postnatal period 

16.6 16.7 18.7 18.5 17.9 20.2 22.7 18.5 20.3 

 

The absolute number of childbirth-associated deaths in 1997 was one-half that of 1985, while 
deaths associated with abortion decreased by a factor of 3.3.  Because this is attributable to the rapid 
decrease in the number of women giving birth since 1990, there has been no significant tendency for the 
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relative indicator of maternal mortality to fall.  While it did decrease from 1985 to 1990, in 1995, as a 
result of the drop in birth rate, it increased almost to its 1985 level.  In 1996–1997, the rate again 
decreased, which, considering the continuing drop in the birth rate, shows that progress was being made.  
For many years, however, there has been a significant difference in mortality between rural and urban 
mothers. In rural areas, birth rate averages 22.6 percent higher than in cities  (59.4 versus 48.5 per 
100,000 live births, respectively). 

The number of maternal deaths attributable to abortions had been consistently high (24.3 percent 
in 1997). The majority of those who died underwent out-of-hospital and late-term abortions. According to 
the results of one survey (Sharapova, 1998), 62 percent of women dying from non-hospital abortions were 
found to have a history of more than three induced pregnancy terminations, and more than one-third of 
those who died had had five or more previous abortions.  Of those who died from their abortions, 65 
percent had not consulted a physician about their current pregnancies, attesting to the low level of 
education and medical knowledge among this portion of the population. 

Young, pregnant women form a special group with respect to risk of death because they are often 
not physiologically ready for a normal pregnancy and birth.  Using data from the State Statistics 
Committee as a base, maternal deaths in adolescence approached the numbers in age groups 20–24 and 
25–29 years (see Figure 4.3).  Studies in specific clinics showed that the MMR in 13 to 17 year-olds is 
five to eight times higher than the rate in mature women (Briukhina et al., 1998).  The main causes of 
maternal deaths in young girls are principally the same as those at other ages.  The lack of significant 
improvements in rates of death from sepsis, hemorrhage, and toxicosis is of concern (Figure 4.4). 

 

Figure 4.3: Maternal Mortality at Ages 15–34 per 100,000 Live Births (1985–1997) 
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Figure 4.4: Major Causes of Maternal Death at the Ages of 15–19 per 100,000 Live Births 
(1985–1997) 
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More than one-third of maternal deaths occur in medical institutions that are not equipped to 
monitor pregnancies of high-risk groups or provide them with specialized care when necessary.  A 
significant portion of maternal deaths could be avoided by using appropriate, standard measures (Burduli, 
1998; Vaganov, 1997). 

MOH statistics attest to the deteriorating health of women of all ages who are pregnant or who 
give birth.  In 1998 on average, 38.5 percent of women whose pregnancies were carried to term suffered 
from anemia, 18.5 percent from late gestational toxicosis, 15.4 percent from diseases of the urogenital 
system, and 10 percent from diseases of the circulatory system.  Between 1985 and 1998, the percentage 
of normal births decreased from 55.8 to 30 percent.  Childbirth complications such as late gestational 
toxicosis, anemia, anomalies of the delivery process, sepsis, and thyroid dysfunction (Table 4.2) were 
factors. 

The situation of the very youngest women was somewhat worse because of age -related 
complications and first-time births.  According to MOH data, the number of complications during 
pregnancy and the postpartum period among adolescents aged 15–17 increased between 1991 and 1997 
from 339 to 909 per 100,000 deliveries—a factor of 2.7 (Health of Women in Russia, 1998).  
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Table 4.2 Complications of Childbirth in Russia from 1993–1997 per 1,000 Deliveries 

Complications 1993 1994 1995 1996 1997 
Bleeding (associated with 
placenta previa and abruptio 
placenta) 

9.8 10.2 10.3 10.3 10.7 

Late toxicosis of pregnancy 131.8 148.7 156.8 169.8 185.1 
Diseases of the urogenital 
system 

70.7 82.4 87.0 92.8 100.8 

Anemia 146.1 180.0 209.5 230.5 249.2 
Circulatory diseases 43.5 49.4 53.2 60.0 65.8 
Anomalies of labor  110.7 118.5 124.7 127.7 132.4 
Uterine laceration 0.19 0.17 0.19 0.17 0.16 
Perineal lacerations (3rd or 4th 
degree) 

0.47 0.60 0.43 0.43 0.45 

Postpartum fever and severe 
puerperal infection 

1.38 1.17 1.79 1.90 1.74 

Thyroid dysfunction 11.3 14.6 19.3 23.1 29.5 
Difficult labor 106.6 102.8 98.3 121.0 121.5 
Postpartum hemorrhage 26.5 28.1 27.6 26.8 27.9 
Venous complications 13.0 15.2 17.1 16.5 19.7 

Source: The State of Health of the Population of Russia and the Activities of Healthcare Establishments in 
1998.  Moscow: MOH, 1999, 154–155. 

C. Overall Description of Disease Incidence and General Health of Adolescents 

Data on incidence of disease based on visits to medical institutions (MOH offic ial statistics) are 
extensive but not reliable because they are dependent on the interaction among the perceived desirability, 
need for, and accessibility of medical services.  Moreover, changes in indicators of disease incidence can 
be affected by a set of factors associated with changes in the system for administering medical services 
and the particulars of disease recording.  As a result, it is not always possible to assess the incidence of a 
particular pathology in the population on the basis of data on reported cases of the disease.  These data are 
more likely to reflect the active concern of sufferers and the health care system with regard to public 
health and the economic well-being of the system itself and the physicians participating in it.  
Representative medical surveys of the population conducted by qualified professionals independent of the 
MOH using appropriate diagnostic equipment would be a good alternative, or at least a supplementary 
source of information on the incidence of diseases or pathologies.  Such surveys, however, have never 
been conducted in Russia and are not planned for the near future. 

Results of numerous sociological and public health surveys are even less reliable and frequently 
paint a contradictory picture of the current situation and changes in public health in Russia.  This may be 
a result of differences in the authors’ ideologies and the methods they employ. Russia has no reliable 
empirical database generated from regularly conducted national surveys of reproductive health using a 
standardized, internationally tested methodology.  At present, work is underway to set up such a system 
of surveys with the support of international organizations (The Russian Center for the Study of Public 
Opinion, RFPA, Russia Longitudinal Monitoring Survey, and so forth).  A great deal of time may elapse 
before regular, standardized, and relatively reliable information is available.  
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According to data on visits to medical institutions in the 1990s, there is a tendency for disease 
rates of adolescents to increase (The State of Health of the Population of Russia, 1999; Akopyan et al., 
1999).  The most rapid increases are for anemia, diseases of the endocrine system, eating disorders, 
disorders of metabolism and immunity, musculoskeletal diseases, tumors, and circulatory diseases (Table 
4.3). 

Table 4.3: Prevalence of Diseases among Adolescents 15–17 Seeking Treatment per 
100,000 

(based on Russian MOH data) 

Diseases 1991 1997 increase between 
1991 & 1997  

Total incidence of diseases 90,546.9  124,953.6 38% 
Infectious and other viral/bacterial 
diseases 

2,717.6  5,442.2  by a factor of 2 

Tumors 123.1 316.4 by a factor of 2.7  
Diseases of the endocrine system, eating 
disorders, disorders of metabolism and 
immunity 

1,642.9  4,527.9  by a factor of 2.7  

Respiratory system 38,601.2  42,573.9  10.5% 
Digestive system 7,850.4  11,655.5  48.5% 
Urogenital system 2,614.7  6,350.9  by a factor of 2.4  
Disease of the musculoskeletal system 2,735.6  7,138.8  by a factor of 2.6  
Congenital abnormalities 476.7 984.4 by a factor of 2.1 
Blood and hemopoietic system 245.5 769.5 by a factor of 3.1  
Psychological disorders 4,899.2  4,487.1  -8.4% 
Nervous system and sensory organs 1,3691.4  20,775.6  by a factor of 1.5  
Circulatory system 1,208.3  2,299.8  by a factor of 1.9  
Skin and subcutaneous tissue 4,453.8  6,766.2  by a factor of .5 
Injuries and poisoning 8,774.0  9,617.5  9.6 % 

Source: Health of Women in Russia. Analytical Report. Moscow: Presidential Commission on Matters Affecting 
Women, Families, and Demography and the International Fund for the Protection of Maternal and Infant Health, 
1998. 

To what extent the data cited attest to an increase in the prevalence of pathology rather than an 
increased rate of consultation and improvements in disease identification is unclear.  The almost threefold 
increase in medical visits for tumors suggests that, regardless of their prevalence in the population, certain 
diseases began to be reported more fully in Russia during the period under consideration.  Unlike other 
maladies, oncological diseases are closely associated with the death rate.  The time lag from detection of 
the disease to death is not that long because the achievements of modern medicine in treating cancer 
remain modest.  During the period when reports of tumors increased greatly among adolescents, there was 
no statistically significant change in the death rate from tumors for young adults in Russia.  Thus, the 
increase in reported incidence is a typical statistical artifact associated with altered reporting conditions 
(e.g., improved diagnosis, increased follow-up visits/reporting, possible increase in physicians’ economic 
interest in treating patients, and so forth).  The degree to which the population is subject to tumors is thus 
unlikely to have changed significantly during this period, and there has been no “cancer epidemic” in 
Russia.  The situation with many other diseases may be analogous to this example. 
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At the same time, specialized surveys as well as data from the MOH attest to the deterioration in 
the health of school children (Bagrintseva, 1994; Bogdanova et al., 1992; Bogdanova, 1993; Veselov et 
al., 1994; Zhuravleva, 1997; Krasnopolsky, 1995; Sharapova, 1998).  From 1991–1995, increases in 10 of 
the 15 major diseases groups were noted among Moscow school children (Vaganov, 1997).  According to 
survey data of the Children and Adolescent Health Research Center of the Russian Academy of Medical 
Sciences, by graduation 75 percent of girls suffer from a variety of chronic conditions; for the previous 
two decades, this indicator was 54.2 percent.   The percentage of completely healthy girls has decreased 
from 28.3 to 6.3 percent (Tsaregorodtsev et al., 1997) during the last twenty years.  According to some 
data, today only 10 percent of all high school graduates may be considered healthy, 50 percent have some 
morphological or functional pathology and 40 percent have a chronic disease (Baranov, 1998).  

The results of another study conducted in Moscow showed that at the beginning of the 
reproductive period, 65.6 percent of all schoolgirls have some sort of health problem.  Of those, 36.1 
percent have chronic diseases, and 23.6 percent have gynecological, extragenital diseases, constitutional 
abnormalities, and pathological states that could potentially impair their reproductive functioning 
(Zarubina, 1998).  With age, the health of future mothers clearly changes for the worse.  During the 
secondary school period, the health of female students declined by a factor of almost two (Zarubina, 
1998).  Furthermore, motivation for academic excellence was not always accompanied by adequate 
maintenance of good health.  Yu A. Gurkin (1997) analyzed the “A-student syndrome,” which he found 
to be characterized by the presence of hypoxia, angioneurosis, and menstrual disorders. 

Finally, medical examinations of 1,478 girls in the eighth to eleventh grades in St. Petersburg 
schools found only 22 percent were in good health while 7.4 percent were determined to require in-patient 
testing or treatment at a hospital (ranging from 10.5 percent at age 14 to 2.6 percent at age 17).  Further 
examination yielded an incidence of gynecological disease ranging from 11.6 percent for 14 year-olds to 
29.7 percent for 17 year-olds.  The total level of pathology was 183 percent, an average of 1.8 diseases for 
each girl (Krotin, 1998).   Even if these estimates are inflated, the percentage of healthy youth women is 
only 6 to 22 percent.  The problem of disease prevalence in this population is undoubtedly severe. 

Many researchers blame the increase in disease rates mainly on the deterioration of families’ 
standards of living and the quality and nutritional balance of meals.  According to the results of a study 
conducted in the Novgorod district in the 1990s, only 40 percent of adolescents were receiving adequate 
nutrition (Vasiliev, 1995).  The most representative of the regular sampling surveys, the Russia 
Longitudinal Monitoring Survey (RLMS, 1999), which has been ongoing since 1992, revealed a clear 
tendency for the decreased consumption of fat and, to a lesser degree, protein in all age groups.  As a 
result of poor nutrition, the physiological development of children and adolescents should be abnormal.  
Indeed, according to data from the Semashko Social Hygiene and Economics and Management of Public 
Health Scientific Research Institute, the average weight of school children has been decreasing.  These 
researchers note the direct correlation between parents’ social status and the child’s morphological and 
functional development (Maksimova, 1998). 

On the other hand, the results of surveys of the reproductive behavior and health of school girls in 
Moscow (Zarubina, 1998) and St. Petersburg (Krotin, 1998) have shown that the majority of girls exhibit 
the appropriate weight for their heights and ages which is indicative of normal physiological development 
(62.2 percent in Moscow and 68.2 percent in St. Petersburg).  In Moscow, 7.6 percent of the sample were 
overweight and 1.7 percent were severely underweight (by over 10 percent).  In St. Petersburg, a 
significant deviation in physical development was observed in 14.6 percent of those surveyed.  Thus, the 
incidence of inadequate nutrition is not prevalent in the largest cities.  Therefore, associating the 
tendencies in the rates of medical consultations for illness with changes in nutrition as many authors have 
done is premature; this association has not been demonstrated empirically. 
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Adolescents’ assessment of their health, according to the results of survey data, is significantly 
higher than the assessment of medical personnel.  Of 1,000 adolescents between the ages of 13 and 16 
questioned in Kostroma district, 60.7 percent described their psychological and physical status as good, 
and an additional 15.5 percent said both were excellent.  Nonetheless, every tenth adolescent 
acknowledged suffering from a chronic disease.  The majority of adolescent girls (80.1 percent) replied 
that they had no abnormalities in reproductive health, 15.5 percent were unable to answer this question 
while 1.2 percent of adolescents noted that they suffered from diseases of this type (Sharapova, 1998).  
According to results of a survey of women aged 15–19 in Taganrog (1998), their self-assessment of their 
health status was close to that just described: 27.8 percent of the respondents said their health was good, 
50.9 percent satisfactory, and 9.5 percent said poor.4  Only 4.3 percent complained of gynecological 
diseases, and 5.1 percent complained of kidney and urinary system problems.  At the same time, 41.5 
percent of the girls acknowledged concern about their reproductive health, and every fifth girl believed 
that childbirth might be dangerous (Katkova, 1999).  It is possible that the last two figures are inflated.  
They are inconsistent with results of other authors evidently because of some peculiarity of the questions 
asked and of their phrasing in the questionnaire.  According to the RLMS, in 1996, 54.2 percent of girls 
and 62.6 percent of young men under the age of 19 considered their health good or very good, and no 
marked patterns of change were noted for the years of the survey (1994, 1995, 1996) (Nazarova, 1998). 

Adolescence is a special period for the formation of the reproductive system, the personality, and 
personal values.  In a study in Kostroma, 73.8 percent of adolescents considered health to be one of the 
primary values of life.  In that study, adolescent girls rank ordered a list of values as follows, beginning 
with the most important: education, health, feeling of freedom and independence, atmosphere in the 
family, intimate relationships, spiritual values, and physical fitness (Sharapova, 1998). Thus, we cannot 
say that young adults fail to acknowledge the value of good health, which makes the existing empirical 
data on the actual prevalence of disease a cause for serious concern.   

The increase of disease of the reproductive system in various age groups in the female population 
during the 1990s is greatest precisely in childhood and adolescence (Table 4.4).  According to MOH data, 
the number of menstrual disorders in girls age 14 and younger has increased from 1991 to 1997 by a 
factor of five; in adolescents, by a factor of 3.5; and in adults, it has doubled.  The number of acute 
inflammations in adolescent girls has increased by a factor of 5.4 compared with a factor of 1.3 in adults.5 

It is unclear, however, what is really behind this increase in the diagnoses of these diseases in 
Russia.  The data presented cannot be considered to demonstrate an epidemic of menstrual disturbances, 
nor can the assertion by some authors that during a period of social and economic crisis, psychological 
pressure increases and balanced nutrition worsens serve as a persuasive explanation of this unique pattern 
of change.  Investigators have established that there was an increase in the frequency of menstrual 
disorders even before the start of social and economic reforms and the economic crisis (Barashnev, 1991; 
Bogdanova, 1993).  Regarding this connection, data obtained by Zarubina (1998) are of interest.  
According to her findings, functional menstrual disorders occur only one-third as often in those in the age 
group 15–19 with sexual experience than in those who have not had such experience, although other 
gynecological pathologies are more frequent among sexually active girls.  The details of the studies on 
visits to doctors so frequently cited in the press are not known.  Therefore, it is uncertain whether 
pathology has truly increased or whether the data are indicative of enhanced attention to personal health 

                                                 

4 Possibly meaning that they have a chronic disease that the respondents had been told about. 

5 It should be remembered that data published on incidence of gynecological disease in different sources are not 
consistent (and discrepancies are significant), and for this reason, further studies are required. 
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and changing conditions and criteria for evaluating the public health system.  The actual prevalence of 
diseases and their diagnoses are very complex issues that are not amenable to unambiguous interpretation. 

Table 4.4:  Incidence of Initial Diagnosis of Various Diseases of the Reproductive System in 
Women per 100,000 of the Age Group 

Disease 1991 1993 1995 1996 1997 
Menstrual disorders      
Children 14 and under 23.1 30.9 89.5 104.3 115.3 
Adolescents 15–17 379.6 326.4 921.5 1,179.2  1,316.6  
Adults 205.9 234.6 328.5 386.0 404.4 
Inflammation of the ovaries and fallopian 
tubes 

     

Children 14 and under ... ... ... ... ... 
Adolescents 15–17 122.0 329.3 518.1 654.5 664.7 
Adults ... 464.0 546.3 573.4 581.8 
Source: Sharapova, E.I. Reproductive Health of Women in Russia: State, Trends, and System of Measures for its 
Improvement. Dissertation Abstract Doctor of Medical Science. Moscow: NPO for Medical and Social Research, 
Economics, and Information Technologies, Russian MOH, 1998, p. 18. 

D. Prevalence of “Social Diseases” 

The rampant growth of so-called “social diseases” increases the risk of health problems in the 
next generation and gives rise to even more concern.  Especially worrisome are tuberculosis and STDs.  
In the 1990s, the incidence of tuberculosis in adolescents more than doubled (Table 4.5).  Between 1991 
and 1997, tuberculosis of the urogenital organs increased by a factor of 2.7, of the eyes by a factor of 2.5, 
in respiratory organs by a factor of 2.1, and in bones and joints by a factor of 1.9.  The most rapid rate of 
growth occurred in young men aged 15–19.  Because there is a parallel increase in mortality from this 
disease, this is a true increase in prevalence, but the interpretation of this disproportionate increase is not 
at all simple.  Experts cite the following interrelated causes:  

Ø Increase in the number of prisoners, including those in institutions for young offenders, and the 
deterioration of living conditions in the penal system (incidence in penitentiaries is 42 times the 
average for Russia);  

Ø High prevalence of tuberculosis among refugees and forced migrants who represent a significant 
portion of the growth in the migrant population;  

Ø Decrease in efficiency of anti-tuberculosis services, including shortages of and decreased efficacy of 
available drugs;  

Ø Proportional increase in the indigent population, for whom the usual strategic and tactical measures 
used to combat tuberculosis are not applicable.   

The proportion of the population with clinically neglected forms of tuberculosis is increasing; as a 
result the number of contacts and prevalence of the disease increases, and the death rate grows. The role 
and weight of each of the factors cited is open to discussion. 
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Table 4.5: Incidence of Active Tuberculosis per 100,000 (1991–1997) 

Newly Diagnosed 
Patients 

1991 1992 1993 1994 1995 1996 1997 

Children 14 and under        
boys 8.4 8.9 10.4 11.8 13.4 13.3 14.5 
girls 8.5 8.9 10.9 12.7 13.1 13.4 15.4 

Adolescents 15–19        
boys 21.0 21.4 25.0 28.4 38.7 52.5 58.3 
girls 21.9 21.4 23.8 25.8 28.7 29.5 31.8 

Adults        
men 50.3 53.2 64.3 73.2 91.0 109.3 121.0 
women 19.6 20.5 24.0 26.0 28.5 30.7 32.5 

Source: Based on data from the Russian State Statistics Commission. 

The incidence of STDs has increased during the last decade in all countries of the world.  The 
pernicious effects of syphilis and gonorrhea on the reproductive system are well known. They include 
chronic inflammatory disease of the urogenital system, infertility, decreased health of the next generation, 
and decreased general immunity.  Because of a number of biological factors, young girls are especially 
vulnerable to STDs. Most girls who develop syphilis are schoolgirls (51.9 percent) and 30.6 percent are in 
high school, universities, or other educational institutions. Working young women account for 10.6 
percent of reported cases in this age group (Rodomanchenko, 1998). 

All authors have noted significant increases in STDs in Russia and in the Commonwealth of 
Independent States (CIS) (Gromyko, 1996; Keneva, 1997).  Between 1989 and 1996, STDs increased by 
a factor of 40 in Russia and by a factor of 15 to 30 in other countries of the former USSR (Gromyko, 
1996). The reported incidence of gonorrhea in Russia is approximately the same as the incidence reported 
by government agencies in the United States in the early 1990s, but the Russian incidence of syphilis is 
10 times that of the United States today.  (In the early 1980s, Russia had an incidence of syphilis 
comparable to the incidence in the United States today.) 

The incidence of syphilis increased in all age groups, but most rapidly in the youngest group.  In 
1996, the primary incidence of syphilis among girls aged 0–14 increased by a factor of 56.5 compared 
with 1991 figures; among adolescent girls by a factor of 42.3; and among adult women by a factor of 37.9 
(Table 4.6).  In Russia in 1997, children up to 14 years old represented 0.8 percent of persons newly 
diagnosed with syphilis, adolescents aged 15–17 constituted 6 percent, and young men and women aged 
18–19 accounted for 9.2 percent (Grebesheva, 1998).  Thus, though young adults do not constitute the 
majority of those newly developing the disease, the rampant, significant increase in the incidence in 
young adults between 1990 and 1996 is responsible for the prevalence of this pathology in the population.  
Data for 1997 and 1998 are encouraging because there was a decrease in the number of individuals of 
both sexes aged 15–19 who contracted syphilis. 
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Table 4.6: Reported Incidence of Newly Diagnosed Cases of Syphilis and Gonorrhea among 
Children, Adolescents, and Adults per 100,000 in Each Age Group (1991–1997) 

 1991 1992 1993 1994 1995 1996 1997 
Syphilis 

Children 0–14        
boys 0.1 0.3 0.6 1.4 3.0 6.2 8.9 
girls 0.2 0.4 1.1 3.4 6.9 11.3 14.4 

Adolescents 15–17        
boys 4.6 9.0 25.2 65.3 128.3 186.1 181.4 
girls 14.1 31.5 89.4 217.4 432.1 596.4 561.3 

Young adults 18–19        
men 13.0 26.8 75.2 187.0 353.1 500.3 491.9 
women 35.7 72.3 188.0 467.1 907.4 1,302.7  1,258.3  

Adults        
men 7.9 14.3 36.3 92.7 189.1 277.6 288.3 
women 6.7 12.6 31.6 80.3 166.8 253.9 268.3 

Gonorrhea (acute and chronic) 
Children 0–14        

boys   0.6 1.2 1.8 2.2 2.3 1.9 1.5 
girls 7.9 9.9 14.7 15.4 12.9 10.7 7.5 

Adolescents 15–17        
boys 211.6 247.8 355.4 333.4 283.2 236.9 190.0 
girls 302.1 385.9 484.3 371.9 296.8 225.3 175.9 

Young adults 18–19        
men 527.8 801.6 1,164.4  1,032.8  767.8 643.9 520.4 
women 749.8 977.4 1,222.9  934.2 686.1 538.3 405.9 

Adults        
men 212.1 212.1 294.3 272.4 234.6 192.7 162.7 
women 103.0 132.0 173.4 145.8 119.7 91.8 71.6 

Source: Russian Statistical Yearbook. Moscow: Goskomstat, 1999, 223–224. 

On the whole, the prevalence of STDs is closely associated with specific social living conditions, 
and for this reason, the nature of the factors that influence it differ in geographical areas. The highest rates 
of syphilis have been reported in the North Caucasus region, in the Tver, Novgorod, Leningrad, and 
Moscow regions, and also in the cities of Moscow and St. Petersburg.  In Moscow, the incidence 
increased from 24.2 to 216.2 per 100,000 people between 1992 and 1995. The highest levels of gonorrhea 
have been reported in Karelia, Komi, the Sakhalin and Murmansk regions, and St. Petersburg. 

The prevalence of STDs other than syphilis is unclear. Reports of chlamydia, ureaplasma, and 
herpes infections are growing at an increasing rate (The State of the Health of the Population of Russia, 
1999; Analytical Health Review of the Population, 1994; Vaganov, 1995), but this increase may be 
explained by improvements in recent years in the reporting and tracking of such data.  Diagnostic 
capabilities are still very limited; consequently, the true incidence of these STDs is unknown. 

Gonorrhea has always been reported, and its tendency to spread was noted long ago.  During the 
1980s, the number of 15 to 17-year-old boys and girls newly diagnosed increased more than twofold.  It 
increased in 18 to 19 year-olds by a factor of 1.4 for every 100,000.  Beginning in 1994, however, the 
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reported incidence of gonorrhea has been decreasing.  Compared with the peak years, by 1996, incidence 
had dropped 30 percent for girls under 14, 53 percent for adolescent girls, and 48 percent for adult 
women.  In 1997, there were fewer newly diagnosed gonorrhea patients than in 1991.  Thus, the long 
established relationship between the incidence of syphilis and gonorrhea appears to have been disrupted: 
the incidence of syphilis is increasing while that of gonorrhea is decreasing.  There are again reporting 
problems, however, which conceal the true levels and dynamics of the prevalence of these pathologies.  
Gonorrhea is generally less severe than syphilis and can be cured even by self-treatment.  The chances of 
bypassing the state health care system and reporting mechanisms have grown immeasurably in modern 
times compared to the Soviet period when the official health care system had a monopoly on treatment. 

The increase in STDs in Russia is associated with the new phase of the sexual revolution and the 
scarcity of prophylactic measures to address the problem.  Russia has proved to be unprepared for the 
liberalization of sexual relationships.  As the network of commercial medical facilities and the number of 
physicians in private practice have expanded, patients with STDs have started to seek treatment there 
anonymously.  Unfortunately, specialists consulted are not always appropriately trained to deal with 
STDs, leading to insufficient treatment, exacerbation of the course of the disease, and misdiagnosis.  If 
the STD incidence in the country is to be reduced, it would be desirable first to introduce special licensing 
for private clinics and physicians for diagnosis and treatment and also set up new forms of out-patient 
monitoring of high-risk groups. 

Fearing that the nature of their illness will become known, patients frequently try to cure 
themselves by following advice from acquaintances or non-specialists.  This has a major impact on the 
prevalence of the pathology and on the deterioration of reproductive health overall.  Evidently, the weak 
efforts in the 1990s to identify the sources of infection, coupled with the decrease in legal and 
administrative prosecution of individuals refusing treatment, were not unimportant.  According to official 
MOH data, the proportion of patients who were infected by unidentified sources not compelled to seek 
treatment among the total population of newly diagnosed patients with syphilis increased from 20 percent 
in 1985 to 68 percent in 1994.  The corresponding percentages for gonorrhea were 52 and 82 percent.   

One frequently cited cause of the increase in STDs is the spread of prostitution, but this has not 
been confirmed by specific sociological and epidemiological studies.  First, it is not known to what extent 
the absolute and relative prevalence of prostitution has actually increased or what the ratio is of open and 
concealed forms of prostitution.  Second, it is not known to what extent professionalism (which implies 
more responsibility for health and medical control) has covered this trade.  (Professionalism is known to 
be a decisive factor in limiting the spread of STDs.) 

The most serious STD is, of course, HIV/AIDS. Until recently, the outlook on HIV was relatively 
optimistic.  During the last few years, however, the virus has been spreading at a high rate, although the 
rapid increase in this parameter may be associated with improved diagnostics. The first case of HIV 
infection in Russia was detected in 1987.  In 1995, 196 Russians were diagnosed with HIV; in 1996, the 
number was 1,546. By early 2000, the MOH had registered about 27,000 cases of HIV infection, with 
over half of these cases presenting themselves in 1999.  Young people 15 to 29 years of age accounted for 
75 percent of newly infected persons.6  More than 70 percent of HIV infections were contracted by drug 
addicts. 

Alcoholism, smoking, and drug addiction are also considered indicators of social problems (Table 
4.7).  According to various studies, 59.5 percent of adolescent boys smoke, 61.6 percent have tried  

                                                 

6 Data provided by the Russian Ministry of Health 
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alcohol, and 20.3 percent have tried narcotics (Annual Federal Report on the Welfare of Children…, 
1997).  A survey of girls in the eighth grade in St. Petersburg found that 13.3 percent reported using 
alcohol regularly, 27.8 percent smoked, and seven percent had tried narcotics (Krotin, 1998).  The mean 
age for boys to start smoking is 11.3; girls start on the average by age 13.5.  Comparable ages for alcohol 
use are 12.5 and 12.9 years, respectively, and for narcotics are 14.2 and 14.5.  The number of adolescents 
dependent on narcotics increased by a factor of 10.8 over the period 1991–1996 (Annual Federal Report 
on the Welfare of Children…, 1997). RLMS data register a slight decrease in percentage of adolescents of 
both sexes regularly using alcohol from 24.7 percent in October 1995 to 17 percent in November 1998.  
The number of adolescent smokers of both sexes according to the same source was 15.2 percent in 1998, 
a slight drop from 1992 levels. Consumption of alcohol dropped from 2.5 liters of pure alcohol per person 
aged 14 to 18 years in 1993 to 0.6 liters in 1998 (RLMS, 1999). 

 Table 4.7: Incidence of Alcoholism and Drug Addiction among Adolescents 15 to 17 
Years Old per 100,000  

 1988 1992 1995 1996 
Alcoholics:     

newly diagnosed  25.5 9.1 12.3 10.5 
previously reported  18.7 13.4 16.9 16.3 
alcohol abusers 821.5 635.2 1,183.6  848.6 

Narcotic addicts:     
newly diagnosed  9.6 4.5 40.8 59.6 
previously reported  9.9 7.1 46.5 74.4 
drug substance abusers 59.7 53.6 135.5 168.1 

Non-narcotic substance addicts:     
newly diagnosed  13.0 10.5 11.4 16.9 
previously reported  9.2 29.1 23.9 34.4 
non-drug substance abusers 157.3 129.7 132.2 163.5 

Source: Yegorov, et al. “Narcotics in Russia” (from official medical statistics for 1996). The Russian Medical 
Journal. 1998: 6(2), 109–114. 

According to data from the State Scientific Center for Study of Drug Addiction of the Russian 
MOH, the greatest number of adolescents newly diagnosed with alcoholism was noted in 1988—at the 
very peak of the anti-alcoholism campaign—when they comprised 25.5 per 100,000 of the adolescent 
population.  In 1992, the rate was 9.1; in 1995, it was 12.3, and in 1996, it was 10.5 (Table 4.7). This 
decrease in the number of patients with alcoholism was, however, associated with the increased 
consumption of narcotics in teenage society (Yegorov et al., 1998). 

Experts relate the rapid increase in teens addicted to narcotics and non-narcotic substances with 
the beginning in Europe in the 1960s of a kind of unique “substitution” of one epidemic for another, i.e., 
the shift from the traditional usage pattern to the so-called youth culture pattern.  Between 1988 and 1997, 
the number of newly diagnosed narcotic and non-narcotic substance addicts among adolescents aged 15 to 
17 years (per 100,000) increased by a factor of 3.8 (calculation based on Health of Women in Russia, 
1998).  Adolescents aged 15 to 17 years constituted more than one-tenth of all newly diagnosed narcotics 
addicts and one-third of all newly diagnosed non-narcotic addicts in 1997.    In 1994, nine percent of the 
drug addicts were students, but in 1995 this figure reached 21 percent (Illicit Drugs, 1997). 

According to a survey conducted by St. Petersburg sociologists in 1997 on 7,500 young adults, 
38.8 percent were identified as having tried narcotics at least once (Kolesnikova, 1998). The results of a 
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study of young adults in Samara region showed that the maximum usage of narcotics occurred between 
the ages of 16 and 19.  If the mean proportion of those having tried narcotics at least once in the whole 
population of Samara is set at one, then the proportion of such users among youth is 2.19.  Compared 
with the age group under 20, the number of individuals in their late 20s who tried narcotics decreased by 
one-fourth (from 30 percent to 23 percent), while the number of users dropped from 9 to 3 percent, a 
factor of three (Keselman, 1998).  

E. Conclusions 

In Russia, the overall mortality rate of adolescents and young adults is high compared to that in 
other developed countries. The trend this indicator has shown in the 1990s is also very troubling.  The real 
concern is the causes of these deaths. Maternal mortality remains high though numbers have decreased 
somewhat, mostly because fewer women die from abortions.  The rate still cannot compare with that of 
other developed countries.  The consistent rate of maternal deaths from puerperal infections and from 
certain other complications of pregnancy and childbirth is cause for concern. 

Existing data on the incidence of disease among adolescents demonstrate deterioration in this area 
in recent decade.  It is impossible, however, to determine to what extent the decline was the result of 
improved diagnostics, changes in the disease reporting system, structural changes in the medical care 
system, or behavioral changes in the general population.  The statistics cited on increased incidence of a 
number of diseases and pathologies seem suspicious; it is not impossible that they are, in fact, artificial.  
Yet, adolescent morbidity from STDs, tuberculosis, and narcotic addiction, has increased enormously 
without a doubt. 
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V.  LEGISLATION AND REPRODUCTIVE HEALTH CARE 
FOR ADOLESCENTS 

This section reviews the legislative basis and existing health care system for adolescents in the 
field of reproductive health. The findings are as follows: 

1) During the 1990s, a number of significant measures were taken to improve reproductive health, 
including the adoption of The Foundation of Russian Federation Legislation on Health of Citizens 
and the federal Family Planning Program. A national family planning service was established for the 
first time. 

2) Many sociological surveys suggest that the existing system of reproductive health care does not 
always meet the needs of teenage girls. 

3) Measures taken to improve reproductive health care system (not just for adolescents) are opposed by 
certain groups of society. 

A. Legislative Basis and State Policy on Reproductive Health 

Several important documents supporting the implementation of government public health policies 
were ratified in Russia in the 1990s.  Among them were the United Nations Convention on the Rights of 
the Child, the Convention on the Elimination of All Forms of Discrimination Against Women, and the 
World Declaration on the Survival, Protection, and Development of Children.  Taking these into account, 
a decree of the Russian president (No. 942, dated September 14, 1995) approved the main thrusts of 
government social policies for improving the status of children until 2000.  It defined priorities in 
maternal and child health protection based on the WHO Health for Everyone by the Year 2000 program.  
Priorities for maternal and child health services, including reproductive health, have also been outlined 
based on the principle of the interdependence of the two. 

In Russia, the Constitution and the main provisions of the Russian health care laws secure the 
right of individuals, including adolescents, to health care.  Article 7 of the Russian Constitution states that 
“In the Russian Federation, the government shall provide employment and health care…shall support the 
family, motherhood, and fatherhood…develop and maintain the social services network, and guarantee 
social protection.”  Article 38 guarantees government protection for mothers, children, and the family.  
Article 41 establishes the right of an individual to health and free medical care and states that in Russia, 
“federal programs shall be funded for the protection and strengthening of public health, steps shall be 
taken to expand federal, municipal, and private health care systems, and activities which contribute to the 
strengthening of public health shall be encouraged…” 

The Foundation of Russian Federation Legislation on Health of Citizens (No. 5487–1, dated July 
22, 1993, amended March 2, 1998) defines the constitutionally mandated rights of citizens  to health care.  
Therein, provisions are made for the right to free counseling as required by medical necessity, family 
planning, social diseases, and medical and psychological aspects of marital and family relations.  In 
keeping with these laws, women’s health protection services have been set up in Russia to provide 
accessible, high-quality medical care for pregnancies, births, and gynecological disorders. 

The issues surrounding the protection of women’s and children’s health are studied at the federal 
level by the Interagency Commission on Public Health, by the Presidential Commission on Women’s 
Affairs, Family, and Demography, by committees on health care and social policies in the state Duma and 
the Federal Assembly and other organizations.  Government reports on the state of public health have 
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been published since 1992, and a report entitled On the Welfare of Children in the Russian Federation has 
been released on an annual basis since 1994 with the assistance of UNICEF. 

Government social policies pertaining to women and children are presently governed by Decree 
No. 712 of the President of the Russian Federation, dated May 14, 1996, and titled On Government 
Family Policies.  A general approach to improving the status of women in Russia was adopted by 
Resolution No. 6, dated January 8, 1996.  A national action plan, “Improving the Status of Women and 
Elevating Their Role in Society Before the Year 2000,” was approved under Resolution No. 1032, August 
28, 1996.  It incorporates proposals from the MOH. 

The Russian Duma has passed laws aimed at protecting the health of pregnant women as well as 
decreasing the rate of pregnancy and birth complications.  Pursuant to these laws, assistance to women 
who register with medical facilities in the early stages of pregnancy (up to 12 weeks) has been raised 
twofold to 100 percent of the minimum wage.  Furthermore, paid pregnancy and birth leave have been 
increased by 14 days for mothers having multiple births.  The Labor Code of the Russian Federation has 
secured the right of pregnant women to schedule medical examinations during working hours without 
losing pay. 

The Concept for Improving the Status of Women in the Russian Federation defines strategic 
objectives and basic approaches for achieving them.  In particular, it proposes that “an effort be made to  

Ø Strengthen women’s health as well as create conditions that favor exercising women’s reproductive 
rights and safe motherhood.  

Ø Develop the women’s reproductive health care system, the primary health care system that would take 
into account different health priorities and requirements for women of different age groups, as well as 
expand specialized medical care for women and young girls.  

Ø Ensure federal financing of free medical care to women and children.  
Ø Develop public education programs that would provide women and young girls with information on 

the hazards of alcohol and drug abuse, as well as rehabilitation programs and recovery care for 
individuals suffering from alcoholism and drug addiction.” 

The implementation of government family policies, specifically those which deal with maternal 
and child health, is evident in federal programs, such as the Safe Motherhood, Family Planning, and 
Disabled Children programs that are a part of the Children of Russia Program approved by the 
Presidential Decree No. 1696 (August 18, 1994).  These programs defined basic measures at the federal 
and regional levels for the birth of wanted, healthy children as well as for the prevention of morbidity and 
mortality among mothers and children.  The coverage of the Children of Russia Program was extended to 
the year 2000 by Resolution No. 1207 (September 19, 1997) and by Presidential Decree No. 29, dated 
January 15, 1998. 

One major section of the federal Family Planning Program consists of reproductive health care 
for adolescents and young adults, including sex education.  Within the framework of this federal program, 
the Russian Ministry of General and Vocational Education, in cooperation with the MOH, has developed 
sex education programs for children and adolescents, as well as curricula for students at teachers’ training 
colleges and institutes for the advanced training of educators. 

Implementation of the Family Planning Program, in fact, created family planning service in the 
country (Table 5.1).  Family planning and reproductive health facilities have been set up in all areas; 
approximately 300 centers are presently in operation under the supervision of the MOH.  A territorial 
model of a family planning service center has been created in the Udmurt Republic.  Using program 
funds, these centers have been outfitted with state-of-the-art equipment, and in recent years, qualified 
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personnel have been trained.  Considerable effort has been put into public information campaigns on 
family planning.  More than 40 publications (two million copies) and 750 videocassettes have been 
distributed in Russia along with the journals Family Planning and Obstetrics and Gynecology Herald.  
Since 1994, there are regular programs on TV and radio that deal with issues of reproductive health 
(Federal Report on the State of Health, 1999). 

Table 5.1: Numbers of Maternal and Child Specialized Health Care Facilities in the Russian 
Federation 

Type of Facility 1993 1994 1995 1996 1997 
Women’s reproductive 
health consultative services 

1,938 1,977 1,979 1,999 2,027 

Independent perinatal 
centers 

– – 5 5 7 

Clinical and diagnostic 
centers for children  

– – 11 11 11 

Family planning and 
reproduction centers 

– – – 209 296 

Including independent 
facilities 

– – – 29 30 

Source: Federal Report on the State of Health of Population of the Russian Federation in 1997.  Healthcare in 
the Russian Federation. 1999: 2, p. 18. 

Under these federal programs, 61 pediatric centers and 14 medical pedagogical centers were 
opened, and the number of independent children’s clinics and day-only inpatient clinics for children 
increased.  A genetic service as well as rehabilitation and recovery wards for children and adolescents 
were set up in major regional population centers, and the first republican sanatorium and health resort for 
the rehabilitation of reproductive dysfunction among teenage girls and other patients was organized 
(Federal Report on the State of Health…, 1999).  Modern facilities such as the Center for Mother and 
Child Health in Yakutsk, the Children’s Medical Center in Kazan, and the Children’s Comprehensive 
Hospital in Ulianovsk were built. 

Federal maternal and child health care programs are far from fully funded (Table 5.2).  
Furthermore, when a campaign against the Family Planning Program was supported by the state Duma in 
1998, funding for it was eliminated from the federal budget as a separate item. 

Table 5.2: Federal Program Financing*  

Program name 1993 1994 1995 1996 1997 1998 
Family planning 1,0 22,8 

(85,7%) 
20,52 

(100%) 
23,57 

(91,1%) 
4,18 

(38%) 
– 

Safe 
motherhood** 

– – 0,95 1,25 2,39 1,65 
(5,6%) 

*In millions of rubles (in 1998 prices factored by denomination and in % of the budgeted federal funds). 
**In 1995–1997 only research was financed. 
Source: Gavrilova et al. Healthcare and Women’s Reproductive Health. Family Planning, 1999: 1, 8–10. 

Government efforts to prevent social diseases are presently taking on special importance.  A 
federal program called “Program for Preventing the Spread of the Disease Caused by the Human 
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Immunodeficiency Virus in the Russian Federation dur ing 1996–1997 and during the Period up to the 
Year 2000” (Anti-HIV/AIDS) was developed and approved under Resolution No. 540 on May 1, 1996, 
setting the foundation for a public education system to disseminate information on ways to prevent HIV 
infection.  In particular, the program states that “the most accessible and effective means for preventing 
this disease are raising the general morals and strengthening sex education especially among young 
people, as well as using individual means of protection, and providing the public with information on 
available preventive measures.” 

The fact that MMRs in Russia remained at a high level compared to other developed nations 
contributed to the development of resolutions and programs aimed at their reduction.  Among these was a 
resolution of the government of the Russian Federation (No. 567, May 8, 1996) that established a list of 
social indications for induced pregnancy termination to protect a mother’s health. 

The experience of St. Petersburg clearly demonstrates that the combined efforts of medical 
personnel, local social organizations, and the mass media can reduce maternal mortality.  This city was 
included in the Health in European Cities Project in 1991.  At that time, the MMR was 70 deaths per 
100,000 births.  As a result of comprehensive measures aimed at preventing mortality from illegal 
abortions, the rate dropped more than twofold to 31 deaths per 100,000 births by 1997 (Stephenson, 
1997). The measures included the distribution of modern contraceptives and of information about them, 
the creation of specialized health services for adolescents, and the training and continuing education of 
the personnel employed in them. 

During the 1990s, a network of public, non-profit organizations appeared in Russia to address 
problems of women’s reproductive health. Among the organizations were the RFPA, with more than 50 
offices all over the Russian Federation; the Russian Society for Contraception with more than 40 branch 
offices; Woman’s Future (an international women’s foundation); the Family and Health International 
Association; the International Mother and Child Health Care Foundation with 37 branch offices; the 
Russian Association for Prevention of STDs (SANAM); and several others.  In cooperation with 
government-owned family planning facilities, their efforts to reduce the number of abortions, especially 
illegal abortions, and improve the mix of contraception achieved tangible results, although there is still a 
great deal of work to be done.  

The RFPA, supported by a number of international organizations, implemented such projects as 
“Reproductive Healthcare and Sex Education Services,” which established youth centers in Moscow, 
Tula, and Stavropol.  Another project called “Sex Education and Reproductive Healthcare for 
Adolescents” surveyed 14 to 17 year-olds in the Astrakhan, Smolensk, and Ulyanovsk regions.  RFPA 
conducted its own sociological study titled “Social and Psychological Aspects of Abortion in Russia: 
Abortion Through a Woman’s Eyes” (Grebesheva et al., 1995). RFPA also succeeded in developing the 
Basic Family Planning and Healthy Lifestyle Manual for professionals, as well as a manual for the 
program, titled For Those Who Work With Teenagers (Grebesheva, Kamsiuk, 1999).  The association 
publishes brochures, booklets, and educational videos for teenagers, their parents, and teachers. 

B. The State of the Reproductive Health Care System for Adolescents 

According to MOH data, a network of gynecological care facilities for girls and young women 
now exists in the country (Gavrilova, 1996).  In 1959, a pediatric and adolescent gynecology department 
was opened at the All-Union Scientific Research Institute of Obstetrics and Gynecology of the USSR 
MOH in Moscow.  During later years, offices or specialized wards offering gynecological services for 
children and adolescents were opened in many regions of Russia, primarily within children’s clinics.  
Today, pediatric and adolescent gynecology offices exist in all oblast and krai (regional) centers with 
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populations of 300,000 to 500,000.  Gynecology departments for girls over 14 exist at local women’s 
consulting centers or at family planning and reproductive health centers.7  However, there are still very 
few specialized family planning centers for adolescents.  Kagirova and Shtulberg describe the positive 
experience in the Altai Republic (Kagirova, 1997) and in Moscow (Shtulberg, 1998) of including a 
pediatric gynecologist on the staff of children’s clinics who, in addition to diagnosing and treating 
children, offers them training in the use of contraceptives.  Local governments have organized youth 
centers in more than 10 regions of the Russian Federation.  The positive experience of the Yuventa  teen 
center in St. Petersburg is known around the country, as is the medical-pedagogical school in Yaroslavl. 

A Center for Adolescent Reproductive Health Services opened in Chelyabinsk in 1993 in a 
women’s consulting center (Briukhina et al., 1998).  Here, young women are attended by a psychologist 
and two physicians who have undergone special training and offer adolescent gynecology services.  The 
center’s work has been organized in such a way that the clients go directly from the waiting room to the 
physician, bypassing the receptionist.  Furthermore, their case histories are kept in the doctor’s office 
rather than at the registration desk.  The center also offers anonymous counseling, examinations before 
the termination of unplanned pregnancies, post-abortion rehabilitation, assistance to rape victims, and 
care to individuals who have experienced contraceptive failure.  Counseling at the center is performed by 
the staff from the obstetrics and gynecology department of the Ural State Medical Academy for 
Continuing Education. 

The Chelyabinsk Center has the latest information, visual aids, pamphlets, and booklets for 
adolescents.  Seminars and lectures for young women are held at the center on such topics as problems in 
puberty, personal hygiene, contraception issues, and STDs.  The center works in cooperation with the 
regional Anti-AIDS Charitable Foundation, the telephone hotline, the Center for Pediatric and Adolescent 
Gynecology, the Family Planning Center, and the district women’s counseling centers. 

Despite the large number of organizations that are mandated to provide free health care to women 
and children and the laws and regulations that guarantee their rights to free care, many in reality do not 
receive it.  In particular, the need for women to pay for prenatal care and abortions is on the rise.  A 
survey of 15 to 18-year-old women who had abortions in the Saratov regional town of Balakovo showed 
that 74 percent had to pay for them (Amirova, 1996).  According to the RWRHS, during 1994–1996, only 
35 percent of all induced abortions were provided free of charge in Perm (RWRHS, 1996). 

The task of developing and adopting adolescent medical care standards and practices at the 
federal level remains an urgent one.  Many sociological surveys suggest that the existing system of 
gynecological care does not always meet the needs of teenage girls (Gulevskaya, 1992; Amirova, 1996; 
Zarubina, 1998; Katkova et al., 1999).  The MOH recommends that all young women 15 to 18 years of 
age have preventive gynecological examinations yearly, but in practice such visits are quite irregular 
although the MOH reports suggest otherwise (Table 5.3).   Those who do visit a medical clinic might not 
be examined by a gynecologist if one is not included in the list of required physicians. 

                                                 

7 On January 1, 1999, the board of the Russian MOH made the decision to transfer adolescents up to 17 years of age to 
the pediatric service (children’s clinics). 
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Table 5.3: Preventive Medical Visits for Teenage Women 15–17 Years old 

 1994 1995 1996 1997 
Total who should have office visits 
(in thousands) 

1,753.9  1,712.6  1,668.8  1,630.3  

Actually had office visits (in 
thousands) 

1,608.1  1,568.3  1,526.0  1,506.7  

% of the total 91.7 91.6 91.4 92.4 
% of hospitalized girls 4.4 4.5 5.0 5.5 
% of girls sent to medical resorts  1.1 1.2 1.1 1.3 
% of girls who had surgery (of the 
total number who required surgery) 

71.4 78.1 80.5 73.3 

Source: Health of Women of Russia. Analytical Paper by the Presidential Commission for Women’s Affairs, 
Family and Demographics and the International Fund for Women and Children Health. Moscow: 1998. 

Approximately one-half of the young women surveyed in Moscow in 1988 had never visited a 
gynecologist (Gulevkaya, 1992).  A survey of 15 to 17-year-old Moscow women conducted in the mid-
1990s once again revealed that approximately one-half of the young women had not been to one.  Forty 
percent indicated that they would only go in the event of extreme need, and 12 percent said that they were 
too shy to go (Zarubina, 1998).  The reasons given by teenagers for not visiting a gynecologist included 
the following: “I am not sure that I will be properly understood by the doctor,” “shyness,”  “doctors do 
not talk to teenagers about these things,” and “I am afraid that my parents will find out about the visit.” 
(Grebesheva et al., 1990; Gulevskaya, 1992). 

An analysis of medical records revealed that the main reasons adolescents came to women’s 
counseling centers were for treatment of gynecological disorders (37.3 percent) and prenatal care (37.8 
percent), while only 0.7 percent came to obtain advice on contraception (Gulevskaya, 1991; 1992).  
During the 1980s and 90s, friends were named as the main source of information on contraceptive devices 
and methods, with television, movies, and special literature taking second place.  A small number of 
teenagers receive family planning information from their parents, while the fewest of all get it in school or 
from medical professionals. 

Still, according to a 1998 sociological survey of St. Petersburg schoolgirls, the two most popular 
sources of information about women’s physiology, health, and STDs were parents and specialized 
literature.  Medical professionals and teachers were at the bottom of the list according to this and other 
survey data (Krotin, 1998).  The role of physician in the dissemination of information on contraception 
appears to be increasing.  For example, in the mid-80s only 3.8 percent of Moscow women aged 15 to 19 
obtained information on sexual issues and contraceptives from medical professionals (Perminova and 
Sotnikova, 1993), while in the mid-90s this figure was 8.8 percent among teenagers surveyed in Ryazan 
(Konovalov, 1997), 20 percent in Moscow (Zarubina, 1998), and 27.4 percent in Kostroma (Sharapova, 
1998). 

Most of the adolescents surveyed in different regions at various times stated that they were in 
need of medical counseling and care and would prefer to receive family planning information from 
medical professionals (Gulevskaya, 1991; 1992; Katalova and Bogatova, 1997; Zarubina, 1998).  Such 
assistance, however, would have to be provided at special teen centers rather than at adult clinics, and it 
would have to be confidential.  Of the female students in grades 9 through 11 in the Ivanovo region, only 
13 percent of those surveyed felt they might visit a women’s counseling center, while 70 percent said they 
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would visit a teen center.  At the same time, 90 percent of the respondents indicated a need for 
psychological and sex counseling before entering into sexual relations (Katalova and Bogatova, 1997). 

Medical and psychological care related to the prevention of unwanted pregnancies must be 
accessible to adolescents. Service providers need to ensure an individual approach to each client to choose 
appropriate contraceptives that take into account health and reproductive behavior.  Physicians, 
obstetricians, and gynecologists who have been specially trained to assist young patients must provide 
counseling.  Adolescents must be provided with information concerning the existence and accessibility of 
medical counseling youth centers.  An essential condition for the operation of such centers must be 
guaranteed confidentiality, as well as a benevolent and tactful attitude on the part of personnel.  
Shcheplyagina et al. (1998) feel it is advisable to set up regional pediatric/adolescent clinics to provide 
assistance to children from 10 to 18 years of age as they reach sexual maturity.  Such help should be 
offered on an outpatient basis and at home through professional examinations, clinical observations, and 
screening programs.   

C. Conclusions 

During the 1990s, several significant measures were taken to improve reproductive health.  At the 
federal level, the most important were the 1993 passage of The Foundation of Russian Federation 
Legislation on Health of Citizens and the 1994 adoption of the Family Planning Program.  The interest 
shown by the mass media in this area has increased dramatically.  NGOs, among which the RFPA 
occupies a prominent position, have become active as well.  

The posit ive changes in medical and social services for women in Russia that took place in the 
1990s should be noted.  For example, a national family planning service was established for the first time.  
Accessibility to qualified counseling for adolescents increased significantly.  In addition, traditional 
counseling and diagnostic services began to focus more on adolescents.  Many sociological surveys, 
however, suggest that the existing system of reproductive health care still does not always meet the needs 
of teenage girls. 

Despite the obvious efficacy of the measures taken, they were opposed by certain groups of 
society.  The Family Planning Program was eliminated from the 1998 federal budget by the state Duma as 
a separate item, and biased, negative information about sex education targeted for young people began to 
appear in the mass media.  Executive agencies at various levels temporarily stopped the adoption of 
special curricula by the schools. 
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