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Abstract
Background
Postpartum depression (PPD) is recognized as the major public psychological health issue that affects
13% of women at postnatal period worldwide (O’Hara and Swain, 1996). Currently, there is a lack of
information about the state of PPD in Kazakhstan, Central Asian country with population of 17.8
million. To bridge this gap, PPD prevalence and risk factors among women in Astana, the capital of
Kazakhstan, were evaluated.
Methods
A consecutive sample of women who gave birth within past 12 months were recruited in two major
outpatient clinics of Astana, Republican Diagnostic Center and National Research Center for Maternal
and Child Health. Participants of this ongoing cross-sectional study completed an anonymous self-
reported questionnaire collecting sociodemographic and medical data. Maternal depression was assessed
using the translated and adapted Kazakh and Russian versions of the Edinburgh Postnatal Depression
Scale (EPDS). The EPDS score >13 was considered as PPD indicator. Potential associated factors were
identified using bivariate tests and multivariate logistic regression.
Results
28.65% of 178 participants had EPDS score >13 (u=10.09, 6=5.23). Notably, the following variables
remained significant predictors of PPD after adjusting for confounders. Poor relationships with mother-
in-law and lack of partner’s support in household duties remained significant (OR 2.39, 95% CI 1.482-
3.841 and OR 2.22, 95% CI 1.402-3.512, respectively). Women with PPD were more likely to have less
number of children (p=0.002), inadequate partner’s assistance in household duties (p=0.001), poor
relationships with mother-in-law (p<0.001), and had previously been diagnosed with depression

(p=0.050).



Conclusion

The estimated prevalence of PPD among Kazakhstani women exceeds the reported average PPD
prevalence in Western countries. Frequently unreported family factors, that are attributable to the
Kazakh culture were discovered, including relationships with partner and in-laws. Effective intervention
strategies are necessary to strengthen the psychological health of mothers in Astana and Kazakhstan as a

whole, targeting not only mothers, but also social family relationship  norms.



1 Introduction

Pregnancy and early years of motherhood are the periods of the increased vulnerability for
mothers. Going through these times, mothers undergo the significant physiological and psychological
changes. It is of no surprise, that a large portion of women develop various depressive disorders —
conditions, that not only affecting mother’s health, but also severely jeopardizing the child’s well-being,
by impairing new mother’s ability to cope with daily activities. Both antenatal and postnatal mental
disorders are highly prevalent, affecting approximately 1 in 10 and 1 in 7 women respectively (Fisher
et.al.,, 2012). According to Stewart et.al. (2003), public health specialists distinguish three forms of
postnatal mental disorders: the blues, postpartum depression (PPD) and postpartum psychosis. Among
these three diseases, the PPD has the highest prevalence (ibid.).

Postpartum depression (PPD) is the moderate psychological condition, characterized by
prolonged low mood, anxiety and fatigue during the first 12 months after giving birth. The World Health
Organization (n.d.) estimates the worldwide prevalence of PPD as 13%, while in developing countries,
this percentage increases to 19.8%. A large pool of evidence suggests that PPD may have various
negative health outcomes both for mother and child. A child whose mother suffered from PPD is more
likely to have various behavioral, cognitive, physiological and psychological issues, that were shown to
appear not only in infancy, but also in later stages of life, up to adolescence. For mother, PPD effects are
researched far less thoroughly and include a higher risk of chronic depression (Stewart et.al., 2003),
adverse physical health, complications in relationships with partner (Mitchell et.al., 2011).

2 Literature review

The susceptible mentality of women in postnatal period was cited in medical literature as early as

1904, by German psychiatrist Emil Kraepelin (1904), who referred to it as “Puerperal Insanity”.



However, the problem of maternal mood was not in the spotlight of medical professionals until late
1950s. Prior to that period, the first half of 20" century can be characterized by the gradual rise of the
pressure on mothers from numerous researchers, proposing their views on the best motherhood practices
(Held and Rutherford, 2012).

Fortunately, second half of 20™ century marked the gradual increase in the attention to the
maternal mental health in the medical community along with the overall growing recognition of
importance of psychological health (Bergler, 1959). The factors related to PPD were studied in greater
detail. Attempts to evaluate the degree of the mental condition were made by different scientists.
Notably, Rees (1971) revealed that the incidence of depression does not reduce during the first 12
months after birth.

A large variety of techniques for treatment of the depressed women was analyzed. Kleinberg
(1977) demonstrated the utmost importance of emotional state of mothers for the “competent child
care”. The idea of emotional, rather than somatic nature of PPD was strengthened by revealing the
importance of social support and life-events on the incidence of depressive conditions (O’Hara, et.al.,
1983, Hopkins et.al., 1984, Cutrona and Troutman, 1986).

Most notable works of the field of PPD include a massive survey of risk-factors of PPD by
O’Hara and Swain (1996) and Beck’s studies of predictors and effects of PPD on child development and
interactions between mother and child (1998, 1996, 1995). The compilation reinforced the evidence of
emotional character of PPD, highlighting the fraught life events, depression history, poor relationships
with partner and inadequate social support as the major predictors of PPD (O’Hara and Swain, 1996).
The weakness of socioeconomic status as a PPD risk-factor was underlined as well. The meta-analysis

by Beck (1995) compiled the knowledge about mother-infant relationships between 1983 and 1993. It



was concluded that the positive emotional feedback is not created between infant and depressed mother,
denying woman enjoyment of motherhood, while negatively affecting child’s behavioral development.
The subsequent, though, revealed only weak effect of PPD on the further cognitive and behavioral
development indicators, such as hyperactivity, aggression and neuroticism (Beck, 1998).

Interestingly, the prevalence of PPD was estimated as 10% (Rees, 1971), showing that the
modern PPD prevalence in developed countries remains at approximately the same level as in 1970-s.

2.1 Modern state of PPD

2.1.1 Predictors

Despite the large number of studies describing the factors associated with PPD, the etiology of
the disease remains unclear. Nevertheless, the research body suggests the following risk factors:

e Previously diagnosed depressive disorders (Lanes et.al., 2011, Riisénen, 2013)

e Stress levels during pregnancy (Lanes et.al., 2011, Réisénen, 2013)

e Auvailability of social support (Lanes et.al., 2011, Sword et.al., 2011, O’Hara and Swain, 1996)
e Relationships with partner (O’Hara and Swain, 1996, Wu et.al., 2012, Valentine et.al., 2010)

e Immigrant status (Lanes et.al., 2011, Falah-Hassani et.al., 2015)

e Childbirth complications (Rdisédnen, 2013, Sword et.al., 2011)

o Stressful life events during or after pregnancy (Réisénen, 2013, O’Hara and Swain, 1996)

e Genetic predisposition (Mitchell et.al., 2010)

Despite the factors, commonly found in general population, there is a high degree of disparity
between the studies conducted in different countries around the globe. For example, Miyake et.al.
(2011), Mayberry et.al. (2007) and Patel et.al. (2002) report protective effects of employment in,
respectively, Japan, United States and Goa (India), whereas Tannous et.al. (2008) found no such
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association in Brazil. Unemployment exhibited protective effect in studies by Inandi et.al. (2002), Jardri
et.al. (2006) and Rubertsson et.al. (2005) in Turkey, France and Sweden, respectively.

Similar discrepancy is observed in several other factors. For example, the caesarian section was
found to increase the probability of the PPD in prospective cohort study of Sword et.al. (2011) and
review of Lobel et.al. (2007), while the earlier cross-sectional study of Chen and Wang (2002) and
longitudinal study of Durik et.al. (2000) did not find significant associations.

2.1.2 Interventions

In recent years, a wide range of interventions to prevent or treat PPD were researched. Two
major types of interventions can be pinpointed: psychological and pharmacological. Psychological is the
most popular type of interventions in literature (Sockol et. al., 2011). There are two major types of
psychological therapies used in treatment of depressive symptoms — the interpersonal psychotherapy
(IPT) and cognitive behavioral therapy (CBT). Several unconventional treatment techniques are present
in literature as well, such as non-directive counseling, psychodynamic therapy, mother-infant therapy
group and manualized supportive psychotherapy (Sockol et.al., 2011). Due to the lack of research
present in literature, further research is necessary, before more accurate conclusions may be drawn.

From the perspective of antidepressant medication, PPD can be viewed as a subcategory of
major depression (Fitelson et.al., 2011). The major pharmacological concerns peculiar to PPD are the
change in digestive patterns, breastfeeding, mother’s lifestyle requiring constant care for the baby, as
well as negative view of antidepressants in society (ibid.). The scarce research body suggests that intake
of fluoxetine and paroxetine may reduce the depressive symptoms in postpartum women (ibid.). The
hormonal treatment is another vector of pharmacological treatment of postpartum depression. The

hormonal treatment of the PPD had shown significant improvements in non-breastfeeding women who



were given estrogen (ibid.). Nevertheless, pharmacological treatment of PPD requires high-quality
studies to make definite conclusions, with the control for placebo and consideration of long-term effects.

2.1.3 Effects

A large body of research had been produced to address the effects of untreated PPD on mothers,
children and families. From the perspective of parents, the following primary effects of PPD are
prevalent: slowed cognition and physical movement, fatigue and enervation, unhealthy sleep and
nutrition patterns, problems in concentrating and decision making, and thoughts about suicide and
infanticide (Letourenau et.al., 2012). Although the healthy individuals may experience these symptoms
intermittently, their consistent exhibition during prolonged time (14 days or more) is considered a
depressive disorder.

Due to the prolonged effect of aforementioned primary factors, mothers, suffering from PPD are
prone to develop secondary effects, such as, social isolation, severe reduction of self-efficacy, and self-
esteem (ibid.). In a search for mitigation of these effects, affected mother may turn to their partners, that
may result into relationship strain, causing the disagreements and lack of support between the partners
(Leinonen et.al., 2003). In addition, Goodman (2004) reports that partners of mothers suffering from
PPD have 24%-50% chance of developing depressive condition, experiencing the same symptoms as
mothers. Guilt and frustration due to inability to help the partner in fighting the depression are added to
the medley of depressive symptoms in partners, putting extra relationship burden (Davey et.al., 2006).
The suboptimal parenting practices are associated with the marital conflicts, resulting into harsh and
punitive parenting and lack of supportive interactions (Leinonen et.al., 2003). Aggression, violence,
economic pressure and substance abuse may further complicate the affairs of the affected family

(Letourenau et.al., 2012).



Children of affected parents often find themselves at the receiving end of these issues. The recent
longitudinal study of 9848 women suffering from different levels of PPD and 8287 children in UK by
Netsi et.al. (2018) revealed the following adverse effects: behavioral disturbance, lower grades in
mathematics at the age of 16 years, increased risk of depression at 18 years. The latter two effects
indicate that the effects of PPD may potentially span through the entire lifetime of the affected children,
once again underlining the importance of PPD treatment at the earliest time possible.

2.2 Postpartum depression in Kazakhstan

In order to prevent the aforementioned effects, of PPD, early diagnosis of the depressive
conditions is necessary. However, it can be seen from the body of literature, that there are very few
universal predictors of PPD. Usually, the combination of demographic, health and psychosocial factors
is responsible for the development of the disease. In addition, the diversity of the results from different
geographic locations (e.g. Miyake et.al.,, 2011, Mayberry et.al., 2007, Patel et.al., 2002) highly
complicates the identification of populations at risk, requiring the local data collection to be performed.

To the best of author’s knowledge, the data about the PPD in Kazakhstan is scarce in the
literature. The study of Dauletyarova et.al. (2016) provides the information about the quality of
maternity care and satisfaction of patients in referral hospitals of East Kazakhstan. The mean rate of
PPD symptoms was 16% with the highest rate 25.1% found in the Perinatal Centre in Semey City —
hospital with the highest workload in the region. However, the methods for assessment of depressive
symptoms are unclear and no standardized metrics were used, that significantly complicates the
comparison of results (ibid.).

Aside from the abovementioned research, no other studies regarding the status of PPD in

Kazakhstan were found. In order to evaluate the prevalence of PPD in Kazakhstan, as well as to identify



factors associated with PPD, characteristic for Kazakhstani postpartum women, the current study will
conduct a cross sectional study among the new mothers in Astana. Information about the local
population would help to optimize the intervention strategies for the particular population, with
consideration of cultural factors.

2.3 Study Aims

This study aims to figure out prevalence of PPD among Astana women and to identify associated

factors that could potentially trigger postpartum depression.

3 Methods

3.1 Study design

The cross sectional analytical design had been conducted. A 62-item questionnaire had been
designed to evaluate the basic socio-demographic information, data about the relationships within
immediate and extended family, standardized scale measuring the symptoms of PPD (Edinburgh
Postpartum Depression Scale - EPDS) and information regarding the pregnancy experience, infant
characteristics and quality of services provided.

The potential subjects are the pregnant women under the supervision in clinics of Astana. The
sample size was calculated using formula provided in Pourhoseingholi, Vahedi and Rahimzadeh (2013):

Z2P(1 - P)
P

The confidence level used in this study is 95%, and corresponding Z value is 1.96. The expected
prevalence P is assumed 13%, based estimates by Rahman et.al. (2013) for women, who just gave birth.
Parameter d was chosen to be 5%, as suggested by Pourhoseingholi, Vahedi and Rahimzadeh (2013) for

the expected prevalence higher than 10%. The resulting sample size is n=173.



3.2 Study Population

The study was held in perinatal clinics and hospitals of Astana, primarily National Research
Center for Maternal and Child Health and Republic Diagnostic Center. Anonymous self-reported
questionnaires were provided to participants. While mothers were coming to their check-ups or other
need to their physicians registered or by queue, the researcher was suggesting to mothers to voluntarily
participate in a survey while they were waiting during their queue.

Recruitment was conducted on the consensual basis. Mothers who attend their local pediatric
doctors during the period up to 1 year after giving birth were invited to participate in the survey on
voluntary basis after a brief informing with the research objectives. Participants were informed about
confidentiality and anonymity of study.

The subjects were recruited by contacting them directly in health clinics and being introduced to
the study topic, its significance for them and society and potential hazards for participants. After that,
they were offered to participate in survey. The convenient private spaces with at least table, seat and
lighting was prepared prior to the recruitment. If agreed, the subjects were offered the informed consent
form, pencil and survey blanks to be filled in the prepared personal space.

3.3 Variables

The dependent variable is the postpartum depressive symptoms measured by cumulative EPDS
scores. Threshold of 12.5 points was used, as suggested by Cox et.al. (1987), i.e. women, scoring 13
points or higher are considered likely to be suffering from PPD. In our study we used the translated
EPDS scale that was validated in the study of PPD among international (including Russian-speaking)

immigrant population in Canada (Dennis et.al., 2016).



There are 42 independent variables, divided into 4 categories. The first category is the
sociodemographic information, that includes the following parameters: age of participants, place of
living, ethnicity, marital status, educational and employment status for participant and her partner,
maternity leave status, family income level, living setting (separate or with parents of either partner) and
satisfaction with setting, and finally, number of children. All variables in this section are categorical,
except the numerical age and number of children.

The second group consists of variables representing family relationships and social support:
current and childhood relationships with own parents, current relationships with in-laws, having
emotional support from friend and partner, assistance in childcare from extended family, involvement of
partner in childcare, general problem solving and household chores. The relationships of participant with
extended family were evaluated using 5-point scale from “very bad” to “very good”, having friend was a
yes-no question. The availability of support from various sources was evaluated using four-point scale,
from “Never” to “Always”

The last section of questionnaire consists of variables, assessing mother’s pregnancy and
motherhood experience: age and gender of a child, whether the pregnancy was planned, who gave the
name to a child, delivery method, presence of partner during parturition, gestational age and weight at
birth, complications during and after parturition, frequency of child’s crying, breastfeeding status,
previously diagnosed depression, satisfaction with own body, perceived competence as mother,

attending check-ups and satisfaction with the medical services.



3.4 Data entry and analysis

The data collected by papers was entered into excel file. Every participant was given
identification number. Questions with no answers were with empty cells as well as questions regarding
relationship with parents and parents-in-law in case of their absence.

The main outcome variable is depressive symptoms measured by EDPS. The independent
variables are socio-demographics, pregnancy history, depression history, and family relationships.
Descriptive analysis, bivariate and multivariate logistic regression analysis were performed using
STATA 2012 software package. The resulting models were checked for confounding and the
appropriate model modifications were made in case of the discovery of confounders.

3.5 Ethical considerations

All participants were given verbal inform consent. Vulnerable populations are not identified in
this study. According to the “International Ethical Guidelines for Health-related Research Involving
Humans”, by Council for International Organizations of Medical Sciences (2016), pregnant and
breastfeeding postpartum women must not be considered as vulnerable population. Moreover, it is stated
that: “Research designed to obtain knowledge relevant to the health needs of the pregnant and
breastfeeding woman must be promoted. For research interventions or procedures that have no potential
individual benefits for pregnant and breastfeeding women: (1) the risks must be minimized and no more
than minimal; and (2) the purpose of the research must be to obtain knowledge relevant to the particular
health needs of pregnant or breastfeeding women or their fetuses or infants. When the social value of the
research for pregnant or breastfeeding women or their fetus or infant is compelling, and the research
cannot be conducted in non-pregnant or non-breastfeeding women, a research ethics committee may

permit a minor increase above minimal risk” (Guideline 19, page 71).
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The survey is anonymous with no personally identifying data collected throughout the
questionnaire. All collected data is used only for research purposes. No private information is requested
in the questionnaires to avoid disclosure of participant identities. Obtained data is secured, kept in strict
confidence and locked and the electronic database is under password protection. Access to password-
protected PC is restricted to every individual except researcher. There was no usage of internet services
for storing the data during study. Data that are from paper forms will be destroyed within 3 months after
the end of the project. The hazards for personal data of participants are minimized, because data are

presented only in aggregate form.

3.6 Exclusion and inclusion criteria

Despite the presence of scientific interest, due to the ethical considerations, the pool of
participants was limited to adult women, whose age is 18 or higher. With regard to the upper age limit,
restrictions were not implemented. All participants are mothers who had children within past 12 months.
As for the number of children, no criteria were established. No restrictions on number of children were
implemented, as long as the age of youngest child is less than 12 months. In addition, the questionnaires
were offered in written form, in three languages: Kazakh, Russian or English, thereby requiring the
participant to be capable of written communication in at least one of these languages.

Exclusion criteria are based on the basic requirements for the participants. Therefore, ineligible
participants are: women with legal age below 18 years and women who are unable to read in Kazakh,
Russian or English. To maintain the privacy of the participants’ answers, the interpreters were not
allowed in case of inability to communicate in any of three supported languages. In addition, the
participants, who are in acquaintance with the investigator were not invited to the study, in order to

further reduce the risks for participants’ personal information.
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4 Results

A total of 303 women were offered participation in the current study in the period between
January and March 2018. The final number of recruited participants is 178 with participation rate of
58.7%. The reason for refusing to participate was not asked, in order to avoid the possible coercion.
However, in rare cases, women provided the reasons for refusal voluntarily. The communicated reasons
for refusing to participate included necessity to look after the infant and older children, doubts that the
survey might not be completed before being called by physician, lack of interest in the subject, and
disbelief that the depression is a disease worth researching. There were some cases when mothers were
aggressive towards the theme of the study saying “write down that depression does not exist at all; all
mothers should do sport”. This low level of awareness about PPD in population may be one of the
reasons for such attitude.

The goal of this study is to estimate the prevalence of PPD and associated factors among mothers
in Astana. Prevalence of PPD was found as 28.7%, with 51 out of 178 of participants having EPDS

score 13 or higher. The demographic characteristics of the participants are shown in Table 1.

Table 1. Distribution of socio-demographic characteristics in women with and without depression

Prevalence of
depression p-
Variables Values: No Yes | value?®
Total | 127(71.35%) | 51(28.65%)
Age (27.47+4.81) 18-28 | 79(62.20%) | 36(70.59%) | 0.208
29-38 | 43(33.86%) | 15(29.41%)
>38 5(3.94%) 0(0%)
City City | 118(92.91%) | 48(94.12%) | 0.771
Other 4(3,15%) 2(3.92%)
Ethnicity Kazakh | 95(74.80%) | 44(86.27%) | 0.132
Russian | 19(14.96%) | 6(11.26%)
Other | 13(10.24%) 1(1.96%)
Marital status Married | 124(97.64%) | 48(94.12%) | 0.239
Other 3(2.36%) 3(5.88%)
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Education Elementary school 0(0%) 0(0%) | 0.235
High school 4(3.15%) 1(1.96%)
Vocational school | 25(19.69%) 4(7.84%)
Bachelor degree | 84(66.14%) | 37(72.55%)
Master degree | 13(10.24%) | 9(17.65%)
PhD 1(0.79%) 0(0%)

Work outside Yes, full time 7(5.51%) 1(1.96%) | 0.323
Yes, parttime | 17(13.39%) 3(5.88%)
No | 28(22.05%) | 14(27.45%)
Still on maternity leave | 75(59.06%) | 33(64.71%)

Occupation Unemployed | 26(20.47%) | 10(19.61%) | 0.756
Civil servant/ budget worker | 25(19.69%) | 9(17.65%)
Employee of a private company | 51(40.16%) | 25(49.02%)
Private entrepreneur | 13(10.24%) 2(3.92%)
Self-employed 6(4.72%) 3(5.88%)
Student 6(4.72%) 2(3.92%)
Other 0(0%) 0(0%)

Partner's education Elementary school 0(0%) 0(0%) | 0.715
High school 10(7.87%) 4(7.84%)
Vocational school | 28(22.05%) | 8(15.69%)
Bachelor degree | 79(62.20%) | 33(64.71%)
Master degree 9(7.09%) | 6(11.76%)
PhD 1(0.79%) 0(0%)

Income 0-99999 | 16(12.60%) | 11(21.57%) | 0.461
100 000 — 199999 | 47(37.01%) | 19(37.25%)
200 000 — 299 999 | 33(25.98%) | 11(21.57%)
300 000 and more | 31(24.41%) | 10(23.03%)

Living arrangements With your parents 10(7.87%) 4(7.84%) | 0.469
With parents in law | 24(18.90%) | 10(19.61%)
Separately | 93(73.23%) | 36(70.59%)
Other 0(0%) 1(1.96%)

Satisfied with living No | 19(14.96%) | 15(29.41%) | 0.027*
arrangements Yes | 108(85.04%) | 36(70.59%)
Number of children 1| 58(45.67%) | 35(68.63%) | 0.004*

2| 47(37.01%) | 15(29.41%)
>=3 | 22(17.32%) 1(1.96%)

# Results of 2 tests for categorical variables are presented
*p<0.05

The mean age of participants was 27.5 years. The majority of participants were of Kazakh
ethnicity, married and living in urban areas, separately from the extended family. The educational level
of participants was at least high school with more than 80% having bachelor’s degree. A similar pattern

has been observed in partners’ educational levels with all partners having at least high school diploma
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and more than 70% having at least bachelor’s degree. The distribution of participants across income
categories is relatively even. More than half of the participating women have only one child.

The mean EPDS score was 10.13 with standard deviation of 5.28. After running chi-square test
with all independent variables, 11 variables were found as statistically significant with p-value less than
0.05 (Table 2).

There is statistically significant difference in depression level among those woman who are
satisfied and not satisfied with their living conditions (p=0.027). The bivariate logistic regression
analysis has shown, that women, who live separately from extended families, are satisfied three times
more often, than women, who live with the parents of their husbands (OR=3.08, p=0.029).

The number of children has shown to be correlated with PPD (p=0.004). This variable has
statistically significant association and negative association with PPD (p=0.004), i.e. women having one
child are more likely to suffer from PPD.

Three variables indicating external support had been shown significant in bivariate analysis.
According to chi-square test, relationships with mother-in-law have statistically significant association
with PPD (p<0.001). Having close friend to whom participant can rely and tell about problems was
statistically significant predictor of PPD with p-value=0.049. The support from relatives is found to have
statistically significant association with PPD with p=0.001.

Three variables measuring the partner’s support were found significant. The chi2 test showed
that ability to rely on partner in resolving problems is associated with PPD (p=0.001). The ability to
open up to partner and to talk about worries has p-value<0.001. Statistically significant association
(p=0.001) has also been found between depression status and sharing household duties, such as cleaning

and cooking, with their husband/partner at home.
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Table 2. Distribution of characteristics related to health, family and partner’s support in

women with and without depression

Independent Variables Values Non-depressed Depressed p-value
n(%) n(%)
Previously diagnosed with no | 118(92.91%) 38(74.51%) 0.001
depression yes | 9(7.09%) 13(25.49%)
Self-perceived competence as | very incompetent mother | 1(0.82%) 1(2.00%) 0.016
mother incompetent mother | 1(0.82%) 5(10.00%)
like other mothers | 61(50.00%) 26(52.00%)
better than other
mothers | 18(14.75%) 9(18.00%)
very competent mother | 41(33.61%) 9(18.00%)
Relationship with mother-in-law very good | 50(40.65%) 8(15.69%) <0.001
good | 48(39.02% 15(29.41%)
neither good nor bad | 23(18.70%) 27(52.94%)
bad | 1(0.81%) 1(1.96%)
very bad | 1(0.81%) 0(0%)
Relationship with father-in-law very good | 50(43.10%) 7(14.89%) 0.005
good | 39(33.62%) 20(42.55%)
neither good nor bad | 26(22.41%) 19(40.43%)
bad | 1(0.86%) 1(2.13%)
very bad | 0(0%) 0(0%)
Ability to open up to partner always | 74(58.27%) 14(27.45%) <0.001
and talk about worries often | 29(22.83%) 12(23.53%)
sometimes | 21(16.54%) 23(45.10%)
never | 3(2.36%) 2(3.92%)
Having a close friend no | 15(11.81%) 12(23.53%) 0.049
yes | 112(88.19%) 39(76.47%)
Frequency of relatives’ support always | 43(89.58%) 5(10.42%) 0.001
with child's care often | 39(72.22%) 15(27.78%
sometimes | 40(62.50%) 24(37.50%)
never | 5(41.67%) 7(58.33%)
Ability to rely on partner in always | 93(73.23%) 22(43.14%) 0.001
solving problems often | 23(18.11%) 16(31.37%)
sometimes | 8(6.30%) 12(23.53%)
never | 3(2.36%) 1(1.96%)
Participation of partner in always | 29(22.83%) 2(3.92%) 0.001
cleaning and cooking often | 29(22.83%) 10(19.61%)
sometimes | 53(41.73%) 22(43.14%)
never | 16(12.60% 17(33.33%)

There is statistically significant association between having EPDS score above 12.5 and having
been diagnosed with depression in the past. The self-perceived competence as a mother was another

statistically significant predictor of PPD (p=0.016).
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The multivariate logistic regression analysis had been performed using the variables found to be

statistically significant in the bivariate analysis.

Table 3. Final multivariate logistic regression analysis results

Variable Value OR 95% ClI p-

value
Previous history of depression (ref. no) yes | 3.67 1.10-12.21 |0.034
Primiparity (ref. no) yes | 4.44 1.68-11.74 | 0.003
Frequency of relatives’ support with often | 2.04 0.47 - 8.77 0.339
child care (ref. "always") sometimes | 4.12 0.99-17.08 0.051
never | 12.11 1.74-8450 |0.012
Relationship with mother-in-law good | 1.49 0.47 - 4.68 0.499
(ref. "very good") | neither good nor bad | 3.82 1.19-12.30 0.025
bad | 49.85 1.57 - 1578 0.027
Ability to rely on partner in solving often | 3.15 1.14 - 8.69 0.027
problems (ref. "always") sometimes | 5.74 1.71-19.27 | 0.005
never | 0.98 0.05-18.30 |0.991

Partner’s participation in cleaning and often | 3.53 0.51-24.23 0.20

cooking (ref. "always*) sometimes | 3.56 0.61-21.00 |0.16
never | 13.87 2.07-92.81 |0.007

After performing multivariate logistic regression, variables shown in Table 2 remained
significant. Previous diagnosis of depression was shown to have the strongest association with PPD
(OR=3.43, p=0.029). Relationships with extended family are shown to be associated with PPD with
having poor relationships with mother-in-law (OR=2.14, p=0.003) and infrequent relatives’ support with
child care (OR=2.14, p=0.003) being both statistically significant factors of PPD. The significance of
association between partner’s support and PPD was also demonstrated. Inadequate partner’s
participation in household duties (OR=1.97, p =0.007) and inability to rely on partner in solving
problems (OR=1.82, p=0.017) were both positively associated with PPD. Finally, the negative
association between primiparity and PPD has been found (OR=4.44, p=0.003). The results are
summarized in Table 3.
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The Cronbach's test had been conducted to evaluate the reliability of the Russian version of the
scale. The calculated alpha-value was 0.83 in our sample of Kazakhstani postpartum women. The
Kazakh version was not tested for internal consistency due to small sample size of questionnaires filled

in Kazakh language.

5 Discussion

To the best of author’s knowledge, the current research is the first comprehensive cross-sectional
study of PPD in Kazakhstan. The results also add to the large body of literature in the field of PPD. The
following section would compare the results of this research with the recent reviews to pinpoint the
similarities with the worldwide data and differences, which may indicate the relevant cultural traits of
women in Kazakhstan.

Relationships with mother-in-law were found as an important predictor of PPD among women in
Kazakhstan. The anecdotal evidence suggests that the relationships between daughter-in-law and
mother-in-law are often stretched, resulting into frequent conflicts or silent resentment. This nature of
relationships might result from the remnants of social norms, practiced centuries ago, where the “kelin”
(daughter-in-law) was supposed to do all the housework, to give birth to and look after children, and to
take care of the husband’s parents. Such norms are still practiced in Kazakhstan and Central Asian
countries, especially in rural areas, as evidenced by sources from Kazakhstan (Werner, 2003),
Kyrgyzstan (Ismailbekova, 2013, Ismailbekova, 2016), Uzbekistan (Kandiyoti, 1999, Ducloux, 2012),
Tajikistan (Hegland, 2010, Becker and Turaeva, 2016). The findings about the effect of in-laws on new
mothers’ PPD are contradictory. It can be hypothesized that the mother-in-law support had been a part

of the term “social support”, often cited as a predictor of PPD. The evidence of the effect of
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relationships with mother-in-law is inconsistent, with studies confirming or disproving the effect of
relationships on the PPD risk. The effect may be largely shaped by culture and upbringing. A systematic
review of Fisher et.al. (2011), suggests that having “hostile in-laws” increase the risk of PPD 2.1-4.4
times for women from low- and lower-middle-income countries. More recent research body, though,
suggest far higher geographic heterogeneity of mother-in-law’s influence. For example, the studies in
Guangzhou and Northwestern China (Deng et.al., 2014, Chen et.al., 2018) and urban area of Ankara,
Turkey (Cankorur et.al., 2018), had found significant effect of poor relationships with mother-in-law
and PPD, while the studies in rural Bangladesh (Nasreen et.al., 2015) and Central Vietnam (Murray
et.al., 2015) did not find the statistically significant relationships. From the opposite perspective,
protective effect of social support from the side of mother-in-law has been noted (Falah-Hassani et.al.,
2016). The current study suggests that Kazakh culture facilitates conditions, where new mothers are
susceptible to the influence of mother-in-law — an important consideration for practitioners and
policymakers. Hence, we have evidence to believe that mothers are more likely to have PPD if they have
bad relationship with their mother-in-law.

From the analysis, it can be seen that mothers are more likely to be depressed after birth if unable
to rely on her partner for help if problems occur. The reliance on the partner in household duties and
problem resolution were found to be important protectors against PPD. The results are consistent with
the literature (Misri et.al., 2000, Dennis and Ross, 2006). For example, Figuereido (2008) reports that
the positive relationships are crucial mediator of the depressive symptoms. In a study of 92 couples in
Ohio, USA, Don and Mickelson (2012) found the perceived support within relationships has protective
effect against PPD for both partners. The novelty of this study is the separation of the partner’s support

into three components, viz. ability to rely on partner in case of problems, help with household duties and
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help with the child care. The former two were found to be significant protectors against PPD, with
assistance in household duties having stronger effect, than ability to rely for solving problems.

Support of relatives is also found to have protective effect against PPD. The consistency of this
result is difficult to evaluate accurately. The relatives’ support is rarely evaluated exclusively, more
often, the term is included into the aggregate variable, such as “social support”, that makes the
evaluation of the effect of relatives’ support a difficult task. In a systematic review of 59 studies, O’Hara
and Swain (1996) find that the low social support is a strong predictor of the PPD. A more recent
systematic review confirms these findings (Beck, 2002) However, earlier, O’Hara (1986) reported no
significant relationship between support from friends and extended family and depression during
pregnancy and puerperium. More research is necessary to evaluate the relative importance of particular
sources of social support: partner, extended family, friends. As variable relative’s support remained
statistically significant after adjusting for confounders, there is evidence to believe that low frequency of
relatives' support may be associated with PPD.

A notable finding of this study is the higher importance of instrumental support as compared to
emotional support for Kazakhstani women. Contrasting the instrumental and emotional support is rarely
made in literature. A legacy study of Collins et.al. (1993), supports the current finding, stating that
presence or absence of PPD is more consistently predicted by availability of instrumental support, rather
than emotional support. A recent study of antenatal depression among HIV infected women in South
Africa also found the stronger effect of perceived instrumental support (Brittain et.al., 2017). Importance
of the assistance with child care, problem-solving and household duties against PPD suggests that the
Kazakh women highly value the instrumental support, i.e. the assistance with practical tasks. By

contrast, such variables as having friend and ability to open up to partner and to talk about problems
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were not found significant, indicating that the emotional support is less important for protection against
PPD.

Unsurprisingly, the previous diagnosis of depression is a strongest predictor of PPD in
Kazakhstani mothers. The results are highly consistent with the literature. Major meta-analyses of the
field of PPD, namely O’Hara and Swain (1996), Beck (1996, 2001), agree that the history of previous
depression is a strong predictor of PPD in future. More recent studies support this result, with Silverman
et.al. (2017) reporting 20-fold increase in risk of PPD, while Kimmel et.al. (2014) suggesting that not
only individual’s history, but also family history of depression may serve as risk-factor.

The number of children is confirmed to be the important factor in PPD formation. This finding is
consistent with the study by Wisner et.al. (2006) who found that primiparity is associated with the
increased risk of PPD. A more recent study by Iwata et.al. (2016) further elucidates this relationship,
finding, that the first two months postpartum are the times of the greatest susceptibility of primiparous
women to PPD. The association can be explained by the pressure, that primipara might undergo due to
the inexperience (ibid.). Alternatively, suffering from PPD during first childbirth may deter women from
having more children, which, in turn may result in the above trend. More research is necessary to
confirm or disprove this hypothesis.

5.1 Limitations of the study

There are several limitations of the current study. Firstly, many women did not have the
opportunity to participate in the study due to the necessity of looking after their older children. This
complication could result into underrepresentation of multiparous women, women, who did not have the

partner or relative available nearby.
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The cross-sectional nature of study design does not allow to establish the cause-effect
relationship between independent and dependent variables.

The only source of data in the current study is the self-reported characteristics of the
participating women. Self-report-bias, therefore, might be a limitation. Furthermore, in spite of the fact
that EPDS scale is a validated tool for identification of PPD symptoms, the dependent variable,
depression status of the participant, is not verified by the healthcare professionals.

Another limitation of the current research is limited generalizability of the results. Therefore, the
results should be used with caution, when the underrepresented demographics are involved. The reason
for this limitation, is, partly, time, location and bureaucratic constraints of the study. The permission for
recruitment was obtained only in two clinics, while the recruitment outside city of Astana was too costly
in terms of time.

Finally, the results of the study do not differentiate between different ages of the infant. The
degree of postpartum depression may be different at different time instants portpartum, especially for
primiparous women Iwata et.al. (2016). However, it should be noted that the ages of the children are
distributed with a high degree of uniformity, that helps to avoid the potential biases in the sample in
terms of infants age.

5.2 Strengths of the study

To the best of author’s knowledge, this is the first cross-sectional research of PPD factors in
Kazakhstan and Central Asia. The obtained value of PPD prevalence is higher than the global average
and average in developing countries. This study will help to increase the awareness about PPD among

the Kazakh population, practitioners and policymakers, as well as potential researchers around the globe.
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More thorough investigation of the PPD in Kazakhstan and Central Asia will be of great value to help
society and government to provide a better childbearing experience for women in Kazakhstan.

Several features were discovered throughout the research that of value not only for Kazakhstan,
but also for the field of PPD. Firstly, the current research adds to the evidence, that the instrumental
social support also has a strong protective effect against PPD.

Secondly, relationships with mother-in-law were found to have significant relationship with PPD
that contributes to relatively scarce literature about the effects of relationships with in-laws on PPD
risks.

Thirdly, this study identified potential associated factors of PPD that possibly came from the
roots of cultural peculiarities of society living in the geographic area. Thus, it can be hypothesized, that
in countries with better established gender equality, such significant risk factors as relationship with
mother-in-law and frequency of sharing household duties with husband/partner may not be as strong
predictor of PPD as in more Western cultures.

Fourthly, emotional support as well as instrumental support were tested separately for being
factors associated with of PPD that revealed a higher effect of instrumental support as compared to the
emotional support.

Finally, the gap in current literature body have been partially covered. While there are many
sources, underlining the importance of social support, there is a lack of studies comparing the
importance of particular sources of support, namely partner, relatives and friends. Moreover, there are
very few articles comparing the nature of social support, i.e. emotional or instrumental. The current
research has shed the light on this area, suggesting that the instrumental support from partner and

relatives has the most significant protective effect.
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6 Conclusion

The current research project had two main goals - to estimate the prevalence and to find the
predictors of PPD in Kazakhstan. The obtained results, especially the alarming prevalence of PPD of
28.7%, provide the valuable insight into the PPD issue in Kazakhstan. While Kazakhstan makes
considerable progress in healthcare, as noted in OECD Reviews of Health Systems (Organization for
Economic Co-operation and Development, 2018), mental health receives far less attention, than the
physical health. The ongoing transformations of primary healthcare in Kazakhstan provide the
opportunity to improve the status of psychological health. The current research results may act as
additional justification of the current plans to make psychological consultations more accessible for
population (ibid.). In addition, the significant predictors of PPD were identified in this study, namely
lack of support of relatives in child care, insufficient assistance of partner in household duties, inability
to rely on the partner in solving problems, poor relationships with mother-in-law, primiparity and
previous diagnosis of depression. This information may assist potential policy makers and practitioners
in developing effective intervention strategies, while for the general population, these results may be
valuable to be more aware of the disease and its potential risks. Finally, the value of this research for the
field of PPD has been demonstrated and further research directions will be suggested.

6.1 Recommendations for future studies

Several further research directions were suggested throughout this work and summarized in this
section. Firstly, since this is the first comprehensive study of PPD in Kazakhstan and Central Asia,
additional similar studies can be made in order to measure prevalence of PPD in other locations of the
region. PPD among underrepresented demographics of the current study, viz. single mothers, ethnic

minorities of Kazakhstan and rural population may be studied more thoroughly.
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Further studies are necessary to compare the protective effects of different sources of social
support against PPD, i.e. from partners, relatives and friends. In addition, the influence of emotional
support can be compared with the influence of instrumental support, in order to evaluate the difference
in effect strength more accurately.

Finally, the effective intervention strategies need to be developed. Using the information
gathered throughout this study, the interventions may be optimized to better suit the needs of
Kazakhstani women. For example, the information about PPD may be communicated not only to
mothers, but also to elder generation, in order to familiarize mothers-in-law with the potential lifelong

risks of conflicts not only for mothers, but also for the entire family, including children.
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APPENDIX 1. Supplementary tables

Table S1. Family and partner’s support characteristics in women with and without depression

Depression
NO YES
Variables: Chi2 test p-value
Relationship with mother p=0.230
very good 84(68.29%) 29(56.86%)
good 32(26.02%) 17(33.33%)
neither good nor bad 5(4.07%) 5(9.80%)
bad 0(0%) 0(0%)
very bad 2(1.63%) 0(0%)
Relationship with father p=0.529
very good 70(57.38%) 22(44.00%)
good 32(26.23%) 15(30.00%)
neither good nor bad 14(11.48%) 9(18.00%)
bad 2(1.64%) 1(2.00%)
very bad 4(3,28%) 3(6.00%)
Relationship with parents in
childhood p=0.188
very good 75(59.06%) 26(50.98%)
good 42(33.07%) 17(33.33%)
neither good nor bad 8(6.30%) 8(15.69%)
bad 2(1.57%) 0(0%)
very bad 0(0%) 0(0%)
How often partner help in
care for child p=0.110

always
often
sometimes
never

46(36.22%)
47(37.01%)
33(25.98%)

1(0.79%)

12(23.53%)
16(35.39%)
55(30.90%)

2(1.12%)

Table S2. Pregnancy history and infant’s health characteristics in women with and without

depression
Depression
NO YES
Variables Chi2 test p-value
age of child (6.36+3.85) p=0.173
1-3months | 42(33.60%) 11(21.57%)
4-6months | 25(20.00%) 12(23.53%)
7-9months | 23(18.40%) 16(31.37%)
10-12months | 35(28.00%) 12(23.53%)
planned pregnancy p=0.988

gender of child

no
yes

male
female

35(27.56%)
92(72.44%)

65(51.18%)
62(48.82%)

14(27.45%)
37(72.55%)

30(58.82%)
21(41.18%)
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Who gave name to child
myself
my husband/partner
together with husband/partner
parents of my husband/partner

other
complications during pregnancy
no
yes
mode of birth
natural

cesarean section/other
weight of child at birth

<2500g
>=2500g
week of pregnancy at birth
<37weeks
>=37weeks
Problems with health of newborn
no
yes
Breastfeeding
no
yes
diagnosed with depression
no
yes
body
with a normal weight
overweight
underweight
myself

very incompetent mother
incompetent mother
like other mothers
better than other mothers
very competent mother
check-up during pregnancy
no
yes
Child cried more than 3 hours per day
no
yes
Who attended childbirth
nobody from family or friends
spouse/partner
friends or relatives
other

14(11.02%)
27(21.26%)
36(28.35%)
36(28.35%)
14(11.02%)

87(68.50%)
40(31.50%0

87(68.50%)
40(31.50%)

16(12.60%)
111(87.40%)

20(15.75%)
107(84.25%)

93(73.23%)
34(26.77%)

24(18.90%)
103(81.10%)

118(92.91%)
9(7.09%)

58(45.67%)
59(46.46%)
10(7.87%)

1(0.82%)
1(0.82%)
61(50.00%)
18(14.75%)
41(33.61%)

16(12.60%)
111(87.40%)

115(90.55%)
12(9.45%)

44(34.65%)
27(21.26%)
44(34.65%)

12(9.45%)

11(21.57%)
10(19.61%)
8(15.69%)
20(39.22%)
2(3.92%)

35(68.63%)
16(31.37%)

42(82.35%)
9(17.65%)

5(9.80%)
46(90.20%)

7(13.73%)
44(86.27%)

37(72.55%)
14(27.45%)

13(25.49%)
38(74.51%)

38(74.51%)
13(25.49%)

17(33.33%)
29(56.86%)
5(9.80%)

1(2.00%)
5(10.00%)
26(52.00%)
9(18.00%)
9(18.00%)

10(19.61%)
41(80.39%)

42(82.35%)
9(17.65%)

12(23.53%)
16(31.37%)
19(37.25%)

4(7.84%)

p=0.069

p=0.987

p=0.061

p=0.601

p=0.734

p=0.926

p=0.327

p=0.001*

p=0.321

p=0.016*

p=0.231

p=0.125

p=0.370
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APPENDIX 2

Questionnaires in English, Russian and Kazakh Languages
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QUESTIONNAIRE

PART 1. SOCIO-DEMOGRAPHIC DATA

1.

What is your age?

O

Where do you live?

0 City

[ Near city

O Rural area

Your ethnicity:

00 Kazakh

[0 Russian

[0 Other

Please indicate your marital status:
Single

Married

Divorced

Widow

I am in a civil marriage

Your current level of education is:
Elementary school

High school

Vocational school

Bachelor degree

Master degree

PhD

At present, are you working outside the home?
O Yes, full-time

O Yes, part-time

J No

[0 Still on maternity leave

Your usual occupation:
Unemployed / Housewife

Civil servant/ Budget worker
Employee of a private company
Private entrepreneur
Self-employed

Student

Other

O0doond

OOodood

Ooooogd

Your partner’s level of education is:
[0 Elementary school

10.

11.

12.

13.

High school
Vocational school
Bachelor degree
Master degree
PhD

OOoOooao

Your partner’s employment status:
Full-time job

Part-time job

Self-employed

Unemployed

Other

OOoOooao

What is the average monthly income of your
family (in tenge)?

Less than 50 000

50 000 — 99 999

100 000 — 149 999

150 000 — 199 999

200 000 — 249 999

250 000 - 299 999

300 000 and more

OOoooogad

Living arrangement:
[0 With your parents
O With parents-in-law
[0 Separately

O Other

Are you satisfied with your living conditions?
LI Yes
0 No

How many children do you have?




PART 2. FAMILY RELATIONSHIPS AND SOCIAL SUPPORT

Instructions: To assess your relationships with family members, please circle one answer in front of the each
statement.

Neither Good

\l/);ly Bad go%c;dnor g/;;é/
14. Relationships with your mother 1 2 3 4 5
15. Relationships with your father 1 2 3 4 5
16. Relationships with your parents during childhood 1 2 3 4 5
17. Relationships with your mother-in-law 1 2 3 4 5
18. Relationships with your mother-in-law 1 2 3 4 5

19. Do you have a close friend to whom you can tell about all your problems?
] Yes

L1 No

20. How often does your family and relatives provide the support in caring for your child?
[J Never

O Sometimes
O Often
0 Always

21. How often can you open up to spouse/partner if you need to talk about your worries?
] Never

O Sometimes
O Often
OO Always

22. How often can you rely on your spouse/partner for help if you have a problem?
I Never

O Sometimes
O Often
OO Always

23. How often does your partner share with you household duties such as cleaning and/or cooking?
LI Never

0 Sometimes
O Often
O Always

24. How often does your partner help in caring for the child?
L1 Never

0 Sometimes
O Often
01 Always



PART 3. POSTNATAL PERIOD

For the questions # 25-34, please check the answer that comes closest to how you have felt IN THE PAST 7 DAYS,
not just how you feel today.

25.

26.

27.

28.

29.

30.

I have been able to laugh and see the funny side

of things

[0 As much as | always could

00 Not quite so much now

00 Definitely not so much now

[0 Notatall

I have looked forward with enjoyment to things

O As much as | ever did

[0 Rather less than I used to

00 Definitely less than | used to

[0 Hardly at all

I have blamed myself unnecessarily when things

went wrong

O Yes, most of the time

00 Yes, some of the time

[0 Not very often

L1 No, never

I have been anxious or worried for no good

reason

0 No, not at all

OO0 Hardly ever

[ Yes, sometimes

[0 Yes, very often

I have felt scared or panicky for no very good

reason

0 Yes, quite a lot

0 Yes, sometimes

0 No, not much

O No, not at all

Things have been getting on top of me

I Yes, most of the time I haven’t been able to
cope at all

I Yes, sometimes I haven’t been coping as well
as usual

1 No, most of the time I have coped quite well

31.

32.

33.

34.

[0 No, [ have been coping as well as ever

I have been so unhappy that I have had
difficulty sleeping

I Yes, most of the time

I Yes, sometimes

00 Not very often

1 No, not at all

I have felt sad or miserable

1 Yes, most of the time

L1 Yes, quite often

[0 Not very often

1 No, not at all

I have been so unhappy that I have been crying
1 Yes, most of the time

L1 Yes, quite often

0 Only occasionally

1 No, never

The thought of harming myself has occurred to
me

I Yes, quite often

[0 Sometimes

0 Hardly ever

1 Never



For the questions #35-44, please indicate how often the following are true for you. There are no “right” or “wrong”
answers: choose the answer, which seems right in your recent experience.

35. Feel loving towards my baby
0 Very much so, most of the time
O Very much so, some of the time
00 Slightly, some of the time
O Not at all
36. Feel scared or panicky when I have to do something for my baby
[0 Not at all
[0 Slightly, some of the time
O Very much so, some of the time
O Very much so, most of the time
37. Feel resentful towards my baby
0 Very much so, most of the time
0 Very much so, some of the time
O Slightly, some of the time
L1 Not at all
38. Feel nothing towards my baby
1 Very much so, most of the time
0 Very much so, some of the time
O Slightly, some of the time
0 Not at all
39. Feel angry with my baby
1 Very much so, most of the time
[0 Very much so, some of the time
00 Slightly, some of the time
O Not atall
40. Enjoy doing things with my baby
L] Not at all
L1 Slightly, some of the time
L1 Very much so, some of the time
O Very much so, most of the time
41. Wish my baby was different
O Very much so, most of the time
L1 Very much so, some of the time
L1 Slightly, some of the time
L] Not at all
42. Feel protective towards my baby
O Not at all
00 Slightly, some of the time
[0 Very much so, some of the time
L1 Very much so, most of the time
43. Wish I did not have my baby
00 Very much so, most of the time
0 Very much so, some of the time
00 Slightly, some of the time
L] Not at all
44. Feel close to my baby
L] Not at all
00 Slightly, some of the time
O Very much so, some of the time
O Very much so, most of the time



PART 4. PREGNANCY AND MOTHERHOOD

Questions #45-57 will be regarding to your youngest
child

45

46

47

48

49.

50.

51.

52.

53.

54.

55.

56.

. What is the age of your youngest child?

. Was it a planned pregnancy?
O Yes
] No
. What is the gender of the child?
O Male
O Female
. Who gave a name to your child?
[0 Myself
[0 My husband/partner
00 Together with husband/partner
[ Parents of my husband/partner
1 Other
Have you had any complications during
pregnancy?
L Yes
J No

The mode of birth?
O Natural

O Cesarean section
O Other

Who attended your childbirth?
[0 Nobody from family or friends

] Spouse/partner

1 Other

The weight of the child at birth:
[ Less than 2500 grams

[J 2500 grams or more

The child was born at:

[ Less than 37 weeks of pregnancy
[0 37 weeks of pregnancy or later
Were there any problems with newborn's

health?
O Yes
L1 No
During the last week, did your child cried more
than 3 hours per day?
LI Yes
0 No (If no, skip to question 57)
For how many days during the last week your
child cried more than 3 hours per day?
1 0days
[0 1-2 days
O 3-4 days

57.

58.

59.

60.

61.

62.

O 5-7 days

Do you practice breastfeeding?
I Yes

O No

Have you ever been diagnosed with depression?
I Yes

O No

Your body seems to you:

00 With a normal weight

[0 Overweight

[0 Underweight

You consider yourself to be:
Very incompetent mother
Incompetent mother

Like most mothers

Better than most mothers
Very competent mother
Have you attended check-ups regularly during
the last pregnancy?

O Yes

J No

Have you been satisfied with the care provided?
Very satisfied

Satisfied

Moderately satisfied
Not satisfied
Extremely dissatisfied

Ooood

OOooOooan



BOIIPOCHHUK

YACTD 1. IZEMOT'PAONYECKHUE JAHHBIE

1. Bam Bo3pact
O

2. Baiue MecTo NpOKMBaHUS
O Topon
I Ilpuropoxn
I Ceno

3. Bama HaNMOHAJBLHOCTH:
[0 Kaszamka

L] Pycckas
O Jpyroe (ykaxure)

4. Ykaxurte Baie cemeiiHoe mo10:KeHHE
He 3amyxem

3amyxkeM

PasBenena

Bnoga

OoOooao

CoXXHTENBCTBYIO (C TAPTHEPOM WIIH B
rpaXJIaHCKOM Opake)

5. Bam ypoBeHb 00pa3oBaHus HA TAHHBIH MOMEHT
Hauanpnas mkona

Cpennee o0pa3oBaHue

CpenHee criennaibHOE 00pa3oOBaHUE

Bricmiee o6pa3oBanue

Crenenp MarucTpa

OOoOoood

JlokTOopcKast cTeneHb
6. B HacTosillee Bpems padoTaeTe JiU Bbl BHe

aoma?

1 Ma, moaHas 3aHATOCTh

O [a, yacTHuHAsI 3aHATOCTD

O Her

1 B mekpere
7. Bam o0bIYHBIA poj 3aHATHI
TNoccmysxamuii / bromkeTHUK
CoTpyIHUK YaCTHOU KOMITAHUU
YacTHBII IpeanIpUHUMATENb
CaM03aHATOCTh
He pa6orato / Jlomoxo3siika
CryneHt

Apyroe

Ooooodgd

8. ¥Yposenb oopa3zoBanus Bamero
cynpyra/mapTrHepa
[0 HawanbHas mkosa
[0 Cpennee o0pa3oBaHue

10.

11.

1 Cpennee criennaibHOE 00pa3oBaHUE
[ Beiciiee oOpa3oBaHue

[0 CreneHp MarucTpa

1 JloxTopckas CTEIEeHb

Pon 3anaTuii Bamero cynpyra/mapraepa
[TosHas 3aHATOCTH

YacTuyHas 3aHATOCTb

CaM03aHSATOCTH

He paGoraet

HApyroe

OoOooao

KakoB cpeanemecsiunblii 1oxoa Bameii cembu (B

TeHre)?

1 Menee 50 000

0 50000 —99 999
[0 100 000 — 149999
1 150 000 - 199 999
[0 200 000 — 249 999
1 250 000 —299 999
I 300 000 u Gonbme

Tun npoxxuBaHus

0 CosmecTHO ¢ Bamumu poautensamu

1 CormecTHO ¢ poauTensiMu Baiero naptHepa
1 OraensHO

O Jpyroe

12. loBosbHBI 11 BbI yc10BUSIMM NPOKUBAHUSA?

13.

O Ha
O Her

CkoJbKo0 y Bac aeTeii?




YACTH 2. CEMEWHBIE OTHOUIEHUS W COIMUAJIBHAS MMOJUIEPKKA

Wuctpykiun: YtoObl OlleHUTH Bailiv OTHOIICHUS ¢ YICHAMHU CEMbH, MOXKAIYHCTa, OOBEIUTE MOIXOMASIIUN OTBET
PAIOM C KaXKIBIM YTBEPIKIICHUEM.

Ouenp N Xopomue | OueHp
[Tnoxue | HelTpanabHble
TUIOXHUE XOpoIme
14. OrHomeHus ¢ Bameii maTepbio 1 2 3 4 5
15. OtHomenust ¢ Bamum otoom 1 2 3 4 5
16. OTHomeHusi ¢ BamuMu poauTe/iaMu B 1eTCTBE 1 2 3 4 5
17. OtHomeHust ¢ Bameii cBekpoBb10 1 2 3 4 5
18. OTHomenus ¢ Bamum cBekpom 1 2 3 4 5

19. Ectb au y Bac 6m3kmii Apyr/moapyra, koropomy Bbl Mo:keTe paccka3aThb 0 cBOUX npoodJjemax?
L Ha
O Her

20. Kak yacto Bama ceMbsi 1 pOJICTBEHHUKH OKa3bIBAIOT MOIEPKKY B yXo/e 3a Bamum pedenkom?
O Hwuxorna

0 Huorma
0 Yacro
O Bcerna

21. Kak yacto Bbl MOKeTe OTKPBITHCSI CBOEMY CYNPYTy/mapTHepy, eciid Bam Hy:KHO moroBoputh 0 Bammux
oecrnoxoiicrBax?
O Hwuxorna

0 Huorma
0 Yacro
O Bcerna

22. Kak yacto Bbl MoKeTe MOJIOKUTHLCSI HA CBOET0 MAPTHEPAa B PellleHHH MpodJiem?
[0 Huxoraa

O MHuornma
O Yacro
O Bcerna

23. Kak yacto Bam my:k/maptHep pasaensier ¢ Bamu qomManinue 00513aHHOCTH, TAKHEe KaK YOOpKa W/Uiau
MPUTrOTOBJICHHE MUK ?
OO0 Huxorna

[0 Huorma
O Yacro
0 Bcerma

24. Kak vacto Bam nmaptHep nmomoraer Bam mo yxony 3a pedenkom?
[0 Huxoraa

0 HWuorma
O Yacro
0 Bcerma



YACTbD 3. HOCJEPOJIOBOM NEPUO/L.

Ha Bonpocer Ne 25-34, noxanyiicta, yka)kuTe OTBET, KOTOPBII OJIM)Ke BCETo K TOMY, Kak BBl UyBCTBOBaJH cedst B
TEUYEHUE NOCJIEJHUX 7 THEMH, a He TOIBKO TO, KaK BbI CeOS 4YyBCTBYETE CeOsI CErOIHS:

25. 51 Mor/1a cMesITLCS M 3aMeYaTh CMEIIHOoe
BOKPYT cedst

J

U
U
U

Tak ke, Kak 00BIYHO

Heckoabko MeHbIIIE, YeM OOBITHO
Her, ropa3no MeHblIie, 4eM 00OBIYHO
Her, coBceM HE Morna

26. 51 omymana pagocTh, IymMasi 0 OyayniemM

[

U
U
U

Tak >xe, KaKk 00BIYHO

Heckoabko MeHbIIIE, YeM OOBIYHO
3HaYNTEILHO MEHBIIIE, YeM OOBIYHO
[IpakTruecku HUKOrAa

27. 51 xopuiia ce0s1 MOHATIPACHY, KOT/IA eJIa LU
He TaK, KaK HaJI0

[

U
U
0

[Ha, Bce BpeMst
Ha, maorma

Her, He Tak gacTo
Hert, aukorga

28. 51 TpeBOXKMIACH U 0ECTIOKOWIACH MOHATIPACHY

[

U
U
0

Her, auxorna

Her, moutu HuKoraa
Ha, nHorma

[a, oueHs yacTo

29. Mensi oXBaThIBaJIH OeCIPUYMHHBIN CTPax U
NaHUKAa

[

U
U

[a, nouTtu Bce BpeMs
Ha, naorma

Her, ouens peaxo
Her, e tak gacto

30. Ha meHs CIMILKOM MHOI'0 BCEro HABAJIUIOCH

J
[
[

[

[la, s moYTH HH C YeM HE CIIPaBIISLIach
[a, nHOT A 5T KOE C YeM He CIPaBJIsLIach
Hert, 1o Gosnblleii 4acTH 5 CO BCEM
CIIPaBIISIACh

Her, s cipaBisiizack co BceM, Kak OOBIYHO

31. MHe ObLJIO TAK ILI0XO0, YTO 1 HE MOIJIA CIATh:

[]

J
J
J

[a, mouru Bce Bpems
Ja, naornaa

Her, ouenb penko
Her, aukorna

32. 51 yyBcTBOBAJIA CeOsl TPYCTHOM WM
HEeCYACTHOM:

[]

[
[
(]

[a, 6omblryto 4acTb BpeMeHH
Jla, TOBOJILHO YacTo

Her, e tak yacto

Her, aukorna

33. MHe 0bLJIO TAK ILI0XO0, YTO A IJIAKAJIA:

[]

[
[
[

Ha, moutu Bce Bpemst
Jla, TOBOJILHO YacTo
OueHsb penko

Her, sukorna

34. MHe NpUX0IMJIO0 B I'0JIOBY ceJ1aTh ¢ c000ii 4TO-
HHUOYIb TJI0X0€

(]
(]
(]
(]

Jla, oueHb yacTo
Huorna

Hert, noutu HUKOT A
Her, nuxorna



B Bompocax Ne 35-44 ykaxkure, kKak 9acTo 1j1s1 Bac mpaBAauBeI TaHHBIC YTBEPKICHUA. 31€Ch HET “NPaBUIIHHBIX WA
“HEeNPaBUIILHBIX’ OTBETOB: BRIOEPHUTE OTBET, KOTOPHIA KAXKETCsI HANOOJIee BEPHBIM B HCXO/Is1 U3 Barero Texymero
OTIBITA.

35. 51 yyBCTBYIO JII000Bb K CBOEMY pPedeHKY
0 OmnpenenenHo 1a, MOYTH BCeTAA
[0 OmnpeaeneHHo Aa, HHOTAA
[0 B HEKOTOpOIi CTENEHH  a, HHOT/Aa
O Huckombko
36. 51 Goroch WIAM MAHUKYIO, KOTAAa MHEe HY>KHO ¢/1eJIaTh YTO-I1u00 JJ151 CBOero pedeHKa
0 Huckonbko
[] B HEKOTOpPOH CTENEHH Jia, HHOTAa
[0 OmnpeaeneHHo Aa, HHOTAA
[0 OmnpeneneHHo J1a, MOYTH BCETAa
37. 51 uyBcTBYI0 00Uy B OTHOILIEHHH CBOEro pefeHKa
L1 OmnpeneneHHo Ja, NOYTH BCeraa
0 OmnpenenennHo 1a, HHOTAA
[l B HekoTOpoii CTeNeHH 13, HHOT/Aa
L0 Huckonbko
38. 51 He YYBCTBYI0O HU4YEro K CBOeMY pe0eHKY
[0 OmnpeneneHHo Ja, NOYTH BCeraa
L1 OmpeneneHHo na, MHOT A
L1 B HekoTOpoii CTeNeHH! Ja, HHOT/AA
0 Huckonbko
39. 51 yyBCTBYIO THEB B OTHOIIIEHHH CBOEro pedeHKa
L1 OmnpeneneHHo a, NOYTH BCeraa
L1 OmpeneneHHo fa, MHOT A
] B HEekoTOpO# cTerneHu Jia, UHOTIa
O Huckonbko
40. 51 HacnaxkOaKCh BCEM, YeM 3aHUMAKOCh BMeCTe €O CBOUM pedeHKOM
O Huckonbko
] B HekoTOpO# cTerneHu Jia, UHOTIa
L1 OmpeneneHHo na, MHOT A
L1 OmnpeneneHHo Ja, NOYTH BCer/ia
41. 51 Ob1 X0TEN12, YTOOBI MOMi pe0eHOK ObLT IPYTUM
[0 OmnpeneneHHo 1a, MOYTH BCeTAa
0 OmnpenenenHo na, HHOTAA
] B HEekoTOpO# cTerneHu Jia, UHOTIa
0 Huckonbko
42. 51 yyBCTBYIO :KeJIaHMe 3aIMIIATH CBOEro pedeHka
O Huckonbko
0 B HEKoTOpoOii CTeNeH  Ja, HHOTAA
0 OmnpenenenHo 1a, MHOTAA
L1 OmpeneneHHo Ja, MOYTH BCET/Ia
43. 51 6b1 XOTEJ1a, UTOOBI Y MeHS He ObL10 pedeHKa
L1 OmpeneneHHo Ja, MOYTH BCET/Ia
0 OmnpenenenHo 1a, MHOTAA
[0 B HEKoTOpOii CTENeH  Ja, HHOTAA
O Huckonbko
44. 51 yyBCTBYIO OJIM30CTH K CBOEMY pe0eHKY
0 Huckoibko
[] B HEKOTOpPOH CTENEHH Jia, HHOTIa
0 OmnpenenenHo a, MHOTAA
[0 OmnpeneneHHo J1a, MOYTH BCEeTAa



Yacre 4. BEPEMEHHOCTDb U MATEPUHCTBO

45.

46.

47.

48.

49.

50.

ol.

52.

53.

54.

55.

56.

Bormpocsr #45-57 OyayT kacaTensHO Balllero MJajamero peoeHka

Kaxkoii Bo3pacT y Bauiero miagmero pedenka?

bbLia Jim 6epeMeHHOCTD 3arjiaHupoBaHa?
O Ja

O Her

ITox Bamero pedenka?

L0 Myxckoit

O Kenckwmit

KTo 1an umsa Bamemy pedeHky?
0 S cama

0 Moii cynpyr/mapTHep
L] CoBMECTHO ¢ Cynpyrom/ mapTHEPOM
L] PoxuTenu Moero cynpyra/mapTHepa

0 ipyroe
Bbuin s y Bac ocyioskHeHMs IpH

OepemMeHHOCTH?

O Ha

Ll Her
Ponopa3zpemenne?
LI EcrecrBeHHbIC

L Kecapeo Ceuenue
O Jpyroe

KTo npucyrcrBoBaa npu poaax?
[0 HwuKTO M3 pOJCTBEHHUKOB HIIH JAPY3€H

[0 Jpy3bst win pOJACTBEHHUKH
L1 Cynpyr/mapthep

L Jpyroe
Bec pedenka npu po:xxaeHun:
L0 Menbme 2500 rpamMm

0 2500 rpaMm wiu Gosblie
PebGeHok ObLI poKIEH:

L1 Panbiie 37 Henenu 6epeMEHHOCTH
[0 B 37 Henenb OepeMEHHOCTH WITH TTO3KE
Bbuiu 11 kakue-1100 npodJ1eMbl €O 310POBLEM

HOBOPOXIEHHOT0?

O Ha

1 Her

B Teuenue nocJiegHeil Hegeu Ball pedGeHOK
miakas 6ojee 3 4acoB B 1eHb?

O Ha

O Her (eciu Hem, nepexooume x eonpocy 57)
CKkoJIbKO THell B TeueHue nocJieHeii Heaean
Balll pe0eHOK IJIaKasa 0osee 3 4acoB B JIeHb?
] 1-2 nusa

O 3-4 qus

O 5-7 queit

57.

58.

59.

60.

61.

62.

Bbl kopMmuTe rpyanpio?
O Ha
1 Her
Bblaa nmn y Bac kozoa-a1ubo nmarnoctupoBana
aenpeccusi?
O Ja
0 Her
Baue Tes10 kKaxkeTcsl Bam:
0 C HopMasTbHBIM BECOM
1 C mumHuM BECoM
1 C memoBecom
BbI cunTaere cedsi:
OueHb HEKOMITIETEHTHON MaMOM
HexomnerenTHol MamMoi
Kak GompmmHCTBO MaTepei
JIydmie ocranabHBIX MaTepen

Oooond

OdyeHb KOMIETEHTHON MaMOH

IMocemanu jin Bbl KeHCKYI0 KOHCYJIbTALIUIO
peryJsipHo Bo BpeMsi 6epeMeHHOCTH?

O Ha

O Her

YnoBiaerBopeHbl 14 Bl npenocTaBiieHHBIMU
Bam MeaMuuHCKMMH ycayramu?
[lomHOCTEIO yITOBIIETBOpEHA

Y noBieTBopeHa
YacTHyHO yIOBJIETBOPEHA
He ynosnerBopeHa

oooood

Kpaiine He ynoBnerBopeHa



CAYAJTHAMA

1-56JIIM. AEMOT'PADOUAJIBIK JEPEKTEP

[0 Bacraysimn MexTen
1. Cizain KacbIHBI3 O Oprta 6inim
O ] ApHnaiisl opTa OiaiM
2. TypatbIH xepini3 O Xorapsl 6intim
0 Kana 0 Maructp aspexeci
0 Kana maHpl 0 JIOKTOPJIBIK Japeke
O Aybur
3. YJOTbIHBI3: . L. .
O Kasax 9. JKyOaiibIHbI3AbIH /cepirinizain Kacioi
O Opsic O JKyMbICTieH TOJIBIK KAMTBIIFaH
O Backa (aseimss) O }KS%MI)ICIHCH JKapThUTai KaMTBIIFaH
N L1 O3iH 631 )KYMBICIICH KAMTHIbI
4. Or0achl KaraalbIHbI3. . L.
. LI XKymeic icremeiini
L0 TypwmbicTa emMecTin
[0 Backacsr
L0 TypmbIcTaMbIH
L] AbIpacKaHMBIH
O Kecipmin 10. OTOachIHBI3ABIH OPTALIA AMIBIK Kipici Kanaii
[0 AsaMaTThIK HEKeJie HeMece cepiriMMeH oupre (TeHremen)?
TYpaMbIH L1 50 000 —nan kem
5. Ocsl catke Cizain 6inim neHreiiiniz ] 50000 -99 999
[0 Bacraysim MekTemn [0 100 000 —149 999
O Opra 6imim 01 150 000 —199 999
L1 Apmnaiisl opta 6iim [0 200 000 —249 999
L1 Korapsr Ointim L1 250 000 - 299 999
L0 Maructp nopexeci (1 300 000 xoHe onaH keIt
L] JIoKTOpIBIK Jopexe
6. Kasipri yaksiTTa Ci3 yiiIeH ThIC A&Kep/ie JKyMBbIC
icreiicis 0e? 11. Kimmen Gipre Typaceiz?
0 Mo, TONBIK KYHJIK KYMBICTAMbIH O Cisnin aTa-aHaHbpI30eH Oipre
O WMo, xxapThl KYHAIK )KYMBICTAMBIH 1 JKyOaibIHbI3IbIH aTa-aHACBIMEH Oipre
L Kok O JKeke
O JlexpeTTik AeMaIbICTaAMbIH 1 Backacer

7. Operreri KdciOini3

L1 MemitekeTTik KbI3MeTI / BIoJKeTTiK YIBIMHBIH .
12. Typy xarnaijappina pu3acbi3 6a?

O HUo
O Yok

KbI3METKepi

Keke KOMIaHUSHBIH KbI3METKEP1
JKeke xocimkep

O3iH 631 )KYMBICIIEH KaMTy
XKymeic icremeiimin / Yii mapyachlHaarsl difen 13. Kanma 6ananei3 6ap?
CryneHt

OoOoood

backacel

8. KyOaiibIHbI3ABIH /cepirinizain 0imim aeHreiii



2-BOJIIM. OTBACBLIBIK KAPBIM-KATBIHACTAP )KOHE 9JIEYMETTIK KOJIJIAY

Hyckaynap: Ci3giH oTOacbIMEeH KapbIM-KaTBIHACBIHBI3IBI Oaranay YLIiH opOip MaKyayblH >KaHBIHIAFHl KOJIAIbI
JKayarThl IIIeHOepMeH OeNTieHi3.

Ote . Kakcot Ote
Kaman Beiitapan
KaMaH ’KAKCBI
14. AHaHbI30EeH KapbIM-KATHIHACHIHbI3 1 2 3 4 5
15. OkeHi30eH KapbIM-KATHIHACHIHBI3 1 2 3 4 5
16. bana ke3zeri ata-anaHbI30eH KapbIM- 1 5 3 4 5
KaTBIHACBIHBI3
17. KaiibIH eHeHi30eH KapbIiM- KATHIHACHIHBI3 1 2 3 4 5
18. Kaiibin aTaHbI30€H KapbIM- KATBIHACBIHbBI3 1 2 3 4 5

19. O3iHi3nin npodIeMaHbI3 TYPAJIBI AWTHIN 0epe alaThIH KaAKbIH JO0CHIHBI3 0ap Ma?
O Ho

O Kok

20. Cizxin 6agaHbI3IbI KYTYre 0TOACHIHBI3 jKJHE TYBICKAHAAPBIHBI3 KAHIIAJBIKTHI XKUi KOJAay KepceTeni?
OO0 FEmkaman

0 Keii ke3ae
O Kui
O Yuewmi

21. O3ini3ni He Ma3ajan ;Kypreti TypaJsbl Ky0aiibIHBI3Fa/cepirinizre KAHIAJBIKTDI KU alIBLIA A1achI3?
OO0 FEmkaman

[0 Keii ke3ae
O XKui
0 Yuemi

22. Tpodaemanapasl memyae Ci3 cepirinizre KAaHIAIBIKTHI KU ceHiM apTa ajacbi3?
OO0 Emkaman

[0 Keii ke3ae
O Kui
O Yuemi

23. Yii xuHay KoHe/HeMece TaMaK NaiibIHAAYy CHSIKTHI Vil MiHIeTTepiH Ky0aiibIHBI3/ cepiriHis
KaHIIAJBIKTHI kui Ciz0eH 0o.ice anaapl?
OO0 FEwmkaman

] Keii ke3ne
O Kumi
O Yuemi

24. Bana kyryre cepiriniz Cizre KaHIIAJIBIKTBI KHi KeMeKTecemi?
OO0 FEwmkaman

O Keii ke3ne
O XKwui
O Yuemi



3- BOJIM. BOCAHFAHHAH KEWIHI'T KE3EH.

Ne 25-34 cypakrapra OyriH e3iHi3/i Kanaii ce3ineTiniHizai Fana emec, COHFbI 7-KYHHIH IINTH/E e3ixi3ai kanait
CE31HTeHIHI3Te KaTBICTHI )KaKbIHBIPAK KayalThl KOPCETYAl OTIHEMIH

25. MeH KyJIyre :oHe 3p HOPCeHIH KbI3bIK KAFbIH 30. Tipairimae KanbLIbIc KoOeilin KeTTi
Kepyre Kao6ineTTi 00J1bIM O MUo, xebinece TipmiriMzi OpbIHAAYFa IaMaM
O oOmperrerineit KenMeni
0 OmerrerizeH asblpak O Wo, kelige TipairiMi TYren OpblHAal anFaH
0 OmeTTerifeH aaeKaima a3pIpaK JKOKIIBIH
O  Mynzaem kaOineTti 6onmaabm O Xok, kebiHece TipIiriMHiH 09piH OpbIHIAM
aJJIbIM
26. MeH 0oJialiaKkTarbl 9pOip HOpceHi KyaHa-KyaHa O Kok, TipniriMHiH 6opin ofeTTerifei
KyTTIM OPBIHIAIBIM

O oOperrerigeit

O SHGTTGF}HQH aselpax 31. /KaObIpKaHy/abIH ceGebiHeH YHKbIM KaluThl
00 OgnerTerifeH dJaeKanga asbpIpax O HWo. xui
O Mynaem Kyan6aapim Uo, keiine

Kok, eTe xui emec

O oo

27. BipaeHe ayphIc xKypMece MeH 03iMIi 60cka
KIHJIdIiM
O Mo, xebinece

Kok, emkamman

32. MeH o3iMai KOHIJICi3 HeMece 0aKbITChI3 Ce3iHaiM

O Mo, kenze . O Wb, xebinece

O Xok, eTe xui emec O W, keiine

O Kok, emkaman O Kok, ere xkui emec
O JKok, emrkamrax

28. MeH e0ip cefernci3 ajanaay MeH yailbIMra
IAJTABIKTBIM

O Kok, emKaman 33. /KaObIipKkanyabiH ce0eOiHeH Kbliayra JeiiHn

0apabiM

Kok, eTe cupek O Mo, xui

Mo, ket yakbITTa .
> yaKk Ho, keiine

Oood

u i -

9, OTe XNl .

> O JKok, eTe xHl eMec
O

. . Kok, emkaman
29. MeH emdip cebenci3 KOpKy MeH ypeiire

IAIIBIKTBIM

O Mo, ete xui 34. MaraH e3iMe 3UfIH KeJITipy KailJbl oiyiap Keaai

. O Mo, xmi
O MHo, kel yakbITTa o
; O Mo, kerige
O Xok, »xul emec )
O Kok, eTe xul emec
O Kok, emkamax
O Kok, emikamrax



Ne 35-44 cypaxrapaa ocel MakyinayaapsiHe3 Ci3 yIIiH KaHIIAJIBIKTH KU1 IIBIH €KeHiH KepceTiHi3. by xepae
«IOYpBIC» HEMECE «IYPBIC eMecy jkayanTap koK. Ci3miH KYHIAENiKTi TaKipuOeHi3re Heri3aesne OTHIPHII, €H AYpPhIC
OONaThIH CHUSKTHI KayaIThl TAaHJAHBI3.

35. MeH HopecTeMe j1ereH MaxadaTbIM/bI ce3iHeMiH
[0 Opune, spKaiian
] Opune, Keitae
[0 Beunrimi Gip mopexene, Keiae
O Emxannai
36. Men HopecTeM YIIiH Oip HOpce :xacay Kepek 00J1FaH/Ia, KOPKAMbBIH HeMece YpeilJieHeMiH
O FEmxanpaii
0 Beunrini 6ip nopexene, keiine
[l Opumne, Keitae
[l Opune, opKaman
37. MeH e3iMHiH HOpecTeMe KATBICThI PeHilll ce3iHeMiH
[l OpwuHe, opKalian
Ll Opwumne, keiine
L1 Beunrini Oip nopexene, Keite
O Emxangai
38. MeH e3iMHiH HOpecTeMe elITeHe ce3iH0eiiMin
[l Opune, opKaman
Ll Opwumne, keiine
Ll Beunrini Gip nopexene, Keitne
O FEmxaunmait
39. MeH e3iMHIH HOpecTeMe KATBHICTHI Allly —bI3a ce3iHeMiH
[0 Opwune, opkarran
[0 Opune, Keiiae
Ll Benrini 6ip gopexene, keiae
O Emkannmait
40. MeH HOpecTeMMeH aifHAIBICHIN KATKAH 0apJbIK iciMMeH paxaTTaHaMbIH
0 FEmkannpait
O Benrini 6ip gopexene, keae
[0 Opune, Keiiae
[l OpuHe, opKalia
41. MeH e3iMHIH HOpecTeMHiH 6acKka 00JFaHBIH Kajaap egiM
] OpwuHe, opKaliaH
] Opuse, Keiiae
O Benrini 6ip gopexene, keae
OO0 FEmkannpait
42. MeH HopecTeMIi KOPFaFbIM KejleTiHiMI ce3iHeMiH
O Emkannmait
L0 Benrini 6ip gopexene, keiue
L0 Opune, keiiie
[0 Opwune, opkarran
43. Men 6anaM 0oJIMaraHbIH KaJap egiMm
] OpwuHe, opKaliaH
[l OpwuHe, Keitne
L Benrini 6ip gopexene, keiue
OO0 FEmkannpait
44. MeH HopecTeMe KAKBIHABIFBIM/bI Ce3iHeMiH
O Emkannait
[0 Beunrini Gip mopexene, Keiae
1 Opwumne, Keitne
[] OpuHe, opKallaH



4-bOJIM. KYKTUIIK )KOHE AHA BOJY

Ned5-57 cypaxrap CizmiH eH Kinri 6amaHbsI3ra KaTBICTHI 0013 ThI

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.

55.

56.

57.

Ci3zain el kinni 0aJIaHBI3ALIH JKAChHI Hemene?

KykTijik sxocnapiibl 60161 Ma?
O W

O Xok

BanaHbI3AbIH KBIHLICHI KAH/12ii?
00 Ep 6ana

1 KpI3 Oana

BanaHbI3abIH aThIH KiM KOHAbI?
0 O3im

0 Menin xybaiibiv/cepirim

L1 JKyOalibIMHBIH/CEepiriMHIH aTa-aHACHI

0 Backa

KykTijgik ke3iHae acKpIHyJIap 60161 Ma?
O U

O Kok

KaJmaii 6ocaHabIHBI3?
0 Taburu

U1 TirimMai skapsin anabl
[0 Backa

Bocany ke3inae kimM 6011617
U TysIcKaHIapIbIH HEMECE JOCTap IbIH

€LIKANCHICHI
O XKyoaiisim/cepirim
L1 Backa
HoapecTeHiH TyFaH Ke3aeri cajMarbl:
O 2500 rpamMMHaH a3

L1 2500 rpamMM HEMece OJIaH KOFaphl
Hoapecrte kanaaii mep3imae Tyabl:

L1 37 anragan OyphiH

[0 37 anrraga HeMece o/1aH KeliH

7KaHa TyFaH HopecCTeHiH JeHCcayJIbIFbIMEeH
KaHAaiiaa 0ip npo6Jyiema 60Jab1 Ma?

O Us

O Kok

OTKeH yakbITTBIH illliHIe HOPECTeHi3 KyHiHe 3

CaFaTTaH KOl KbLIaJbl Ma?

I

L Kok (ecep orcok bonca, 57-uii cypakka
KOWLIHI3)

CoHFbI aNTaHBIH illliHAE HOPECTEHI3 KyHiHe 3

CaFATTAaH APTHIK KAHIIA KYH KbLJIATbI?
0 OkyH

O 1-2 kyn

O 3-4 kyn

L0 5-7 kyH

Ci3 6anara emiuek depeci3s 0e?

58.

59.

60.

61.

62.

O Ho

1 Kok

Cizre OypbIH 1enpeccus AereH IMarHo3
KOMBLIIbLI Ma?

O Uo

I Xok

Cizgin aeHeHi3aiH caaMarbl.

[0 KambInTs! canMak,

O ApThIK canMak

[0 CanmarbIM XKETKUTIKCI3 CUSAKTHI
Ci3 e3iHi3ai:

Orte OLITIKCI3 aHAMBIH

Binikci3 aHaMbIH

AHanap/pIH KOMIIIIr CUSKThIMbIH
bBacka aHanapnaH »akChIpaKIbIH

Oooon

OrTe O1IIKTI aHaMBIH €I CaHANChI3

Ci3 skykTi 00JFaH Ke3/e difennep
KOHCYJIbTALUSICBIHA KYHeJi Typae 0apbin
TYPABIHBI3 0a7?

O Ho

O Kok

Ci3 e3iHi3re yCHIHBUIFAH MeTUIUHAIBIK
KbI3MeTTEPMEH KaHaFaTTaHaChI3 0a?
TonblKk KaHaFraTTaHAMBIH

KanaraTTaHaMbIH
JKapreuiail KaHaFaTTaHAMBIH
KanararranGaiiMbIH

Ooooogo

Mynaem KaHaraTTaHOAMMBIH



APPENDIX 3

Informed Consent Forms
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Verbal Informed Consent

My name is Zhansaya Zhanasbayeva, I'm a Master of Public Health student at Nazarbayev
University. [ am conducting a study on the postpartum depression among women. The study is necessary for
understanding of risk factors of depression among postpartum women in Kazakhstan. The obtained data
would be useful for creation of effective intervention programs, creation of prevention policies and for
aiding the diagnosis of postpartum depression.

I would like to receive honest answers to questions provided in the questionnaire. The questionnaire
consists of 4 chapters which are the following: socio-demographic information, social support, postnatal
depression, pregnancy history and mothering.

There are no risks involved in the study greater than you would encounter in your everyday life. Data
will be reported in aggregated form without any potential hazard to reveal the personal information. If you
feel uncomfortable answering any question in the provided questionnaire, feel free to skip it. If at any time
you think you would like to withdraw from the study, please, let me know and I’ll exclude your answers
from the study. There are no direct benefits, however your participation will benefit society, and help to
develop programs for intervention in the field of depression in postnatal period. There is no penalty for
withdrawal from the study nor for the skipping the questions. Neither your name, nor other personally
identifying information would be recorded and the strongest effort would be made in order to maintain
privacy of participants.

If you feel complaints about depression, you can get help for free. Support of psychologist and

gynecologist is available by contacting national helpline 150.

Do you agree to anonymously participate and provide answers to the questions in the questionnaire?

Contacts:

National Help line 150,
free consultations from gynecologyst and psychologist
E-mail: http://www.hls.kz/hotline-150/

Investigator: Zhanasbayeva Zhansaya, Student MPH
Mobile: +7 7079234561
E-mail: zzhanasbayeva@nu.edu.kz

Scientific advisor: Alibekova Raushan, Instructor, Department of Medicine
Mobile: +7 (7172) 706702
E-mail: raushan.alibekova@nu.edu.kz



http://www.hls.kz/hotline-150/
http://www.hls.kz/hotline-150/
mailto:zzhanasbayeva@nu.edu.kz
mailto:raushan.alibekova@nu.edu.kz

The oral consent text provided above will be read aloud in the language of a prospective participant. The text
would provide the prospective participant with all necessary information about the study, associated risks and benefits.
The consent text is adapted from University of Virginia oral consent script retrieved from:

http://www.virginia.edu/vpr/irb/sbs/forms_consent.html
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NudopmupoBanHoe coriiacue Ha y4acTHe B HCCIel0BAHUHN

Mewns 30ByT XKancas JXKanac6aeBa, s CTyleHTKa MarucTpaTypsl 0 00IECTBEHHOMY
31paBooxpaHeHno HazapOaeB YHuBepcureTa. S 3aHUMaOCh H3y4€HUEM IOCIEPOIOBOM IEIPECCUH CpEeIU
KESHIIMH. JTO UCCIIeI0BaHIE HEOOX0AUMO I HOHUMaHUS (PaKTOPOB PHCKA MOCIEPOIOBOM IEIPECCHH
cpenu xeHuH B Kazaxcrane. [lonmyueHHble JaHHBIE ObLTH OBl TIOJE3HBI IS CO3AaHUs YPPEKTUBHBIX
[IpOrpaMM MHTEPBEHIIMHU, CO3JJaHNUs NPOPUIAKTUIECKUX CTPATETuil U COJICHCTBUS AUArHO3y MOCIEPO10BOH
JeTIpeCcCuu.

S] xorena Obl IMMOJIYYUTb YC€CTHBIC OTBCTHI HA BOIIPOCHI, 3aIaHHBIC B BOIIPOCHUKCE. AHKeTa COCTOUT U3
4 pa3nenos: nemorpadudeckas nHGOpMAaIKs, CONUATbHAS TOIEPKKa, TOCTHATAIbHAS ACTIPECCUs, a TaKKe
0epeMEeHHOCTh U MAaTEPUHCTBO.

VYdyacTe B JaHHOM MHCCIIEJJOBAaHUM HE BOBJIEKAET PHUCKOB OOJblle YeM, C KOTOPBIMH BBI
CTaJIKMBACTECh B €XKEIHEBHOW XKM3HU. [laHHbIE OyayT mpeacTaBleHBl B yCpelIHEHHOH (opme Oe3 Kakoii-
1100 TMOTEHIMATBHON ONAacHOCTH Ui YYaCTHHKOB. Eciy Bam HEymOOHO OTBeYaTh Ha JIF0OOOW BOMIPOC B
IIPEJOCTaBIEHHOM BOIPOCHUKE, HE CTECHANWTECh NPOMYCTUTh ero. Eciu B 1000l MOMEHT BbI JyMaeTe, YTo
XOTUTE BBIUTH M3 HCCIEOBaHUA, MOXKalyicra, cOOOUIMTE MHE, M I HMCKJIIOYY Balll OTBETHl W3
uccnenoBanus. IIpsiMbIX BBIFOJ HET, OJHAKO Balle y4yacTHE MPHUHECET IO0JIb3y OOIIECTBY U TOMOXKET
pa3paboTarh MpOrpaMMbl UHTEPBEHIIMI KacaTeJbHO JIEMPECCHH B MOCTHATAIBHOM TEpHOJe. 3a BBIXOJ M3
HCCIICO0OBaHMA HJIM 3a INPOITYCKHU BOIIPOCOB HET HUKAKUX HCTATHUBHBIX HOCJ'IC}ICTBHIZ n HITpa(i)OB. Hwn Bame
UM, HU Apyras Ju4yHas MHpopMaLus He OyAyT 3amucaHbl, U OyAyT NPEIIpUHATH CaMble CUIIbHbIE YCHIIUS
11 obecriedeHns: KOHPUICHIIMAIbHOCTH YYaCTHUKOB.

Ecnu BBl 4yBcTByeTe XajloObl Ha JAENPECCHIO, Bbl MOXETE IOJYyYUTh MOMOUIb OecIIaTHO.
[Tonnepkka mcuxojora M TMHEKOJIOra JOCTyMHa U OecruiaTHa. Moxkere oOpaTUThCS B HalMOHAJIbHYIO
ciyx0y momomu 150.

CornacHsbl 14 Bbl aHOHUMHO Y4aCTBOBATh U JaBaThb OTBCTHI HA BOIIPOCHI B aHkere?

KoHTakThI:
HaHI/IOHaHBHaH ropsma;l JIMHUS 150, BeCHHaTHBIe KOHCyHBTaHI/II/I TUHCKOJIOIra U IICUXoJiora
E-mail: http://www.hls.kz/hotline-150/

JKanac6aesa XKancas, Ctynentr MO3
Ten: +7 7079234561
E-mail: zzhanasbayeva@nu.edu.kz

AnnbekoBa Payman, PykoBoaurens [Ipoekra, [lenaprament MeanuHsl
Ten: +7 (7172) 706702
E-mail: raushan.alibekova@nu.edu.kz



http://www.hls.kz/hotline-150/
http://www.hls.kz/hotline-150/
mailto:zzhanasbayeva@nu.edu.kz
mailto:raushan.alibekova@nu.edu.kz

Texkcr ycTHOTO cornacus, yka3aHHBIN BBIIIE, OyIeT MPOUYTEH BCIyX Ha SI3bIKE yJOOHOM IIPENIONAaracMoMy
YYaCTHHUKY. TEKCT MPeOCTaBUT MOTCHIHUAILHOMY YUaCTHHKY BCIO HEOOXOANMYIO HHPOPMAIHIO 00
HCCIIeIOBAaHUH, CBSI3aHHBIX C HUM PUCKaX U MPEeUMYIIEcTBaX. TEKCT cornacus aJaiTHpPOBaH U3 CLieHapus
YCTHOTO coTJIacusl Y HUBepCUTeTa IITaTa BUpKUHUS, TOTYyYEHHOTO MO aApecy:

http://www.virginia.edu/vpr/irb/sbs/forms_consent.html
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3epTTeyre KaTbiCyra aKnapaTTaHAbIPbLIFAH KeJIiciM

Menin ateiM XKancas JXanacbGaeBa, men HazapOaeB YHHBEpPCHTETIHIH KOFaMJIBIK JIEHCAYIBIK
CaKTay JKOHIHJIET1 MaruCTPaTypPaChIHbIH CTYCHTIMIH.

Men olfennep apachlHIarbl OOCaHFAHHAH KEHMIHT1 JIENMPECCUsHbI 3epAeleyMeH alHabICHIN KYPMIiH.
byn 3eprrey Kaszakcranpmarpel oiennep apacbhlHIarbl OOCaHFaHHAH KEHIHT1 JENpPEecCUsSHBIH Kayll-KaTep
(bakTOpBIH TYCiHY VIIIH KaXeT. AJIBIHFaH JepeKTep MHTEPBEHLUMSHBIH THIMII OarnapiamaiapblH KYpy,
npoMIAKTUKAIBIK CTpaTerHsuiap Kypy 'koHe OOCaHFaHHAH KEHiHTI JIEeNMpPeCCHsHBIH JHarHO3bIHA KOMEKTECY
YIIiH naiganel 00aMak.

MeH cayanHaManga KOMBUIFAH CypaKTapra IIbIHAMBI Ta3a jkayan alFbIM KeJei.

Cayamnama 4 OeJIIMHEH TYpajabl: JeMOTpadusUIBIK aKmapar, dJIEyMETTIK KOJaay, MOCTHATAaJIbI
JETIPECcCHsi, COHAN-aK KYKTUTIK )KOHE aHa 0oury.

by 3eprreyre kaThicy ci3fep KYHIENIKTI eMipie Ke3Aecill KYPreH Kayil-KaTepJeH apThIK KaTep
kenTipmeiiai. Jlepektep KaTbiCyliblap yIIiH KaHjaaiaa Oip oneyeTTi TYPFbIIaH Kayilci3, opTaiia HbiCaHAa
yceiHbUIaThIH 00anbl.  Erep Ci3 yimiH ochl cayainHamala KOWBUIFAH Ke3 KEeNreH Cypakka jkayarm Oepy
KOJIaliCchI3 OoJica, OFaH jkayanm OepMmeyre KbpIChUIMaHbI3. Erep Ke3 KeNreH CoTTe 3epTTEYACH IIBIKKBIHBI3
KeJice, MaFraH XabapiayblHbI3/Ibl ©TIHEMiIH, MeH 3epTreyiaeH Ci3iH jkayanTapbIHbI3/bl allblll TaCTaHMBbIH.
XKeke mnaifna TaGaThlH MakcaTbiM JKOK, Oipak Ci3liH KaTbICybIHBI3 KOFaMfa Taijga oKesedl >KoHe
MOCTHATAJ/Ibl KE€3€HJErl JENpeccUsifa KaTbICThl HHTEPBEHLUsAJIAp OarjapiaMachlH o3IpJieyre KeMeEriH
TUT13e/1. 3epTTEyIeH MIBIKKAaHBIHbI3 YIIIIH HEMece KeiOip cypakTapra >kayarn OepMEreHiHI3 YIIiH elKaHaai
Tepic calAapsl )KOK >KoHe abInmynjgap TarblaMmaiael. Ci3[iH aThIHBI3 J1a, HEe O0ackadail ’eKe aKlapaTbIHbI3
na emlip epJe Ka3blUIMai Ibl, )KoHE KaTbICYHIbUIAPAbIH KYMUSUIBUIBIFBIH KAaMTaMachl3 €Ty YIIIH KON KYII
CAJIBIHBIII, Tapa KOJITaHBUIAIbI.

Erep Ciz nempeccusira marbIMIaHFBIHBI3 KeJIce, TEriH KoMeK ama anachis. [lcuxomor jkoHe
ruHekosior Cisre TeriH Koigay kepcereni api 6y kKou xketimai. Ci3 150 yATThIK KeMeK KepceTy KbI3METiHe
KYT1HE aachl3.

Ci3 aThIHBI3IBI )KaChIpa OTHIPHIIN KATHICHIN, cayaTHaAMaJaFrbl CypaKTapra xayar Oepyre keniceci3 o6e?

Bajinanbic Teaedonnapsi:
150 ¥NITTBIK BICTHIK K1, [ MHEKOJIOTTiH KOHE TICUXOJIOTTIH TEeTiH KOHCYIbTAIUSACHI
E-mail: http://www.hls.kz/hotline-150/

JKanac6aeBa XKancas, K/IM cryznenri
Ten: +7 7079234561
E-mail: zzhanasbayeva@nu.edu.kz

Anubexopa Paymian, XKo6a xerekmrici, Menuiuaa aenapraMeHTi
Tem: +7 (7172) 706702 E-mail: raushan.alibekova@nu.edu.kz



http://www.hls.kz/hotline-150/
http://www.hls.kz/hotline-150/
mailto:zzhanasbayeva@nu.edu.kz
mailto:raushan.alibekova@nu.edu.kz

JKorapeima KepceTiIreH aypI3mia KeNiCIMHIH MOTiHI OOIDKaiAbl KaTBICYIIBIFa OFAH BIHFAIMIBI TIAE NAyBICTAIll OKBLIABL.
MoTiH omeyeTTi KATBICYIIbIFa 3epTTEYMEH OaiJlaHBICTBI Kayil-KaTep MEH apTHIKIIBUIBIKTAp Typaibl OapiblK KaXKeTTi
aKMapaTThl YCHIHAJIBL.

Kenicimuin motiHi  http://www.virginia.edu/vpr/irb/sbs/forms_consent.html MekeHxalibl OOHBIHINIA aNbIHFAH BupkuHUSA

ITaThl YHUBEPCUTETIHIH aybl3lla KeJTiCIMiHIH clieHapuiiiHeH OeiiMIemin KypbUIFaH.


http://www.virginia.edu/vpr/irb/sbs/forms_consent.html

