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Abstract

Introduction: Postpartum depression is a major public health problem and linked to mothers’
reduced ability of sensitive parenting and increased risk of developmental delays of children. Its
prevalence was estimated as 13% in Western countries and 19.8% in lower and middle-income
countries. No previous studies have explored the perspectives of postpartum women and healthcare
providers regarding postpartum depression in Kazakhstan. The aim of this research is to explore
postpartum women’s and healthcare providers’ awareness, understanding and perceptions of
postpartum depression, acceptability of the Edinburgh Postnatal Depression Scale (EPDS), and

postpartum mental healthcare practices in Kazakhstani context.

Methods: A qualitative study was conducted at the outpatient clinics at the Republican Diagnostic
Center and the National Research Center for Maternal and Child Health in Astana. Thirty qualitative
interviews were conducted. Purposive sampling was used for recruiting 20 postpartum women and
10 healthcare providers, including gynecologists, pediatricians, nurses and psychologists. The

inductive analytical approach was utilized and NVivo program was used for qualitative analysis.

Results: Respondents were mostly aware of postpartum depression, but varied in its perceived
prevalence. Identified symptoms were social relations, mood changes, and physiological symptoms.
Risk factors were divided into psychosocial, socioeconomic and physiological. For treatment,
respondents named psychological, informational, informal, and instrumental support, self-
management, and medications. There was variability in time, place and specialist to conduct
screening. EPDS questions were understandable for most participants. Finally, barriers for maternal

mental healthcare provision were identified.

Conclusion: Obviously, there is a need for introducing a screening tool, addressing time barriers for
women, improving doctor-patient communication, increasing a number of psychologists, increasing
public awareness, and opening more support centers. Finally, this study creates an evidence-base to

develop recommendations to improve postpartum mental healthcare practices in Kazakhstan.



1. INTRODUCTION
1.1 Background information of the main issue

Maternal postpartum depression is recognized as a major public health problem (Wisner et
al., 2006). Postpartum depression is defined as an episode of major depressive disorder that occurs
in a postpartum period within the first year of giving birth and has negative consequences for a
woman’s life and a mother-infant bonding relationship (O’Hara, 2013). It generally affects 10% to
20% of postpartum women (Gjerdingen and Yawn, 2007) and accounts for approximately 19.8% in
low and middle-income countries (Shidhaye and Giri, 2014). Though, other studies suggest that
prevalence rates of postpartum depression in Asian countries may range from 11.0% to 60.8%
(Halbreich and Karkun, 2006).

Postpartum depression has been linked to mothers’ reduced ability of sensitive parenting and
increased risk of various developmental delays of a child (Field et al., 2004). Clinical picture of
postpartum depression includes a sense of hopelessness, helplessness, fatigue, feeling guilty,
loneliness, obsessive thinking, reduced concentration, depressed mood, insomnia, substantial weight
loss or gain, mood swings, depressive thoughts, suicidal ideation, and sleep deprivation (Gjerdingen
and Yawn, 2007). Moreover, children of such women may have delayed psychological,
neurological, and psychomotor development (Gjerdingen and Yawn, 2007).

Effective screening tools have been developed and recommended for early detection of
postpartum depression. Edinburgh Postnatal Depression Scale (EPDS) is the most frequently used
tool that has been extensively validated in different countries (Hewitt et al., 2009).

Since the negative consequences of postpartum depression for families are well documented,
effective policy changes are required. The main barriers for early recognition and treatment of
postpartum depression are low mental health literacy of the population, stigmatizing beliefs about

depression, and personal barriers to help-seeking behavior of women. Thus, the effective



implementation of evidence-based interventions must incorporate thorough knowledge of the

context that influences the impact of the interventions (Jorm A.F., 2000).

1.2 Rationale and significance of the study

Major depressive disorder in women is a major health problem across all nations and one of
the main causes of disability-adjusted life years globally (Bennett, 2004). Though this is a big
problem worldwide, there are little attention being paid to the problem of postpartum depression and
no available information on its prevalence in Kazakhstan. There is also no formal postpartum
depression screening instrument in Kazakhstan, such as Edinburgh Postnatal Depression Scale.

Even though internationally recommended evidence-based interventions for improving
maternal and child health have been pilot-tested and introduced, most of these initiatives are not
sustainable in the long-term. Therefore, for successful implementation of postpartum depression
screening instruments and policy interventions, one has to get primary understanding of postpartum
women and healthcare providers’ views on postpartum depression, its screening and treatment
choices.

Hence, to the best of our knowledge, no official published studies have explored the
awareness, perspectives, and understanding of postpartum women and healthcare providers
regarding the postpartum mood disorders in Kazakhstani context to guide the development of
effective practice changes. Further, this study's findings will help develop recommendations for
sustainable implementation of evidence-based postpartum mental health care practices in
Kazakhstan taking into account cultural context. It also contributes to the aim of sustainable
development of research capacity and advancing the research in the field of reproductive health in

Kazakhstan.



1.3 Study aim and objectives

The aim of this qualitative research is to gain an insight into postpartum women and

healthcare providers’ awareness, understanding and perceptions of postpartum depression,

acceptability of the EPDS depression-screening tool, and postpartum mental healthcare practices in

Kazakhstani context. The objectives of this qualitative research are:

1.

to explore postpartum women and healthcare providers’ awareness and understanding of
postpartum depression and its symptoms;

to identify the most prevailing views about cultural and other risk factors associated with
postpartum depression;

to discover the perceived importance and awareness of postpartum depression screening
tools;

to explore the acceptability of the EPDS depression-screening tool;

to explore the perceived importance and awareness of postpartum depression treatment
choices;

to gather the perspectives on provision gaps and barriers in postpartum depression

screening and treatment.

1.4 Overview of the literature relevant to the research question

The problem of postpartum mood disorders did not deserve much attention until recently,

which explains a lack of research articles on this topic published in Kazakhstan. That is why, the

overview of the literature was done based primarily on abroad studies. Though not Kazakhstani, the

overview of this literature is justified, since it helps to gain a global understanding of postpartum

women and healthcare providers’ perceptions of postpartum mood disorders and get familiar with the

evidence-based recommendations on postpartum depression screening and treatment practices.



Though, it might differ depending on the cultural context and the level of healthcare quality in
corresponding countries. Therefore, it is important to conduct such sort of study in Kazakhstani

context as well.

Prevalence

Based on the qualitative study on the perspectives of women and health professionals on
symptoms of postpartum depression by Chew-Graham et al. (2009), 8-15% of UK women suffer from
postpartum depression, which was determined to have long-term negative impact on maternal mood
and adequate child development. Furthermore, it was found that the prevalence of postpartum
depression is high both in Asia as well as Europe. More specifically, the prevalence in Asian countries
was quite fluctuating with minimum of 3.5% and maximum of 63.3% (Klainin, 2009). Another
qualitative study by Oates et al. (2004) was conducted in 11 countries and concluded that most people
are aware of postpartum depression; however, not all of them consider this condition as treatable by
medical interventions. Though the concepts like depression are frequently attributed to Western
cultures, this study demonstrated the universality of experience of postpartum depression across

nations.

Risk factors

A study by Klainin (2009) provides a literature review of postpartum depression studies
conducted in 17 Asian countries and describes risk factors for postpartum depression in Asian
cultures. As a result, risk factors associated with postpartum depression were combined into five
groups: biological/physical (low body mass index, medical conditions), socio-demographic
(immigrant status, financial burden, lack of support from husband and family), psychological (low
self-esteem, stressful life events, child care stress), obstetric/pediatric (complications during

pregnancy, previous abortion, the absence of breastfeeding, unplanned pregnancy), and cultural
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factors (conflicts with mothers or mothers-in-law regarding childcare and child’s gender). Another
study was conducted in Kong-Hong by Chan (2002) and involved women diagnosed with postpartum
depression. After gaining an insight into their lives and experiences of postpartum depression, it was
found that uncaring husband, controlling mothers-in-law, sense of helplessness and hopelessness were
common in those women. Thus, potential risk factors of postpartum depression among Kazakhstani
women have to be identified taking into account local cultural differences in order to develop effective

screening and treatment measures.

Symptoms

An evidence suggests that the postpartum fatigue is effective at predicting postpartum
depression (Corwin, 2005). Physiological indicators of postpartum fatigue include iron deficiency
anemia, thyroid hormone deficiency, and postpartum inflammatory status. Study conducted by
Ugarizza (2002) in Miami-Dade County, Florida, involved qualitative interviews among postpartum
depressed women as they themselves reported. Interestingly, women were found to be scared of being
unable to recover their ability to complete tasks and get rid of their uselessness. Moreover, they were

afraid of harming their baby. Though, these women did not have suicidal ideation.

Treatment

Study conducted by Ugarriza (2002) found that women chose education and promotion,
antidepressant therapies, support groups, getting help with the baby, and having more spare time away
from their child as the best treatment options. In a study by Chan (2002), women reported that
homicide and suicide as the only means for women to escape from this situation. This study
demonstrates the underestimated importance of this topic, whereby awareness of postpartum
depression has to be increased and effective screening tools and policy interventions should

immediately follow. In a cluster randomized trial, Yawn suggests that screening of postnatal
9



depression and follow-up care can be best conducted in the context of family medicine (Yawn et al.
2012). This is in part because women usually have close contacts with their family doctors. On the
other hand, women who recently delivered do not tend to have regular relationships with their primary
care physicians. Therefore, Chaudron argues that most of the times it is the child’s pediatrician who
postnatal women have close contacts with (Chaudron et al. 2004). For that reason, it is questioned if
children’s pediatricians should screen and diagnose mothers for postpartum depression. Further, one
study found that UK health workers claimed that shortfalls of healthcare delivery for women with
postpartum depression can be solved with the provision of more resources, more training, and more
health professionals (Oates et al., 2004). Talking therapies were found to be in demand as well. The
same study presents the views of the UK general practitioners, who emphasize the increased need for

more training programs for health visitors, more mental health professionals and more counsellors.

Screening

Gjerdingen and Yawn (2007) underlined the importance, implications, and barriers
associated with postpartum depression screening. Nowadays only half of the cases of postpartum
depression is diagnosed, while the rest is left out without attention. So, there are huge benefits of mass
screening. Routine screening of postpartum women for depression during their regular visits to a
doctor’s office substantially improves the disclosure of postpartum depression. It was also concluded
that timely diagnoses, collaborations between general practitioners and mental health providers,
longitudinal follow-up of target patients, and proper treatment are all necessary to ensure improved
clinical outcomes. Thus, trained health professionals are required to ensure effective clinical outcomes
following the early detection of postpartum depression. This conclusion can be also applied to
Kazakhstani context. Regarding screening administration, according to the perinatal mental health
model, the EPDS screening tool is administered “on a laptop computer with the assistance of a

bilingual facilitator” in the waiting room before entering a doctor’s office (Connelly et al., 2010).
10



After the completion, a woman is given educational materials on psychosocial issues and women with
positive test results are given a list of available resources for further management. Though, there is
little evidence on optimal time to conduct screening. According to US Preventive services task force,
it is suggested to conduct screening at least once in both pregnancy and postpartum period (2016). The
American Academy of Pediatrics suggests that pediatricians conduct screening of women for

postpartum depression at the infant’s 1-, 2-, and 4-month visits (2010).

It was also determined that the EPDS is the most frequently used measure with reasonable
psychometric properties (Gjerdingen and Yawn, 2007). This conclusion might be taken into
consideration when developing screening tool for Kazakhstani postpartum women. However, the
previous research suggests that when screening instruments for postpartum depression are translated
from English to native languages, the translated versions might lose their psychometric properties
(Klainin, 2009). Hence, one must be careful when developing and translating screening tools for
Kazakhstani population. Overall, a decent screening instrument should be inexpensive, easy to

administer, and have an adequate sensitivity and specificity.

Barriers

Gjerdingen and Yawn (2007) concluded that 80% of women are not against of being
screened for postpartum depression in the outpatient settings. However, most providers are reluctant
to screen women for postpartum depression, and a lack of training and experience might be a reason
for that. Overall, two possibilities for postpartum depression screening are available, which are
mothers’ postpartum office visits and their infants” well-child visits. In addition, three types of barriers
to postpartum depression diagnosis were identified in the same study. The first is a patient-centered
barrier, which refers to a lack of insurance, social stigma, treatment nonadherence, and a lack of time.

The second is a physician-centered barrier, which includes a lack of training and knowledge, negative

11



legal consequences, a lack of time and others. Finally, a systems-based barrier includes irregular and
infrequent mothers’ follow-up visits and a division of primary care and mental health services. Similar
barriers hindering a timely diagnosis and maternal depression treatment were identified by Goldman
et al. (1999). Likewise, Japanese and Italian obstetricians and pediatricians underlined their concerns

on the lack of psychiatric services (Oates et al., 2004).

2. RESEARCH METHODOLOGY

2.1 Study design

A qualitative research design was chosen to meet the objectives of this study. In contrast,
study findings from the quantitative studies would not be all-encompassing and comprehensive
enough to meet the study objectives at the initial stage of research, when the primary in-depth
elucidation of the main topic is important. Qualitative semi-structured open-ended individual

interviews were the primary data collection mode for this qualitative study.

The interview guides were developed separately for postpartum women (Appendix 3, 4 & 5)
and healthcare providers (Appendix 6, 7 & 8) in English, Russian and Kazakh languages. The
interview guides were composed of a set of semi-structured open-ended questions, providing a basis
for an insightful understanding of participants’ views on the main issues. Prior to the actual

interviews, a pre-test of the interview guides was conducted.

The acceptability of the EPDS tool was also explored as a part of an interview. The 10-item
EPDS tool was first developed in Scotland at health centers in Livingston and Edinburgh in 1987 to
aid the detection of postpartum depression in mothers (Cox et al., 1987). The instrument has a good
sensitivity (86%) and specificity (78%) levels. For our research purposes, a validated Russian version
of EPDS (Appendix 9) was provided by An agency of the Provincial Health Services Authority.

Perinatal services BC (2018). Further, an original English version of EPDS tool was translated into
12



Kazakh, after which the process of back-translation was done. Afterwards, back-translated and
original English versions were compared to ensure the accuracy and quality of the original Kazakh

translation (Appendix 10). Moreover, a pretest for a Kazakh EPDS version was also done.

2.2 Settings

The qualitative study was conducted at outpatient clinics at the Republican Diagnostic
Center and the National Research Center for Maternal and Child Health in Astana, Republic of
Kazakhstan (further referred to as Centers). These leading medical-diagnostic and scientific-
educational institutions provide treatment for women and children from the various regions of the
country. More specifically, interviews with healthcare providers were conducted in their offices,

while interviews with postpartum women were conducted in Healthy Child Units.

2.3 Sampling and study participants

In order to meet the objectives of the research, the subjects for the given study were chosen
to be postpartum women and healthcare providers. Purposive convenience sampling was used for
recruiting postpartum women and healthcare providers for the interviews. Participants were at least 18
years old postpartum women at the moment of recruitment and healthcare providers working at the
corresponding outpatient clinics, as inclusion criteria. Exclusion criteria were being younger than 18
years old, inability to read and understand Russian, Kazakh or English, and having severe psychiatric
illnesses. According to the Council for International Organizations of Medical Sciences (CIOMS
2016) publication “International Ethical Guidelines for Health-related Research Involving Humans”,
pregnant and breast-feeding postpartum women must not be considered as vulnerable population.
Since the qualitative research methods do not essentially require the calculation of the sample size, it
was overall planned to interview about 20 postpartum women and 10 healthcare providers until the

saturation point in themes and categories is reached. As a result, 20 postpartum women and 10

13



healthcare providers, among which are 2 psychologists, 4 gynecologists, 2 pediatricians, 1 Healthy
Child Unit’s nurse and 1 obstetrician, were recruited. Taking into consideration Kazakhstani context
and the diversity of local languages, inability to communicate in English was avoided, since the
interview was offered to conduct in either of three most frequently used languages, including Kazakh,

Russian or English.

Subject Recruitment

Purposive convenience sampling was used for recruiting postpartum women and healthcare
providers as was said above. The researcher came to the outpatient clinics at the Centers every day
from Monday to Friday between December 2017 and February 2018 in order to recruit postpartum
women for the interviews. In the Republican Diagnostic Center, postpartum women who came to visit
a pediatrician or for well-child visits were recruited. In the National Research Center for Maternal and
Child Health, postpartum women who came to visit a gynecologist were recruited. Thus, an
interviewer individually approached each woman who is waiting for the doctor’s appointment.
Similarly, recruitment and interviewing of healthcare providers working at the Centers was conducted
during the work hours depending on their availability and work schedule. Following a brief
explanation of the aim and important highlights of the research, the interviewer obtained verbal
informed consents in Russian, Kazakh, or English (Appendix 2) in case of potential participants’
willingness, preparedness, and agreement to participate in the study. In case of obtaining the informed

consents, the interviews were conducted in the coordinated time convenient for participants.

2.4 Data collection
The primary data collection mode for this qualitative study were qualitative semi-structured
open-ended individual interviews, as was said above. Thus, data was collected with the help of

interview guides, described earlier. The interviews were recorded with the help of audio recorder.
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Approximately, 2-3 interviews were conducted per day. Generally, one interview lasted for about 30

to 50 minutes.

2.5 Data analysis

A preliminary data analysis was continuously made starting from the beginning of a data
collection process. Such approach allowed for continuous monitoring of newly emerging themes and
categories (Merriam, 2016). It also helped to hold onto the purpose of the study and sustain the main
research focus. The NVivo program was used for the qualitative analysis of obtained data. The 30
qualitative interviews were transcribed and translated into English, since they were mostly conducted
in Russian and Kazakh. Hence, a descriptive account of data allowed for coding of the 30 interview
transcripts. The inductive analytical approach was used to interpret the findings. Thus, after coding, a
construction of themes responsive to the research question was performed. Further interpretive
analysis included identification of specific patterns and interrelationships among these themes by
comparing and contrasting them. This allowed to construct category schemes, which combined
together the emergent themes representing the same topic or issue. Thereby, inferences about a posed

research question were made and the objectives of the research were achieved.

3. ETHICAL CONSIDERATIONS

An ethical permission to conduct this research study has been obtained from NUSOM REC
and UMC the Medical Research Ethics Committee. A verbal informed consent was obtained from
each study participant on a voluntary basis. Interviewees had a right to withdraw from the study at
any moment, skip sensitive questions, and change or delete any of their responses without any
consequences. The interviewees were asked for the permission to make audio recordings of the
interviews. To ensure the protection of interviewees’ identity, no identifiable information was used

and all the collected data has been kept confidential.
15



There were no known risks to participants expected that are greater than they would
normally encounter in their daily life. All the minimal risks resulting from the participation in the
interview in regards to some sensitive questions and time inconvenience for conducting interview
were explained to participants in advance. There were no known direct benefits to participants as
well. Nevertheless, there is an overall benefit to people in future since the information obtained may
have a great impact on maternal and child healthcare in our country. By better understanding women
and healthcare providers’ perspectives on postpartum depression, screening, and treatment choices, it
becomes possible to develop better preventive measures and screening programs for addressing this

health problem.

4. RESULTS

Table 1 represents the sociodemographic characteristics of postpartum women, which were

recruited for the interviews.

Table 1. Sociodemographic characteristics of postpartum women in the Republican Diagnostic

Center and the National Research Center for Maternal and Child Health (n=20).

Postpartum women

n (%)
Age range (years)
18-23 3 (15%)
24-29 8 (40%)
30-35 5 (25%)
36-40 4 (20%)
Mean age (years) 29.05
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Recent postpartum status

Less than 1 week 0

2-4 weeks 4 (20%)
More thanl month 3 (15%)
2-6 months 7 (35%)
More than 6 months 6 (30%)
Gravidity

1 7 (35%)
2 6 (30%)
3 5 (25%)
4 1 (5%)
7 1 (5%)
Parity

1 7 (35%)
2 6 (30%)
3 5 (25%)
4 1 (5%)
5 1 (5%)
Marital status

Married 19 (95%)
Single 0
Divorced 0
Widowed 0
Cohabiting 1 (5%)
Type of family

Extended 4 (20%)
Nuclear 16 (80%)
Highest education degree so far

Elementary school 0

High school 0
College 3 (15%)
University undergraduate level 16 (80%)
University postgraduate level 1 (5%)

17



Occupation

Medicine 2 (10%)
Government employee 7 (35%)
Employee of private company 1 (5%)
Business owner 0
Self-employed

Unemployed/Housewife 10 (50%)
Student postgraduate 0
Previous history of mental health problems

Yes 0

No 20 (100%)
Amount of money spent in one month (in tenge)

Less than 100 000 1 (5%)
100 000 — 199 000 8 (40%)
200 000 — 299 000 7 (35%)
300 000 —399 000 4 (20%)
400 000 — 499 000 0

500 000 and above 0
Nationality

Kazakh 17 (85%)
Russian 3 (15%)
Other 0

Place of residence

Astana 18 (90%)
Akmolinskaya oblast 2 (10%)
Other 0

18



Table 2 represents the emergent themes and categories, which resulted from the qualitative analysis

of 30 interview transcripts.

Table 2. Categories and themes identified in interviews.

Postpartum women

Healthcare providers

Category and themes n=20 n=10
% (n) % (n)
1. Awareness
Awareness of postpartum depression 95% (19) 100% (10)
Variability in awareness of prevalence:
Not aware 20% (4) 20% (2)
Not prevalent [35% (7) 10% (1)
Prevalent 45% (9) 70% (7)
2. Knowledge of symptoms
Social relations and roles/tasks 90% (18) 80% (8)
Emotional issues and mood changes 100% (20) 100% (10)
Physiological symptoms and issues 85% (17) 30% (3)
3. Understanding of risk factors
Psychosocial factors 100% (20) 100% (10)
Socioeconomic/social factors 75% (15) 50% (5)
Physiological factors 60% (12) 80% (8)
4. Treatment options
Perceived necessity of treatment
Necessary 60% (12) 100% (10)
Not necessary 40% (8) 0)
Psychological support 100% (20) 100% (10)
Informational support 85% (17) 80% (8)
Informal social support 100% (20) 100% (10)
Self-management / self-help 45% (9) 40% (4)
Medications and over-the-counter meds 90% (18) 70% (7)
Instrumental support 65% (13) 20% (2)
5. Perceptions of screening
Screening for all women 95% (19) 90% (9)
Perception of the depression screening instrument:
Satisfied 90% (18) 100% (10)
Unsatisfied 10% (2) 0)
Variability in place where to conduct screening:
In-home 55% (11) 10% (1)
Clinic 30% (6) 70% (7)
Maternity center |15% (3) 20% (2)
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Variability in time when to conduct screening:

during pregnancy 5% (1) 3" day postpartum: 20% (2)
pregnancy and postpartum |20% (4) 1 month postpartum: 80% (8)
two times postpartum 5% (1)
one month postpartum 70% (14)
Variability in specialist who should administer the
EPDS tool and is able to disclose postpartum
depression
Psychologist 85% (17) 30% (3)
GP or nurse 10% (2) 30% (3)
Pediatrician 5% (1) 20%(2)
Gynecologist or nurse ((0) 20% (2)
Screening tools for postpartum depression in 50% (10) 100% (10)
Kazakhstan
No screening tool 25% (5) 60% (6)
Surveys at maternity center |25% (5) 30% (3)
Beck’s depression scale is
used: 10% (1)
6. Barriers and provision gaps followed by
participants’ recommendations for maternal
mental health services
Lack of protocols/screening tools 75% (15) 100% (10)
Problems with access 95% (19) 70% (7)
Health providers’ capacity and doctor-patient 85% (17) 50% (5)
communication
Lack of public awareness and stigmatization 50% (10) 80% (8)
Lack of relaxation units 80% (16) 40% (4)

4.1 Category 1: Awareness of postpartum depression

Theme 1: Awareness of postpartum depression

Women were quite aware about the potential existence of psychological issues and

postpartum depression in particular. Moreover, almost half of the women respondents had

acquaintances with women suffering from postpartum depression. The same is true for health care

providers. Some of them turned out to have quite frequent contacts with postpartum women

experiencing depressive symptoms. A nurse from Healthy Child unit pointed out that she meets 3-4

women with depression per month, who often share and express their hardships. Almost all health
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care providers responded that women come to their office with a complaint for postpartum depression
and they try to disclose their symptoms. Only one participant responded that this is not a common
practice and another participant told that she met only one woman with postpartum depression in 25

years of work experience. There also were extreme examples remembered by a pediatrician,
As | remember, there were several cases when a woman left her child on a street, but she
didn’t remember that. She went to a police and said that someone kidnapped her baby. On the other

hand, another woman thought that everyone is representing a danger and a threat for her baby. So,
she hided in my office.

Theme 2: Awareness of prevalence and perceived importance of postpartum depression

Regarding the perceptions of women and healthcare providers about prevalence of
postpartum depression in Kazakhstan, the variability in answers were found. Thus, 4 women had no
idea whether postpartum depression has important influence or not and 9 women responded that it is
quite widespread state of women. Thus, 7 women concluded that it is not prevalent and unimportant

disease. As one woman said,

I think it is not prevalent at all. However, even if it is not spread, when doctors frequently
say about it, then susceptible women might think that they have postpartum depression even if they
don't.

Similar patterns of responses were received from health care providers. So, while 2
respondents had no idea on the prevalence and importance of postpartum depression in the country, 1
respondent concluded that it is not widespread saying that, “Kazakh families are big and everyone
helps each other, which is why postpartum depression is not common . Another respondent said that,
“When parents live together postpartum depression is absent”. Thus, 7 other respondents believed

that it is quite widespread.
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4.2 Category 2: Knowledge of postpartum depression symptoms

Theme 1: Social relations and roles/tasks

This theme revealed that one of the symptoms that respondents consider important is poor
emotional contact with a child. This includes detachment, aggressive attitude and negativity towards
childcare and motherhood, and not being able to accept this child. As one of the women said,

When a mother with postpartum depression feels negativity and no emotional contact
towards her child, this child will also feel and absorb these negative emotions. Such children rarely
grow up as healthy and happy people.

Moreover, participants reported that women with postpartum depression refuse to breastfeed.
Also, they shout at both infants and elder siblings. As healthcare providers reported, postpartum
depression women are not interested in answering doctor’s questions about childcare. Some of the
women even have a desire better not to have that child as was reported by some of the health
professionals. Thus, except for two women, most respondents understood that postpartum depression
negatively affects a child. So, women mostly reported that all emotions are sent from mother to child,
including negative emotions, too. So, as one of the women said,

When a mother feels bad, then a baby also suffers. If she doesn’t feed him properly, there
can be serious problems both with physical and mental health...a baby can go crazy and be
hysterical.

Similarly, health care providers believed that postpartum depression has negative influence
on mother’s life and health and the development of child, both physical and psychological. For
example, one pediatrician reported that when mother is happy and calm, then child is happy, has no
sleeping problems, and even cramps become less prominent. On the other hand, doctors reported that
in a family where a mother suffers from postpartum depression, other siblings suffer, too,

Not only an infant suffers from that, but its elder siblings, too. Since such mothers don’t have
enough time and energy to pay attention to other children, they may have problems at school and they
won'’t receive as much love as they need.
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Also, it was mentioned that because of sleep deprivation and other negative emotions, milk
can disappear, tactile bond disappears, and child grows like a withdrawn person. Surprisingly, two
healthcare providers believed that postpartum depression has no negative effect on children.

Next, respondents pointed out that not being able to accomplish tasks is also frequent in
postpartum depression women. So, they are not able to take care of a child and cannot cope with new
responsibilities and housework. In addition, health care providers noticed that postpartum depression
women often have disrespectful or neglectful attitude to themselves,

From my experience, | always pay attention to how a woman is dressed up, whether her
clothes are neat, tidy and clean, and also to how this woman answers my question. When she is not
interested in answering my questions, | already suspect that this woman has a wrong attitude towards
her baby and her role as a mother. Such women don’t look at me, look at the window, or start crying.
They have neglectful attitude to themselves.

Theme 2: Emotional and mood changes

Frequent mood changes, including the whole specter of emotions, were reported as one of
the common manifestations of postpartum depression. These include anger, irritability, melancholy,
frustration, aggressiveness, anxiety, being inactive and faded, fear, sadness, loneliness and feeling
isolated. Also, postpartum depression women were reported to want to cry all the time. They blame
themselves and those who are around, take offense at family members, and stress out because of their
scars and physical appearance as was reported by women. As a psychologist pointed out,

When a woman blames her husband or parents, | means that she doesn 't want to find a
source of problems inside herself. She just simply shifts responsibility and the blame on others. But of
course there are cases when husbands are uncaring.

Theme 3: Physiological symptoms

Women respondents mentioned that postpartum depression women may experience issues
with their appetite. For example, as one women reported, “my friend suffering from postpartum

depression used to have to eat lots of carbs, cakes and chocolate at that time”. Moreover, it was
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mentioned that postpartum depression women feel tired and fatigue all the time.

4.3 Category 3: Understanding of risk factors and perceived causes

Theme 1: Psychosocial factors

Psychosocial factors as a social response to birth were considered most important to women.
All women underlined that a lack of family support, especially a husband’s support, may greatly
influence the development of postpartum depression. Furthermore, when in-laws are too demanding
and strict, depressive symptoms may arise. The same was true for healthcare providers’ responses.
They also mentioned that attention deficiency, not receiving love and appreciation, criticizing
husbands and in-laws may cause depressive symptoms in women. As one of the nurses said, “mothers
can be oversensitive to in-laws’ even simple kind recommendations, which causes or caused by
postpartum depression”. Moreover, not having a husband also was called as a risk factor. At the same
time, domestic violence was also called as an important risk factor by health professionals. Also, one
of the psychologists also mentioned that women from orphanages or single-parent families may be
prone to develop postpartum depression. On the other hand, as psychologists reported, “being a
single child in a family may be a reason why a young woman becomes selfish and spoon-fed person,
who is definitely not able to take care of another person, her child ”.

Also, one of the substantial causes reported by all respondents of postpartum depression is
unplanned pregnancy or when a father does not want that child. Though a negative attitude to a
childcare was mentioned as one of the symptoms of postpartum depression, it was underlined as a
risk factor, too. So, as women reported, some women predisposed to postpartum depression are prone
to develop negative attitude not only to childcare but also everything new coming into their life. So,

psychological unpreparedness for pregnancy and motherhood can be an important risk factor.
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Giving birth to “a first child, lack of experience with childcare and absence of a kind person
who would be able to give pieces of advices [on childcare]” was mentioned as a risk factor as well by
women and healthcare providers. However, another risk factor mentioned by women is when women
have many children, especially young toddlers. Also, when women stay at home for a long time
because of a child, then this can be a risk factor, too.

Poor time management and not having strict daily routine can be also a risk factor, as women
respondents and health care professionals report. This in turn causes not being able to cope with tasks,
which is one of the symptoms of postpartum depression, as reported by respondents. In this light,
when reality does not meet expectations, women may develop postpartum depression. Therefore, as
women and healthcare providers said,

When postpartum women are too young or over their 30s, they may be at risk of developing
postpartum depression, because they are unexperienced for childcare and are used to dedicate time
for themselves only.

Theme 2: Socioeconomic/social risk factors

Socioeconomic risk factors were also mentioned by respondents. For example, not having
enough money and having poor living conditions were frequently mentioned by women respondents.
One of the nurses also said that, “women even at the maternity hospitals start comparing themselves
to other rich women and feel jealous”. This also can be a risk factor for postpartum depression. But,
as healthcare providers mentioned, not only low SES was mentioned as a risk factor, but being rich
and spoon fed can be a cause why a woman cannot cope with her new important responsibilities and

develop postpartum depression.

Theme 3: Physiological risk factors

Physiological risk factors were mentioned by women and healthcare providers, too. So,

women thought that sleep deprivation may influence the development of postpartum depression.
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Also, as most respondents said, Caesarian section, suffering from other chronic conditions, having
birth complications and difficult painful labor may also be risk factors for postpartum depression.
About 4 women and 3 health care providers highlighted hormonal and endocrine profile changes as a
possible reason of postpartum depression. As one of the gynecologists said, “only progesterone
deficiency causes postpartum depression and not any other factors”. In addition, several women
mentioned bad physical appearance and gaining extra weight after pregnancy as a potential cause of
postpartum depression.

Surprisingly, one gynecologist had no idea of risk factors of postpartum depression saying,
“the reason is unclear for me”. Another gynecologist said, “No undernutrition and no other disease
affects postpartum depression as much as psychological factors”. However, third gynecologist
ignored all psychosocial factors and asserted that only hormonal imbalance is the only cause of

postpartum depression.

4.4 Category 4: postpartum depression treatment options

Theme 1: Perceived necessity of treatment

Postpartum women’s responses demonstrated ambivalence in their perceptions in the
necessity of treatment. So, while 12 women responded that postpartum depression cannot disappear
itself without treatment, 8 women decided that treatment is not necessary. One woman claimed that
time is the only remedy and three women told that all women experience postpartum depression
symptoms, but it definitely disappears after 3-4 months. Finally, one woman said that treatment is
necessary in complicated cases of postpartum depression only. Surprisingly, all health care providers

agreed upon the necessity of postpartum depression treatment and that it cannot go away on its own.
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Theme 2: Psychological support

Postpartum women named a psychologist’s consultations is the first choice to go in case of
postpartum depression. All women insisted that they prefer in-home based psychological support
because they “have no time to go to the clinics and have no place to leave a child . In this light, some
of the women said that online and telephone (call-center) consultations would be very helpful for
women with postpartum depression. They also highlighted the importance of psychological
consultations for other family members, including husbands and in-laws,

A psychologist has to work both with woman and man. A partner should listen to “a person
in a white coat”, otherwise he won't believe his wife has postpartum depression.

Healthcare providers also highlighted the importance of psychological consultations and
individual approach to each woman. Psychologists shared that they use active listening, giving
recommendations, and gestalt therapy in their practice with postpartum depression women.
Healthcare providers also told about the availability of psychologists at the clinics and maternity

hospitals, Healthy Child units, physicians and nurses’ home visits, though not so extensive.

Theme 3: Informational support

Women express their wish to receive useful recommendations on how to avoid postpartum
depression and prepare themselves for happy motherhood from the whole array of specialists,
including gynecologists, nurses, obstetricians, pediatricians, GPs and psychologists. Women also
wish “doctors would listen to each woman very carefully and give pieces of advice ”. Preparatory
courses, lectures, trainings, seminars were also named as necessary treatment option. Postpartum
respondents and health care professionals mentioned that there are several preparatory courses and
gynecologists/psychologists’ lectures for future mothers, though not much.

Health care providers also highlighted the importance of mother’s education on childcare
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and motherhood starting from the first trimester of pregnancy and the necessity of “adaptation
courses for young mothers and family members”. This is because “prophylaxis and primary

prevention is important”, as healthcare professionals claim.

Theme 4: Informal social support

Strong family, friends’, and neighbors’ support and emotional support from optimistic
people were named as one of the important treatment options by women and healthcare providers,
too. Similarly, women prefer relaxation rooms, art-therapy, and fitness as tools to combat postpartum
depression symptoms,

In addition to being close to optimistic people and attending special relaxation rooms, a
woman should have own hobbies, art-therapy, clay-therapy, and yoga classes. This is because in
addition to psychologists’ consultations, women have to fill themselves only with positive emotions.

Yoga was a common treatment preference for both women and healthcare providers. In
addition, going for a walk in a fresh air was named as a nice way for a woman to uplift emotionally
and embrace herself. Healthcare professionals also reported that interaction and constant
communication with positive people can decrease postpartum depression symptoms. One healthcare

provider also said that it is important to eliminate irritating factors and have only positive thoughts.

Theme 5: Self-management / self-help

Women respondents talked a lot about self-management approaches as the alternative to
treatment. So, one woman said, “women should not think someone is responsible for that, so only she
has to be responsible for herself and cope with her problems by herself”. Interestingly, healthcare
providers also shared this point of view, saying that a woman has to be a manager for herself.
Healthcare providers claimed that women have to develop a healthy sleep routine and healthy

nutrition for themselves, also “they have to be well disciplined and organized to cope with tasks”.
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Theme 6: Medications and over-the-counter meds

Some women named sedatives, calming sedative herbs, vitamins as a possible medication for
postpartum depression treatment. Two women were not sure about medicaments and called them as
“useless”. Several women named hormonal therapy for postpartum depression women as well. Those
women who mostly preferred emotional support also chose good nutrition and health resorts
treatment.

Healthcare providers also referred to hormonal therapy. However, one gynecologist insisted
that prescribing sedatives is “fotally incorrect, because postpartum depression is caused only by
hormonal misbalance and hormonal therapy is necessary to treat postpartum depression ”.
Nevertheless, several other health professionals named antidepressants as a treatment option.
However, other health professionals were against medicaments, because they are unfavorable and

have side-effects since women breastfeed.

Theme 7: Instrumental support

Most women referred to financial help from the government as a remedy to postpartum
depression. So, in their opinion, state/public assistance, including child allowance and maternity leave
allowance, would help decrease the burden of socioeconomic risk factors. In this light, one
gynecologist pointed out that “since Kazakhstani women go to maternity leave in the last trimester
only and stress out because of work, early maternity leave is necessary. Women should enjoy their
pregnancy and not stress out because of hectic work schedule or their demanding bosses ”. Moreover,
women respondents expressed their dissatisfaction with in-kind assistance from the government,
“maternity hospitals gave us several diapers and baby wipes, but these sanitary items are not enough,
this is too little”. Interestingly, only two health care providers mentioned instrumental support for

postpartum depression treatment.
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4.5 Category 5: Perceptions of postpartum depression screening

Theme 1: Screening for all women

Almost all women agreed upon introducing postpartum depression screening for all women
postpartum. Only one woman thought that only risk population groups should be administered
postpartum depression screening tool. Similarly, almost all healthcare providers agreed that
postpartum depression screening should be introduced for all women. Only one health professional
thought that there is no need to screen all women for postpartum depression,

1 don’t think all women have to be screened for postpartum depression, but only those in the
population of risk. There is no need to screen all women.

Theme 2: Perception of the depression screening instrument

Women and healthcare professionals were mostly positive about EPDS questions and scale.
They claimed that EPDS tool contained no misleading or difficult questions. Questions were
acceptable and culturally appropriate for them, too. However, two women shared their opinion that
Kazakstani women would rarely answer such questions, which are “embarrassing and shameful”. So,
as one of the women reported,

I think that the questions are understandable and related to the topic. However, | worry that
women would not be ready to be honest. Questions should not be asked explicitly not to frighten
women.

Theme 3: Variability in place where to conduct screening

There also was a variability in place where to conduct screening. Eleven women preferred
in-home diagnostics, including “online surveys”. This was explained by the fact that young mothers
“have no time to go to the hospital and have no one to leave a child with”. Moreover, women

reported the necessity to share the screening results with family members,
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One of the reasons why I would like to go through the screening at home is that I think it is
important to show the screening test results to family members, they have to see and know that a
woman suffers. Otherwise they won't believe us.

In addition, six women preferred doing screening during monthly check-up in clinic, and
three women suggested to conduct screening at the maternity hospital on the 3" day postpartum.

One healthcare provider shared the opinion that in-home diagnostics would be effective and
comfortable. On the other hand, seven healthcare providers thought that screening should be
conducted during monthly check-up in clinic and two of them also shared their view that it can be
conducted on the 3rd day postpartum at the maternity hospital. As a nurse from Healthy Child unit
claimed,

It is incorrect to do screening at home. Since women have no desire to share their true
feelings in front of their husband or in-laws, the answers might be false. For instance, at home, she
will never admit that she wants to do harm to herself. But the atmosphere at the medical centers is
official and entirely different.

Theme 4: Variability in time when to conduct screening

The opinions of women were ambivalent regarding the time when to conduct postpartum
depression screening. So, whilst one respondent said that postpartum depression screening should be
conducted during pregnancy, four women said that it should be conducted both in the post- and
prenatal period, and one woman said that a screening should be conducted two times postpartum, the

rest of the respondents reported that they would like this screening to be about one month after birth.

There also was variability in health professionals’ responses regarding time of screening. So,
eight healthcare providers claimed that it should be conducted in one month after birth and two

healthcare providers thought that it should be conducted on the 3rd day postpartum,

At the maternity hospitals there are only 3 days of hospital stay. So, it is too early and
difficult to diagnose postpartum depression, and it is even impossible because women are still under
strong emotional impression after labor pain and overall childbirth. She doesn’t realize the essence
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of motherhood and her new responsibilities until she returns home. Moreover, women have hormonal
changes during the first month postpartum.

Theme 5: Variability in specialist who should administer the EPDS tool and is able to disclose

postpartum depression

Regarding a specialist who can administer the EPDS tool, a psychologist was named by 17
women, a pediatrician was recalled by one woman, and GP or nurse were named by two women.

There was a great variability of answers among healthcare providers regarding who should
administer the EPDS tool and is able to disclose postpartum depression. Contrary to the women’s
opinion, only three healthcare providers said that sociologists or psychologists should be the first to
administer EPDS and disclose postpartum depression in patients, especially by receiving a feedback
from pediatricians’ and gynecologists’ offices. Two healthcare providers highlighted that since
pediatricians work closely with mothers and children, they should be able to early detect postpartum
depression in mothers and then refer them to psychologists. Two more healthcare providers also
responded that gynecologists should be able to administer screening tool and early detect postpartum
depression in women, because they start working and communicating with women from the
pregnancy. The rest of health professionals (3) also told that GPs should be the first to disclose

postpartum depression in patients.

Theme 6: Diagnostics/screening tools of postpartum depression in Kazakhstan

About five women shared the view that there is nothing done to detect postpartum depression in
Kazakhstani hospitals. Another five women said that they were given surveys at the maternity centers
with 100, 50 or 30 questions to determine if they had depressive symptoms. However, as these
women report, “we were not given the results of these surveys. It seemed like it was done just for the

sake of box-checking .
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Six healthcare providers claimed that they don’t work on screening of postpartum depression
with the help of official screening tools for postpartum depression. One healthcare professional said
that “even if some doctors conduct sort of diagnostics by themselves, there is no official protocol for
postpartum depression enforced in our clinics”. In addition, a psychologist said that “7 usually
determine her level of anxiety and risk group using Anxiety Scale”. One healthcare professional said
that she refers patients, who she thinks shows postpartum depression symptoms, to psychologists.
Next, three healthcare professionals recalled that sometimes postpartum depression diagnostics is
done at the maternity hospitals. Also, only one gynecologist said that she heard that Beck’s

depression scale is enforced in Kazakhstan, but it is not extensively used.

4. 6 Category 6: Barriers and provision gaps followed by participants’ recommendations for
maternal mental health services

Theme 1: Lack of protocols/screening tools for postpartum depression diagnostics

This was also discussed in the previous section Category 5, where the variability of answers
about existing screening tools was obtained. Highlighting the importance of early diagnosis and
treatment of postpartum depression, women expressed their wish to introduce screening tools and
“surveys in each clinic”.

As healthcare providers pointed out, there are no protocols on postpartum depression in their
clinics. Thus, Healthy Child unit’s nurse suggested “fo incorporate screening tools and special scales
of emotional well-being into practice”. Another health professional also highlighted that “a special
plan should be developed for preparing mothers for pregnancy and motherhood”. Gynecologist
proposed “to conduct regular check-ups and enforce protocols for hormonal therapy for postpartum

depression treatment ™.
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Theme 2: Problems with access

Lack of time and a person to leave a child with were named as barriers to diagnostics and
treatment of postpartum depression by both health professionals and women. As one woman reported,
“I simply have no one to leave my child with, so I cannot afford myself going to a psychologist’s
office”. Similarly, one doctor pointed out that,

Sometimes women stop coming to psychologist’s consultations after one session, they have
no opportunity to see a doctor because of time limitations and no place to leave a child. They wait
until they are brought on ambulance machine to the hospital.

Long waiting lists were also mentioned as a barrier to mother’s healthcare by almost all

women and healthcare providers.

Theme 3: Healthcare providers’ capacity and doctor-patient communication

Women underlined poor communication skills of the doctors and nurses they encountered so
far and highlighted the importance of empathy, attentiveness, careful listening, and strong
communication skills for doctor-patient communication. Some women also reported that sometimes
decisions about medical care were made without taking their wishes and concerns into account. One
of the healthcare providers also pointed out the importance of improving doctor-patient
communication in Kazakhstan.

Doctors and nurses should be very attentive and carefully listen to each woman to timely
detect any changes in her mood or behavior. Doctors should be trained for that kind of
communication skills. More time has to be allocated for each consultation.

The lack and necessity of qualified specialists, including nurses and psychologists, was also
mentioned by most respondents. Women noticed that more trainings for healthcare providers should
be held in the light of postpartum depression. Moreover, healthcare providers mentioned a lack or an

absence of social workers for postpartum depression women, too. One of the nurses suggested that
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there are should be separate psychologists for children, pre- and postnatal women, and the rest of the
adult population,

| think it is incorrect when one psychologist works with different cases alone, it is very
difficult for them to switch their attention and focus back and forth from one category of people to
another.

Moreover, women told that doctors overwork and too little time is allocated for appointment.
As one of the respondents said, “We have too much paper work and no time to talk to patients. I think
we need to increase the role of nurses and introduce e-passports/e-records to save time”.

Healthcare providers also talked about tough schedule of health care workers who simply have not
enough time and little energy to notice emotional disturbances in women.

So, by telling that gynecologists are most of the time are busy with physiological disorders,
one of the respondents underlined the importance of work in a “multidisciplinary team ”, where all
healthcare providers communicate with one another.

Some of the women also mentioned that only a child gets examined during a monthly check-

up and they would like to be paid attention and get examined, too.

Theme 4: Lack of special/relaxation/Healthy child units/rooms for mothers and children in polyclinics

Lack of support centers and relaxation rooms for mothers was mentioned by most women.
Moreover, healthcare providers also mentioned a lack of special rooms for mothers and children in
polyclinics. As a nurse from Healthy Child Unit said, “Healthy Child units should be opened

everywhere, but even currently healthy child units do not work to their full potential .

Theme 5: Lack of public awareness of postpartum depression and stigmatization of mental health

issues
Lack of public understanding of postpartum depression turned out to be an issue as well. As

woman said, “people would probably think you are abnormal if you visit a psychologist”. Some
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women do not even know that there are psychologists’ office in the clinic or hospital. Women told
about the importance of prevention and prophylaxis and proposed to teach about pregnancy,
motherhood and childcare at high schools and universities. Also, “Launching Schools of young
mothers to conduct more teaching seminars/preparatory courses” was mentioned by women and

healthcare providers as well.

As healthcare providers highlighted, “our women, especially in south regions, are not brave
and open enough to share their psychological or emotional issues, so anonymous call centers are
needed”. Another psychologist said that “women don’t talk about postpartum depression and they do
not fully understand what does this term mean. Kazakh women underestimate the work and the role of
psychologists. So, teaching seminars on postpartum depression for health professionals, pregnant and

postpartum women should be held”.

5. DISCUSSION

The present qualitative study has explored the awareness, perceptions and understanding of
postpartum women and healthcare providers regarding the postpartum depression in the Kazakhstani
context. To achieve research objectives, 30 qualitative semi-structured open-ended individual
interviews were conducted among 20 postpartum women and 10 healthcare providers at the
Republican Diagnostic Center and the National Research Center for Maternal and Child Health in
Astana, Republic of Kazakhstan. The following six categories emerged as the result of the analysis of
qualitative interviews: Awareness of postpartum depression; Knowledge of postpartum depression
symptoms; Understanding of risk factors and perceived causes; postpartum depression treatment
options; Perceptions of postpartum depression screening; and Barriers and provision gaps followed by

participants’ recommendations for maternal mental health services.
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Awareness of postpartum depression

Surprisingly, all women and healthcare providers turned out to be aware of postpartum
depression. Moreover, almost all healthcare providers shared that they always try to notice depressive
symptoms or unusual behavioral patterns in both pregnant and postpartum women. This finding is
different from what was found in Chew-Graham’s (2009) study. According to the results, UK health
professionals are often reluctant to make a diagnosis of postnatal depression. Thus, most physicians
inhibit disclosure of postnatal depression and feel reluctant to inform women about their postnatal
depression. A lack of available resources and the absence of services to which to refer women for the
treatment are the main reasons for this reluctant behavior. In contrast, in our study, Kazakhstani
healthcare providers responded that they refer those women to psychologists even if there is also a
lack of human and material resources. Thus, it was determined that most health practitioners diagnose
postnatal depression by relying on the clinical intuition rather than on screening guidelines. Similarly
to our findings, LaRocco-Cockburn et al. (2003) suggested that even though healthcare workers in
Washington were not provided with necessary skills and resources, they still felt a responsibility to

diagnose depression.

Knowledge of postpartum depression symptoms

Regarding the knowledge of postpartum depression symptoms, many women pointed out
that social relations and roles might deteriorate in women with postpartum depression. Mainly,
women talked about such things like negativity and aggressiveness towards a child and women
themselves. However, respondents did not mention the deterioration of relationships with husbands
and in-laws as a postpartum depression symptom. Instead, most women mentioned that relations with
strict and demanding in-laws deteriorate and husband is not supportive mainly in the light of the
postpartum depression risk factors. This could mean that women consider changes in relationships

with husbands and in-laws as postpartum depression cause and not a symptom. Comparisons with the
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previous literature demonstrates that symptoms of postpartum depression are quite similar among
women worldwide. Thus, a study conducted by Chan (2002) in Kong-Hong involved women
diagnosed with postnatal depression and gained an insight into their lives and experiences of
postpartum depression. As a result, it was found that a sense of helplessness and hopelessness, poor
self-esteem, anxiety and fear, loss of control over their emotions, anger, feeling guilty, tiredness, not
being able to accomplish the tasks, and ambivalence towards a child were common in those women.
Study by Ugarizza (2002) also suggested that postpartum depression women are not able to complete
the tasks. Moreover, Letourneau (2007) also refers to such symptoms as feeling isolated, alone and
overwhelmed, having a lack of energy, and feeling worthless. Also, as Corwin (2005) suggests,
postpartum fatigue is a common indicator of postpartum depression in women. Obviously, these

symptoms resonate with the answers of Kazakhstani women in our study.

Understanding of risk factors and perceived causes

Overall, three main categories of risk factors were found in our study and many themes
overlap with those found in the study by Klainin (2009), except for child’s gender. This can be
explained by the transition of Kazakhstani society towards more Westernized cultures where child’s
gender is not as important as in the Asian traditional families. In addition, the study was conducted in
Astana and one can assume that people from South Kazakhstan would actually care about child’s
gender. Speaking of socioeconomic and social risk factors, women named poor housing, poor living
conditions and low income as main signs of a low socioeconomic status. In this light, when housing
conditions are poor and a young family lives together with in-laws and other relatives in an extended
family, then psychosocial risk factors can also add up and contribute to the development of
postpartum depression. Similar to our findings, Mohammad (2011) found that financial problems
might be a risk factor for postpartum depression as well. However, we found that not only low

socioeconomic status, but also being rich could be a risk factor, too. This important finding illustrates
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that when a woman has always been spoon fed, then her new duties and a feeling of being responsible
for a new human being can make her feel overwhelmed and cause depressive symptoms. Other risk
factors determined by Mohammad’s study (2011), which are low maternal self-efficacy, a lack of
information and knowledge, unplanned pregnancy, low social support, and difficult marital
relationship also resonate with our findings.

As Chew-Graham (2009) also found, health professionals view psychosocial and
physiological factors as contributing to postnatal depression, which is a social response to birth and a
response to physical changes. This is also similar to our findings.

Overall, psychosocial risk factors, which is mostly a lack of family support, were the most
important risk factors for postpartum depression for respondents. On the other hand, even though
healthcare providers also mentioned both psychosocial and socioeconomic risk factors, mostly they
talked about physiological risk factors. These findings illustrate that healthcare providers and patients
have different perceptions of the degree of importance of postpartum depression risk factors. While
family relations were more important for women, physiological status was more important for
healthcare professionals. Moreover, healthcare providers have different perspectives depending on
their specialty and background. Thus, some gynecologists tend to ignore psychosocial factors saying
that they do not affect the onset of postpartum depression in any way. Nonetheless, postpartum
depression is multifactorial, as highlighted in Chew-Graham’s (2009) study, which is why policy

interventions have to be implemented on the different levels of influence.

Postpartum depression treatment options

There was a great discrepancy in the perceived necessity of postpartum depression treatment.
Interestingly, women did not all agree on the necessity of treatment, while all healthcare providers
realize that the treatment is needed for women with postpartum depression. This variability might be

explained by the insufficient understanding of women about the necessity of treatment.
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Findings presented by Ugarizza (2002) resonate with our study findings on treatment choices
of postpartum women. Surprisingly, some women and healthcare providers pointed out that self-
management and self-help is a treatment for postpartum depression patients. This could mean that
these respondents mostly neglect all other external postpartum depression risk factors and fasten the
blame on the women themselves. This might be a barrier, which hinders effective healthcare
provision for postpartum depression patients because as these respondents think, women have to deal
with her problems all by herself.

Our findings resonate with the existing literature. Thus, Letourneau (2007) in their study also
mentioned the importance of instrumental, informational, and emotional support highlighted by
women. Women in Letourneau’s study also preferred in-home easily accessible telephone support,

which resonates with the opinion of this study’s most respondents.

One study highlighted that women prefer a proactive contact with mental health advisors,
who review any issues and symptomatology, educate mothers, provide support, encourages mothers
to receive help from others, educates on cognitive-behavioral strategies, and helps in accessing
treatment options (Connelly et al., 2010). Moreover, after two follow-up points, a woman receives a

follow-up call from her mental health advisor to determine the progress or any issues.

Perceptions of postpartum depression screening

Surprisingly, most of the respondents agreed on the necessity of postpartum depression
screening tool in Kazakhstan and this fact should be considered by health policy makers.
The variability of responses among all participants about time when to conduct screening point to the
fact that both women and healthcare professionals have different understanding of the essence of
screening tool and the onset time of postpartum depression in women at which screening tools will be

effective in detecting postpartum depression.
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The variability of responses among women regarding the place to conduct screening points
to social issues, such as time and place to leave a child. This has to be taken into account when
developing policy regulations for postpartum depression screening. While in our study most of
women responded that they would like to be screened at home, Buist et al. (2006) and Gemmill et al.
(2006) found that 80% women in Australia prefer being screened in the outpatient clinic.

While most of the women and healthcare providers were positive about EPDS screening tool
and considered all the questions as acceptable and fully relevant, it is still necessary to test this tool
and to do a pilot project to discover if women fully understand it. Questions on the EPDS were
comfortable and had meaning to women, as Connelly et al. (2010) found in their study conducted
among women in Southern California.

Regarding a specialist who should notice postpartum depression in women, screen them and
provide follow-up care and treatment, our findings demonstrate a great variability. On the contrary,
Yawn (2012) and Chaudron (2004) argue that these should be family doctors and pediatricians,
respectively.

Interestingly, a theme on the necessity to disclose women’s screening results to family
members emerged. This can be explained by the mentality of Kazakhstani women, which is the
opposite of Western women, who highly value anonymity and confidentiality. Moreover, some of the
questions in the EPDS were named as embarrassing for some women and this is also explained by

cultural differences.

Barriers and provision gaps followed by participants’ recommendations for maternal mental health

services

Overall, the barriers identified in our study repeat those found in a study by Gjerdingen and
Yawn (2007), which are patient-centered, physician-centered and systems-centered barriers.

Regarding the need for provision of more training for specialists, more resources and more health
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professionals, our study findings resonate those of Gjerdingen and Yawn (2007) and Oates et al.
(2004). Most of the respondents expressed the opinion that there are no screening tools and protocol
guides for postpartum depression in Kazakhstan. This demonstrates the general picture of the current
situation with postpartum depression in the country. Similar to our findings, Chew-Graham (2009)
referred to organizational factors, which hinder postpartum depression management, too. Indeed, a
lack of screening methods and treatment services for postnatal depression hinder effective
management of postpartum mood disorders. Besides, our healthcare providers expressed the need for
creating a multidisciplinary team and collaborations between specialists, which is similar to findings
of Gjerdingen and Yawn (2007).

Women respondents expressed the attitude that doctors frequently make decisions without
considering women’s opinions and wishes. For this purpose, doctor-patient communication should be
improved. This resonates with Mohammad (2011) study showing that this can be a risk factor for
postpartum depression. As in our study, Letourneau (2007) also pointed out that the available
supports for postpartum depression are not easily accessible and there are lots of access barriers to
support just like this study’s participants responded. Issues of stigmatization of mental health
problems were also raised by Connelly et al. (2010), similar to our findings. Lack of public
awareness and stigmatization have to be worked on through health education and promotion and can

be explained by cultural differences and mindset of Kazakhstani women.

Perceived needs and public health implications

The importance of introducing screening tools and enforcing protocols for early detection of
postpartum depression was a recurring theme across all participants. Furthermore, interviewees
underlined the need to address challenges related to long waiting lists, time and space barriers to early
diagnostics of postpartum depression. This also resonates with postpartum depression socioeconomic

risk factors, such as poor living conditions and financial troubles. All this underlines the role of
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poverty both in being associated with the onset of postpartum depression and hindering access to
timely mental healthcare provision. Next, taking into account the respondents’ opinions, there is an
urgent need for improving doctor-patient communication, increasing the role of nurses, conducting
teaching trainings for healthcare providers, reducing doctors’ workload, and increasing the number of
psychologists and social workers in healthcare facilities. Regarding facilities and infrastructure, more
support centers, relaxation rooms and Healthy Child Units should be opened throughout polyclinics.
Last but not the least, increasing public awareness on postpartum depression prevention and treatment
and diminishing stigmatization of postpartum depression through health education should also be a
priority for policy makers. All of these recommendations must be taken into account while developing
corresponding policy interventions and practice changes to address effectively maternal mental health

problems.

Strengths and limitations

One of the limitations of this study was that insufficient time was sometimes dedicated for an
interview. This can be explained by the fact that women were in a postpartum period and in a hurry
because of their small babies. Secondly, only one researcher conducted coding and themes extraction,

while it is preferential to be done by several independent researchers.

Taking into account insufficient data on postpartum depression in Kazakhstan, this is one of
the first qualitative research studies on this topic conducted in the country. Moreover, this study
explored the perspectives of both postpartum women and healthcare providers, which gives an
advantage of exploring patients and health professionals’ perceptions on the given issues altogether.
Furthermore, this study explored the cultural adaptation of the widely validated screening tool for
postpartum depression in the population of Kazakhstani women. Finally, this study contributes to an

evidence-base for effective policy interventions and practice changes.
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6. CONCLUSION

To sum up, a topical issue on the current state of the mental healthcare practices was
explored in this qualitative research study. The following topics were discovered in this study among
postpartum women and healthcare professionals: the awareness of postpartum depression, knowledge
of risk factors and perceived causes of postpartum depression, understanding of signs and symptoms
of postpartum depression, perceived importance of postpartum depression treatment and knowledge
of existing treatment options, perceived importance of postpartum depression screening and
knowledge of available diagnostic tools, acceptability and understanding of EPDS screening tool, and

perceived healthcare provision gaps and barriers in postpartum depression screening and treatment.

As a result, six categories and corresponding themes emerged, which demonstrated that the
participants were mostly aware of postpartum depression, its symptoms, risk factors, and importance
of its treatment and screening. Moreover, they underlined the necessity of introduction of postpartum
depression screening in the country, and the acceptability and appropriateness of EPDS questions in
Kazakhstani context. Finally, participants pointed out the existence of a handful of provision gaps in
postpartum depression diagnostics and treatment, including low public awareness, stigmatization, a
lack of healthcare professionals, and poor healthcare management. Thus, introducing a postpartum
depression screening tool, improving management of healthcare provision, reducing waiting lists,
addressing time barriers for women, improving a doctor-patient communication, increasing a number
of psychologists, increasing public awareness and diminishing stigmatization of postpartum
depression through education and promotion for women and teaching trainings for healthcare
providers, and opening more support centers and relaxation rooms are the major recommendations for

the improvement of mental healthcare practices in Kazakhstan.
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Several future research directions can be named. Following a qualitative study, a quantitative
study on postpartum depression prevalence and risk factors in Kazakhstan can be conducted along
with quantitative studies on validity and reliability of postpartum depression screening tool. Speaking
of qualitative studies, interviews with postpartum women’s partners and husbands can be conducted
to extract more themes and grasp even deeper understanding of the issue from the point of view of
those who are the closest to postpartum women. Secondly, focus group interviews can be conducted.
Such interactive group discussions will provide additional information on the topic and allow
observation of participants’ possible experiences of postpartum depression, experience of possible

barriers towards screening and diagnosis, thoughts on possible etiologic factors, and other feelings.
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APPENDIX

. Informed Consents (English, Russian, and Kazakh versions)

N NAZARBAYEV Kabanbay Batyr ave 53,
U UNIVERSITY Astana, Republic of Kazakhstan
010000

Consent Form for the Research Study Entitled “Awareness, perceptions and understanding of
postpartum mood disorders among postpartum women and physicians-gynecologists at the
outpatient clinics of the corporate fund “University Medical Center” in Astana city.”
Names of the Researchers: Raushan Alibekova, Akbota Kanderzhanova
Date: , 2017

Verbal Informed Consent
Background and Purpose of the Study
The Nazarbayev University School of Medicine is inviting you to participate in the research, aimed
to explore awareness and perception of postpartum mood disorders among postpartum women and
physicians-gynecologists in the outpatient clinics at the Republican Diagnostic Center and the
National Research Center for Maternal and Child Health in Astana city. Your participation will help
us to identify problems and gaps in understanding the postnatal depression (defined as depression
around childbirth or within the first year postpartum), perceived importance of depression screening,
and the acceptability of the Edinburgh Postnatal Depression Scale screening tool. Thus, your
participation in the study will be beneficial for the implementation and improvement of the
programs aimed at early detection and effective screening of postpartum depression in Kazakhstan,
which will help to reduce the adverse health effects caused by postnatal depression and improve life
quality among postpartum women.
Procedures
If you decide you would like to participate in the study, you will be asked to take part in the
interview. The questions will include general demographic questions and questions related to
awareness and understanding of postnatal depression, its causes, preferred treatment options, and
screening. Also, a pilot testing of Edinburgh Postnatal Depression Scale will be conducted to
explore your perception of this type of screening tool. A separate room will be provided for the
interview, in order to ensure your privacy and confidentiality. The interview will take about 40-50
minutes and you will be asked for the permission to make audio recording of the interview.
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Privacy and confidentiality

Any information provided in the interview will not be released to the outside parties. Only the
investigators will have access to the study data. The data collected from all participants will be
combined together for the completely anonymous data analysis, so it is impossible to recognize or
identify individual participants.

In order to insure the confidentiality, no identifiable information will be used and a number will be
assigned to the interview audio tape instead of your name. The audio tapes will not be used
anywhere else and will be kept in a hidden secure place known only to principle researcher. The
tapes will be liquidated in 2 months when the process of interview transcription is finished.

Risks and Benefits

There are no known risks to you expected that are greater than you would normally encounter in
your daily life. There are no known direct benefits to you. The information provided by you will
have a great impact on maternal and child healthcare in our country. Your answers will help
researchers to better understand women’s and physicians-gynecologists’ perspectives on postpartum
depression, screening and treatment choices. Understanding of your perspectives will enable
development of better preventive measures and postnatal depression screening programs for
addressing this important health problem.

Rights as a VVolunteer

Your participation in this interview on postnatal depression is completely on voluntary basis. During
the interview, you have a right to skip any of the questions, if you feel uncomfortable with them.
You have a right to change or delete any of the answers at the end of the interview process. You
have a right not to participate at all or stop the interview at any time, if you feel unease. Your refusal
will not bear any negative consequences for you and for medical services you are receiving.

Do you have any questions? Would like to ask about any additional details?

Permission to Proceed

Are you interested to participate in this study? YES[ ] NO [ ]

Contact Information:

Akbota Kanderzhanova

Nazarbayev University School of Medicine
Master of Public Health Program

Tel. +7 771 253 55 95

Email: akanderzhanova@nu.edu.kz
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N NAZARBAYEV IIp. Kab6an6aii 6atsipa, 53,

b Acrana, Pecniyonuka Kazaxcran
&) UNIVERSITY Actasa, Pecrybmka Kasaxcera

®opma HHPOPMHUPOBAHHOTO COTIACHsl ISl HAYYHOTO WCCIEAOBAaHUS MO HA3BaHUEM:
OcCBeIOMJICHHOCTD, YOSKIICHUSI U TTIOHUMAHUE TIOCIEPOIOBBIX AMOIIMOHAIBHBIX PACCTPOUCTB CPEIaH
JKCHIIMH IOCIEPO0BOr0 MEpHoIa U Bpaueil B monukinHuKax Kopmoparusaoro donma “University
Medical Center” B ropoae AcraHna.

HccaenoBarenu: Payman AnnbexoBa, Ak6orta Kanaep:kanosa

JlaTa: , 2017
Hngopmayus ons nayuenma ¢ ycmuou popmou UHGOpMUposanHno2o coanacus

Kpartkoe onucanue u ne/ib HCCIeI0BAHNUS

Menununckas mikoja HasapbaeB YHuBepcuTera npuriamaer Bac ydacTBoBaTh B HCCIICIOBAHUH,
HalLIEJIECHHOM HCCIIE0BaTh OCBEIOMJIEHHOCTb M BOCIPHUATHE IOCIEPOJOBBIX 3MOLMOHAIBHBIX
PacCTpOMCTB Cpeau TIOCIEPOJIOBBIX JKEHIIMH W Bpayedl B aMOYyJIAaTOPHBIX KIWHUKAX B
PecniyOnukanckom Jluarnoctuyeckom Llentpe m HanmonansHOM Hay4HOM IEHTPE MATEPUHCTBA U
IeTcTBa B ropojae Acrana. Baiie ydJacthe mMOMOXKET HAM OIPEACTUTHh MPOOJIEMBI U MPOOETsl B
MOHMMAaHUU TIOCTIEPOAOBOM Jenpeccur (ormpenensieMol Kak Jenpeccus, BOSHUKAIONAs B TEUCHHE
MEepBOTr0 Mecslia JIMOO OJHOTO Troja IOCie POJOB), B BOCIPHUHUMAEMOW BaKHOCTH CKPHUHHHTA
nenpeccun U B mpuemiiemoctd OauHOyprckoit Ilkamer Ilocnepomosoit Jempeccuu. Takum
obpazomM, Bamie ydactue B uccnegoBaHWUU OyAeT TOJE3HBIM JUISl BHEAPCHHUS € YIyUYIICHUS
mporpaMM, HallelIeHHBIX Ha paHHee OoOHapykeHue U I(PGEKTUBHYIO AMATHOCTHKY IOCIEPOIOBOM
nenpeccuu B Kaszaxcrane, 4Tto, B CBOIO O4Yepe/lb, OyJeT CIOCOOCTBOBATH CHUKEHHUIO MOOOYHOTO
Bpeda IJs 3/10pOBbs, BBI3BAHHOI'O IOCIEPOJOBOM JENpeccuel, W YIy4dlEHUIO KadecTBa >KU3HU
MOCJIEPOIOBBIX JKCHIIIHH.

IIpouexypsi

Ecin Bpl mpuMmuTe pelieHune ydacTBOBaTh B MCCIEJOBAHMM, Bac mompocAT NMpUHATH ydacTUE B
uHTEpBbIO. Bompockl Oynyr BkiouaTe B ceOsa oOuiue aemorpauueckre BOIPOCH UM BOIMPOCHI,
CBSA3aHHBIE C OCBEJOMJIEHHOCTBIO M IIOHUMAaHHEM IIOCIEPOJOBOM JENpEecCUd U €€ TNPUYMH,
MPEIOYNTAEMbIMA BapUaHTAMHU JIEYEHHUS] U CKpUHUHTOM. JlJis MHTEpBbIO OyAeT IpeaocTaBiieHa
OTJieNIbHAs KOMHATa B IIETSX OOecleueHusl HeMPUKOCHOBEHHOCTH Bameil nuuHoi nHbopManuu u
KoH(puaeHManpHocTU. MHTEepBhIO 3aiimer mpubausutensHo 40-50 munyT, 1 Bac mompocar gatb
CBOE COTJIaCHE CIENaTh ayIN03alUCh UHTEPBBIO.

JIuynast uaopmanus U KOHPUACHUUAIBHOCTH

JIro6as wHpOpMaIHs, MPeIOCTaBICHHAS B MHTEPBBIO, HE OYJIET Mmepeana TpeTbuM Juram. JlocTyr k
MaTepuaiaM HCCIeIoBaHus OYAYT MMETh TOJIbKO HccienoBatenu. /laHHbIe, COOpaHHBIE OTO BCEX
YYaCTHUKOB, OyIyT OOBEIHMHEHBI BMECTE ISl a0COJIOTHO aHOHMMHOTO aHaJN3a JIAHHBIX, TaK YTO
pacro3HaBaHHUE WM UICHTU(PUKALNS OT/ICTbHBIX YUACTHUKOB OYJET HEBO3ZMOKHOM.

Hukakas wneHtudunupyemas wuHdpopManus He OyAeT HCIONb30BaThCS i1 OOCCIECYCHUS
KOH(UICHIIMATLHOCTH, ¥ BMECTO Bariero nMeHn aynno3anucu HHTEPBBIO OYIET MPUCBOSH HOMED.
Aynauno3anucu He OyyT UCIOIB30BAThCSI HUTAE OOJbIIE U OYAyT XPAaHUTHCS B TAHHOM 0€301MacHOM
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MecCTe, U3BECTHOM TOJIBKO IJIABHOMY HMCCJIEI0BATENI0. 3allUCH OyyT YHUUTOXKEHBI uepe3 2 Mecsla,
KOTJ1a MPOLECC pacuIn(pPOBKU HHTEPBHIO OyJeT 3aKOHYEH.

Pucku u noan3a

Bac He 0XHIAIOT HHUKAaKHe W3BECTHBIE PUCKM OoJiblle, YeM Te€, ¢ KOTOPhIMH Bbl 00BIYHO
CTAJIKMBACTECh B CBOCH ITOBCEIHEBHOM JKMU3HU. TakKe HET HUKAKUX M3BECTHBIX IPSAMBIX JIBIOT IS
Bac. Mndopmanus, npenocraBieHHas Bamu, okaxeT OrpoMHOE BIMSHHE Ha 3/IPaBOOXPAHEHUE
marepu M peOeHKa B Hamed crpaHe. Bamm oTBeThl MOMOryT HCClI€AOBATENsM JIydlle IOHSThH
B3IUIAJbI JKEHIIMH M Bpadeil Ha IIOCIEPOJOBYIO IEIPECCUI0, CKPUHUHI MU METOHBl JICYCHUS.
[Tonnmanue Bammx B3riis10B IOCIOCOOCTBYET PA3BUTHUIO JIYULIMX IPEBEHTUBHBIX MEP U IIPOrpamMm
CKPHHHUHTA TIOCIEPOJOBOI IENPECCHH ISl PELICHHUS 3TOI BaKHON MPOOIEMBI 3IpaBOOXPAHEHHS.

Bammu npasa Kaxk BoJIOHTepa

Bame y4yactue B 3TOM MHTEPBBIO HA IIPEAMET MOCIEPOJIOBON JENPECCUN IIPOXOJUT MOJHOCTHIO Ha
N0OpOBOJILHOM OcHOBE. Bo Bpemsi mHTEpBhIO BBl MMeeTe mpaBo MpoOITyCTUTH JIFOOOH M3 BOIIPOCOB,
€CIIM OHHU CTaBAT Bac B HesloBKoe nosiokeHue. Bol nmeere mpaBo U3MEHUTh UM YAAIUTh JIIO00H U3
OTBETOB B KOHIIE MHTEPBBIO. BB MMeeTe mpaBo HE y4acTBOBATH BOOOIIE MIJIM OCTAHOBUTH UHTEPBBIO
B J11000€ BpeMs, €ClIM IOYyBCTBYETE€ HEJIOBKOCTb. Baml oTka3 He moHeceT 3a cOOOW HHUKaKuX
HEraTUBHBIX ITOCIEACTBUM 1 Bac u nmonyyaeMbix BamMu MeIMIIMHCKUX YCIIyT.

¥V Bac ectb Bonpocsi? XoTeau Obl CIPOCUTH O KAKUX-JTNOO TOMOJIHUTEIBHBIX JeTasIX?
Pa3pemienne npoaoskaThb
Bbi 3aunTepecoBanbl B yuactuu B 3toM uccienoBanuu? JA [ | HET [ ]

KonrtakTHas nundopmarius:

Axko0oTa Kannep:kanoBa

Menununckas mkona Hazapbaes YauBepcutera
[Iporpamma MarucTparypsl 31paBOOXpPaHEHUS
Tem. +7 777 9937669

OnekTponHas mourta: akanderzhanova@nu.edu.kz
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N NAZARBAYEV Kazakcran PecyOnukacel, AcraHa K.

b KabGano6aii 6aTeIp masf., 53,
© UNIVERSITY KaGaubaii Gaturp aan

XKoba arayel: «bocanFaHHaH KeWiHIT Ke3eHIEri ouenaep MeH AcTaHa KaJachIHBIH
“UniversityMedicalCenter”  KopropaTuBTiK  KOpABIH  MOJMUKIMHUKAJIAPBIHIAFEL  J9pirepiep
apacheIHAaFbl 0OCaHFaHHAH KEHIHT1 AMOIMSUIBIK jKaOBIPKAaYIIBUIBIKTaH xabapaap OOMybl jKOHE OFaH
CEHY MEH OHBI TYCIHY1» aTThl )KOOACBHIHBIH aKIMapaTTaHIbIPy KeIiCIMiHIH (OpMACHI.

3eprreyminep: Payman AnnbexoBa, Akbota Kangep:xanosa
KyHni: , 2017
Axnapammanovlpy KeniciMiHiy aybl3uia mypine KamvlCmul emoenyulice apHaiean aknapam

3epTTeyaiH KbICKANIA CUMATHI MEH MaKCAThI

Hazap6aeB YHuBepcureridnig MeaunuHa mMekteOi, cizni bocaHFaHHaH KEHIHT1 Ke3eHJeri omernaep
MeH AcTaHa KaJachlHBIH PecryONHMKaNbIK TUarHOCTUKAIBIK OPTAIBIFBIHIA JKOHE YJITTHIK aHa MCH
Oana FBUIBIMA OPTAJBIFBIHIAFBl  €MXAHANBIK KIWHUKaJapaarbl Aopirepiep apachIHIaFbI
0OcaHFaHHAH KCHIiHT1 AMOLMUSIIBIK JKaOBIPKAYIIBUIBIKTAH Xa0apaap 00Ty KOHE OFaH CEHY MCH OHBI
TYCIHYA1 3epTTeyre OaFbITTalFaH 3epTTeyre KarbicyFa Imakelpambi3. Ci3[iH KaTbICYbIHBI3
OOocaHFaHHAH KEHIHT1 JenpeccusiHbl (OocanFaHHAH KeHiH Oi1piHII aif imriHae Hemece Oip JKbUT IIiHIe
naiiza OoJaThIH Jempeccus PETiHJE aHBIKTANAThIH) TYCIHYAETi, NENPEeCCHUSHbI CKPUHUHTTEYIH
MaHBI3/IbUIBIFBIH TYCIHYIH/E )KoHE bocaHFaHHAH KENIHT1 IeNPEeCCUsIHBIH DMHOYPITIK IIKaJaChIHbIH
KOJAMIBIFBIHIAFBl MIpOOJIeManap MeH KEeMIIUTIKTEpHi aHbIKTayra keMmek Oepeni.  Ocbliaifiia,
3epTTeyJeri Ci3/IiH KaTbiCybIHbI3 KazakcTannarsl OOCaHFaHHAH KEHMIHT1 IENPECCUSHBI €pTE aHbIKTay
MEH THIMJI JUarHOCTHKalayra OaFbpITTalfaH OarJapiamalaplbl €HTI3y MeH >KakcapTy YIIiH
naiianel Oosajel, 01 ©3 Ke3erinjae OocaHFaHHAH KEHIHT1 JeNpeccHsiiaH TybIHJaFaH JI€HCayJIbIKKa
KOCBIMIIIA 3HUSHABI TOMEHJAETyre, OOCaHFAaHHAH KEWIHr1 Ke3eHJeri oWeNJepliH eMip camachiH
JKaKcapTyFa KoMeK OepeTiH 0oabl.

IMpouenypanap

Erep ci3 3eprreyre Karbicy Typaibl MIEIIIM KaOigacaHbl3, Ci3ZIeH CyxXx0aTKa KaThICYIbl CYpaiibl.
Cypakrapra Kaimbl JeMOTpadusuIbIK CypakTap >kKoHe OocaHFaHHAH KEHIHT1 Jermpeccusi Typajibl
xabapaap 00Jybl MEH OHBI TYCIHYT€ >KOHE OHBIH ceOenTepiHe, eMICYIiH KOJaiibl HycKalapbIMEeH
JKOHE CKpUHUHITIEH OaillaHBICTBI cypakTtap KipeTiH Oomaapl. Cyx06ar yIIIH CI3[iH JKeKe
aKMapaThIHBI3fa JKOHE KYIUSUIBUIBIFBIHBI3FA KAaTBICTBI  JlepOec KYKBIKTBI KaMTaMachl3 €Ty
MakcaThlHJla JkKeKke OesnMe ychbIiHbLIAThIH Oomanel. CyxOat mamamen 40-50 MUHYTTaH Typajbl,
ayauoxas0a skacayra Ci3JIiH KeliciMiHi3al Oepyai cypaiibl.

7Kexe aknapar neH KynusiIbLUIBIK

CyxOarra yCBhIHBUIFAaH Ke3 KeJIreH axmapar YIIHOIN TyiFanapra Oepinmeiini.  3eprrey
MaTepHajilapblHa Kipyre pykcaT TeK KaHa 3epTreyiiijiepiae Oomanabl. bapiblK KaTelcylIblIapiaH
JKUHAKTaJIFaH MOJIIMETTEp, AepeKTep Il abCOMIOTTI TypAe KYIus Tajljgay YIIiH Oipre »KUHaKTalIaThIH
Oomanpl, con cebenti OejeKk KaTbICyIIbUIApbl aHBIKTAYy HeEMece COWKECTeHIIpY MYMKIH emec
OoJIaIbl.

Emkannaii colfkecTeHIIpUITeH aKnapaT KYIMUAsIIBUIBIKTEI KAMTaMAChI3 €Ty YIIiH NMaiganaHbUIManibl,
cyx0aTThlH ayauoxazO0achlHAAFbl CI3AIH aThIHBI3ABIH OpHBIHA HOMIp OepiieTiH OoJaabl.
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Aynmnoskazbanap erkaia KaiTaJdaHblll MaliJadaHbIMAdTBIH OOJIabl J)KOHE TEK 0ac 3epTTeyIIire
Oenriii Kayirnci3 Kymus xKepjae cakrajiaTtbiH O0omansl. XKazbamap cyxOaTThIH MarbIHACKIH ally YpAici
asIKTaJIFad Ke3Je 2 aiiiad Keiid KOMbUIAThIH 00JIaIbl.

Kayini men maiigacsl

Ci3giH angplHBI3AA ©31HI3AIH KYHIENIKTI eMIpiHi3Ie Ke3JeceTiH Oenrim KayinTtepaeH Oacka
enKaHaan Kayinrijgep ke3aecneiai. Connmaii-ak ci3 yIIiH emKaHaai O0enrun Tikenen >KeHUTIUTIKTep
xoK. Ci3 Oepre akmapat Oi3iH emimi3eri ana MeH OalaHbIH JCHCAYJBIFBIH CaKTayFa YIKSH ocep
ereni. Ci3aiH jkayanTapblHBI3 3€PTTEYIIUIEpre dHenep MEH AopirepiiepiH OOocaHFaHHAH KEHIHTI
JeTIpeCcCusiFa, CKPUHUHTKE >KOHE €MJey OJICTepiHe KAaThICThl OW-MIKIpAl KAKCBIpAK TYCiHYTe
keMekTeceni. Ci3lmiH MIKIPIHI3AI TYCIHY ACHCAYJBIKTHI CAKTayJbIH OCHl MaHBI3IbI MPOOJIEMAChIH
HIenry yiriH OocaHFaHHAaH KEHIHT1 JeTPeCcCUsHbI €H YKaKChl ajlIbIH-aTy [Iapaap/Ibl )KOHE CKPUHUHT
OarapiamMachlH jKaKcapTyFa MYMKIHAIK Oepei.

EpikTi perinae ci3iH KYKbIKTaApPbIHbI3

Ocpbl O0ocanFaHHAH KEHIHT1 IenpeccHsl TaKbIPBIOBIHAAFBI CYX0aTKa Ci3/iH KaTBICYBIHBI3 TOJBIFBIMEH
e3 epkiHiHi30eH eteni. Erep cypakrap ci3mi KaiChI3 Ky#re yimbeIparca, cyxOaT OapbIChIHIA
CYpakTapJblH Ke3 KeNreHIH KalaslpyFa KyKbUIbICBI3. Ci3 cyx0aT COHBIHAA CYpaKTapIblH Ke3
KENTeHIH e3repTyre HeMece »*OwFa KYKbUIbIchI3. Ci3 cyx0aTka MYJJIeM KaTbicliayFa HEMece erep
Cypakrap Ci3Jli jKaliChl3 KYWre yuibpIparca, cyXxO0aTThl Ke3 KEJITeH YaKbITTa TOKTaTyFa KYKBUIBICHI3.
Cizgig 6ac TapTybIHBI3, C13 YIIIH KOHE Ci3 aJbIMN KaTKaH MEIULIUHAIBIK KbI3METTEp YIIiH elIKaH il
JKAFBIMCBI3 3apIanTapra ajblll KeIMEHIi.

Cypakrap 6ap ma? Ci3 kanmaii aa 6ip KOChIMIIIa OOIIKTEP Typaibl CYpaFbIHbI3 Keyie Ma?

KanracTeipyra pykcar
Ci3 ocel 3epTTeyre Katbicyra My eniciz 6e? 1O [] JKOK []

baiinanpic gepekrepi:

AxooTa Kanaep:kanoBa

Hazap6aeB YHuBepcuteriniH Menuina mexte01
JleHcaynbIK cakTayablH MarucTparypa oaraapiaamacsl
Ten. +7 777 9937669

DnexTponsl nomira: akanderzhanova@nu.edu.kz
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» Introductory Demographic Questions:

2. Interview guide for postpartum women (English version):

1. Please tell me what is your age? (write

in)

2. What is your recent postpartum status?

1 Less than 1 week
2-4 weeks

More thanl month
2-6 months

0
0
0
] More than 6 months

. What number is your recent pregnancy?

4. How many children do you have? (write

in)
. What is your marital status? 6. In what type of family do you live?
1 Married 71 Extended
1 Single 71 Nuclear
"1 Divorced
1 Widowed
"1 Cohabiting
. What is your highest education degree 8. What is your occupation?

so far? 1 Medicine
1 Elementary school 1 Government employee
1 High school "1 Employee of private company
1 College 1 Business owner
] University 1 Self-employed
1 Unemployed/Housewife
1 Student postgraduate
Do you have a previous history of 10. How much money do you approximately

mental health problems?
1 Yes
7 No

spend in one month (in tenge)?

7] Less than 100 000
100 000 — 199 000
200 000 — 299 000
300 000 —399 000
400 000 — 499 000
500 000 and above

[ A I B AR B R

11. What is your nationality?

[1 Kazakh
[J Russian
[1 Other

12. What is your place of residence?

71 Astana
] Akmolinskaya oblast
"1 Other
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» Postpartum women’s personal experience:

1.

2.
3.

Tell me, please, about your personal experience of your child bearing and childbirth process?
How was it? How did you feel? Did you feel yourself prepared for this?

Where did you give birth?

How much time passed since your last childbirth?

» Postpartum women’s awareness and understanding of postpartum mood disorders

1.

What do you think to be major health problems that may be experienced after birth and in the
first year?

What do you think to be the major mental health problems that may be experienced after
birth and in the first year?
types of problems, severity and consequences

Did you hear about the term “postnatal depression”? Do you know what does it mean?
What do you think you know about being emotionally unwell following birth?

What do you think about commonality of postnatal depression as a part of having a baby?
Did you ever know personally a woman who had experienced a postnatal depression?

What are your beliefs about the seriousness of postnatal depression?

Can you identify the signs and symptoms of postnatal depression, if, for example, your
friend has it? What do you think they are?

» Risk factors and perceived causes of postpartum depression

Why do you think women may experience postnatal depression?

» Preferences in treatment choices

1.

When a woman experiences postnatal depression, what do you think can be done to help
her?

Do you believe postnatal depression can go away on its own?

Do you believe postnatal depression requires special treatment?

When a woman experiences postnatal depression, what do you believe local health services
can/should do for a woman to help her?

Imagine one of your friends suffers from postpartum depression. What types of treatment
would you consider suitable for her? What would be your advice?

What would be your advice regarding her first choice to go if she thinks she has depression

during the postnatal period? Who do you think should help a woman with postnatal
depression? And where?
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» Perceived importance of depression screening

1.

In your opinion, how is postnatal depression diagnosed in healthcare organizations?

Do you believe all women should be checked for depression during pregnancy or after birth?
Did you visit a doctor with a complaint for depression during pregnancy or after birth?

What do think about the adequacy of local health services on detection of postnatal
depression?

(what are the local services, gaps in provision, reasons for gaps, what should be done to
address these)

What suggestions do you have for improving diagnosis of postnatal depression if it is even
necessary?

» Edinburgh Postnatal Depression Scale
» Acceptability and understanding of the EPDS

1.

How do you generally feel about completing the EPDS? What do you think about the level
of difficulty of these 10 statements?

Were the words in the questions commonly used in discussions with family, friends, and the
community where you live?

What do you think about each question? If there are questions that you did not like, please
explain why?

How could the questions be improved in your opinion?

What do you think is an appropriate place to complete the EPDS?

When do you think it is appropriate for women to complete the EPDS in order to timely
diagnose the postpartum depression?

Who (what specialist) do you think should administer this screening tool?

What do you think about the cultural acceptability of the 10 EPDS items in our country?
What are your perspectives on receiving a feedback about the results of the screening?

Where do you think screening results should be referred for further management?
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3. Interview guide for postpartum women (Russian version):

» O3HakoMHTeJIbHBbIE JeMorpaduyeckue BONPOChI:

1. Vxkaxure CBOM BO3pacCT: (snuuwiume)

2. Ha xakom 3Tarie rmociaepo0Boro nepuoia
BrEI cefiuac HaXOOUTECH.

Meunriie 1 Henenu

2-4 wenenu

Bonenre 1 mecsana

2-6 Mecs1eB

[l Bombpiie 6 Mecs1eB

N I B I A

3. Kakas Ob1a 1o cuery mocneaHss
OepeMeHHOCTh?

4. Ckonbko y Bac nereit? (gnuwume)

5. Baiue cemelinoe mosioxenue?
3amyxem

He 3amyxem
Pa3Benena

O O B

Brosa
] CocToro B rpaKJaHCKOM Opake

6. B kakom tumne cembu Brl mpoxuBaere?
'l HyxkneapHas (poAUTEIN U I€TH)
"] PacmupenHas (poautenu, 1eTu U
JIpYrue poJACTBEHHUKH)

7. Kaxko Bam ypoBenb 00pazoBanus Ha
JTAaHHBIA MOMEHT?
(] HawanpHas mkona

1 Cpenunee obpa3oBaHue

1 Cpennee crienuanbHOE
oOpa3oBaHHe

"] Beicmiee oOpa3oBaHue

1 TNocnemumioMHOe 0Opa3oBaHue
(MarucTparypa, 1OKTOPaHTypa)

8. Bam pox 3ansTuii?

MenuuuHckuii paboTHUK
['occenyxamuit / BromkeTHUK
CoTpynHUK YaCTHOW KOMIIAaHUU
YacTHbIi IpeIPUHUMATEID
Camo3aHAThIN

bespabotHslii / Jlomoxo3siika

O O0Oo0oogoogogd

Cryaent

9. HcnprThiBany v Bl B ipo1iomM mpoGieMsl ¢

10. Ckonbko neHer Bol npuMepHO TpaTtute

MICUXHYECKUM 3]I0POBHEM? eXKEeMECIIHO?
 Nla [0 Mewnsme 100 000
(] Her [J] 100000 - 199 000
[J 200000 - 299 000
[1 300 000 -399 000
[J 400000 - 499 000
0 500 000 u 60mp11I€E
11. Barrra HarioHaaIbHOCTE? 12. Barmie mecto xurenncraa?
[1 Kazamxka [0 Acrana
] Pycckast 1 AxMonuHCKas 00J1acTb
1l Hpyroe I Hpyroe
(BoummuTe)
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» JIM4HBIH ONBIT MOCJEPOAOBBIX KEHIINH:

1. Pacckaxxute MHe, Moxanyicra, o Bamem omnbite 6epeMeHHOCTH U po1oB? Kak nponumm poap1?
Kak Bb1 ce6st wyBcTBOBasin? UyBcTBOBaIM 1M1 BBI Cce0s1 MOATOTOBIEHHOMN K 3 TOMY?

2. I'ne Boi poxanu?
3. CKOJIBKO BPEMEHH IPOIILJIO C MOMEHTA TIOCJICHUX POJIOB?

» OCBeIOMJIEHHOCTHh ¥ OHMMAHHe KEHIIHH MOCJIePOI0BOro Mepuoaa OTHOCHTEIbHO
MOCJIEPOI0OBBIX IMOIMOHAIBbHBIX PACCTPOICTB

1. Kakue npobisieMbl co 3m10poBheM Bbl cunTaete Hanboee Cepbhe3HBIMU MOCIIEC POJIOB M B TCUCHUE
MIEPBOrO rojia mocjie poaoB?

2. Kakue nmpo0ieMbl ICHXUYECKOTO 3/10pOBbs Bbl cunTaete Hanbosiee cepbe3HBIMHE MOCIIE POJIOB U B
TEUYEHHUE TIEPBOTO TOjIa MOCcie POIOB?
- TUIBI IPOOJIEM, CTENICHb OTIACHOCTH, ITOCIIEICTBUS

3. Cipimiasia i Bel 0 mociiepooBoii nenpeccuu? Bl 3Haere, 4To 03HaYaeT ATOT TEPMUH?

- Kak Be1 nymaere, uro Bel 3HaeTe o ToM, YTOOBI OBITH SMOLIMOHAIBHO HE3AOPOBBIM OCTIE POIOB?
- Uro Bel qymaere o pacpoCTpaHEHHOCTH MOCIEPOIOBOM JICTIPECCHH?
- Bol korga-nmu6o ObLIN 3HAKOMBI C JKEHITUHOW, CTPAJaroIIel OT MOCIePOJOBON ASTPECCHH?

4. Yto Bel nymaeTe 0 cTeNeHN Cepbe3HOCTH MOCIEPOA0BOM Jenpeccuu?

5. Cmoxere nu Bpl 0003HaUNTh MPU3HAKK U CHMIITOMBI IOCJIEPOJIOBOM JEMpPEeccHH, €CiH, K
npumepy, y Bameit nonpyru 6yzaer nociepozosas aenpeccusi? Kakue 370 MpU3HaKM U CUMIITOMBI?

» Yoexnenusi HacueT (paKTOPOB PHCKA M BO3MOKHBIX MPUYUH MOCJIEPOAOBOIi AenpeccHu
1. Kak BbI tymaete, nouemy >KE€HIIMHBI CTPAJAIOT OT MOCIEPOOBOM ienpeccuu?
» Y0exneHHsl KacaTeJIbHO MPeINOYNTAEMbIX BUI0B JeYeHH:

1. Kak Bs1 mymaete, kak MOXKHO TIOMOYb KEHIIIMHE C TTOCIEPOAOBON JeMpeccueii?

- Bul BCPUTC, YTO MMOCJICPOAOBAA ACIIPECCUA MOKET UCUC3HYTH CaMOCTOSATEILHO?
- Bul BCPUTC, YTO MMOCICPOJ0BAA ACIIPECCUS Tpe6yeT CII€uaJibHOI'O JIeucHus?

2. Kaxk BbI nymaere, kak MEIUIIMHCKUAE YUPEKICHHUS MOTYT TTIOMOYb JKEHIIIMHE C TIOCTIEPOI0BOI
Jernpeccuei?

3. TlpencraBbTe, uto y Bameii nmoapyru mociepooBas aenpeccus. [To Bamemy MHeHMTO,
KaKue BUJIbI JICUEHUS SIBIIIOTCS Hanbosee noaxoasummu st Hee? Yrto 661 Bbl
IIOCOBETOBAJIN?

4. Ecnu 651 y Bameit noapyru Oblia mociepoioBast Jenpeccus, K KoMy 1 Kyaa 0b1 Bol
MIOCOBETOBAJIN €l 00PATUTHCS 32 TOMOIIBIO B IEPBYIO Ouepeb?
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» Yo0exaeHus KacaTeJJbHO BaKHOCTH M HEOOX0IUMOCTH CKPHHHUHTA MOCJIePOI0BOM

3.

Aenpeccum:

[To Bamemy MHEHHIO, KaK MOCIEPOOBAs JETPECCHs] JUATHOCIUPYETCS B METUIIMHCKUX

YUPEXKIECHUAX?

- BwI Bepure, 4TO BCe JKEHIIUHBI JODKHBI OBITH 00CIIEI0BaHbI Ha ACTIPECCHIO BO BPEMS
0epeMEHHOCTH WU TIOCIIE POJIOB ?

- OOpamanuce 11 Bel k Bpady ¢ %ano00i Ha JepeccHio BO BpeMsi OEpeMEHHOCTH HIIH
1ocJie pojioB?

Kakoso Baire MHeHE KacaTeIbHO KA4ECTBA ¥ KOMIIETEHTHOCTH MECTHBIX MEIUIIMHCKAX
YUpEXKJIEHUH B IMATHOCTUKE MOCIEPOJOBON ACTIPECCHH?

(mpoGenel B o0ecriedeHnn/00CTy)KUBaHUH, TPUYUHBI 3TUX TPOOETOB, KaK MOXKHO PEIIUTh
3TH NPOOJIEMBI)

qTO, I10 BallIEMy MHCHHWIO, MOXHO NMPCANIPUHATD JJIA YIYUIICHUSA JUArHOCTUKHU
MOCJIEPOIOBOM JIEIPECCHH, €CITU TaKasl IMarHOCTHKA HeoOxoauma?

Onunbyprekas Llkana [Tocnepogosoii lenpeccuun

> Ilpuemiaemocth U nonumManue Iaundyprekoii Lllkauas Ilocieponosoii Jenpeccun

1. Kakossl Bamu onrymiieHus kacaTellbHO 3aMoJHEHUsT JaHHOTO omnpocHuKa? Uto B
JyMaeTe o cloxkHOocTH 3TUX 10 BompocoB?

2. Vcrionib30BaNIKCh JIU CIIOBA/TEPMHUHBI C OIIPOCHHUKA B 00CYKAeHUsAX/0eceiax ¢ ceMbeH,
Jpy3bsSMU U B 00LIECTBE, B KOTOpOM BrI npoxkuBaete?

3. Yto Bur AYyMaAcCTe 110 IMMOBOAY KaXXJA0Tro BOHpOC&? Ecnu Bam He IMOHPABUJIUCh KAKHUEC-TO
BOIIPOCHI, TO, HO)KaJ'IYI\/’ICTa, 0OBSICHHTE HO‘leMY?

4. Kak Bonpocsl MOTYT OBITh yIy4YIEHbI?

5. ITo Bamemy MHEHUI0, KAKOE MECTO SBJISIETCS HAMOOJIee TIOAXOISIIIUM ISl TTPOX 0K ICHUS
JTAaHHOTO OTIPOCHUKA?

6. Korna, Bel cunrtaere, HanboJiee moX oAl MOMEHT/BpeMst JJ1s 3aTI0JTHCHUS TaHHOTO
OTIPOCHHUKA, YTOOBI BOBPEMS JTUATHOCTUPOBATH MOCIEPOIOBYIO JIETTPECCUIO?

7. KTo (kaKkoif CrieluaiucT) TOJKEH MPOBOIUTE ATOT METO TUArHOCTHKH (01poc)?

8. Urto Brl nymaeTe 0 KynbTypHOH yMecTHOCTH 10 BOPOCOB JaHHOTO OMIPOCHHKA B HAIIICH
cTpaHe?

9. Yro Brl gymaere kacaTenbHO MOTYYEHUS PE3YIHTATOB MpOHIeHHOTO BaMu onpocHuka?
Kyna nomkHbl OBITh HaMpaBIICHBI PEe3yAbTAThI IJIs MTOCISAYIOMUX TCHCTBUIN?
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4. Interview guide for postpartum women (Kazakh version):

» JlemorpagusiIbIK TAHBICTBIPY CYPAKTAPbI:

8. OB3iHI3/IH )KaChIHBI3ABI KOPCETIHI3: (KOCbin
HCA3BIHBL3)

9. Ci3 OocaHraHHAaH KEWiHTI Ke3€HHIH KaHai

Ke3eHIHeC13:

[1 1 amrramad Kem
[0 2-4 amra

[1 1 afimad kem

[ 2-6 an

[1 6 aliaH KeIl

10. CoHFbl )KYKTUTITIHI3 €CENTeH KaH/ ai
OosraH?

11. Cizne kanma 6ananp13 6ap?

12. Ci3giH 0TOAaCBUIBIK KaF JalbIHbI3?

TypmsbicTa

boitnak
AKbIpackaH
Kecip otien

(] A3aMatTThIK HEKEeIC

(I I A B R I

6. Ci3aiH 0TOACHIHBI3IBIH TYpi?

[l HyxneapnsIk (aTa-aHackl MEH Oasasiapbl)
71 KeneiiTinreHn (ara-aHacel MeH Oananapsl
JKoHE 0acKa TYbIC-TYBICKAH/1aphl)

7. Kasipri corTte ci3aiH OiiM AeHreiiHI3 KaHaan?

bacraypim mekren

Oprta OuiM

Oprta kocinTik 61TiM
XKoraprbl Oi1iM
JunmomMHaH KeiiHri 0imimM

(N O O B R O

(MarucTpatypa, J10KTOpaHTypa)

8. CizaiH aliHaIbICATBIH )KYMBIC TYPiHi3?

- MenuIrHAIBIK KbI3METKED

- MemnekeTTik/broKeTTiK KbI3MeTKep
- JKeke MeHIITIK KOMIaHUS KbI3METKEPI
- Kexe xocinkep

- ©O31H-631 )KYMBICIIEH KAMTYIIIbI

- Kympbiccri3 / yil mapyachIHIaFbl difen
- CryneHt

- backa (KOChII yKa3bIHbI3)

9. OTKeHiHI3/le )KYHKe TeHCAYIbIFBIHBIH aKayJIbIFbl
ooJael Ma?

[l Ha
[1 YKok

10. Ciznig oTOachIHBI3 Oip aifia KaHIIa aKiia
KyYMcaiIpl (TCHreMeH)?

- 100 000 xem
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- 100 000 — 199 000
- 200 000 — 299 000
- 300 000 —399 000

- 400 000 — 499 000

- 500 000 >xoHe ofaH a KOII
11. Ci31iH YJITBIHBI3 ? 12. Ci3iH TYpaThIH XepiHi3?
- Kazaxk - Acrtana
- Opsic - AKMOJI1a 00JIBICHI
- Backa - backa (KocChII jka3bIHBI3)

> bBocanranHaH KeifiHTi Ke3eH/eri difeiepain keke TIKipudeci:

1. ©31HI3/1H KXYKTUIIK %oHe O0caHy *aiiibl ToKiprOeHi3 Typajbl He aifiTa anacel3? O3iHi31 Kanai
ce3iHAIHI3? O31H1311 00caHyFa JalbIHMBIH JIET CE31H/I1HI3 Oe?

2. Ci3 Kai xepjie 60CaHIbIHBI3Z?
3. CoHFBI JKYKTIJIT1HI3 KaHIIIA YaKbIT OYPBIH O0bI?

» bBocanranHaH KeiiiHri Ke3enaeri siiennepaAin 00caHFAaHHAH KeHiHTi IMOIHMSIIBIK
’Ka0bIPKayIbLIBIKTaH Xa0apaap 00J1ybl K9HE OHbI TYCiHYI

3. Ci3 OocanraHHaH KeHiH >koHe OOCaHFaHHAH KEHIHT1 OIpIHII KBUIABIH INIHIETT JeHCAYIIBIKKA
KATBICTHI KaHAal mpo0aeMaiapasl €M MaHbI3AbI Iel caHaiichI3?

4. Ci3 OocaHfaHHaH KeWiH »oHe OOCaHFaHHAaH KeWiHri OIpiHINI JKBUIABIH IMIIHAETI KaHAai
IICUXUKAIBIK JeHCAVIBIK Tpo0ieMaIapabl €H MaHbI3IbI €Il CAaHANCHI3?
— npoOemManap Typi, KayilTiliK Jopexkeci )KoHEe OHBIH 3apianTapsl

3. bocanranHaH KeHiHri nenpeccus Typaisl ecTifini3 6e? by repMuH HeHi O6iaipeTiHiH Oineci3 6e?

- Ci3 OocaHraHHaH KeWiH SMOLMSUIBIK aypy Oony (OocaHFaHHAH KeHiHT1 Jempeccus) Typajbl He
Olseci3 aen ontaiceI3?

- bocanraHHaH KeHiHI1 AeNPECCUSHBIH Tapalybl Typajbl He OlIaichI3?

- Ci3 0ip ke3nepi OOcaHFaHHAH KEWIHT1 JEHPECCHsIaH KUHAIBI JKYPTeH oHel aJaMMEH TaHBIC

001 1bIHBI3 0a?

4. Ci3 GocaHFaHHaH KeUIHT1 JEPECCUSHBIH KAayINTLIIK ASpekKeNepi Typaibl He Oinaichi3?
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5. Erep ciznmiH noceiHbI3ga OocaHFaHHAH KeEWiHT1 jaemnpeccus Oosica, ci3 OOCaHFaHHAH KEHIHTI
JETPECCUSHBIH OCNTiIepiH KOHE HBIIAHIAPbIH KepceTe anachis 0a? by Kannail Oenrinep MeH
HbIIIaHaap?

» bBocanraHHaH Ke#iHri JenmpeccUsiHBIH KayinTijgik ¢akropjapbl MeH OpPbIH ajy
cefenTepiHe KATBHICTHI CEHiM/IEP

2. Ci3 Kxaunaii oinaiicei3, Here osWenuepaep OocaHFaHHAH KEWiHT1 IeTpeccrsiiaH KuHAIa b7
» Emjaenyain yHamabl TypJiepiHe KaTbICThI ceHiMaep:

5. bocanranHaH KeMiHr1 Aenpeccusichl Oap diienre Kajnail KoMeKTecyre 00JIaThIHbI Typallbl He
ouJtanceI3?

- Ci3 OocanFaHHaH KeWiHT1 enpeccus 030€TiHIIe )KOFaIaThIHIBIFbIHA CeHeci3 0e?
- Ci3 OocanFaHHaH KeHiHT1 Ienpeccrs apHailbl M1 KaXKeT eTeTiHiHe ceHeci3 6e?

6. Ci3 bocanraHHaH KEHiHT1 AETIPECcCUsICHI Oap olenre MeIUIIMHAIBIK MEKEMeTep Kanald KoMeKTece
ajnajel Jen onnaichI3?

3. Erep ci3ain mockiHb3Aa O0caHFaHHAH KEWiHT1 Aenpeccus 0oca, OH/a, Ci3/IiH OWBIHBI3IIA,
eMJIeTY/IIH KaH/Iai TypJiepl JOCHIHBI3 YIIIIH €H JAUBIKTHI OOJIBITT TaObLIaIbI?

4. Erep ci3/iH HOCBHIHBI3a OOCaHFaHHAH KeiiHT1 Aemnpeccus 6oca, oHaa oFaH OipiHII OOJBII
KIMHEH KOMEK cypayFa KeHec OepyIii e1iHi3?

» bBocanFaHHaH KeiHTi lenpeccUsiIHbIH CKPUHUHTTAH 6Ty MAHBI3IBLIBIFBI MEH
KaKeTTilirine KaTbICThI CEHiMIep:

1. Ci3niH oifbpIHBI3IIA, OOCAaHFAHHAH KEHIHT1 Ienpeccrs MEAUIIMHAIBIK MEKeMeNepae Kanai
JMarHOCTHUKAJIaHAIbI?
- Ci3 GapinbIk olfenjiep KYKTUTIr Ke3iHae Hemece OOCaHFaHHAH KeHiH erpeccusFa KaThICThI
TEKCepiyl KepeK eKeH/Iirine cenecis 6e?
- Ci3 KYKTLTiK Ke3iHae HeMece OOCaHFaHHAH KeHiH JerpeccusiFa KaThbICThl IaFBIMBIMEH
nopirepre 6apabiHb3 6a?

2. Ci3nig 60ocaHFaHHAH KEHIHT1 JENpPeCcCUsHbI TUArHOCTHKANAY/1a KEePTUTIKTI METUIIMHATBIK
MEKEeMEJIep/IiH canachl MEH OUTIKTITIHE KaThICThI OMBIHBI3 KaHIal?
(KBI3MET KepceTyleri/KaMTaMachl3 eTyeri KeMIITIKTepP, OChl KEMIIUTIKTEp/IiH cebenTepi, OChl
npoOaeManap/ bl Kajai menryre 00Jasb)

3. Ci3niH oMbIHBI3IIA, OOCAaHFAHHAH KEHIHT1 JICTIPECCUSHBI JUArHOCTUKAIAY/IbI )KaKCapTy YIIiH HE
KacayFra 00JIajbl, erep MyHJIail JUAarHOCTHKa KaxeT Oosca?
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» bBocanraHHaH KeliHri DMHHOYPITIK AenpecCHsIHbIH )KapaMIbLIbIFbI MeH TYCiHiri

1. Ochl cayanHaMaHbl TOATHIPYFa KaTBICTHI Ci3/11H ce31MAepiHi3 KaHaail? by cypakrap/IsiH
KYpJeJIiri )keHiHae HoWmaich3? by cypakrap KaHIIAIBIKThI TYCIHIKTI?

2. Ci3 TypBIN jKaTKaH O0TOACBIMEH, JOCTAphIMEH JKOHE KOFAMMEH TaJIKplIay/cyx0arTapaa
cayalTHaMaJlapJarbl Ce3/iep/TepMUHIEp NalijananblIa sl Ma?

3. OpOip cypak xkaibiHaa He oinack3? Erep yHamaraH cypakTapblHbI3 0oJica, ce0eOiH alThIHBI3Z?
4. Cypaxrap Kasai )KaKkcapThUTybl MYMKiH?

5. Ci3iH OUBIHBI3IIIA, aTAJIFAaH CYX0ATThI OTKI3Y YIIIiH KaHal skep/OpbIH €H KOJIAHIbl OOIBIIT
TaObLUIA I ?

6. Kyiizemicti Me3rislinae aHpIKTay YIIiH, cayaTHaMaHbl Kail yaKbpITTa TOJITBHIPY JKOH JIET CaHANChI3?
7. byn cayanmHamaHbl KiM (KaHJal 19pirep) xKyprizy kepek?
8. KanmranbIkTel Oy1 cypakrap O13/1iH €J1/1¢ MOJICHH YFbIMFa cail Kesemi?

9. Ci3 Tanceiprad cyx0OaTTap/IbIH HOTHKEIIEPIH ayFa KaTbICThI He oimaiich3? Ci3iH OWBIHBI3IIA,
cayallHaMa HOTIIKeTepl Kana xioeputyl kepek? JleHcayblk cakTay MeKeMemepl KaHaau mapa
KOJIJIaHYbI KepeK?
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5. Interview guide for healthcare providers (English version):

> Healthcare providers’ work experience

1.
2.

How many years do you work in healthcare?? What is your position currently?
Have you ever met a patient with depression? If yes, how often do you encounter such
women?

» Healthcare providers’ understanding of postpartum mood disorders

6.

What do you think to be major health problems experienced by women after birth and in the
first year?

What do you think to be the major mental health problems that may be experienced after
birth and in the first year?

Types of problems, severity and consequences

What do you think about commonality of postnatal depression as a part of having a baby?

What are your beliefs about the seriousness of consequences of postnatal depression?

How often do you see signs and symptoms of postnatal depression in women? Can you give
me an example? Which women are in risk groups?

» Risk factors and perceived causes of postpartum depression

1.

Why do you think women may experience postnatal depression? What do you think causes

this condition?

> Preferences in treatment

5.

7.
8.

When a woman experiences postnatal depression, what do you think can be done to help
her?

Do you believe postnatal depression can go away on its own?
Do you believe postnatal depression requires special treatment?

When a woman experiences postnatal depression, what do you believe local health services
can/should do for a woman to help her? What should be an ideal healthcare system’s
response?

What types of treatment do you think are suitable for a woman with postnatal depression?
What types of treatment do you think are available and used in local hospitals and clinics?

» Perceived importance of depression screening

1.

In your practice, how is postnatal depression diagnosed in healthcare organizations?

Did women come to your office with a complaint for depression during pregnancy or after
birth?
Do you usually disclose or identify signs of postnatal depression in women?
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Have you ever diagnosed women for postnatal depression?

Who do you think would be the first choice to go if a woman thinks that she has depression
during the postnatal period?

Who do you think needs to diagnose postnatal depression, if it is needed? Who do you think
is the first person to be able to detect postnatal depression in women?

What do think about the adequacy of local health services on detection of postnatal
depression?
(gaps in provision, reasons for gaps, what should be done to address those)

What suggestions do you have for improving diagnosis of postnatal depression if it is even
necessary? Do we need some postpartum depression screening tools in Kazakhstan?

» Edinburgh Postnatal Depression Scale
» Acceptability and understanding of the EPDS

10.

11.

12.
13.

14.
15.
16.

17.
18.

What do you think about the level of difficulty of these 10 statements? Do you think they are
understandable for women? Do you believe women are able to answer these statements?
Are the words in the questions commonly used in discussions with family, friends, and the

community where women live?

What do you think about the cultural acceptability of the 10 EPDS items in our country?
What do you think about each question? If there are questions that you did not like, please
explain why?

How could the questions be improved?

What do you think is an appropriate place to complete the EPDS?

When do you think it is appropriate for women to complete the EPDS in order to timely
diagnose the postpartum depression?

Who (what specialist) do you think should administer this screening tool?

Where do you think screening results should be referred for further management? How

should the healthcare system react?
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6. Interview guide for healthcare providers (Russian version):

» JIM4HbBIH ONBIT METHIIHHCKOT0 PAGOTHUKA:
1. Ckombko Jiet Bol paboTaete B 3apaBooxpanenun? Kakast y Bac momkHoCTh?

2. Berpeuanu nu Bel manmenToB ¢ nenpeccueii? Ecnu na, To, kKak yacto Bel BcTpeuaere Takux
SKEHIINH?

» OCBeIOMJIEHHOCTHh U OHMMAaHHEe MEIUIMHCKIX PA0OTHHKOB OTHOCHTEIbHO
MOCJIEPOI0OBBIX IMOIMOHAIBbHBIX PACCTPOICTB

5. Kakue mpobaemMsl co 310poBbeM Bbl cunTaere Hanbosee cepbe3HBIME TIOCIIE POIOB U B TCUCHHE
IEPBOro rojia nocjie pojoB?

6. Kakue mpoGiieMbl ICHXUYECKOTO 3/10pOBbs Bbl cunTaere Hanbosee cepbe3HBIMHU MTOCTIE POJIOB U B
TEUCHHE TIePBOT0 rojia MOoce poJoB?

- TUNBI TPOOJIeM, CTENIEHb OMTACHOCTH, ITOCIIEICTBUS

- yto BBI 1ymMaeTe o pacnpocTpaHEeHHOCTH MOCIEPOAOBOMN JAeNpeccuu?

3. Uto Bel nymaere o cTeneHu cepbe3HOCTH MOCIEPOIOBON AeTpeccuu?

4. Kak yacto Bel BUIuTE NMpU3HAKKM U CUMOTOMBI MOCIEPOJOBOM JAEMPECCUU Y KEeHIUMH? MoxeTe
npuBecTy npuMepsl? Kakue KxeHIIMHBI B TpyIIIE pUcKa?

> Y6e)KIleHl/Iﬂ HacdeT q)aKTOPOB PUCKa X1 BO3MOKHBIX IPUYAH HOCJ’[GpOJIOBOﬁ Acnpeccuun

3. Kak Bbl gymaere, mouemy >KEHIIMHBI CTPANAlOT OT TMOCIEpoJoBoi aemnpeccun? Yrto, mo
BarmiemMy MHEHHIO, BBI3BIBAET 3TO COCTOSIHUE?

> Yﬁemennﬁ KacaTeJbHO NPEANMOYUTACMbIX BUI0B JICUCHUSA

7. Kak Bb1 nymaere, kak MOKHO TTOMOYb KEHIIUHE C MOCIEPOI0BOM enpeccuen?

- Brl Bepure, 4TO nociepoaoBasi AENPecCrst MOKET UCUE3HYTh CAMOCTOATENBbHO?

- Brl Bepute, uTO mocaepoaoBas Aenpeccus TpedyeT CIeHaabHOTO IeUeHUs?

2. Kak BeI qymaere, Kak MEIUITUHCKHIE YUPEKACHUS MOTYT IIOMOYb KEHIITMHE C TIOCIEPOIOBOM

nenpeccueit? Kaxoii 6pu1a Obl HeanbHas peakiiys/pearnpoBaHie MEAUIUHCKUX YUPEexKIeHUH?

3. [To Bammremy MHEHHIO, KaKUe BUIBI JICUCHHUS SIBJISTFOTCSI HANOOJIEe TTOXOASIIAMU JIJTS YKCHITUH
C TMOCJIEPOIOBOI ienpeccueii?

4. TTo Bamemy MHEHUIO, KaKW€ BUIBI JICUCHUSI IS KEHIIMH C TIOCIEPOIOBOM JIeTIpeccueit
JOCTYITHBI B MECTHBIX MOJTUKIMHUKAX U OONMbHUIIAX?
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» Yo0exaeHus KacaTeJJbHO BaKHOCTH M HEOOX0IUMOCTH CKPHHHUHTA MOCJIePOI0BOM
JAenpeccun:

4. B Bamei npakTuke, Kak MOCJI€pOI0Bast ICMPECCUS TUATHOCIIUPYETCS B METUITMHCKIX
YUpESKACHUAX ?
- OOpamanuce Jii )KeHIMUHBI K Bam ¢ xkano00ii Ha penpeccrio Bo BpeMsi 06peMEeHHOCTH
WJIY TIOCJIE POJIOB?
- IIsiTaerech 11 Bl 0OBIYHO BBISBUTH WJIM OOHAPYKUTh MIPU3HAKHU TTOCIIEPOIOBOM
JIETIPECCUH Y KEHIITUH BO BPEMS IIPHEMOB?
- BbI korma-HuOy b TMarHOCTHPOBAIIN TTOCIIEPOIOBYIO JICMIPECCHUIO Y JKEHIIUH?

5. Ecau Obl Y KCHIIUHbI ObLIa mocjepoaoBasa A€upeccusd, To, 1o BameMy MHCHUIO, K KOMY OBI
OHa O6paTI/IJ'II/ICB 3a [IOMOLIbIO B IICPBYHO oqepez[L?
- Kak Bu1 AYMACTE, KTO JOJIKCH AUAarHOCTUPOBATH IMOCICPOJOBYHO ACTIPECCUIO Y KCHIIIUH,
€CJIK 3TO BOO6H_I€ HCO6XO,Z[I/IMO? Kto MoxeT OBITh IICPBBIM YCIIOBCKOM, CIIOCOOHBIM
paHbIIC BCEX NUATHOCTUPOBATH ITOCICPOAOBYIO ACIIPECCUIO Y )KCHIHI/IH?

6. KakoBo Bamem MHeHHE KacaTeTbHO Ka4eCTBA M KOMIETEHTHOCTH MECTHBIX MEIUIIMHCKIX
YUPEXKJIEHUH B AMArHOCTUKE [TOCIEPOJOBON AETIPECCUU?

(mpo6enbl B o0ecriedeHnn/00CTy>KUBaHUH, TPUYUHBI 3TUX MPOOETOB, KaK MOXHO PEIIUTh
3TH MPOOIEMBI)

7. qTO, 1o BameMy MHCHUIO, MOXHO IMPEANPUHATD MU YIIYYIHCHUA JTUATrHOCTUKU
HOCJ'IGpO,I[OBOfI ACIPECCUH, €CIIU TaKast AUArHoCTUKa H606XO,[[I/IM8.? Hy)KHBI mm B Kazaxcrane
CrieuaJIbHbIC METOJAbI CKPUHUHI'A HOCJ'ICpOI[OBOfI ,Z[ereCCI/II/I?

OnunOyprckas [Ikana [Tocnepomooit [denpeccun
» Tlpuemiaemoctb u nonumManue Iaundyprekoii lllkauast [locieponosoii Jenpeccun

2. Yro BrI ntymaete o cinoxHocTH 3THX 10 BonpocoB? ByeT a1 MOHITEH 3TOT ONPOCHUK
qutst skeHmH? Cunrtaete g Bbl, 4TO JKEHIIMHBI OyAyT B COCTOSIHUU 3alIOJTHUTH €ro?

2. Mcrionb3yloTcst T CII0BAa/TEPMUHBI C OIIPOCHHUKA B 00CYXIeHUsIX/0eceiax ¢ ceMbei,
JPY3bsIMH U OOIIECTBE, B KOTOPOM MPOKUBAIOT KEHIIUHBI ?

3. Urto Be nymaete o KyabTypHOI yMecTHOCTH 10 BOPOCOB TaHHOTO ONPOCHHKA B HaIICH
cTpaHe?

4. Yro Bsl nymaere no nooay kaxmaoro Bonpoca? Eciau Bam He mOHpaBWIMCH KaKUE-TO
BOIIPOCHI, TO, TIOXkKaIyiicTa, 00bICHUTE TOYeMy?

5. Kak Bonpockl MOTYT OBITh yIy4IIEHbI?

6. Ilo Bamemy MHEHHIO, KaKO€ MECTO SBJISIETCS. HAOOJIee MOIXOASIIIUM JUTS TPOX 0K ICHHS
JAHHOTO OIPOCHUKA?
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7. Korma, Bel cunrtaere, HanboJiee mMOIXOSIINI MOMEHT/BpeMst ISl 3aII0THEHUS JaHHOTO
OTPOCHHKA, YTOOBI BOBPEMSI IMArHOCTUPOBATH MOCIEPOAOBYIO ACTIPECCHIO?

8. KTo (kakoii cenuanucT) JoJKeH MPOBOJUTH 3TOT METO/1 JUArHOCTUKH (0mpoc)?

9. Kak BsI qymaere, Ky/a JOJDKHBI OBITH HAITPABJICHBI PE3YITATHI IS TOCIETYIOIINX
nerctBuid? Kak g0/KHA OTpearupoBaTh CUCTEMA 3IPAaBOOXPAHECHUS?
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7. Interview guide for healthcare providers (Kazakh version):

» Menununa )KyMbICKePiHiH Keke TI:Kipuodeci:
1. MenumuHa canacbiHia KaHIIa Kb )KyMbIC icTeici3? Ci3aiH KbI3METTeT1 I9pEKeHI3 KaHaan?

2. Kyiizenicke yiblparad mardeHTTEp 11 Ke3aecTipaiHi3 6e? Erep «uo» neceHi3, KaHIIaIbIKThI KUl
K3eCTipAiHI3?

» MenunuHa )KYMbICKePiHiH 00CAHFAHHAH KeHiHIi YMOIMSJIBIK KA0OBIPKAY IIBLIBIKTAH
xabapaap 00J1ybl 5K9He OHBI TYCiHYi
Ci3 OocaHFaHHAH KeiiH koHe OOcaHFaHHAH KEeWiHT1 O1piHIII KBIIABIH IITTHICT] JICHCAYIbIKKA
KaTBICTBI KaHJ1ai mpoOiaeManapasl €H MaHbI3/IbI A€l CAHANCHI3?

7. Ci3 OocanraHHAaH KeHIH joHe OOCaHFaHHAH KEWiHr1 OIpiHINI JKBUIABIH IMIHACTI KaHIai
ICUXUKAIBIK JICHCAYABIK IpodieMaapabl €H MaHbI3bI €l CaHaNChI3?
- mpobnemManap THIIi, KayilTiTiK I9pexeci ’KoHe OHBIH 3apAanTapsl

- OocaHFaHHAH KEeHiHT1 AETPECCUSHBIH Tapalybl Typajbl HE OWIaiichI3?

3. Ci3 6ocanFaHHaH KEUIHT1 IeMPEeCCHs KaFJalbIHBIH KayINTIIIK Jopexelepl Typaibl He OUIaichI3?

4. Kanmanbiktel Ci3 OocaHFaHHAH KEWIHT1 AETPECCHUSIHBIH OENTiepiH >KOHE HBIIIaHIAPbIH KUl
kepeci3? Kanzaail Tontarsl siieniep Kyi3enicKe sKul YIIbIpanbl?

> bocanraHHaH KeWiHri JenmpeccUsiHBIH KayinTilik (akTopjapsl MeH OpPbIH aly
cefenTepiHe KATBHICTHI CEHiM/Iep

4. Ci3 kamaii oimaiicel3, Here ouennepaep OocaHFaHHAH KEHWIHTI JAeNpeccHsiiaH KWHamaabl?
Ci3iH OMBIHBI3IIA OCBI KYW HEJIEH Maiaa 6omaasl?

» Emaenyain ynaMmabl TypJiepine KaTbICThI ceHiMaep:

8. BbocanraHHaH KeHiHT1 JempeccHschl Oap oifenre Kanal KoMeKTecyre 00IaThIHbI Typasibl He
ouance3?

- Ci3 OocanraHHaH KEHIHT1 Jenpeccus ©30€TIHIIE )KOFaJaThIHIBIFbIHA cCeHec13 Oe?

- Ci3 60canraHHaH KeHIHT1 JIeTipeccust apHaiibl emM/11 KaKeT eTeTiHIHe ceHecls 0e?

2. Ci3 OocanraHHaH KEHIHT1 JETPECCUsICHI Oap dleNre MeIUIIMHAIBIK MEKEMeTIep Katai
KOMEKTece alajpl el oinaichi3? MenunHaIbIK MeKeMemep IiH OyIT JKaF1adarsl )Kayaosl
KaHaail 001y Kepek?

3. Ci3niH oMbIHBI3IIA, OOCAHFAHHAH KEHIHT1 IETPECCHsCHl Oap ohenaep YIIiH eMAeIyaiH KaHaan
TYpJIepi €H JIAUBIKTHI OOJIBITT TaObLTa b1 ?
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4. Ci3niH OWBIHBI3IIA, OOCAHFAHHAH KEHIHT1 IETPeCCHsCHl Oap ofemnaep YIIiH KepriTiKTi
MOJIMKJIMHUKAIap MEH eMXaHalapa eMISTyJIepaiH KaHaai Typiepi KOJDKeTIMIi?

> bBocaHFaHHAH KeifiHTi JenpeccusiHbIH CKPUHUHITAH 6Ty MaHBI3AbLIBIFbI MEH
KaKeTTiJliriHe KaThICThI CEHiM/Iep:

8. Cizmin ToxipubeHi3ae, 0ocaHFaHHAH KEHIHT1 JeNpecCcHsi MEIUIIMHAIBIK MEKEeMesep e Kaan
JIMarHOCTHUKAIaHabI?
- Cizre oifenep XYKTUIIr Ke3iHe HeMece O0CaHFaHHAH KEHiH JAenpeccusiFa KaThICThI
IaFeIMBIMEH KeJIIi Me?
- Ci3 kaObugaysnap yakpIThIHA olienaepaeri 0ocaraHHaH KeHiHT1 JenpecCusHbIH
OenrinepiH aHbIKTayFa Hemece Ta0yFa ThIpbicachl3 0a?
- Ci3 xamanpa oiennuepae OocaHFaHHAH KeHWIHT1 JENPECCHSIHBI TUAarHOCTHKAIAIBIHbI3 0a?

9. Erep ne oifennepae 60caHFaHHAH KeHiHT1 Aenpeccus 0oica, OHAa Ci3JliH OMBIHBI3INA, OJI
OipiHII 00BN KIMHEH KOMEK Cypauipl?

- Erep kaxer Oouica, ci3iH OWBIHBI3IIA, dliesiepae OOCaHFaHHAH KEHIHT1 JeTPECCUSHBI
KiM JuarHoctukanay kepek? KiM eH anraHiiksl 00BN oifenaeri 0ocaHFaHHAH KeHiHT1
KYH3eTiCiH TyciHe anaabl?

3. Cizmin O0ocaHFaHHAH KSHIHT1 JCTPECCUSHBI JUArHOCTHKAIAY 1A KEPTUTIKTI METATTHMHAITBIK
MEKEeMeJIep/IiH canachl MEH OUTIKTITTHE KaThICThI OMBIHBI3 KaHAai?

(KbI3MET KOpCeTyIeri/KaMTaMachl3 €Ty 1eT1 KeMIIUTIKTEP, OChl KEMIIUTIKTEP/IIH ce0enTepi,
OChbI pobJIeMaiap/ibl Kanai menryre 6osabl)

- Kazakcranga MyHail CKpUHMHITIH PECMU 9J1iCi HETe OK JeM oinaiichI3?

4. Ci37iH obIHbI3IIA, OOCaHFaHHAH KEHIHT1 AeTPEeCCHUsIHbI AUArHOCTUKAIAay bl )KaKcapTy YILIH He
*acayra 00ajipl, erep MyHAal AMarHoCTHKa KaxeT O6osca? Kazakcranna 60ocaHFaHHAaH KEHiHT1
JENPECCUSHBIH CKPUHUHT 1Iapajapbl Kepek mne?

BbocanranHaH KeHiHT1 1enpeccusiHbIH DAUMHOYPITIK IIKaIaChl
» bBocanranHaH KeiiiHri JMIMHOYPITIK AenpeccusTHbIH KapaMIbLIBIFBI MeH TYCiHiri

3. by cypakrapablH Kypaemiri xkeHiHe Honaice3? by cypakrap aifenaep yuriH
KaHIIAJIBIKTHI TYCiHIKTI? Ci3/IiH OMBIHBI3IIA, OYJI cypaKTapFa aiienep xayan Oepe ana
ma?

2. Oilenzep TYpHII KATKAH 0TOACBIMEH, I0CTApPbIMEH kKOHE KOFaMMEH
TaJIKbUIAy/cyx0aTTap/ia cayalHamaaaparsl co3/1ep/TepMHUHIEp Nai1ananblia el Ma?

3. Kanmranbeikter Oyi1 cypakrap 013/11H e1/1€ MOJICH! YFhIMFa cail kenemi?
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4. OpOip cypak xaibiHaa He oiacki3? Erep yHamaran cypakTapbeiHbI3 Oosica, ce0ebin
AWlTHIHBI3?

5. Cypakrap Kayiaii )KaKkcapThUTybl MYMKiH?

6. CizxiH OfBIHBI3MIA, aTANIFAH CYX0aTThl ©TKI3Y YIIIH KaH/al *Kep/OpbIH eH KOJIaiIbl OOJIBII
TaObUIAIBI?

7. KyiizenicTi Me3riiiHje aHbIKTay YIIiH, cayaJHaMaHbl Kall yaKbITTa TOJTHIPY KOH JeTl
caHaicpI3?

8. by cayamnamaHnsbl KiM (KaHJai gopirep) *Kyprizy Kepek?

9. Ci3xiH oiibIHBI3IIA, CayaTHaMa HOTHXKeNepl Kaiaa xkibepinyi kepek? [leHcaynbIK cakTray
MeKeMeliepi KaHai nrapa KoiJIaHybl Kepek?
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8. Edinburgh Postnatal Depression Scale! (EPDS)

In the past 7 days:

1. | have been able to laugh and see the funny
side of things

As much as I always could

Not quite so much now

Definitely not so much now

Not at all

0 I 0 B

2. | have looked forward with enjoyment to
things

1 As much as | ever did

1 Rather less than | used to

11 Definitely less than | used to

"1 Hardly at all

3. I have blamed myself unnecessarily when
things went wrong

1 Yes, most of the time

1 Yes, some of the time

1 Not very often

] No, never

4. | have been anxious or worried for no good
reason

"1 No, not at all

71 Hardly ever

1 Yes, sometimes

1 Yes, very often

5. I have felt scared or panicky for no very
good reason

71 Yes, quite a lot

71 Yes, sometimes

1 No, not much

] No, not at all

6. Things have been getting on top of me

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

[l Yes, sometimes [ haven’t been coping
as well as usual

"1 No, most of the time | have coped
quite well

1 No, I have been coping as well as ever

7. | have been so unhappy that | have had
difficulty sleeping

71 Yes, most of the time

71 Yes, sometimes

1 Not very often

1 No, not at all

8. | have felt sad or miserable
[ Yes, most of the time
71 Yes, quite often
] Not very often
1 No, not at all

9. I have been so unhappy that | have been
crying

71 Yes, most of the time

71 Yes, quite often

1 Only occasionally

“J No, never

10. The thought of harming myself has
occurred to me

71 Yes, quite often

71 Sometimes

71 Hardly ever

CJ Never

1 Source: Cox, J.L., Holden, J.M., and Sagovsky, R. 1987. Detection of postnatal depression:
Development of the 10-item Edinburgh Postnatal Depression Scale. British Journal of Psychiatry
150:782-786.

2 Source: K. L. Wisner, B. L. Parry, C. M. Piontek, Postpartum Depression N Engl J Med vol. 347,
No 3, July 18, 2002, 194-199
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9. Edinburgh Postnatal Depression Scale (Russian version)

daunoyprekas lHlkana IMocaeponosoii lenpeccuu

B Teuenune nociaenquux 7 nHEH:

1.

S1 Morjia cMesAThCS U 3aMeYaTh CMEIIHOE
BOKpYT ce0s

0 Taxk e, kKak OOBIYHO

(] HeckoabKO MEHBIIIE, YeM OOBIYHO

"] Her, ropa3io MeHblIie, 4eM 00BITHO
[] Her, coBceM He MoTIIa

S omymana pagocTs, JyMasi o Oyayiiem
[] Tak e, KaK 00BIYHO

'l Heckonbko MeHbIlIE, 4eM OOBIYHO

'] 3HaYMTEIBHO MEHBIIE, YeM OOBIYHO
(] IIpakTMyecku HUKOrAa

S xopuita ce0s moHanpacHy, Korja jiena
LI HE TaK, KaKk HaJo

(] Jla, Bce Bpems

[1 Jla, nHOTHA

[J Her, He Tak 4acTo

[0 Her, Hukorga

S TpeBOXMIIACh U OECIIOKOUIIACH
MOHAIPACHY

0 Her, Hukorga

(] Her, mouru HUKOTAA

[l Ha, uHoraa

[1 Jla, oueHs yacto

MeHst 0XBaThIBaJIM OECIIPUUMHHBIN CTpax

Y TIaHUKa
(] Jla, moutH Bce Bpems
(1 Jla, maorma

'] Her, oueHb penko

[1 Her, He Tak 9acTo

10.

Ha MeHs CIUIIIKOM MHOI'O BCETO

HaBaJIMJIOCh

[l Ha, s TOYTH HU C YEM HE CIPABJISIACH

[l [a, uHorzaa s Koe ¢ 4eM He
CIIPaBJISLIACH

[l Her, mo OonbIieii YacTH S CO BCEM
CIIpaBJIsiiach

[l Her, s cpaBisijiach co BCeM, Kak
0OBIYHO

MaHe OBLI0 TakK IIJ10X0, UTO S HE MOIJa
CHaTh:

[l Ha, mo4TH Bce Bpemsi

[1 Jla, uHorna

[1 Her, oueHs peako

[J Her, HuKorga

S yyBcTBOBaAsA ce0s TPYCTHOM MITH
HECYaCTHOM:

'] Jla, OoJplIyt0 4acTh BPEMEHU
[l Jla, 1OBOJIBHO 4acTO

[J Her, He Tak 4yacTo

[l Her, Huxorma

Miue ObUIO TaK IUIOXO0, YTO S IJIaKaja:
'] Jla, mo4tH Bce Bpemst

0 Jla, ZOBOJILHO YacTO

(] O4ensb penko

[0 Her, Hukorna

MeHs puxoIuiIo B TOJIOBY CAENATH C
co00i1 yTo-HUOYIb TIIOX0E

[1 Jla, oueHs yacto

(1 HMuorma

[l Her, moutu HUKOT A

[ Her, HUKOTIA
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10. Edinburgh Postnatal Depression Scale (Kazakh version)

CoHfFbl 7 KYHHIH IIIIHTE!

1. MeH KyJyre >KoHE 9p HOPCEHIH KBI3BIK
JKaFbIH Kopyre KaOuieTTi 6011b6IM

O Onmerrerige
OJIETTET1/ICH a3bIpaK
OJIETTET1/ICH dJIJICKaii1a a3bIpaK
Mynnem KabisieTTi 60IMaIbIM

OO0

2. MeH Oonamakrarsl 9pOip HOpCEHI KyaHa-
KyaHa KYTTiM

00 Operreriaei
OJICTTETIICH a3bIpaK
OJICTTETIJICH dJIJIeKaii1a a3bIpaK
Mysem KyaHOapIM

O 0O

3. Bipnene nypeic xypmece MeH e3iM1i 00cKa
KIHOJIQ (M
O Mo, kebiHECE
Ho, xetine
Kok, ete xui emec

O o0 0O

Kok, emkamnian

4. MeH emi0Oip ceberici3 anangay MeH
yalbIMFa MaJABIKTBIM
O Kok, emkariax

Kok, eTe cupex
Wo, kel yakbITTa

O OO

Ho, oTe xui

5. Men em6ip ceGerci3 KOpKy MEeH yhpere
I BIKTHIM
O U, ete xui
Wo, kel yakbITTa
Kok, xui eMec
Kok, emkarian

OO0

6. Tipmirimae KanbUIbIC KOOCHIM KeTTi

O Ho, kebiHece TipairiMJIi OpeIHIaYyFa
mraMam KeJMenl

O Ho, keiae TipairiMal Tyren opbiHaan
aJraH JKOKIIBIH

O JKok, kebiHece TipairiMHIH OopiH
OPBIHJIAN AJIIBIM

O Kok, TipiiriMHIH O9piH oeTTeriIeH
OPBIHIA]IBIM

7. KabbipkaHyIpIH ce0eOiHEH YIKBIM KAIlIThI
O Mo, xui

Ho, ketine

Kok, ete xui emec

O OO

Kok, emkantan

8. MeH o31MI11 KOHUICI3 HeMece OaKbITCHI3
ce3iHaiM

O HWo, xebinece

O W, keiige

O Kok, eTe *xui eMec

O JKok, emkamran

9. KaOwipkanybiH ceOeOiHEH KblIayFa AeHiH
OapbIM
O MHo, xui

Wo, keiine
Kok, ete xui emec

O 0O 0O

Kok, emkaniax

10. MaraH e31Me 3UsIH KeNTIpY >Kaiibl oilap
KeJai
O HWo, xui
No, xetine
Kok, eTe xui eMec

O ood

Kok, emkamiax
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