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Abstract. In the Almaty metropolitan area with the significant social-economic
stratification, the relevance of the study is determined by the need to understand how household
income affects women’s reproductive strategies and identity. The article aims at identifying the
relationship between subjective well-being, financial difficulties, family plans and reproductive
health symptoms of 18—49-year-old women in Almaty. The authors conducted a cross-sectional
quantitative survey on a multi-layered random sample with face-to-face interviews (N=320
women from eight districts of the city. Descriptive statistics, Spearman correlation analysis,
regressions, factor and cluster analyses revealed a positive correlation between financial
difficulties and postponing a childbirth in the next 3-5 years, a negative correlation between
well-being and physical discomfort, and a positive correlation between family plans and seeking
medical help. Women with children are significantly more likely to report reproductive symptoms,
which indicates the need for a better postnatal care. Household income is a key determinant
of both specific reproductive decisions (timing and planning of childbirth, seeking medical care)
and reproductive identity formation. The study combined quantitative methods with an emphasis
on subjective assessments of well-being and analysis of health symptoms, which allows for
assessing the targeted support measures: development of free and mobile services for low-income
women, postnatal monitoring programs and educational campaigns on reproductive health under
the social inequality in Almaty.
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The article aims at explaining how urban social-economic conditions
determine women’s reproductive strategies. In megacities with pronounced
stratification, such as Almaty, the contrast of well-being and vulnerability affects
not only health but also life trajectories. Reproductive behavior is determined
not only by biological and medical factors but also by social, economic and
cultural conditions: inequality determines access to services, family plans and
future horizons. Limited access to quality care, financial instability and social
vulnerability affect timing of childbirth, use of contraception and access to medical
care. The key determinant is the household economic situation: women with
financial constraints are more likely to face pregnancy complications, unplanned
pregnancies and barriers to contemporary methods of contraception; economic
instability pushes for postponing childbirth. On the contrary, better-off groups have
more opportunities for reproductive plans due to better access to medical services,
educational programs and information. These contrasts explain the need to study
the impact of economic inequality on reproductive decisions.

The selected data for Almaty is considered in the logic of how economic
inequality in the large city affects access to services and strategies for seeking
medical care, thereby, influencing reproductive decisions. In post-Soviet megacities,
the higher the social status, the more often paid channels and personal connections
are used, while low-status groups are limited in choice and postpone treatment,
which increases health risks [21; 52]. However, reproductive intentions are not
determined only by income: the “desired” and “expected” numbers of children
differ due to the norms, education, marital and family trajectories, possibilities,
and so on. Thus, educational status and values differently affect the desire to have
more children. For the correct interpretation of Almaty data, we consider both —
attitudes and expectations [6; 7].

To conceptualize well-being, we rely on the capabilities approach: what matters
the most is not the formally “allowed” but real opportunities the woman has —
to get advice, pay for examination, plan a childbirth without ruining one’s career.
Indicators of well-being beyond income (health, education, access to services,
social support) have been adopted by the international studies of the quality of life
as providing a more adequate operationalization in the urban context [27; 56].

We tested three nodal hypotheses on arrays in Almaty: (H1) lower household
income leads to the later first child and less frequent use of contraception (given
the same education and age); (H2) income connection with plans is mediated
by access to medical services and information resources (including insurance); (H3)
normative ideas of motherhood and marital statuses moderate the effect of income
on expectations and behavior (“desired vs expected”). Thus, if it is not so much
intentions that are decisive as bottlenecks in capabilities (time/cost of access, lack
of information), then measures should address precisely the limited possibilities:
mobile consultations and emergency check-up within walking distance, subsidies
for contraception; for vulnerable groups — “navigation” services and educational
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modules — in order to reduce the gap between desired and expected number
of children. The post-Soviet urban studies show that such interventions reduce
negative social-economic factors and increase the feasibility of reproductive
plans [52; 62].

The key scientific approaches, which provide a deeper understanding of how
economic status, social context and gender norms affect reproductive attitudes
and decisions, consider institutional and biological conditions together with social
experiences, including real-life scenarios: not all women with poor background
seek to have children, and not all high-income women follow reproductive plans.
Today, there is a growing number of people consciously rejecting motherhood and
fatherhood, which means the need to study not only structure but also personal
choice. Moreover, childbirth is often the result of unplanned circumstances rather
than of a well-thought-out strategy, especially under social-economic instability.
The chosen theoretical framework combines macro-level determinants with
micro-social decisions in order to better understand how structural inequality
transforms into individual experiences that shape reproductive identity. Thus, the
demographic approach considers the influence of economic and institutional factors
on fertility [18]. According to the economic theory of fertility, an increase in family
income leads to a decrease in the number of children due to the high cost of their
upbringing [10; 11]. The gender approach emphasizes the influence of patriarchal
norms, and gender inequality influences women’s reproductive decisions [41]. The
life course approach considers the impact of social, economic and biological factors
on reproductive health life [12; 35; 37] from childhood to adulthood (the impact
of income, educational level, social environment and access to medical services).

Household income has a significant impact on women’s reproductive strategies:
women from low-income households are more likely to postpone childbirth due
to economic instability [39]; in high-income countries, women are more likely
to use contraception and plan a smaller family [26]; economic instability increases
the likelihood of early pregnancies in poor households [34] due to the lack
of a financial safety net and career opportunities, and limited access to medical
services. Social-economic conditions in childhood, such as family income and
social support, have a significant impact on women’s reproductive characteristics,
including the age of menarche and menopause [13; 40; 47; 49; 61; 63]. A high level
of economic stress in childhood can lead to an early onset of menarche, which
1s associated with a higher probability of early pregnancy and social-economic
vulnerability in adulthood [14; 20]. Such difficulties in childhood as poverty,
family conflicts and parental divorce are also associated with an earlier start
of reproductive life [15; 16; 51]. Women from low-income families are more likely
to face a lack of quality medical care, which increases the risk of complications
during pregnancy and childbirth, including unsafe abortions [2; 19; 25], and the
likelihood of prematurity, perinatal mortality, and developmental delays [30; 42].
In addition, social-economic inequality affects access to methods of contraception:
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low-income women are less likely to use contraceptive methods, which leads
to an increase in unplanned pregnancies and abortions [1; 8; 9]. Limited access
to reproductive health education programs also contributes to an increase in the
number of unwanted pregnancies among women from vulnerable groups.

In societies with a high level of economic stratification, women’s reproductive
attitudes vary depending on class [17]: women from lower social groups more
often consider motherhood a central element of identity [22], while in the middle
class, there is a tendency towards conscious parenting and delayed childbirth [28].
In societies with pronounced social inequality, women from lower social strata
may perceive early motherhood as a strategy of social adaptation that provides
a certain status and support [47]; on the contrary, middle-class women tend to focus
on professional career and financial independence before having children [31].
Reproductive identity is also associated with social norms and stigmatization:
poor women are more likely to face public condemnation if abandon traditional
reproductive approaches, which limits their choice in childbearing [36]. At the
same time, limited resources and lack of economic support reduce their ability
to control reproductive decisions.

We define reproductive identity not only as a set of values and expectations
shaped by social-economic and cultural norms, but also as a vital and dynamic
experience limited by material conditions. In Almaty, reproductive identity
as a continuum reflecting how women perceive their maternal role, reproductive
activity and bodily experiences in response to economic pressure. This
conceptualization combines subjective assessments of financial well-being, family
planning intentions and self-reported health symptoms as indicators of how
reproductive identity is formed and how it is negotiated in conditions of inequality.

Life approach to the study of reproductive health emphasizes the importance
of critical periods when economic factors can have the greatest impact on future
reproductive strategies [36; 37]. Thus, economic conditions in early childhood
can form the risk of undesirable reproductive outcomes through the mechanism
of accumulating risks or risk chains [37]. Factors influencing the age of menarche
and menopause are also a part of the life approach. Social-economic conditions
in childhood, such as nutrition, medical care and education of parents, influence
the age of the beginning of reproductive life [43; 63]: women with economic
difficulties in childhood are more likely to face reproductive health problems
in adulthood, including early menopause, pregnancy complications and chronic
diseases [49; 50; 53].

Women’s reproductive behavior is determined by a combination of social-
cultural norms, economic factors, and family traditions. In Central Asia and
Kazakhstan, women’s reproductive decisions are significantly influenced
by traditional family foundations, social expectations, religious norms, and
economic development of households [3]. Reproductive values of women in Central
Asia differ from Western models of fertility due to patriarchal norms, according
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to which motherhood is a key element of female identity [32]. In traditional societies,
childbearing remains the main indicator of women’s success, which affects the
number of children, the age of marriage, and the use of contraception [24].

In Central Asia, there are significant changes in women’s reproductive
behavior under urbanization [3; 4; 5; 55]: women with a higher level of education
and financially independent are less likely to adhere to traditional norms of having
many children and more often use family planning methods. However, despite the
transformation of family models, traditional values of family stability and high
importance of childbearing remain in Kazakhstan [38]: women in rural areas
are more likely to follow traditions of early marriage and having many children,
while in urban areas there is an increase in the age of marriage and a decrease
in the birthrate [23; 24]. The family still plays a key role in women’s reproductive
decisions, especially in traditional households, since the older generation influences
the number of children and the interval between births [65]. In the Kazakh
culture, multigenerational families contribute to the preservation of collective
reproductive decisions [33]. Moreover, in patriarchal societies, women experience
social pressure, which limits their autonomy in choosing contraception and family
planning [29]. However, urbanization and growing economic independence
of women weaken the influence of family norms, contributing to the development
of conscious parenting [48].

Islam has a significant impact on reproductive values of women in Kazakhstan
and Central Asia, supporting the traditional role of women as mothers and
guardians of the family [4]. At the same time, religious norms vary depending
on the region: more conservative reproductive models are common for southern
regions of Kazakhstan and Uzbekistan, while in cities, there is a decrease
in religious influence on birthrate [54]. Historically, there have been traditions aimed
at strengthening family values, for example, the Kazakh institution of amanat
(a child was given to relatives) and polygamous marriages, which regulated the
distribution of reproductive roles in the family [65]. Although these practices
are rare today, their influence persists in the family hierarchy and reproductive
expectations.

Despite many studies of women’s reproductive behavior in Central Asia,
unresolved issues remain. First, the influence of economic factors on reproductive
strategies, especially of urban and rural women [23; 24]. Second, intergenerational
differences in reproductive attitudes as young women are increasingly refusing the
traditional norms of childbearing [38; 47]. In Almaty, women’s reproductive values
are shaped by urbanization, modernization of family relations, and economic
mobility. However, elements of the traditional family structure remain, which
creates a unique mix of conservative and contemporary reproductive strategies.

The research confirms that economic inequality is one of the key factors
of women’s reproductive strategies. Lack of financial resources, limited access
to education and medical care, social norms increase women’s vulnerability
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to early and unplanned pregnancies, which ultimately affects their social-economic
status and identity. In Almaty, these factors manifest themselves in inequal access
to health services, educational resources and employment opportunities, which
requires further study and policy development to reduce the existing gap.

Women’s reproductive behavior is influenced by a variety of factors, among
which the household economic status, income, access to health services and social-
cultural norms play a key role [48]. In conditions of economic inequality, these
factors determine the strategy of childbearing, availability of contraceptives and
high-quality medical care. Kazakhstan as a country with active urbanization
and significant social-economic imbalances present a unique case to study the
interrelationship of demographic, economic and cultural factors that determine
reproductive patterns. Almaty, the country’s largest metropolis, combines high
population density with pronounced social stratification: with 2,3 million inhabitants
the city is the leading economic and demographic center of Kazakhstan and the
main attractor of internal migration, which unites groups that differ in income,
education and cultural traditions, forming a complex social environment for
making reproductive decisions. Despite the fact that the sample of 320 respondents
is not representative for the country (the error is more than 6%), the structural
heterogeneity of the city allows to identify key patterns of urbanized contexts and
stratification as affecting reproductive decisions and values.

Almaty shows significant differences in income: the average monthly nominal
salary in the third quarter of 2024 amounted to 471,264 tenge, which is 15.2% higher
than in 2023, but many face economic difficulties — the unemployment rate was
4.6%, and the number of registered unemployed reached 12,625. Despite the high
average income, social contrasts remain significant: in the first quarter of 2024, the
average per capita monetary income in Almaty amounted to 287,213 tenge, which
is 47% higher than the national average, but there are still limitations in access
of low-income groups to medical care, which may affect the frequency of medical
examinations during pregnancy, the use of contraceptives, and family planning.

Almaty is the leading medical center in Kazakhstan, with a well-developed
healthcare system of more than 250 public and private medical institutions,
specialized reproductive centers and leading medical universities. However,
urbanization does not always lead to improved reproductive health: low-income
women face barriers in access to health services due to economic constraints,
lack of time and awareness. According to the Multi-Indicator Cluster Survey
(MICS, 2015) [2], the coverage of prenatal care by qualified medical personnel
in Kazakhstan is 99.3%; however, in rural areas, 10.8% of pregnant women are
under the supervision of nurses or midwives, which shows certain barriers for low-
income families and migrants.

The concept of reproductive identity considers childbearing as a result of the
interaction of structural conditions (economic inequality, access to resources,
cultural norms) and individual attitudes. We rely on the theory of rational choice
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in reproductive behavior and the “well-being as an opportunity” to evaluate not only
formal rights but also the real opportunities of women in the field of reproductive
health. We conducted a survey of women aged 18—49 from households with different
income. The stratified sampling with elements of targeted selection allowed
to take into account the diversity of social-economic conditions in the city (family
plans, experience of seeking medical help, frequency of specialist consultations,
availability of services and a subjective assessment of the financial situation).
Data was collected with face-to-face interviews and online questionnaires, which
allowed to reach respondents with different participation opportunities. First,
descriptive statistics (frequencies, averages, medians, standard deviations) were
used, next — correlation analysis (Spearman, Pearson) and regression modeling
(linear and logistic) — to assess the impact of social-economic factors on the use
of contraception, seeking medical help and choosing a family planning strategy.
Variance analysis (ANOVA) showed differences between social-economic groups,
factor analysis revealed latent determinants of reproductive decisions, and cluster
analysis provided a typology of respondents based on behavioral patterns.

51% of the respondents were aged 18-25 years, 17% — 26-35 years, 25% —
36-45 years, which allows for the analysis of reproductive behavior in different age
groups. Most respondents were Kazakh by nationality and Muslim; about half were
single, about 22% — married, less than 2% — divorced or widowed, which allows
for considering marital status as a factor of reproductive attitudes and practices.
Only 8% had no financial difficulties and could purchase such expensive goods
as a car or apartment. 54% considered their income sufficient for basic needs except
for expensive purchases. 34% had difficulty purchasing durable goods, but their
income was enough for buying food and clothing. Only 2% of women experienced
serious financial difficulties, including lack of funds for food. Such data indicates
a pronounced social-economic stratification among women in Almaty and the
importance of the material factor for reproductive decisions.

Spearman’s rank correlation coefficients were calculated: for meaningful
interpretation, coefficients with a value of at least 0.3 were considered (a moderate
relationship of practical importance) [52]. However, some weaker but statistically
significant coefficients (0.13—0.19) were also identified as indicating trends
that deserve attention when interpreting the social-economic determinants
of reproductive behavior. For instance, a positive, albeit weak, correlation between
the frequency of financial difficulties and plans for family expansion in 3—5 years
(r = 0.138, p = 0.014) shows that women with financial difficulties are more likely
to postpone childbirth. This trend is consistent with the hypothesis that economic
instability is one of the key factors hindering the implementation of reproductive
plans. Some respondents directly explained the refusal to have a second child
by inability to pay for basic medical services or by the lack of a stable income
from one’s partner. Thus, the initial positions of women in relation to reproductive
rights vary significantly: economic instability determines the strategy of “careful
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parenting”, in which priority is given to ensuring a minimum level of social and
medical well-being of existing children. This weak but stable correlation reflects
the logic of adaptation, despite the formally low values of coefficients.

The revealed positive correlation between financial difficulties and the
postponement of family expansion indicates such structural feature of low-income
households as the fate of women, whose reproductive decisions are limited not
so much by choice as by external circumstances. Financial instability is not just
a risk factor but a systemic obstacle to the realization of reproductive rights. Low-
income women are more likely to find themselves in a position, in which having
a child is associated with further impoverishment, and access to medical services
and contraceptives is perceived as a privilege rather than a basic right. Thus, there
is a paradoxical situation: despite the biological ability to motherhood, economic
barriers make it socially unacceptable or impossible at a certain point in life,
which indicates the need to rethink the role of the state and society in supporting
vulnerable groups and to create a sustainable social protection infrastructure that
can offset the impact of economic inequality on reproductive health.

The second significant relationship was found between financial difficulties
and the subjective assessment of family material well-being (r = —0.189, p = 0.001).
A moderate negative correlation indicates that the lower the subjective well-being,
the more often women report financial difficulties. This connection is logical and
confirms that the subjective perception of financial situation reflects the real impact
of material constraints on everyday life and affects women’s confidence in their ability
to start a family and to provide for the basic needs of future children. There was also
a moderate positive correlation between family expansion plan and the frequency
of seeking medical help for reproductive health-related symptoms (r = 0.176, p =
0.002), i.e., women planning family expansion more actively seek medical help,
probably to prepare for pregnancy which may indicate high responsibility and
awareness among women who consider medical support a necessary condition
for safe motherhood. A moderate negative correlation was found between family
expansion plan and assessments of family material well-being (r =—0.164, p = 0.003),
which suggests that women, who assess their financial situation as less stable, are
more likely to abandon plans to expand their family in the nearest future. There was
no significant correlation between financial aspects and the frequency of medical
care requests (r =—0.051, p = 0.360), which may be due to the accessibility of medical
services in Almaty (many are free of charge or at minimal cost), which negates the
impact of income on the ability to get medical help.

Considering how the subjective perception of women’s financial situation and
difficulties affect reproductive behavior and decision-making related to childbirth,
we found a moderate negative correlation between financial difficulties and
subjective well-being (r = —0.189, p = 0.001): women who feel financial pressure
are more likely to report a low level of financial security, i.e., subjective assessment
of social-economic status adequately reflects the impact of material constraints
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on daily life, sense of confidence and control over the future. There is a moderate
positive correlation between family expansion plans and the frequency of medical
care requests (r = 0.176, p = 0.002), which may indicate active reproductive strategies
of some women: the desire for motherhood is accompanied by a conscious approach
to reproductive health, which manifests high responsibility and awareness, especially
given the general unavailability of specialized medical services for vulnerable groups.
A significant negative relationship was found between family planning and subjective
assessment of financial situation (r = —0.164, p = 0.003): women with unstable well-
being are less likely to plan childbirth in the nearest future. This trend is consistent
with the well-known model of “socially conditioned postponed parenthood”” — until
an acceptable level of economic sustainability is achieved.

However, there are observations with no significant statistical relationships:
between financial difficulties and the decision to procreate (r = 0.093, p =
0.097), between financial aspects and the frequency of medical treatment (r =
0.051, p = 0.360). Such observations highlight the complexity of social reality:
decisions about having a child are determined not only by economic factors, but
also by cultural norms, family traditions, interpersonal relationships, religious
beliefs and institutional contexts, including the public health care system. For
instance, in Almaty, where reproductive services are provided partially free
of charge, women get access to basic medical care even with limited incomes.
Moreover, traditionalist communities consider motherhood as a social obligation,
which reduces the influence of financial arguments on reproductive decisions.

Such an “indirect” structure of behavior determination, when decisions about
parenthood are affected by multiple factors, confirms the need for an integrated
approach, taking into account economic, cultural, emotional, psychological and
institutional aspects that affect women’s reproductive attitudes and behavior
in conditions of social-economic inequality. Therefore, the term “reproductive
discomfort” refers to a set of subjectively significant symptoms that women report:
pelvic and abdominal pain, menstrual irregularities, urination discomfort, and pain
during sexual activity. Although these symptoms may not always reflect clinically
diagnosed conditions, they are important indicators of women’s reproductive well-
being, especially when access to professional medical care is limited or stigmatized.
Such variables allow to analyze how bodily experience interacts with economic
conditions and reproductive plans. The data in Table 1 confirms the hypothesis
about the impact of financial constraints on the timely detection and treatment
of urogenital diseases, while no significant correlation between subjective well-
being and pain during sexual activity may indicate that the latter is determined
by other factors than economic status — individual health characteristics, psycho-
emotional state or the quality of intimate relationships. However, low-income
women may have visited doctors less frequently and, consequently, had less
awareness of possible health problems. Moreover, most of the reproductive health
symptoms have significant positive correlations with each other.
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Correlations between material well-being and reproductive health symptoms

(only statistically significant relationships — p < 0.05)

Variable 1 Variable 2 r Interpretation
Abdominal/pelvic pain Changes in pain during 0.506 Moderate positive correlation
or discomfort menstruation '

Abdominal/pelvic pain Discomfort during 0.439 Moderate positive correlation
or discomfort urination/defecation '

Abd.omlnal/pelwc pan p|scomfor_t 0.351 Moderate positive correlation
or discomfort in the ovaries/uterus

Abdominal/pelvic pain Menstrual cycle 0.504 Moderate positive correlation
or discomfort disorders '

Changes |r.1 pain during !3|scomfor_t 0.415 Moderate positive correlation
menstruation in the ovaries/uterus

Changes in pain during Menstrual cycle 0.3 Moderate positive correlation
menstruation disorders '

Pain durm‘g' plscomfor_t 0.591 Strong positive correlation
sexual activity in the ovaries/uterus

Pain durm‘g. Menstrual cycle 0.4 Moderate positive correlation
sexual activity disorders

_Dlscomfor_t Menstrual cycle 0.517 Strong positive correlation

in the ovaries/uterus disorders

Correlation analysis revealed statistically significant correlations between
age, having children, and symptoms related to women’s reproductive health.
Thus, the age of respondents showed a significant negative correlation
with having children (r = —0.419, p = 0.000), which is explained by the age
distribution of the sample (younger respondents have fewer children), and
a negative correlation with pain during sexual activity (r = —0.184, p = 0.001),
which may indicate that as women age, they are less likely to experience pain
during sexual activity, possibly due to physiological changes or a decrease
in the frequency of sexual intercourse. However, the relationship between age
and other symptoms was statistically insignificant (p > 0.05), perhaps, since
reproductive symptoms do not depend on age, especially if women regularly
visit medical institutions.

Having children showed a positive correlation with most symptoms
(frequency of abdominal and pelvic pain, changes in pain during menstruation
or sexual activity, discomfort during urination, bowel movement or in the ovaries
or uterus, menstrual cycle abnormalities), i.e., women with children are more likely
to experience symptoms of reproductive discomfort, probably due to physiological
changes after childbirth, which means the need for enhanced medical monitoring
of women after childbirth. Additionally, strong intra-symptomatic correlations
were identified, confirming their physiological relationship.
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The results of the study allowed to identify several areas for further
scientific research. First, we need to conduct a deeper qualitative analysis of the
impact of social-cultural factors on women’s reproductive behavior, including
their perception of medical services, the role of the family and intergenerational
differences. Second, the study sample needs to be expanded to include women with
other social-economic backgrounds, from rural and urban areas, in order to identify
possible differences in reproductive strategies. Third, we need longitudinal
research — long-term monitoring of women from different social groups will allow
for a more accurate assessment of the impact of economic factors on reproductive
behavior and health, changes in family planning strategies, and long-term effects
of economic inequality on reproductive health.

The research findings also raise the question of the role of subjective perception
of well-being and health. Women in the same objective conditions may interpret
their situation differently depending on cultural norms, educational level, religious
beliefs, and intergenerational experience. Therefore, reproductive behavior cannot
be understood solely as a result of economic indicators — it should be considered
as part of a broader social practice that includes semantic, symbolic, and bodily
aspects. These results suggest the following directions for further research: first,
it is necessary to strengthen the qualitative component of analysis — conduct
interviews and focus groups to identify the logic by which women interpret their
reproductive health; combine approaches from sociology, medicine, anthropology,
and psychology to gain more complete knowledge about women’s reproductive
strategies in conditions of economic inequality, thus, developing more effective
government support programs, increasing the availability of medical services, and
implementing educational programs for improving women’s reproductive health
and reducing social inequality.

The results obtained are not only consistent with the available empirical
data but also contribute to the development of theoretical approaches to the
study of reproductive behavior, including the concept of reproductive identity
and the theory of the life path, which allows for a deeper understanding of how
social-economic inequality, cultural norms, and individual life experiences
shape reproductive strategies in large cities with pronounced social stratification.
First, it is necessary to strengthen measures ensuring access to health services
for low-income women (specialized programs for free or discounted medical
examinations, mobile medical teams that can provide services in remote
or socially disadvantaged areas). Second, it is necessary to develop postnatal
support programs for women with children based on regular monitoring
of reproductive health, preventive examinations, psychological support and
guaranteed access to educational programs about health, which would reduce the
risk of complications and improve the quality of life of women in the postnatal
period. Third, special campaigns should raise women’s awareness of reproductive
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health symptoms and the need for regular medical checkups, especially for
women of younger age (digital platforms, social networks, and communities can
be an effective tool in informing and reducing barriers to receiving qualified
medical care). Fourth, it is necessary to introduce a sustainable system of long-
term social support for women with children, which would go beyond one-time
benefits in relation to self-care, psychological well-being and social adaptation
(network of social workers and advisory services that would accompany women
after childbirth, advise in critical circumstances, provide legal, psychological
and social support to strengthen parental competencies, self-esteem and access
to social infrastructure). Fifth, it is necessary to create an accessible network
of developmental, medical and temporary social services for women with
children (state counseling centers on early childhood development, organization
of leisure and educational programs for both children and mothers, temporary
centers or short-term stay facilities for children). Such a flexible support system
based on the principles of humanity, safety and adaptability to women’s needs
would significantly improve the quality of life, reduce the risks of emotional
burnout and strengthen the social integration of mothers in vulnerable situations.
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CJIC/IOBaHHSI — BBISIBUTh B3aUMOCBSI3b MEX/y CyOBEKTHBHOH OLICHKOW OJIaromoiry4us, 4acToTOH
BO3HHUKHOBEHHS ()MHAHCOBBIX TPYIHOCTEH, MITaHAMH 110 PACHIMPEHUIO CEMbH U MIPOSBICHUEM CHM-
IITOMOB PEMPOTYKTUBHOIO 310POBbs y *KeHIIKH 18—49 jet, npoxxuBaromux B Anmarsl. bein mpume-
HEH MEePeKPECTHBIN KONUYECTBEHHBIN aHAIN3 Ha JAHHBIX, MOJTYYEHHBIX C TIOMOILBIO METO/Ia TUYHO-
TO OIpoca Ha MHOTOCTIOWHOM ciTydaifHoil Beioopke (N=320 KeHIIINH 13 BOCEMH PaiioHOB AJIMATHI).
OmucarenpHast CTaTHCTHKA, KOPPEISIIMOHHBIN aHanu3 CrimpMmena, perpeccuu, (haKTOpHBIN U Kila-
CTEPHBIH aHAJM3bl BBISBUIN HOJIOKHUTEIBHYIO KOPPESILIUI0 MKy (PHUHAHCOBBIMU TPYAHOCTSIMH
1 OTKJIa[bIBAHNEM IUIAHOB JACTOPOXKIEHMS Ha Omkaiime 3—5 JIeT, OTpUIATENbHYI0 KOPPEISAIHIO
MEeXAy OmaromoinydueM M (HU3HOIOTHYECKHM IMCKOM(OPTOM, MONOKHUTEIBHYIO KOPPEISINIOo-
MEXy IUIaHAMH 110 PACIIMPEHUIO CEMbU M 00palleHueM 32 MEIUIMHCKOW MOMOLIBI0. JKeHIIUHbI
C JIETbMH 3HAUUTEIBHO Hallle KaTyITCs Ha PENpPONYKTHBHBIE CUMITOMBI, YTO YKa3bIBaeT Ha He-
00XOJMMOCTB YITyUIICHHS ITOCIEPOIOBOTO yXo/a. JJ0X0m TOMOX03HCTB — KIF04eBOH (hakTop Kak
KOHKPETHBIX PENpPOJYKTHBHBIX pelleHuil (BbIOOp BpPEMEHH M IIAHUPOBAaHHE NETOPOXKACHUs, 00-
paleHne 3a MEIWIUHCKON IOMOIIBI0), TaK M (POPMUPOBAHHS PEHNPOAYKTHBHON HMIEHTHUHOCTH.
OcoOeHHOCTh MPE/ICTABICHHOIO B CTAThE UCCIIEAOBAHUS — COYETAHHE KOJIMYECTBEHHBIX METOJIOB
C aKIIEHTOM Ha CyOBEKTHBHBIX OLIEHKAX OJIaronoiyyusi 1 aHaJu30M CUMIITOMOB 3/10pOBbBS, UTO I10-
3BOJISIET OOOCHOBAHHO MPEIUIOKHUTE CIIETYIONINE MEPBI LENEBON MOMAEPKKH JKEHIIMH: Pa3BUTHE
OecrulaTHBIX ¥ MOOWMJIBHBIX YCIIYT JUISl JKCHIIMH C HU3KUM YPOBHEM JO0XO/a, IIPOrpaMMBbl IIOCTHA-
TAJILHOTO MOHHMTOPHMHTA W MH(OPMAIMOHHO-TIPOCBETUTEIbCKUE KaMIIAHUK 10 BOIIPOCAM PEIpo-
JYKTHBHOTO 3/I0POBBSI B YCIIOBHSAX COLMAILHOTO HEPABEHCTBA B AJTMATHI.
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