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INTRODUCTION

Family and parenthood are fundamental aspects of human life.

In recent decades, social pressures to conform to traditional family

norms have decreased, resulting in changes in perceptions of marriage

and family formation. Cohabitation without marriage is increasingly

replacing traditional families, and established marriages are becoming

shorter-lived.



Parenthood represents a new and unknown phase of life for
every person. It requires mutual agreement and consensus between
partners on current and future events and goals. Although there are
generally accepted norms for the optimum age to plan parenthood, the
desire for career advancement and financial independence often shifts
priorities for future parents.

Parenthood is a biological process that is also socially
influenced by various factors, such as economics, demographics,
politics, and physiology.

Increased career opportunities and the desire for
independence can affect the timing of childbearing in many ways.
However, the desire for personal fulfillment often has a negative
impact on birth rates in industrialized societies, as more women
prioritize their careers over having children. Given the high mortality
rate and aging population in our country, this trend will worsen our
demographic situation, threatening our nation's future economic and
political independence.

Methodology and organisation of the scientific study



1.1. Aim and objectives

Aim: The aim of this study is to analyze the reasons behind

the postponement of parenthood and determine the role of midwives

in overcoming these reasons by introducing a Model of a Midwifery

Support Center for Future Parents.

In order to achieve our goal, we have set the following

objectives:

1.

To review demographic documents regarding birth rates and
other relevant characteristics in Bulgaria.

To analyse the factors associated with the postponement of
parenthood in both men and women of fertile age in the cities of
Shumen, Varna, Plovdiv, Sofia, and Tutrakan.

To analyze the awareness of men and women of fertile age about
the risks to maternal and fetal health associated with postponing
parenthood.

To investigate and analyze the attitudes towards the optimal age
for having a first child.

Investigating the willingness of medical professionals to
implement midwifery care when managing patients with
reproductive disorders.

To investigate the views of physicians and other healthcare

professionals on the role of midwives in overcoming the factors



that lead to delayed parenthood in both women and men of fertile
age.

The development of a Model of a Midwifery Support Center
for Future Parents (MSCFP) in order to limit the postponement

of parenthood.

1.2. Working hypotheses:

Midwives have the skills and to provide encouragement,
counseling, and motivation to men and women who have
postponed childbearing, as well as to work in centers and
organizations with various types of reproductive activities.

The qualifications of the midwife to provide encouragement,
counseling, and motivation to men and women who have
postponed childbearing, as well as to work in centers and
organizations with reproductive activities of different types.

An increased awareness of the associated health risks of delaying
parenthood will contribute significantly to identifying and

addressing the underlying factors.



1.3.

Organization, time and place of the thesis research

1.3.1. Subject of the study

The role of the midwife in overcoming the causal factors

leading to the postponement of parenthood.

1.3.2. Object of the study
The defined objects of the study are:

K/
0‘0

K/
0'0

Patients hospitalised in the Department of Pathological
Pregnancy or Maternity Ward in the cities of Varna,
Shumen, Plovdiv, and Veliko Tarnovo;

Patients (women/men) in centers of reproductive
medicine in Varna, Shumen, Plovdiv, Sofia, and
Tutrakan;

Experts - obstetricians and gynecologists, embryologists,
and senior midwives/nurses from centers of reproductive
medicine in Varna, Shumen, Plovdiv, Sofia, and
Tutrakan;

Midwives/Nurses working in centers of reproductive
medicine in Varna, Shumen, Plovdiv, Sofia, and
Tutrakan;

Female students with children in the Bachelor's
programmes in "Nursing" and "Midwifery" (1st, 2nd, 3rd
and 4th year) studying in the Medical University-Varna

affiliates - Shumen, Veliko Tarnovo and Sliven;
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1.3.3. Scope of the study
The study included 405 people divided into five groups:

Group 1 — Patients hospitalized in the Department of Pathological
Pregnancy and Maternity ward of USHOGAT “Selena” - Plovdiv;
SHOGAT “Prof. Dr. Dimitar Stamatov” — Varna; "MHAT - Shumen"
- Shumen; MHAT "Dr. Stefan Cherkezov" - Veliko Tarnovo; Medical
Complex "Maichin Dom" - Varna (n= 200).

Group 2 - Patients (women/men) scheduled for
examinations/hospitalized in centers for reproductive medicine:
Medical Center "St. Ivan Rilski" - Shumen; USHOGAT "Selena" -
Plovdiv; Medical Complex "Maichin Dom" - Varna; Medical
Complex "Dr. Shterev" - Sofia; and Medical Center "St. Ivan Rilski -
Tutrakan (n = 100).

Group 3 - Medical specialists (obstetricians/gynecologists,
embryologists, and midwives/nurses) were selected to determine their
opinions about the postponement of parenthood in men and women at
fertile ages, and how midwives can address the causes. The selected
experts are from the following centers of reproductive medicine:
Medical Center "St. Ivan Rilski" — Shumen; USHOGAT "Selena" -
Plovdiv; Medical Complex "Maichin Dom" - Varna; Medical
Complex "Dr. Shterev" - Sofia; Medical Center "St. Ivan Rilski” -
Tutrakan (n=20)
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Group 4 — Midwives/Nurses working in the following centers of

reproductive medicine: Medical Center "St. Ivan Rilski" — Shumen;
USHOGAT “Selena" - Plovdiv; Medical Complex "Maichin Dom" -
Varna; Medical Complex "Dr. Shterev" - Sofia; Medical Center "St.
Ivan Rilski” - Tutrakan (n= 25)

Group 5 — Female students with children in the Bachelor's

programmes in "Nursing" and "Midwifery" (1st, 2nd, 3rd and 4th year)

studying in the Medical University-Varna affiliates - Shumen, Veliko

Tarnovo and Sliven; (n=60).

1.3.4. Respondents

Respondent group I-every female patient over 26 years of age
hospitalised in the Department of Pathological Pregnancy and
Maternity Ward of medical facilities in the cities of Shumen,
Varna, Plovdiv, and Veliko Tarnovo.

Respondent group Il —every patient (woman/man) in the centers
of reproductive medicine in Shumen, Varna, Plovdiv, Sofia, and
Tutrakan.

Respondent group Ill- every obstetrician, gynecologist,
embryologist, and senior midwife/nurse working in the centers of
reproductive medicine in Shumen, Varna, Plovdiv, Sofia, and

Tutrakan.
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e Respondent group IV — every midwife/nurse working in the
centers of reproductive medicine in Shumen, Varna, Plovdiv,
Sofia, and Tutrakan.
¢ Respondent group V—every female students with children in
the Bachelor's programmes "Nursing" and "Midwifery” studying
in the Medical University-Varna affiliates - Shumen, Veliko

Tarnovo and Sliven

1.3.5. Locations of the research

Multiprofile Hospitals

e "MHAT - Shumen"— Shumen

e "MHAT "Dr. Stefan Cherkezov" - Veliko Tarnovo
University Hospitals

e USHOGAT "Selena" - Plovdiv
Specialized Hospital

o SHOGAT “Prof. Dr. Dimitar Stamatov” — Varna
Medical Complexs/Centres

e Medical Complex "Maichin Dom"

e Medical Complex "Dr. Shterev" - Sofia

e Medical Center "St. Ivan Rilski” - Tutrakan

e Medical Center "St. Ivan Rilski” - Shumen
Affiliates of MU-Varna

e Shumen

e \eliko Tarnovo
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e Sliven

1.3.6. Inclusion Criteria
Group 1 - Female Patients
e age over 26 (Based on the mother's mean age at first
birth in Bulgaria)
e Hospitalised in Department of Pathological Pregnancy
e Hospitalised in Maternity Ward

e Have signed a declaration of Informed Consent
Group 2 — Patients (women/men)

e Patients with reproductive disorders

e Patients of CRM

e Have signed a declaration of Informed Consent
Group 3 — Healthcare Professionals

e Obstetricians and Gynaecologists working in CRM

e Embryologists working in CRM

¢ Senior Midwives/Nurses working in CRM

e Have signed a declaration of Informed Consent
Group 4 — midwife/nurse

e Bachelor's degree in "nursing™ or "midwifery"

e working in CRM

e Have signed a declaration of Informed Consent

Group 5 — Female students
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e Enrolled in the Bachelor's programmes in "Nursing" and
"Midwifery"

e  Mothers

e 1st, 2nd, 3rd and 4th year student

e Have signed a declaration of Informed Consent

1.4. Organisation of the study
The study was conducted in five phases, defining the methods
and materials, location, and period. (Table 1).

Table 1. Phases of the study

Phases | Methods Location | Materials Period

Phase | Analysis of Specialized

1 specialized Shumen | literature; Januar
literature specialized y 2020 -
regarding the databases. Septem
relevance of the ber
studied problem. 2020
Defining the aim Survey Nel

Phase | and objectives; | Shumen (Appendix 1) Octobe

2 selecting the Questionnaire r 2020 -
methods; Nel
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in overcoming the
causes of
postponement  of
parenthood
Organization and
initiation  of the

study after

Questionnaire
Ne2  (Appendix
3)
Questionnaire
Ne3  (Appendix
4)

developing the (Appendix 2) April
materials for Questionnaire | 2021
conducting the Ne2
research. (Appendix 3)
Questionnaire
Ne3
(Appendix 4)
Questionnaire
N4
(Appendix 5)
Questionnaire
No5
(Appendix 6)
Analysis and | Varna Survey Nel | May
Phase | assessment of the | Shumen (Appendix 1) 2021 -
3 midwife's Sofia Questionnaire June
competencies Plovdiv Nel (Appendix | 2022
regarding her role | Tutrakan | 2)
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assessment of the Questionnaire
Research  Ethics Ne4  (Appendix
Committees MU- 5)
Varna Questionnaire
NS (Appendix
6)
Conducting an in- | Varna Survey Nel | July
depth interview Shumen (Appendix 1) 2022 -
Sofia August
Tutrakan 2022
Statistical Shumen | The data in the | Septem
Phase 4 | processing and survey  were | ber
analysis of results. processed with | 2022 -
the  statistical | Novem
package IBM | ber
Statistics - SPSS | 2022
for Windows,
ver. 19 and MS
Excel 2019
Formulation of | Shumen Decem
Phase | conclusions, ber
5 contributions, and 2022 -
recommendations Januar
y 2023
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based on the

dissertation.

1.4.1. Data collectors

The main part of the study was carried out independently in
order to maximise accuracy. The collaboration of senior midwives
from the Department of Pathological Pregnancy, the Maternity Unit,
and those working in the centers of reproductive medicine was used.

1.4.2. Sources of information

e The opinion of obstetricians, gynaecologists and
embryologists and senior midwives/nurses working in the
centers of reproductive medicine - Medical Center "St. lvan
Rilski” — Shumen; USHOGAT "Selena" - Plovdiv; Medical
Complex "Maichin Dom" — Varna; Medical Complex "Dr.
Shterev"— Sofia; Medical Center "St. Ivan Rilski” — Tutrakan.
e Theopinion of senior midwives/nurses and midwives/nurses
working in the centers of reproductive medicine - Medical Center "St.
Ivan Rilski” — Shumen; USHOGAT "Selena" - Plovdiv; Medical
Complex "Maichin Dom" — Varna; Medical Complex "Dr. Shterev" —
Sofia; Medical Center "St. Ivan Rilski” — Tutrakan.

e The opinion of mens and womens scheduled for
examinations/hospitalized in the centers for reproductive medicine:
Medical Center "St. lvan Rilski" - Shumen; USHOGAT "Selena" -

18



Plovdiv; Medical Complex “"Maichin Dom" - Varna; Medical
Complex "Dr. Shterev" - Sofia; and Medical Center "St. Ivan Rilski —
Tutrakan.

e The opinion of patients hospitalized in the Maternity Ward
and the Department of Pathological Pregnancy in "MHAT -
Shumen” — Shumen; “MHAT St. Anna” - Varna and
USHOGAT "Selena" - Plovdiv.

e  Theopinion of female students with children in the Bachelor's
programmes "Nursing” and "Midwifery” studying in the Medical
University-Varna affiliates - Shumen, Veliko Tarnovo and Sliven.

e - Laws and regulations governing the state health policy,
educational and professional activities performed by midwives.

v Regulation No. 1 of 22 January 2015 on the acquisition of a
specialty in the health care system.

v" Regulation No. 19 of 22.12.2014 on approval of the medical
standard "Obstetrics and Gynaecology" Issued by the Minister of
Health

v" Regulation No. 39 of 2004 on prophylactic medical
examinations and survey

v Regulation No. 40 of 2004 on the determination of the basic
package of health services guaranteed by the NHIF budget.

v' Directive 2005/36/EC on the recognition of professional
qualifications.

1.4.3. Survey Instruments

19



In order to achieve the research objectives and solve the previously

formulated tasks, a proprietary survey instrument was developed for

the six groups of respondents (Table 2).

Table 2. Survey Instruments

Survey Instrument Questions
Tota | Closed-ended| Open-ended
I
num
ber
1. Questionnaire Nel 33 25 8

For men and women

scheduled for

examinations/hospitalized

For question
Ne33, a scale
of 1 to 10 was

Combination of
Closed-ended

and Open-

in the centers for used. ended questions
reproductive medicine.

2. Questionnaire Ne2 26 18 8

For patients hospitalized in For questions

the Maternity Ward and Ne25 and

the Department  of Ne26 a scale

Pathological Pregnancy from 1 to 10

was used.
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3. Questionnaire Ne3 3 10 15

For Healthcare For question

Professionals Ne25 a scale
from 1 to 10
was used;
Question Nel
used a
ranking  of
patient age
groups;
Question Ned4
offers  the
option of
ranking cases
according to
their
frequency.

4. Questionnaire Ne4 22 11 11

For Midwives/Nurses
working in the centers of
reproductive medicine

For question
Ne22 a scale
from 1 to 10

was used;
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5. Questionnaire Ne5 25 13 12
For students
For question
Ne36 a scale
from 1 to 10
was used;
7. Questionnaire Nel 5 6
For obstetricians and In-depth
gynaecologists interview

Questionnaire for patients of the centers for reproductive
medicine

Questionnaire N1 (Appendix Ne2) consists of 33 questions,
targeting men and women  scheduled for
examinations/hospitalized in the centers for reproductive
medicine. Questionnaire Ne2 (Appendix Ne3) consists of 33
guestions, targeting patients hospitalized in the Pathological
Pregnancy and Maternity Wards in Plovdiv, Varna, Shumen,
and Veliko Tarnovo who are over the age of 26.
Questionnaire for Healthcare Professionals

Questionnaire N3 (Appendix Ne4) consists of 25 questions,

targeting obstetricians, gynaecologists, embryologists ,and

22



senior midwives/nurses working in the centers for
reproductive medicine.

= Questionnaire Ne4 (Appendix Ne5), consists of 22 questions,

targeting Midwives/Nurses working in the centers of
reproductive medicine in Sofia, Plovdiv, Varna, Shumen and
Tutrakan.
+» Questionnaire for female students with children
1. Questionnaire Ne5 (Appendix Ne6), targeting female
students with children in the Bachelor's programmes
"Nursing” and "Midwifery” studying in the Medical
University-Varna affiliates.
% Questionnaire Nl for conducting an in-depth interview
(Appendix Nel).

The method has been applied on renowned experts in the field of
reproductive medicine (obstetrician-gynecologists) working in centers
for reproductive medicine.

The method was applied according to the methodology defined by

Information gathering was conducted through informal conversation
at their workplace.

There were 8 respondents in the current study. A total of two
respondents were included from each of the four centers of
reproductive medicine located in Varna, Sofia, Shumen, and Tutrakan.
For the purpose of the in-depth interview a specific research

instrument was designed:
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One main question focused on the aim of the current study -
determining the role of the midwife in overcoming the factors
contributing to the postponement of parenthood.
Sub-questions focus on the professional competencies of the
midwife and the leading causes of reproductive disorders
among men and women, without following their strict
sequence.

The final question to each respondent was: ,,In which unit of
preventive and therapeutic activities (health education, family
planning unit, I'VF centre) does the midw ife have competencies
to influence on overcoming the reasons for postponing

parenthood™.

The interviews took place between July and August of 2022.

Respondents were invited personally by the researcher. Respondents

were informed that the interview would be recorded. The average

duration of an interview was about 60 minutes.

Y/
0’0

Declaration of Informed Consent; Privacy notice and
information about the study were provided to each of the
respondents who voluntarily participated in the study to
inform them of the purpose of the study, the confidentiality of
the subjects, and their voluntary consent to participate.
Auxiliary materials

A textbook that is designed to increase and test the know ledge
of adolescents regarding the anatomical and physiological

24



characteristics of men and women, as well as the protection of
reproductive health.
2.4. Methods of the study

% Sociological methods:

Documentary-methods —  research  of  medical
documentation, regulations, and medical standards
Conducting in-depth interviews with experts in assisted
reproduction, using a pre-prepared questionnaire containing
six questions about the midwife's competency and role in
supporting men and women with reproductive problems.
Questionnaire — Hand-delivered surveys were used to
collect and analyze data for the purposes of this study. In
order to survey the opinions of the respondents from the
different groups, six questionnaires were prepared.

% Statistical Methods:

The datain the surveywere processed using IBM Statistics
- SPSS for Windows, ver. 19 and MS Excel 2019. As all
variables were qualitative, they were presented as relative
proportions in the descriptive analysis, and a non-parametric
chi-square test was used to test the hypothesis. Results with
P>0.05 are considered significant. The following methods
were used in data processing:

Comparative analysis — to compare changes in the

performance of the variables;
25



e Parametric and non-parametric tests - to evaluate
hypotheses - statistical comparison y2 analysis to test
hypotheses of association between qualitative variables. The
significance level in the studies was p = 0.05.

e Analysis of Variance - used to compare variances across the
means (or average) of different groups. Measurement of the
indicators mean (X), mode and median of the statistical
series, and the mean square deviation.

e Correlation analysis - to determine the degree of correlation
between two variables. Measurement of the Pearson
correlation coefficient (r) to find out and determine the
magnitude of a linear correlation between quantitative
variables and Cramer's coefficient (V) or Student's for
qualitative variables;

e Graphical analysis - displays the data processed from the
survey graphically. MS Excel 2019 and IBM Statistics 19
were used for the graphical analysis.

+ Statistical analyses
The material was processed statistically with the computer program
IBM SPSS Statistics, version 19, using the following methods:

e Descriptive statistics: mean, standard deviation, minimum-
maximum, median, percentiles, confidence interval, relative
proportion;

e Graphical analysis;

26



Procedure for calculating scale reliability (Cronbach's
Alpha);

Parametric analysis: Student's T-test (two-tailed),
correlation analysis (calculation of Pearson's correlation
coefficient);

Nonparametric test (Mann-Whitney U test): Statistical
significance was assumed at the two-sided probability level of
p<0.05.

p-value, i.e. the probability that the relationship between the
two variables is random. The smaller the p-value, the higher
the statistical significance (reliability) of the relationship
between the two variables and p = 0.000, which is quoted as
p <0.001 and is written as follows: 2 (6, 541) 83.75 N =, p <
0.001. Since the p-value is less than 0.05 the null hypothesis

Ho is rejected.

When measuring the relationship between variables represented on

nominal or combined nominal and ordinal scales, correlation

coefficients, whose formula uses the y2 characteristic, are primarily

applied. The Kramer coefficient is considered the most universal,

since it is standardized within [0; 1] and is interpreted as a simple

correlation coefficient. Coefficients of association are widely used in

relationships between variables represented on dichotomous scales.

Coefficients of concordance and others are also known (Table 3).

27



Table 3. Correlation coefficient value and relationship between

variables.

Cmoiinocm na koeduuuenma na kopeaauus
Value of the correlation coefficient

Cmenen na 3aBucumocm
Degree of dependence

go 0,3

caaba/poor

nag 03 go 0,5

ymepena/moderate

nag 05 go 0,7 3navyumeana/significant
nag 0,7 go 09 2oasma/high
nag 09 MHoz0 2oasma/very high
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2. RESULTS AND DISCUSSION

2.1. Socio-demographic characteristics of the groups

- Socio-demographic characteristics of the patientsin CRM

A study of patients (n=100), women and men, scheduled for

examinations/hospitalised in the Medical Center "St. Ivan Rilski"-
Shumen; USHOGAT "Selena” - Plovdiv; Medical Complex “Maichin
Dom" - Varna; Medical Complex "Dr. Shterev" - Sofia; Medical

Center "St. lvan Rilski — Tutrakan on identifying the underlying

factors for postponing parenthood. Table 4.

Taon. 4 Socio-demographic characteristics of the patients from

CRM
Demographic n (Number) %
characteristics
Age
20-25 8 8%
26-30 18 18%
31-35 33 33%
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36-40 19 19%

Over 41 22 22%

Gender

Men 17 17%

Women 83 83%
Ethnicity

Bulgarians 85 85%
Bulgarian-Mohammedans 2 2%

Gypsies 2 2%

Turks 6 6%

Non-response 5 5%

Education

Tertiary education 64 64%

Secondary 18 18%
education
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Elementary 8 8%
education
Religion
Orthodox Christianity 69 69%
Islam 13 13%
Catholicism 2 2%
Protestantism 0 0
Non-response 9 9%
Atheism 7 7%
Children in the family
Without children 67 67.0%
Child from a previous 9 9.0%
relationship
The partner has a child
from a previous
. . 10 10.0%
relationship
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Both  partners  have

children from a previous

relationship 4 4.0%
Secondary infertility in the
family
8 8.0%
Non-response 2 2%
Income
Less than 1000 BGN 0 0
1000-1500 BGN 24 24%
1600-2000 BGN 22 22%
2100-2500 BGN 15 15%
2600-3000 BGN 12 12%
3100-3500 BGN 6 6%
3600-4000 BGN 4 4%
More then 4100 BGN 15 15%
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Non-response 2 2%

According to the distribution of patients by age group, the
highest proportion of patients were in the age group 31-35 years
(33%), followed by those over 41 years (22%). Interms of percentage,
there was a marginal difference between those aged 36-40 (19%) and
those aged 26-30 (18%).

The analysis of ethnicity reveals that the majority are
Bulgarians (85%). Significantly fewer are the Turks (6%).

Many demographers consider education to be a determinant
in family planning. The survey results demonstrate this. A higher
proportion of respondents (64%) had a tertiary education, suggesting
better knowledge of reproductive health and family planning.

The majority indicated that they had no children (67%). The
percentage of respondents whose partners had a child from a previous
relationship differed slightly from those with both partners having a
child from a previous relationship (9%). The postponement of
parenthood is a prerequisite for a family with only one child.

For the purposes of the study, the main group of respondents
were female patients hospitalized in the Department of Pathological
Pregnancy and Maternity Unit (n=200) of USHOGAT "Selena” —
Plovdiv; SHOGAT “Prof. Dr. Dimitar Stamatov” — Varna; "MHAT -
Shumen" — Shumen; "MHAT "Dr. Stefan Cherkezov" - Veliko

Tarnovo; Medical Complex "Maichin Dom" — Varna (Department of
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Pathological Pregnancy). According to the inclusion criteria of the

survey, the patients were over 26 years of age (based on the mother's

mean age at first birth in Bulgaria).

Table 5. Socio-demographic characteristics of patients in

the Department of Pathological Pregnancy and Maternity Ward

Demographic n (Number) %
characteristics
Age
26-30 99 49,5%
31-35 51 25,5%
36-40 31 15,5%
Over 41 19 9,5%
Ethnicity
Bulgarians 127 63,5%
Turks 38 19%
Armenians 1 0,5%
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Gypsies 12 6,0%
Other 9 4,5%
Non-response 13 6,5%
Religion
Orthodox Christianity 117 58,8%
Islam 36 18,0%
Catholicism 1 0,5%
Protestantism 7 3,5%
Atheism 13 6,5%
Other 7 3,5%
Non-response 19 9,5%
Education
Uneducated 9 4,5%
Primary 3 1,5%
education
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Elementary 17 8,5%
education
Secondary 73 36,5%
education
Tertiary 98 49,0%
education
Income
Less than 1000 41 20,5%
BGN
1000-1500 BGN 48 24.0%
1600-2000 BGN 48 24.0%
2100-2500 BGN 30 15%
2600-3000 BGN 17 8,5%
3100-3500 BGN 4 2,0%
3600-4000 BGN 8 4,0%
More then 4100 1 0,5%

BGN
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Non-response 3 1,5%

In order to validate the results concerning the ethnic
composition of the CRM group, we sought the input of the experts
working there. (Fig.1).

The majority of patients are Bulgarians We frequently work with patients of all
ethnicities

Fig.1. Ethnicity of the patients in CRM /expert opinion/

Most of the experts indicated that the majority of patients are
Bulgarians (53.3%), but they often work with patients of all ethnicities
(46.7%). The socio-demographic characteristics of this group of
respondents confirm that patients of Bulgarian ethnicity predominate
in the CRP.

The age profile of patients in the Departments of Pathological
Pregnancy and Maternity Wards was significantly different from that
of patients in the CRM. The respondents aged 26-30 (49.5%) were
followed by those aged 31-35 (25.5%). The proportion of female
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patients aged 36-40 years was lower (15.5%), and only 9.5% of
respondents were over the age of 41 years.

In terms of educational level, those with higher education
predominated (49.0%) among patients in Pathological Pregnancy and
Maternity Wards, followed by respondents with secondary education
(36.5%). Substantially fewer were those who indicated that they had
primary education (8.5%). Those with no education (4.5%) or a
primary education (1.5%) had significantly lower rates.

Prevalence of first pregnancies in old age confirms the
relationship between career, high income, and late parenthood.

e Socio-demographic characteristics of the female students.

e The survey includes female students with children (n=60) in
the Bachelor's programmes "Nursing" and "Midwifery”
studying in the Medical University-Varna affiliates - Shumen,
Veliko Tarnovo and Sliven (Table 6).

Table 6. Socio-demographic characteristics of the female students

Demographic n (Number) %
characteristics

Age

20-25 13 21,7%
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26-30 6 10,0%

31-35 13 21, 7%
36-40 10 16,7%
Over 41 18 30,0%

Bachelor's programme

Nursing 32 53,3%

Midw ifery 28 47, 7%

Affiliates of Medical Universities Varna

Shumen 32 53,3%
Veliko Tarnovo 14 23.35%
Sliven 14 23.35%

In terms of age, the majority of them were over 41 (30%),
followed by those in the age groups of 20-25 and 31-35 (21.7%).
Relatively few respondents were between the ages of 36—40 (16.7%)
and 26-30 (10%).
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There is a slight predominance of students in the Bachelor's
programme "Nursing" over those in "Midwifery.

2.2. Patient awareness of reproductive health

A number of medical publications and studies on population
health awareness and early childhood health promotion demonstrate
that there is a gap in these areas. During the past few decades, the
health of the population has ranked highest in negative statistics for
cardiovascular disease, cancer, tobacco use in early adolescence, etc.

In addition, the experts were asked for their opinion on
patients' health awareness. (Fig.2).

| believe that most patients are unaware
of the optimal age to have their first child.

They know but postpone parenthood.

Yes, they know what the optimal age is
for giving birth to first child and fitinto it.

I

M Health professionals ™ Nurses and Midwives
Fig.2. Awareness among the patients regarding the optimal age for

giving birth to first child.
(Opinion of health professionals, nurses, and midwives)
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Experts confidently express the opinion that patients are
aware of the optimal age for giving birth to first child but postpone it
(75.0%). However, midwives are of the opposite opinion - they
believe that there is a deficit in patients' awareness and knowledge in

this regard, which is a potential cause of health risk.

We sought the opinion of experts and midwives regarding
patients' awareness of the risks of complications in pregnancy after the
age of 35 (Fig. 3).

Nurses and Midwives - 80%

Health professionals - 45.0%

B Yes, most of them are aware of the risks.

= No, most of them are unaware of the risks and unwilling to get informed

Only when reproductive disorders occur do patients become interested

Fig.3. Patients' awareness of the risks of complicationsin
pregnancy after the age of 35

(Opinion of health professionals and midwives)
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Postponement of parenthood can be defined as a health risk in
terms of pregnancy and the newborn. The majority of midwives and
nurses were of the opinion that patients became interested in that only
when reproductive disorders occurred (80%). In contrast,
approximately % of the experts shared the same opinion (45%), and
the same proportion indicated that patients are aware of the risks
(45%).

Awareness of the population about the potential risks during
pregnancy and labor after the age of 35 is a priority for every society.
Patients need to be aware of the wide range of activities that a midwife
could perform in order to increase their confidence in them. The
midwife is qualified to work in family planning and with patients at
the CRM.

We examined respondents' awareness (from CRM, DPP, and
MR) of the risk of pregnancy and labor after the age of 35 (Figure 4).
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As long as pregnancy is possible, there are no
risks regardless of the age.

There is a risk at every age and stage of
pregnancy and labor.

Neonatal problems associated with genetic
mutations, malformations, inborn errors of
metabolism, neural tube defects, ...

Chromosomal aberrations and reduced
fertilization capacity increase with age

birth
= CRM patients = Hospitalised patients

Fig.4. Patients' awareness of the risks of complicationsin
pregnancy after the age of 35
*0b exceeds 100, as respondents have indicated more than one
answer.

Analysis of the results confirmed the generally accepted
notion that all pregnancies and births carry risk. Approximately the
same proportion of respondents from the CRM (44%) and hospitalised
patients in the PPD and MW (41%) indicated that pregnancy and labor
can be risky at any age.

In the CRM group, genetic mutations, anomalies, and neural

tube defects (31%) were identified as the most significant risks
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associated with maternal age. Similar risks were reported by the group
of patients hospitalised in DPP/MW (21%).

Both respondent groups were unaware of the risks associated
with risky reproductive behaviors. The midwife's role in ACPBR may
mitigate it.

2.2. Medical and socio-economic reasons for postponing
parenthood

We investigated the clinical reasons for postponing
parenthood among women with reproductive problems in CRM (Fig.
5).

Other e — 12%
NCUX0-eMOLWMOHaNHN npobremn = 1%
External factors- tobacco smoking,... 0%
Immunological factors m==m 39
Genetic disorder === 49,
Depletion of ovarian reserve and... e 6%,
Uterine malformations ® 1%
Thyroid disorders == 2%
Endometriosis e Q0
Hormonal disorders Ee————— ]9,
Ovulation disorders m————————— 6%
Blocked fallopian tubes 36%

Fig.5. Clinical reasons for postponing parenthood among women
with reproductive problems in CRM
*95 exceeds 100, as respondents have indicated more than one

answer.



Respondents indicated that the diagnosed cause of infertility
was blocked fallopian tubes (36%), followed by hormonal disorders
(19%), ovulation disorders (16%) and endometriosis (9%).

In cases of infertility, it is imperative to determine the cause
of the problem in both partners. Fig. 6 presents data on the causes of
male infertility.

Idiopathic NEEEEE—D 3 O/,
Other INEEEEEENSS———— 15%
Psycho-emotional issues [——l 7%
External factors- tobacco smoking,... EEll 2%
Mechanical causes- hydrocele;...® 1%
inflammatory and endocrine... HEEE———| 8%

Pathological spermatogenesis NEEEEEEEEEs————————————m 2 0%

Fig.6. Clinical causes of reproductive disorders in men in the
CRM group
*9 exceeds 100, as respondents have indicated more than one

answer.

In about 1/3 (28%) of our respondents, the reason was
unknown. Pathological spermatogenesis was the leading cause of
infertility (20%), followed by infllmmatory and endocrine diseases
(8%) and psycho-emotional problems (7%).
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It is thought that the absence of symptoms of a disturbance in
sexual function and general health is one of the reasons why men are
indifferent to the process of looking for the cause of infertility.

Respondents (n=15) indicated more than one response, ranking them
by frequency of occurrence (Figure 7).

Psycho-emotional issues (n=2) |l 13,3%

Mechanical causes-hydrocele;varicocele

—
(r=6) 40,0%

Inflammatory and endocrine diseases

o
(ne4) 26,7%

Pathological spermatogenesis(n=1d) | ———— 3 306

Fig.7. Clinical causes of reproductive disorders in men
(Experts' opinions from CRM)
*0 exceeds 100, as respondents have indicated more than one

answer.

According to experts, pathological spermatogenesis is the
most common cause of infertility among men (93.3%). Next in
frequency are mechanical causes - hydrocele; varicocele (40%).
Relatively fewer are inflammatory and endocrine diseases (26.7%).
The psycho-emotional problems represent the smallest share (13.3%),
but they should not be ignored.
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According to the experts, the causes of infertility in women
are much more diverse.Respondents (n=15) gave more than one cause
of female infertility, ranking them by frequency (Fig.8).

Immunological factors (n=5) === 33 3%
Genetic disorders (n=2) = 13 3%
Ovarian reserve depletion and egg... EEEEEE————— 0.0%
Uterine malformations (n=3) === 20.0%
Thyroid diseases (n=1) =4 g 7%
Endometriosis (n=1) B 6.7%
Hormonal disorders (n=6) I 40.0%
Ovulation disorders (n=7) ) 46.7%

Blocked fallopian tubes (n=12) TEEEESEEE—————— 80.0%

Fig. 8. Clinical causes of infertility among women
(Experts' opinions from CRM)
*0b exceeds 100, as respondents have indicated more than one

answer.

After analyzing the results, we discovered that blocked
fallopian tubes are the leading cause of infertility amongwomen in the
CRM, accounting for 80% of cases. The depletion of ovarian reserve
and the deterioration in egg cell quality are the next most common

reasons, making up 60% of infertility cases.
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2.3. Trust in midwives - a prerequisite for successful
counseling activities at the CRM
Regarding education level, patients from CRM are distributed into
three groups: with higher education, secondary education, and primary
education (Fig. 9).

Secondary

education 2 ool 8% 14.3% Sl 51:4% ]
(n=35)

primary

education 0005
(n=1)

Higher

cducation 63958l . 23.4%... (RIS 6]
(n=64)

[IsHeE7EgE9H10

Fig.9. The influence of education on trust towards midwives
(patients from CRM)

Midwives from CRM receive unwavering trust (rated 10/10) from
patients with higher education (51.6%) and those with secondary
education (51.4%). Arelatively smaller percentage of patients with
higher education (23.4%) and secondary education (14.3%) share a
satisfactory rating (8/10) for their trust in midwives. Low education

levels indicate a lower overall and health culture.

It was important for us to establish the trust of experts from CRM

toward midwives (Fig.10).
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Fig.10. Rating of trust towards midwives by experts.

Experts' trust in midwives is rated with scores of 8 (26.7%),
9, 7, and 5 (20.0%) in almost equal proportions.

These results provide evidence of the high level of trust in
midwifery activities among experts from CRM.

The experts' opinions on the most common reason for
delaying parenthood among people of reproductive age were also
investigated through in-depth interviews, with the answers presented
anonymously as R1 to R8.

In the conducted interview, the experts pointed out the need
for further education of midwives to work towards reproductive health

prevention.

"Participating in training and seminars at least twice a year"
(R2)
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"Most midwives neglect continuing education, but it is a
fundamental criterion for increasing the authority of the profession
and achieving the long-desired autonomy" (R3)

"Midwives should participate in specializations and training"
(R4)

"I believe that only midwiveswith experience in the profession
are ready for this" (R6)

"Continuing education is mandatory if a midwife has decided

to work in this direction” (R8)

The drive to enhance the qualifications and postgraduate
education of midwives remains lackluster, most likely stemming from
inadequate financial incentives for pursuing additional credentials,
specializations, and advanced studies in the healthcare field.

2.4. Competencies of the midwife to overcome the reasons
for delaying parenthood.

We sought the opinions of respondents (experts, healthcare
professionals, and students) regarding the professional opportunities

and competencies of midwives to assist people of reproductive age in
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overcoming the reasons for delaying parenthood (Fig. 11).

Other

Thereis a lack of trust in
midwives, which is why they
cannotinfluence these issues.
A Bulgarian midwife must
establish autonomous practice
in order to be effective in...
The midwife has the necessary
competencies to work in this
direction.
This is a task for the
government, and midwives
cannot do anything about...

M Experts
5:00d2S el 6.3% |
20,00 I . 18.2%.  m Nurses and

Midwives
hss0% . NABN  533% |

4 Students

20.0%

Fig.11. Competencies of the midwife for overcoming the reasons

for postponing parenthood

The prevailing opinion of the respondents is that midwives have the

competencies to work towards overcoming the reasons for delaying
parenthood. The experts (55%), students (53.3%), and healthcare

professionals (48%) are positively categorical in this regard.

The activities that fall within the midwifery competency framework

can be implemented through various healthcare practices, all of

which are aimed at overcoming the reasons for delaying parenthood

(Fig. 12).
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The midwife \{vould nott?eo% 29 |
able to contribute to this...

M Experts

All of the above  DEHOARIE 35% I
By implementing autonomous L T 9% 4 ™ Nursesand

practice. Midwives
el ther ok BN o0 dadshed 326
p g . i Students

Through the Implementation . ot | Bskmm 20%

of mandatory health...

Fig.12. lllustrates the activities that midwives can perform to
address the reasons for delaying parenthood.

Promoting and preventing reproductive health issues is a
process that should start in early childhood and continue throughout
the entire fertile period. This is also the view of healthcare
professionals, who believe that mandatory health education in schook
is the way in which midwives can influence the overcoming of reasons
for delaying parenthood (68%). This can be achieved through the
proposed model for MMSCFP.

The opinions of experts were valuable to us - they believe that
midwives can influence the reasons for delaying parenthood in several
directions - family planning clinics (30%), increasing health education
(25%). Some students share the same opinion (35%).

The role of midwives in overcoming the reasons for delaying
parenthood was clarified in a in-depth interview conducted with
experts from CRM.
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"The main role of midwives is expressed in raising health education
among young people. Without health education and gaining health
knowledge, we cannot achieve good results in thisarea.” (R2)

"Young people do not have health education, and therefore midwives
can make a high contribution because when a patient comes to the
clinic, it is not right for me to start explaining things to them for which

they have gaps of years regarding reproductive health.” (R4)

"Prevention, which is carried out by increasing knowledge among
students about sexual maturity, sexually transmitted diseases,
protection against unintended pregnancy, and introducing girls to
reproductive opportunities for women." (R4)

"Perhaps the most useful place for midwives would be to
increase activities in family planning clinics.” (R6)

The competencies and skills of midwives, as evaluated by experts
from CRM, identify the role of midwives in overcoming the reasons
for delaying parenthood. We also explored the opinions of regular
midwives/nurses from CRM regarding health-regulated opportunities
for promotional activities that enhance reproductive culture among

young people (Fig. 13).
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Other . 4%

Due to a lack of trust in the midwife, she i
ue 1o a lack of trust In the miawite, she Is _ 40%

unable to influence these issues.

In order for midwives to be useful in these

matters, it is necessary to establish _ 32%

autonomous midwifery practicein...
The midwife possesses the necessary

competencies to work with young people in _ 48%

this area....

The responsibility for this issue lies with the
state, and the midwife is notin a position - 8%
to take any actionon it....

Fig.13. Competencies of midwives for promotional activities.

Nearly half of the surveyed regular midwives/nurses have
firmly confirmed that midwives have the competence to carry out
promotional activities (48%), but there are also many who believe that
trust in midwives is weak and that they would not be able to influence
issues that promote reproductive culture (40%).

At this stage, the legal regulation of autonomous midwifery
practice (Decree No. 248 of the Council of Ministers from 2005) in

the country has not been implemented due to unclear financing.

The experts were given the opportunity to express their
opinion on the role of midwives in overcoming the reasons for
delaying parenthood (Fig.14).
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M Providing pregnancy and childbirth related advice to women.
B Conducting health education
H Prevention of reproductive health

There is no significance to the midwife in these matters

Fig.14. The role of the midwife in overcoming the reasons for
postponing parenthood.

Among the respondents, 40% believe that the role of the
midwife is to act as a consultant to women regarding pregnancy and
childbirth, as well as to provide health education. In contrast, asmaller
proportion of respondents, about 20%, think that midwives will make
the greatest contribution to preventing reproductive health issues.

In-depth interviews were conducted with experts regarding
the curriculum for students in the "Midwifery" specialty. We asked
experts whether specific knowledge and practical skills are needed for
work in a CRM, which should be included in their curriculum. So far,
suchadiscipline has notbeen included in the four-year training course
for this specialty.
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"Yes, reproductive medicine has long been imposed in our
country. It is mandatory! This is one of the reasons why there is high
turnover of midwives in our clinics, as they find it difficult to adapt to
the high specificity of the work." (R1)

"Rather, specialization in this area for midwives who have
decided to work in an in vitro center." (R2)

"Of course it is mandatory!" (R3)

"By extending the training period for midwives and the
educational qualification level, it should have been imposed in the
curriculum.” (R4)

"Categorically yes!" (R7)

The experts' opinion on the need to increase midwives'
knowledge in the direction of reproductive health is categorical.

2.5. Motivation and demotivation of senior and regular
midwives/nurses for their work in a CRM

The specific work in the CRM requires as a requirement an upgrade
of basic knowledge and acquisition of knowledge for high-tech and
complex treatment, which guarantees successful results in
reproductive practice.
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Given the specifics of working in the CRM, we provided the
opportunity for midwives to share the factors that motivate them to
work in this environment (Fig.15).

other |l 8.0%

| feel demotivated and | am looking for
another job.

H 2.0%

| take advantage of the opportunity to o
further my education and attend courses. S 12.0%

Establishing a routine that I'm accustomed
& e 32.0%

to working with.

Good working environment [ ————— 14.0%

Good payment |l 12.0%

Figure 15. Factors motivating midwives to work in CRM.

Working in the CRM is dynamic and specific, which is associated with
the need for adaptation and motivation of all senior and regular

midwives/nurses with professional realization in this field.
2.6. The challenges of working with patients at CRM

The specificity of the work in reproductive medicine centers
is accompanied by various challenges. In addition to carrying out

duties that require high technology, precision, and know ledge of their
5/



specificities, medical specialists in reproductive medicine centers
must have a well-established psychological approach when working
with women and men with reproductive problems.

One of the challenges faced by patients is the limitation imposed by
the Regulation 28 of the Ministry of Health, Article 27, para. 1, pt. 3
and para. 2, according to which women over the age of 43 are not
entitled to receive funding from the state for in vitro fertilization
procedures. We sought the opinions of experts and regular
midwives/nurses on the legitimacy of introducing an age limit (Fig.
16).

36% Should be approached

individually

B | do not agree with this
restriction

56%

Experts Nurses and Yes, it is right

Midwives

Fig.16. Age limit for state-funded in vitro fertilization
procedure.

The majority of respondents, including experts and regular
midwives/nurses, support the introduction of an age limit (46.7%:
56%), which is professionally responsible regarding the risks
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associated with late pregnancy. There is a much broader range of
opposing opinions (46.7%: 8%). Relatively few believe that the
approach to such decisions should be individual (6.7%: 36%).
The age limit for assisted reproductive technologies (ART)
varies among countries with developed procedures around the world.:
e Germany, Spain, the United States, Israel, and Turkey - there
is no legal age limit for privately-funded ART procedures.;

However, another challenge that may arise for regular
midwives/nurses during their work is the patients' reactions following

unsuccessful in vitro fertilization (I'VF) procedures (Fig. 17).

Other & 36% '

This does nothappen & 20% I

They share personal problems related to 4%I
their partner.... r

Patients start blaming themselves. ' 16% I

Accusations against the medical team are 24% I
often made. ;

Fig.17. Opinion of regular midwives/nurses on patient reactions
after unsuccessful procedures.

Approximately 1/4 of the respondents indicate that patient
accusations at fertility clinics are directed towards the medical team

(24%). A small portion of the reactions are self-accusatory (16%).
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Dealing with these challenging moments requires a high level
of professionalism and a good psychological approach on the part of
healthcare professionals.

2.7. Shift in the direction of medical services demanded by
patients in CRM - opinion of gynecologists

The in vitro technology was initiated in 1978 in England by
Dr. Robert Edwards and Patrick Steptoe, and this achievement gave
hope to millions of childless couples around the world. Dr. Edwards
was awarded the Nobel Prize in Medicine in 2010 for his contribution.

In Bulgaria, the method was introduced in 1987, and the first
children conceived through in vitro fertilization were born in early
1988. In 2009, the Council of Ministers established a Fund for
Assisted Reproduction, which provides financial support for the
treatment of infertile couples in Bulgaria.

To confirm the claim that there is a noticeable change in the
users of reproductive services compared to 10-15 years ago, we sought
the opinion of experts (Figure 18).
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6.7% 6.7% * Yes

b\

* No significant changes have been
observed.

The reproductive age is increasing,
and with each passing year, the
upper limit is being raised.

Figure 18: Change in users of reproductive services
compared to 10-15 years ago (opinion of experts)

The experts almost unanimously agreed that there is a change
in the users of reproductive services (86.7%). The percentage of those
who said that there is no change was minimal, and some respondents
pointed out that the upper age limit for reproductive age is increasing

every year (6.7%).

In connection with these data, we were interested to know
whether experts are observing changes among the sought-after
services in the CRM. The question was specified regarding the
demand for a reproductive procedure using donor material in women
without a partner (Figure 19).
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Yes, these are isolated cases |5 3.3%
Yes, these cases are not few [l 33.3%

Yes, for homosexual couples [ 13.3%

Fig.19. In vitro procedure with donor material in women
without a partner.

A little over half of the experts confirmed that such individual cases
exist (53.3%), and among them, there are also homosexual couple
(13.3%).

While this practice has begun, it may establish a model for
young people with offspring but without a partner. Although small,
the share indicated for assisted reproduction in homosexual couple
solves the problem of infertility among homosexual cohabitants.

The influence of religion on the decision to use donor material
is statistically significant (¥2 =20.718, p <0.05), and the dependence
is weakly expressed (V = 0.263) (Fig.20).
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Atheism 14.29% 85.71% I

Non-response 77.78% 22.22% !
Catholicism 50,0006 50.00% L

Islam W_ 30.77% |

Orthodox Christianity m 43.48% )

Yes, the important thing is for the pregnancy to occur.
H No, | don't want material from a donor
It will be difficult for me to accept this option

Non-response

Fig.20. The role of religion in the decision to use donor
material.

Patients who profess Islam and Catholicism are categorical in
their opinion that they do not want donor material (46.15%: 50%),
which is a prerequisite for a clinical problem, especially on the part of
the male, and the chances for the couple to become biological parents

are impossible.

2.8. The impact of COVID-19 on fertility

There are many ways in which Covid-19 has influenced
society. In terms of public health, the virus prevented planned
treatments and surgeries from taking place. As a result, global

economic insecurity increased, and people with reproductive problems
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were unable to receive treatment or receive assisted reproductive

treatment.

It has been found that the higher the age in the respective

group, the greater the impact of delayed in vitro procedures for 6

months and 1 year. The longer the delay period, the lower the

percentage of live births (Table 7).

Table 7. Distribution of age groups among women with

postponed in vitro procedures.

Groups Age Reduction  in | Reduction in
live births in % | live births in
% (when
(when delayed delayed by 1
by 6 months) year).
Group | women up to 0,6% 0,9%
30 vyears of
age
Group Il' | women 2,4% 4,9%
between 30
and 35 years
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Group 11 | women 5,7% 11,9%
between 36
and 37 years

Group IV | women 9,5% 18,8%
between 38
and 39 years

GroupV | women 11,8% 22,4%
between 40
and 42 years

In connection with the presented data, we were interested to know

whether, according to the respondents, the COVID pandemic would

have an impact on birth rates (Fig.21).
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g 0%
20% !

1
13.5%"
30% !

Students
Experts 20:0%0~

Patients in CRM

¥ Yes, the crisis and financial instability will have animpact on birth rates and there
will be a decline.

B Certainly, the delay in planned medical procedures in healthcare facilities
(including infertility treatments) will resultin a decrease in birth rates.

It will not have any impact on the birth rates.

Fig. 21. Survey respondents’ opinions on the impact of the
pandemic on birth rates.

According to the comparative analysis of respondents
regarding the impact of the pandemic on birth rates, the highest
percentage of patients from the CRM stated that "the postponement of
planned activities in reproductive medicine will result in a decline in
birth rates" (41%), followed by regular nurses and midwives (60%).
The majority of surveyed students (61%) and hospitalized patients
(56%) believe that the crisis and financial instability will have an
impact on birth rates. Notably, the percentage of surveyed experts who
believe that the pandemic will not have an impact on birth rates is high
(80%), perhaps due to their knowledge of the history of past

pandemics that have affected humanity.
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2.9. The attitudes and readiness of female students with
children in the Bachelor's programmes "Nursing” and
"Midwifery" for Reproductive health prevention (RHP)

The role of a midwife in reproductive health prevention is
different from the standard duties performed in maternity wards,
where everything follows a predetermined algorithm and the final
outcome is achieved after several hours. Midwives are always ready
to respond to emergencies.

In connection with this, we asked student-mothers studying in
the specialties of midwifery and nursing about their attitudes and

willingness to participate in reproductive health prevention (Fig. 22).

| am not particularly interested in this _ 18.3%
activity....
 haven'tthought aboutthis matcer, | o
| am motivated to workin this direction. _ 33.3%

| personally don't, but some of my - 8.3%

colleagues are interested

Fig.22. Readiness of student-mothers to participate in

reproductive health prevention.
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The majority of those surveyed shared that they had not
previously considered this question (40%), while 1/3 confirmed that
they were motivated to work in this area (33.3%). Less than 1/5 of
respondents expressed no interest in this activity.

We were interested in understanding whether student-mothers
feel confident in the knowledge, skills, and practical training they

receive during their studies to work in CRM (Fig. 23).

61.7%
20.0% | 18.3% ]

Yes After graduating from These questions should be
university, there should be addressed by experienced
additional training. midwives/nurses.

Fig.23. Having confidence in the knowledge gained during the
study in order to work in the field of RHP.

More than half of the respondents were absolutely convinced that
healthcare professionals are prepared to participate in reproductive
health prevention upon graduation (61.7%). Respondents who
emphasized the need for additional training in RHP accounted for
20% of the total, while 18.3% believed that experienced healthcare

professionals should work in the field of reproductive health.
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We also asked students whether, in light of the difficulties they face,
parenthood should be postponed until after completing their education
(Fig. 24).

= Yes, | could have handled it more easily.

Fig.24. Education as a factor for delaying parenthood.

Encouragingly, despite the increased challenges that student-
mothers face, the majority of them believe that childbirth should not
be postponed (68%). We assume that as a result of their studies, the
respondents are well aware of the risks associated with delaying
parenthood and pregnancy at an advanced age.

Lastly, we were interested in determining to what extent
student-mothers are informed about demographic data related to
childbirth rates (Fig. 25).
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It has not been of interest to me.
I believe that such a problem does
not exist in Bulgaria....

Yes, it has increased, young people
are delaying parenthood....

Figure 25. Students' awareness regarding the increase in
the average age for giving birth to a first child in Bulgaria.

According to data from the NSI, the average age for giving
birth to a first child in the country in 2021 was 27 years, with the
highest rate being in Sofia at 30.1 years. The majority of those
surveyed were aware that the average age for giving birth to a first
child in the country is increasing and that there is a growing trend
among young people to delay parenthood (78.3%).

3. A practical approach to preventing postponed
parenthood in the context of reproductive health prevention

3.1. Model of a Midwifery Support Centre for Future
Parents (MSCFP)

To overcome the reasons for postponing parenthood, there is

a need to involve midwives in various levels of reproductive health
prevention.
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The establishment and activities of the MSCFP aim to

achieve:

% Health education - reproductive health prevention,
targeting boys and girls from the moment of puberty
at age 11-12 until its completion at 18 years old.

+ Workingwith couples with reproductive problems
- the team becomes familiar with the case, analyzes
the data, and prepares a work plan for the couple
based on identified needs. Health education and
training will be carried out in two stages:

Stage | - the target group is aged 11-14

The midwife's activities will be related to increasing health
education, through the mandatory study of the discipline *"Health
Education,” and improving health knowledge about:

e Structure and characteristics of the reproductive organs;
e Puberty in boys and girls;

e Primary and secondary sexual characteristics;

e First appearance of menstruation;

e Hygiene - care for the body, face, oral cavity, eyes, proper
nutrition, sports, and health;
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e Prevention of violence - physical and psychological aspects,
sexual violence. Recognition of violence and the abuser - in others
and oneself. Domestic and school violence;

e Risky sexual behavior;

e Use of narcotics, alcohol, and excessive use of tobacco products.

Stage Il - the target group is aged 15-18 years old.

The activities of the midwife will be focused on increasing
awareness on various topics related to family planning, including:

e Methods of contraception and prevention of unintended
pregnancies

e Protection against sexually transmitted infections

e Family planning

e The use of drugs and alcohol and their impact on reproductive
functions

e ldentifying risks associated with maintaining multiple sexual
relationships and short-term partnerships

e Recognizing individuals and events involved in sex trafficking
and taking protective measures

e Factors and behaviors contributing to clinical and psychological
infertility

e Building relationships between men and women based on
responsibility, trust, and equal respect
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e Promoting hygiene in sexual practices.

The goal of the program for couples with reproductive problems
is to increase health knowledge, promote a healthy lifestyle, and

support men and women with reproductive issues.

Psychological and Emotional Support:

e Provide services for mental health and psychological

support.
Assistance for Couples undergoing Reproductive Procedures:

* Provide explanations regarding the tests and
procedures that are to be undertaken;

» Perform manipulations within the scope of obstetric
competencies related to ovarian stimulation;

* Provide psychological preparation for follicular
puncture;

* Prepare the man psychologically for the upcoming
fertilization of the separated egg cell and explain the
need for semen separation and sexual abstinence;

» Provide explanations regarding the upcoming embryo
transfer;

»  Offer psychological support to the couple throughout
the process;
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* Monitor pregnancy;
* Provide a 24-hour continuous communication service
with a midwife through a mobile application for

online correspondence.

Public Consultation and Support:

e Provide consultations to women and men facing
reproductive problems, as well as prenatal care
services for pregnant women who have used
reproductive techniques;

e Support for financing in-vitro procedures from the

business sector, in case of refusal for state funding.

The activities carried out in the MSCFP are presented in Fig.26.
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Couples with reproductive
issues

Fig.26. Model of a MSCFP
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The funding and oversight of the MSCFP will be provided by the
MH, the NHIF, the MES, the Municipality, and the business sector.

The team will include:

¢ A midwife-manager with at least 5 years of experience and a
Master's degree in Healthcare Management.

e Two midwives.

e Apsychologist.

e Asocial worker.

e Asexologist.

e Intern midwives.

The MSCFP will collaborate with CRM, obstetrician-
gynecologists, family psychotherapists, dieticians, governmental and
non-governmental organizations combating violence, the Directorate

of Social Inclusion, businesses as a donation source, and employers.

Monitoring mechanisms

The activities of the CPNRA should be publicly presented and

monitored. Control functions can be carried out by:

e The MH;
* Municipalitiess - Directorate "Social Policy and
Healthcare”, Directorate "Education, Science and
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Culture", Directorate "Economy, Municipal Property
and European Programs”
*  The BAHCPs
* NHIF
* Businesses
The operation of the MSCFP and its activities will
compensate for the missing links in healthcare education, family
planning, and reproductive health.

3.2. Auxiliary resources of the MSCFP

""Health Education Notebook' for students aged 11-14
years old.

Health Education

Aged 11-14
Notebook
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Exercise
Nel. Please write down which
internal genital organs of the female
reproductive system are visible in
the image?

Ne2. Which external female
genital organs do you see in
the image?

Ne3. In which part of the female
reproductive system does
fertilization occur?

Ne4. Please fill in the blank spaces.
The female sex cell is called
, themale sex cell is called
. After fertilization, the
egg cell begins to and
is called :
Ne5. Please place the symbol>,<or
= in the blank space of the
statement:

The egg cell is in size
compared to the spermatozoon.
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Changes during puberty
1. Primary sexual characteristics
Primary sexual characteristics
are the reproductive organs in
organisms that serve for copulation
and reproduction. These include, for
example, the vagina, ovaries, and
uterus in female organisms, and the
testes with  their  appendages,
ejaculatory duct, seminal vesicles,
prostate gland, bulbourethral gland,
scrotum, and penis in male organisms.

2. Secondary sexual characteristics
Secondary sexual characteristics are
the traits that distinguish the two sexes
of a biological species but are not part
of the reproductive system.

Nel. List the secondary sex
characteristics of women.

No2. List the secondary sex
characteristics of males.

Ne3. Are there any emotional changes
that occur in girls and boys during
puberty, and what are they?
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A handbook for couples with reproductive problems.

MSCFP




Q Aencku haxmop

1.TyGapen daxtop (30-40% oT caydamre) —
HApymeHa MPOXOJHMOCT H/HIH TPaHCIOPTHR
dymamn (MOTHINTET) Ha MATOYHHTE TPLOH
BCIIEICTEHE Ha!

. npexapanuy uHdexyuu Ha mpwviume (€
MpUHLHLMETY 20HOKOKY, XADMUOUY,
CMPERMOKORY, MPUXOMIRAC u Op.);

. CDACMBANUA 8 OOIACIMA HA MAMOHUME
MPLOU NOPAdU NPEKADAH & LINATUNETEH NPOYEC &
CBCeACED WIU NDEMBDRANY ONEDAYUY;

Q NPUMUCKANE KO MPBLOUNE 0M MYMOPHU
dopuayuu;
g eHOoMempUOIa

2.Tunca sHa oByJapes (aHoBYIanEs) — 10-15%
OT CIy92HTE HA CTEPHIHTET. [[BIEH CE Ha
€HJIOKPHHHH HAPYIIEHAR.

3.IepenKaten daxTop -
EZ3HMOIEHCIEHE MeXLy CEEpeTa Ha MaTOHUHATA

HapYmeHE)

3 IIHHKA H Ky /I3Ta:
4
E BRRMEHENA NQIUYUA HG MAMOTHANG . CNEMVKOIHY MUOMHL SBETU U OR-

cexpem,
o BREOXCACOUY  MAHUNVIGUWY SR,
MAMPYHAMA WUTER U NQCIEQSUYA, CIIEHRIA HA,
uautixama,

o HOIUAUC HA GHIMUCNEDMATHIL GHITINE1Z 8
YEGREUNKATHUS, CERRRM.

4. Mazonen daxrop:

c EDOOCHY, GHOMQILY H MAmMKGMa —

cundpoy g, Poxumancky, (JUnca ¥ Mamea u
SORHAME YACH HG, SIAZATVHEIE MK HATHAUE K,

©AKTOPH, HMANIH JHAYCHUC H IPH

aBaTAmOnA:
. HanpeaHALS ER3DACT

. TEOTHOHOITYINCHE,

. ATEOXOIL

. DAQHATHA

3a ga OBOe YCTAHOECHR MPHYHHATA 33
Bamea  CTepHIHTET, NOPEICTOAT  PeJHIA
Hicneneasnad Te me OBIAT HA3HANEHH, B3 OCHOBL
CHOQ BAINHA 3JpaBeH CTATYC H HAYHH H CTHI HA
#He0T. HAjopmannaTa me ObJde B3eTa OT
aeama Ba.

3a OTKpHBAHC Ha TOYHATA OPHYHHA 33
CTepHIHTET ¢ HeoOXOJHMO Ha MELHEa Ja OnIe
HIPLPIIEHA OUSHKA Ha MEMEKHT (QaxkTop =pes

CHOEPMOIPAMA.
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Kak ce H3pBpImEa COEPMOLPAMATA?

TIpaear ce HAEOMKO CIEPMOTPAME B 6THA H
CBIIA1a00PATOPHA, TEHKATO PE3y ITATHTE MOTAT 13
EApHpAT B IIHPOEH TpaHENH. HicneneaHeTo ce
HIEEPIIEZ CTe] HAKONEO J6HA Ha IIOJIOBO
EB3bpRanHe. CIEPMOIpaNATa Aaka HHDOpMANE
33 EOMHTECTBOTO H K3YeCTEOTO HA CIEpPMara H
EETHOYEA CTETHATE IOKAIATETH:

. 00eM Ha eAKYIATA;

' KONHIECTEO Ha CIIEPMATO30HIHTE;
' TOJEHEHOCT HA CTIEPMATO20HIHTE;
s MopGOIOrEd Ha CIIEPMATO20HIHTE;
. EHTR/IHTET Ha CIIePMATO30HIHTE;
. pH Ha ciepmara;
' EHCKOZHTET;
' EOIHTeCTED Ha dpyETozara;
. Opof neskonETH HAp. Puz .
w N/ at B\
( m\g.”l’:]
) P ..\ Lj/‘ \'\\ ‘_‘/‘

Puz 1. Paxmopunie, Koumo ce HabTOd6am HPU
CREPMATUHA,

3a a2 Obe ¥CTAHOBEHA IPHIHHATA OPH KEHATA €
He00XOJHMO:

1. xa Gbae yCTaHOBEHO HATHIHETO HIH THICATA
Ha OEY.JANHA HPH :KeHATA Tpe3:

. eX0TpadeKo mpocIeIAEaHE J0TEMUHIND
U HAPACMEAHEMO KA AIHUKOGINE DOTSITY De3
ceputinu uscredsauA (oI IMempuR);

. H3MepRaHe Ha §a32/1HATa TeMTepaTypa
—TBPCHCe TePMOTFHHEAT e eET Ha IPOTECTENOHA,
k0HTO BOJOH J0 MOKIYEdHe HA 033ajHATA
TEMIEPATypa cIel OEVIauEd. [IpoBexia ce =
HAKOIKD NOCTEI0EATENHE MEHCTPY ATHE ITHERTA.
TeMmepaTypata ce MepH Cy TPHH ClIe/] ChOY HEI2HE;
. CEPYMHH HHEA Ha MPOTecTEpOHA —
JeHA NpeIH NOPEANOTATaEMOTO HAYal0 Ha
CrefBamara MescTpyanEd. Hanpmvep mpu 28-
BEA JEH;

. eHJOMeTPHATHA OHONCHS — JOKAZEAHE
Hi CGEDSTOPHE OPOMEEH B  GHIOMEIDEVMA

]

2. QUeHEKA HA DPOXOAHMOCTTA, HA
TpRénTe (ryfapen dakTop):

* RECTEPOCATIHETOrPAdHL
- YID3IBVEOBQ HIGUEABIHE C BRBSAAAES B
DHIHOTOTHYEH DAEOR B MRTOMHATA KVXHER
HIpAeW DOAATA H3 BOHIPACTHQ BEMIELIEQ, H
DROECPAEAHE IPOXOMMOCTTA B3 TRROHTE;

* JAN2POCKOIER.

3. [lpyrn BagTeNBasRn:

C.'IE,C[ YCTAHOBAEAHE HA KOHKPETHATA
MpHYHHA 34 CTEPH/IHTET e Cé NPHCTHOH KBM
JIe9eHHE.

Cro0pazHo IpHIHHATA 32 CTEPHIHTET IPH
MBKETE, C¢ IPEANPHEMAT CIGTHATE TeHHOCTH:

. ONEpaTHEHO —  HaOmp. TpH
BAPHEQUENE:

. METHEAMEHT03HO = TpH
XOPMOHATHH HapyIeHAT;

. AHTHOHOTHYHO — IPH HEQEKIHH;

. neueHHE HA EPEKTIIHATA
agedaymﬁ TIpEXIERPEMEHHATA e AKYIAITHA;

. 4CHCTHPAaHA  DEOPOJYEUHA —

CIOepMATOI0ETHIE MOTAT Ja Cé IOIydaT ciel
HOPMATHZ eAEYI3UHA HIH J3 Ce HIBIEKaT OT
TECTHCHTE HTH HaJCeMeHHHIMTE, KAKTO H 3 e
H3NOI3B2 JOHOPCKA CIIepna.

10
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Caen 1083 MOKE 13 C8 HIBEDINE ERTDEMATONER
mEceMuEHanEg (TUT - intrauterine insemination), i
vitro onaosIaHe  TRaHchep Ba AISKISTRAT, BIE

HEECKTHDAHE H SIHHE COEPMAT020H] B
AimexasIrata (ICSI — mtracytoplasmic spem
injection).

Cr00pazHOMPHYIHHATA 22 CTEPETHIET HPH
KeHHTE, ¢ & NPEAIPHEMAT CICAHHTE BEIMOKEH
IeHHOCTH:

* XOPMOHATHA JAMECTHTCIHA TP ATHA;

* MeJHE2MEHTOSHA CTHMIAMHT Ha OBy IA0HATA;

* ANTHOHOTHIHO JICICHHE;

* QIEp2THEHO — DIPH Hemp MOCT H2
TpBOHTE (EBICTAHOEARAHE Ha IIPOXOIHEMOCTTA HIH
OTCTPAHAEAHE Ha TPLOHTE H NOCIEIEAM2 111 ViIfTQ
EHCEMHHANHA), IPH HAKOH AHOMATHH Ha MaTKATa,
CpPACcTE2HHA E MaTE3T2,

* ACHCTHPaHA PENpOIYKUHA — C HINOI3E3HE HA
CODCTESHA HITH JOHODCKA AHNEKISTEA.

* OPH CHEIPOM H3 NOUHKHCTQIHHTE AHTHHIHE —
MeJHEAMEHTOSHO CTHMYyIHpaHe Ha QBY/IUHTA
CBIBTCTBAHO C TEUEHHE.
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Kaxeo Bu npedcmou npu Hac?

¥ Hue me Bu npefnosmm yCIyTH 32 ICEXETECKD
3paBe H NCHX0-EMOIHEOHATHA IIOJEpena

Haw cneyuatucm we Bu nowmozwe Oa
npeodoneeme  cwHemcmemyomo Bu  ncuxo-
eMoyuokatho  Hepasnomomcenue Le  padomu
UNOUEUOVATHD U & exun ¢ deavama Mons 6rvdeme
MAKCUMATHY OMKPOSEHI-MOSA € M SHAHeHue 34
NnoDoBpeHUe HA SAUEMD eMOYUONITHO 30pase.
Omberesceme ¢ mukHe Bawame eMoyuu, cied scaxa
CPewa ¢ HAUMA KOHCYTMAaHM.

POPMAIA SRR
dama 2% 5
-

Macmo 38 TUHHY BEIHCRU oo

12

DopUT 53 MBI

dama £ (1
9 'a L
op I~/ ~

MACMO 30 AUYHU DBAERKL  vsvesssesessassnssraevarsas

B sasucumocm om moed KAk cme 600U
Bauwme Genescru, HAWUAM CREYUATUCM We
npednpuevme JoORWIKUMEIKY MEPKL 30 paboma C
Bac unu we npuktioiu mepanuama, € cIyHat, He
Bue ce wyecmeame dobpe.

¥ B 3aBHCHMOCT OT TOB3 KAKBH H3CI€IBAHHA
TpefCTOAT Ha eHHEAT OT Bac (HIH JBaMara),
IpH HAc IN€ NOIYHHIE OEIHO HOACHEHHE,
OTHOCHO TOBA KAKBO IpefcTap1iea Bamero
H3CTE/[BAHE, KK C& H3RBPIIEA H KAK TPAORA
[a CTe MOATOTEEHH 33 HErO.
13

¥ B cay4aii, 1e Ha eHATa K [P EICT O C TEMY AN
Ha FHYHHIHTE, HHE IN€ HIEBPIIHM BCHYKH
MAHHIYIAIEH, KOHTO BITIOTEA CTHMYIAIEATA H
me BE gagem menHA HEGOpMAUEA KakEO
TIpe7ICTARTAEA (O Iy IapHATA Ty HKIHA.

¥ Ille mOTy9HTE IBIHH MOACHEHHA, OTHOCHD -
KaKBO IpeCTARIABA TpeCTOMA
eMfiproTpaEChep B OTHOCHO Hero 2aeTHD me

00ceaEM BanjaTs NpHTeCHEHHA H BBOPOCH.
¥ Hue Bu mpemnarame 24 daca REMPERLCHATA

EOHCyITamEA. MomeTe Ja COOJEMIATE, IPOMAHA
ELE Bamero CRCTOAHHE, H ECHUED, KOeTO BH
TpeeoxHE. KoMmeTeHTHA AKyIIepEa e NPENcHR
BameTo CECTORHHE H mMe BH Haco9H-amH &
He0OXO0HEMO 3 MOCETHTE JEKap, HIH BCHIED,
EOETO ce cIyaea c Bac e HopyvanHo.

¥ HenpekeCHATATA KOMYHHKAUHE C HAIIHTE
AKYIIEPEH, MOXETeé g3 CTapTHpaTe, Karo
HITEITIHTE IpEIo&eHHA: 0T google play.

14




TIpHIOMEHHETO IME HITErNTHTE, K3TO
mmamete: AIJITEP. 11]e ro 0TEpHETE CBC CIETHAT

CHMEOT:
S e
®
v TIpH Hac Ie OOIydHTe TOJEpena =

(HHAHCHpaHe HA HHEHTPO NPONEIypa OT
OHIHEC CEKTOpa, MPH OTEAZ 33 BPEAEHD

tHHEaIECHpaEE.
v Cuefeamara CTPaHHUA € NpHEpENEHa KEM
HApLYHHKA c IIyHETHP. Heimoto

mpeHAsHATEEHe € 13 05ge Bameto mHcMo,
a/IPeCHPAHO KBM HAITHAT SKHII, B CTyHaH, He 8
33TPYIHAEATE [12 TOBOPHTE 33 BalIHIe

]IPOSJIEMH mo HYYECTEHICIHH TEMH, EKaTo
CEKCY2THO RACHTHE, SRRKTHIEA JHChYEIS
ap.
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4. Conclusions, proposals and recommendations

4.1. Conclusion

1. A woman's health education and the preservation of her
reproductive function are of paramount importance
throughout her life cycle. A person with greater health
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knowledge has a greater likelihood of making informed
decisions, planning, and making responsible reproductive
decisions.

The lack of knowledge about reproductive possibilities for
women in different age groups is a reason for crossing the
biological boundary for having a child.

Promoting health awareness is an important aspect of
determining when to have your first child.

A deficit of information was found among respondents
regarding the most appropriate time to give birth to a first
child and the health and social consequences of delaying
parenthood.

The main factors for delaying parenthood among young
people of reproductive age are clinical (women - blocked
fallopian tubes, hormonal disorders, ovulation disorders,
endometriosis, and depletion of ovarian reserve; men -
pathological spermatogenesis) and socio-economic (lack of a
suitable partner, lack of sufficient financial means, career
development, and continuing education).

Higher education is a predictor of a good level of health
culture, guaranteeing informed choices regarding health and
reproductive possibilities.

Expert opinion is highly valued, according to whom midwives
can have a positive impact on overcoming the reasons for

delaying parenthood through increased health education,
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10.

promoting reproductive health, and developing their practice
as an independent midwifery practice.

An independent discipline that focuses on sexual health issues
can be used as a means of providing health education in
schools.

A midwife's professional competencies make her a valuable
resource in a variety of areas, including health education,
reproductive health prevention, and support and assistance
during research and the implementation of various
reproductive techniques.

The MSCFP will beable to fill in the gaps in health education,
family planning, and sexual health through its activities.

4.2. Proposals and recommendations to institutions

>

To the MES

Introduce educational programs aimed at increasing the
awareness of young people, providing consultations on sexual
and reproductive health, responsible parenthood, and using
reserves to reduce abortions by choice, and thereby limiting
and reducing risks to the reproductive health of girls and
women.

To the NHIF

Funding for the autonomous activities of midwives focused on

reproductive health and valuing their activities.
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» To the Medical Universities and the BAHP
e An elective discipline for the preparation of midwives as
lecturers on health topics.
Providing short-term training for midwives in sexual and
reproductive health counselling.

Publications and participation in scientific forums related
to the dissertation.
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