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Abstract 

Background Postpartum depression (PPD) is a global concern that adversely affects the well‑being of mothers, their 
children, and their families. It is particularly prevalent in low‑ and middle‑income countries, where limited research 
has been conducted. This study aimed to examine the perspectives of mothers regarding PPD and identify their 
health‑seeking behaviors and barriers in a Palestinian context.

Methods This study utilized a qualitative approach involving three focus group discussions (FGDs), with a total 
of 17 mothers in three different regions of the Bethlehem governorate, Palestine. A phenomenological orientation 
was used to explore the participants’ experiences. 

Results Regarding mothers’ perceptions of PPD, not all mothers perceived PPD as a mental disorder; some consid‑
ered it a result of envy. Risk factors for PPD include a lack of practical and emotional support from the extended family 
and husband, an unpleasant childbirth experience, or a lack of preparation for motherhood. Seeking help from family 
members was the first option for all participants; sometimes, it was the only method they considered. The extended 
family may have control over the decision‑making process for help‑seeking behavior. Mothers may not seek profes‑
sional help to avoid acknowledgment of their condition or due to shyness, fear of negative reactions from others, 
lack of personal free time, family misperceptions of PPD, and the underestimation of psychological therapy. However, 
when mothers seek help, they prefer venting sessions that include receiving advice, and they refuse to take psycho‑
tropic medication.

Conclusion In Palestine, PPD is often misunderstood and poses a significant barrier to seeking professional treat‑
ment. Addressing this challenge demands a holistic approach extending beyond mere medical interventions, 
given the complex social and cultural circumstances confronting Palestinian mothers. Vital steps include implement‑
ing regular PPD screenings, establishing a culturally suitable referral system, and actively combating the societal 
stigma surrounding mental health disorders.

Keywords Postpartum depression, Risk factors, Mothers’ perception, Help‑seeking behaviors, Barriers, Cultural 
context, Stigma

Introduction
Postpartum depression (PPD) is a global health issue, 
affecting about 11.9% of mothers worldwide [1]. Its prev-
alence was high, around 19%, in low- and middle-income 
countries [2]. For example, in the Arab region, PPD prev-
alence was 12.6% in Palestine [3] and 12.8%, 25%, and 
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28% in Lebanon, Jordan, and Syria, respectively [4–6]. 
PPD serves as an umbrella encompassing many mood 
disorders that occur post-childbirth. It includes a wide 
range of symptoms: eating and sleep disturbances, irri-
tability, fatigue, guilt, feelings of worthlessness, sadness, 
concentration difficulties, impaired daily functioning, 
and loss of interest [7]. If PPD is left undiagnosed and 
untreated, it can lead to devastating consequences, such 
as infanticide and suicide [8, 9], with maternal suicide 
recognized as a cause of maternal mortality in the UK [9].

PPD not only affects mothers but has lasting impacts 
on families, especially on the growing child [10]; who rely 
heavily on maternal interaction during this critical develop-
mental stage. Children of depressed mothers exhibit long-
term adverse developmental outcomes, lower self-esteem, 
diminished academic performance, and delayed motor 
development compared to non-depressed mothers [9].

Although PPD is a prevalent and significant public 
concern [10], many mothers worldwide tend not to dis-
close their suffering. They may hesitate to seek profes-
sional help for PPD due to various reasons. These reasons 
include a lack of knowledge about PPD, myths surround-
ing it [11], the stigma associated with mental health 
struggle [12, 13], mothers’ perception of PPD as a sign 
of maternal failure, or the fear of being labeled as inad-
equate mothers [12, 13]. In addition, many mothers lack a 
trusted support network [12], or prioritize their caregiv-
ing responsibilities over addressing their mental health 
needs [12, 13].

Cultural and contextual factors also play a critical 
role in help-seeking behaviors. For instance, in the Arab 
region, some mothers turn to traditional practices, such 
as seeking guidance from religious figures, reading the 
holy Quran, consuming specific herbal foods, or using 
special bathing materials to manage PPD [14].

The social and belief specificities of each culture 
affect mental disease,  mental disease expression differs 
between Western and Eastern nations [15]. The major-
ity of studies about PPD worldwide were accomplished 
based on Western diagnostic and standards methodol-
ogy and by negligence to specificities in the non-Western 
nations [16]. A systematic review of PPD across different 
cultures revealed that culture significantly influences its 
prevalence and help-seeking behaviors. Non-western cul-
ture has less tendency for help-seeking behaviors and has 
specific postpartum practices that are most likely ineffec-
tive [16].

Studies on PPD in the arab world revealed unique 
beliefs [14, 17], such as the perception in the Arabian 
Gulf that mothers are vulnerable to supernatural forces, 
such as jinn, due to puerperal discharge (bleeding) [14]. 
Consequently, many people attribute PPD to these forces 

rather than recognize it as a mental disorder [14]. Addi-
tionally, there is a cultural practice observed in Arab 
communities where mothers are advised to rest for 
40 days after childbirth and rely on the assistance of fam-
ily members -especially their mothers, mothers-in-law, 
sisters, and sisters-in-law- during this recovery period 
[17], Some mothers in Arabic regions, such as Egypt, may 
experience negative criticism from those around them 
for giving birth to a girl, which can even lead to divorce 
[16]. In Jordan, giving birth to a boy enhances a mother’s 
social reputation [18].

Understanding PPD in light of these traditional prac-
tices is vital for better context-specific knowledge; It is 
important to acknowledge that understanding cultural 
norms, local beliefs, and people’s perceptions of PPD in a 
specific context plays a significant role in shaping effective 
management and help-seeking behaviors of PPD [14, 17].

Studies on PPD perception have identified additional 
features of PPD [13, 14], for example, it revealed some 
behavioral disturbances accompanied by PPD, which 
could be neglecting the growing baby [14]. It also showed 
that mothers experiencing PPD often perceived it as a 
sign of inadequacy, leading to a fear of being labeled as 
a “bad mother “compared to seemingly well-adjusted 
mothers. For many, the negative judgment attached to 
being labeled as a bad mother is more distressing than 
the label of depression itself [13].

Despite Palestine’s high fertility rate, total fertility rate 
of 3.9 [19] and PPD prevalence of 12.6% [3], research on 
maternal mental health remains limited. Few studies spe-
cifically examined the perception of PPD, help-seeking 
behaviors, and associated barriers in the Arab region. 
This study seeks to address this gap; this study aims to 
explore the perception of PPD from the perspective of 
Palestinian mothers, identify the perceived risk factors 
and protective factors for PPD, and identify their help-
seeking behaviors in managing PPD and their barriers to 
accessing help, to articulate a local understanding of PPD 
tradition and the nature of PPD in the Palestinian con-
text. These findings aim to contribute to a body of knowl-
edge that will inform effective and culturally sensitive 
strategies for managing and supporting PPD, both locally 
and across the Arab. Additionally, this research serves as 
a foundation for more specialized studies in the future, 
aiming to better understand and address maternal mental 
health in context-specific ways.

Methodology
Study design
This study utilized a qualitative approach and a phenom-
enology orientation, which is an interpretive qualitative 
research approach that aims to study individuals’ lived 
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experiences through their own perspectives [20], to 
explore the perspectives of Palestinian mothers on PPD. 
Three focus group discussions (FGDs) were conducted, 
with 17 mothers in total.

Participants/ sample selection
Sampling method and settings
A purposive convenience sample was used. In terms 
of settings, two FGDs were conducted in two primary 
health care clinics, a town clinic and a city clinic at Beth-
lehem governorate, while the third was conducted in 
a community foundation in a camp within Bethlehem 
governorate.

Recruiting the participants
FGD participants were recruited at the time of the Bacille 
Calmette-Guerin (BCG) vaccine for their babies, for 
infants aged 2  weeks to 1-month-old, because primary 
healthcare clinics offer the vaccine on a specific day each 
week, resulting in a high attendance of recent postpar-
tum mothers. Besides, this time was deemed suitable for 
screening for PPD. Women who attended the clinic for 
their babies’ vaccinations were invited to participate in 
the FGD. The FGD took place in a private room in the 
clinic between 9–10 am. This was the time when women 
registered and waited to vaccinate their babies. The par-
ticipants of the third FGD were invited by the community 
foundation employees in the camp utilizing the snowball-
ing approach to identify women who gave birth during 
the last 6 months.”

Inclusion criteria
Women who gave birth within the last six months, 
regardless of the number of previous births, and mothers 
aged 18 or older were eligible to participate in the study.

Exclusion criteria
Mothers under the age of 18, mothers who required the 
presence of relatives to participate in FGDs, and those 
who gave birth more than six months ago were not 
eligible.

The eligibility criteria were established to ensure that 
participating women could freely reflect on their percep-
tions of PPD and to avoid recall bias.

Data collection
The FGDs occurred in different locations within Bethle-
hem governorate, including a camp, a city, and a town. 
Data were collected during FGDs via audio recording and 
note-taking. No FGD was repeated. More information 
about them is shown in Table 1.

Duration of data collection
All FGDs were conducted in January 2023. Each FGD 
lasted approximately 50 min.

The research team and reflexivity
FGDs were conducted by a female researcher, the cor-
responding author of this article; the interviewer is also 
one of three researchers who conducted the data analy-
sis. The interviewer has a master’s degree in Community 
and Public Health and has received training through uni-
versity courses, which provided her with sufficient back-
ground to conduct qualitative research. The interviewer 
works as a nurse at another facility. A non-participant, 
also a nurse, was present with the researcher during the 
FGDs to facilitate the process and to take notes.

Relationship with participants
No prior relationship was established between the research-
ers and participants before the study. The study goals were 
only explained to participants before the interview.

FGDs guide
FGDs were conducted with probes about (1) Palestinian 
mothers’ thoughts about PPD and its symptoms, (2) pos-
sible PPD risk factors and protective factors from Pales-
tinian mothers’ point of view, (3) when, how, and where 
to seek assistance, (4) Possible barriers for help-seeking 
behaviors (Annex A). A small questionnaire about the 
mother’s demographic and obstetric information was 
used (mother’s age, residential area, level of education, 
employment status, parity, and date of last childbirth) 
Annex B.

Data analysis
The FGDs data were analyzed based on the thematic 
analysis described by Braun and Clarke [21], which 
includes the researcher familiarizing with FGDs data, 
creating initial codes and themes, reviewing others’ 
themes, defining the final theme, and writing up the 
manuscript [21]. Three researchers independently 
participated in the data analysis. Data was analyzed 
manually; no software was used to manage the data. 
Field notes were taken into consideration during data 
analysis. All results obtained from three FGDs were 

Table 1 Properties of the FGDS

Group 1 2 3

Location Camp City Town
Duration of FGD 60 min 50 min 45 min

Date of FGD 19‑Jan‑23 23‑Jan‑23 30‑Jan‑23

Number of participants 4 8 5
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analyzed. Data saturation was detected post the final 
FGD, the third one, when the data became repetitive 
and did not add unique insights. The transcripts were 
not returned to participants for comments or correc-
tion. Analysis steps are as follows:

The first step: the researcher’s thoughts and field 
notes were written immediately after each FGD, 
and then the researcher prepared and organized the 
raw data by manually transcribing the FGDs.
The second step: the three researchers read all the 
data and developed ideas and impressions from 
participants’ sayings independently. Further notes 
are written.
The third step: The researchers agreed and wrote 
a list of dimensions, which mainly seem like sub-
research questions. Each of these dimensions 
includes many themes, sub-themes, and codes. The 
themes and sub-themes were derived entirely from 
the data. These themes were identified through 
careful data collection and analysis.
The fourth step: the phrases were colored based on 
their related topic, and the related phrases were set 
together in a table that includes 4 columns (phrase, 
codes, sub-theme, and theme).
The fifth step: the coding process, takes place by 
finding the most descriptive words for each high-
lighted phrase in the adjusted columns; this step is 
done by the three researchers independently, then, 
the researchers categorize codes into sub-themes 
and then related sub-themes grouped into themes 
cooperatively.
In the sixth step, all three researchers rearranged 
codes and sub-themes in this step, and the results 
were written up. Note that there is no significant 
disagreement among the three analysts.

Ethical considerations
The ethical approval was obtained from the research 
ethics committee at the Institute of Community and 
Public Health/Birzeit University. Also, approval for 
implementing the study was obtained from the Pales-
tinian Ministry of Health and the clinics involved. Writ-
ten informed consent was obtained from participating 
mothers after the researcher explained the objectives 
of the FGD to them. The researcher informed mothers 
that participation is voluntary and they can withdraw 
anytime. All FGDs were tape-recorded after obtaining 
consent from all participants. Notes were also taken by 
data collectors manually.

Techniques to Enhance Study trustworthiness and rigor
The researcher ensured the trustworthiness of this 
study through multiple criteria.

1.  Credibility was established in several ways. A con-
ceptual framework was developed and continuously 
used throughout the research process. Themes were 
supported with direct quotes, data saturation was 
ensured, which was observed when themes began 
to repeat, no additional themes emerged, and the 
research questions were sufficiently answered. To 
enhance the credibility of data collection and analy-
sis, the prolonged engagement was ensured through 
the person conducting and participating in data 
analysis of FGDs was from the same area as the par-
ticipants and had a background in their culture and 
norms, facilitating the collection of contextually rel-
evant responses. additionally, field notes were taken 
and documented in detail immediately after each 
FGD to ensure accurate and useful data for analysis.

2. Dependability was maintained by providing sufficient 
details about the study process, allowing for potential 
replication.

3. Confirmability was achieved by minimizing 
researcher bias in presenting results. This was 
achieved through investigator triangulation, where 
multiple researchers were involved in data analysis. 
In this study, three researchers conducted the analy-
sis, and an independent reviewer performed a peer 
review of methods, themes, results, and interpreta-
tions; as this study was a part of a master’s thesis and 
was examined by academic reviewers. Other poten-
tial biases were documented in the reflexivity section.

4. Transferability was addressed by describing the con-
text of the speakers in detail.

To further increase rigor and trustworthiness, the 
sample from Bethlehem Governorate was purposively 
selected to include participant mothers from diverse 
backgrounds, including those from camps, villages, and 
cities. However, a sample including only one governo-
rate in Palestine, it is considered a convenience sample. 
This limitation is acknowledged in the study, clarifying 
that the study results are not generalizable.

Ethical considerations were carefully addressed in the 
study design, ensuring no prior relationship between 
the researcher and FGD participants. During focus 
group discussions (FGDs), trust was built with partici-
pants; researchers emphasized the confidentiality of 
collected information. Participants were informed that 
voice recordings would be deleted immediately after 
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transcription. Additionally, women were advised to 
speak without mentioning names or attributing state-
ments to specific individuals.

Results
In this study, we conducted three focus group discussions 
(FGDs) with a total of 17 participants to explore post-
partum depression (PPD) perception and help-seeking 
behavior characteristics in a Palestinian context.

General characteristics of the study participants
As shown in Table 2, the ages of the participants ranged 
from 20 to 41 years old. Out of the 17 participants in the 
study, 5 live in camps, 7 live in towns or neighboring vil-
lages, and 5 live in cities. Only one mother was employed. 
They all gave birth during the last 6  months, and their 
parity ranged from one to seven children. Six out of 17 
participants ever suffered PPD as reported by them, 
while only three out of 17 mothers were ever screened 
for PPD before. It is important to note that during these 
FGDs, the mothers discussed their psychological experi-
ences during their current and previous births.

The analysis of the FGDs revealed several key themes 
that provide a comprehensive understanding of PPD 

in the Palestinian context from the mothers’ points 
of view, as seen in Table  3. The themes identified are 
related to PPD mothers’ perception, screening and 
identification of PPD, its protective factors and risk fac-
tors, its management, and help-seeking barriers. These 
themes are discussed in detail below, with illustrative 
quotes from the participants to support the findings.

Postpartum depression perception in the Palestinian 
context
Mothers’ perceptions and their families and the com-
munity’s perceptions were identified as the main themes 
related to PPD perception in the Palestinian context that 
would have a misperception and a wrong belief.

1. Mothers’ perception

1.1 From FGDs, it was found that all participant 
mothers had heard about PPD before, and 
some mothers had a good perception and 
understanding of it.They emphasized that evil 
spirits do not cause PPD.

"I know it’s a mental illness, and we never sus-
pected it to be magic." A mother- from a camp.

However, during the FGDs, it was revealed that some 
mothers were aware of the time of onset of PPD, which 
could occur antenatally.

“Mothers are more sensitive in the pregnancy and 
post-childbirth periods, so, she is at higher risk to 
develop depression in these periods.” Many partici-
pant mothers -from camps, cities, and villages.

1.2 Meanwhile, a few women became aware of PPD only 
after they were affected by it.

“When I was depressed, I was suffering, but I didn’t 
know that this was depression.” Two participant 
mothers, one from a camp and another from a vil-
lage.

1.3 The misperception of PPD was identified. A partici-
pant mother defined it as a marital problem.

“Depression is a marital problem that increases 
after childbirth because the husband can’t bear it”. 
A participant mother- from a camp.

Table 2 Focus group discussions (FGDs) participants’ general 
characteristics

Characteristics (n = 17) #

1st FGD (city) 8

2nd FGD (town) 5

3rd FGD (camp) 4

Area of living

 City 5

 Village/town 7

 Camp 5

 Range of age (years) 20–41

 Last Birth 3 days‑ 6 months

 Range of parity 1‑7 children

Level of education

 Secondary school (Tawjihi) 8

 Bachelor degree 9

Employment status

 Employed 1

 Unemployed 16

Self‑Reporting previous PPD

 Yes 6

 No 11

Ever Screened for PPD

 Yes 3

 No 14
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Table 3 FGDs themes and sub‑themes

Dimensions Major theme Sub-theme Codes

PPD Perception Mothers’ perception Good understanding of PPD Mental illness post chilbirth

Misunderstanding of PPD Marital conflict

Delayed undersanding of PPD Knowning about PPD post being affected

Mothers’ families and their community’s 
perception

misperception Supernatural forces: magic of separating 
couples or envy

Pre‑marriage illness

Ignorance of each mother’s experience

Stigmatization React negatively toward depressed 
mother: labeling\ avoiding interaction 
with her

Screening and identi‑
fication of PPD

Insufficient screening process Insufficientof PPD screening test PPD Diagnosis by chance

Mispractice during PPD screening No privacy nor credibility

PPD Protective factors The Extended family support Peer supports Mother of mother support, sisters support

Emotional support Insurance, motivation

Practical support Housechores, childcare, prevention 
of complications, free time for mother

Informational support Guiding the mother, giving advice

Baby and mother‑related factors Physical Ability to breastfeed her child

Spiritual Being a believer mother and feeling close 
to God

Adjusting to the new baby’s The mother internalization of the baby’s 
needs through passing of the first three 
months; better sleeping, eating, emo‑
tional expression

Risk factors Unsupported extended family Missing emotional support A lonely mother, No venting, negative 
comments about the mother or her baby

Missing practical support No help in household chores, child rear‑
ing, nor cooking

Extended family control over decision‑
making

Extended family members control 
over the decision of breastfeeding 
and help‑seeking‑ behaviors

Visitors engaging in unwanted behav‑
iors

kissing the newborn, visiting at inappro‑
priate times, or staying for extended hours

husband negative reaction to baby sex 
mismatch

Marital problems Threatening to marry another woman

Baby and mother‑related factors Unpleasant childbirth experience Pain, preterm baby, baby admission 
to ICU, grumpy child

Unexpected life changes Lack of preparation for motherhood 
and childrearing

PPD management Mode of management Preffered Venting session Crying, talk comfortably with others 
including mothers, husband, sisters, 
and professionals

Seeking professional help online professional session

traditional therapy Religious person (Al‑Shiekh)

Spiritual therapy Reading the Holy Quran by mothers 
themselves, prayer, supplication

Psychotic medication stigma Refusal of pharmacological therapy

Characteristics of PPD management Delayed professional help High threshold help‑seeking behaviors

Reluctance in seeking specialized help

The high Impact of Professional Inter‑
ventions on maternal mental health

Talking with a qualified psychologist may 
help depressed mother greatly

Help‑seeking barriers Mother related barrier The avoidance of PPD acknowledging
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2. Mothers’ families and the community’s perception

2.1 Study results indicated that mothers’ families and 
their communities have misperceptions about 
PPD.

2.1.1 Participant mothers reported that their fami-
lies and communities may misperceive PPD as a 
result of supernatural forces, such as a magic of 
separating couples or envy.

“When I was depressed postpartum, my family and 
my family-in-law thought that magic of separating 
couples was done to me”. A mother who had been 
confirmed diagnosed with PPD as reported by her.

"People say about a depressed mother who I know 
that she is envied or bewitched.” Three participant 
mothers, each from different residential areas: 
camp, town, and city

2.1.2 Some families justified PPD as a pre-existing ill-
ness in women that occurs before marriage and is 
unrelated to pregnancy or childbirth.

“My in-laws do not know what postpartum depres-
sion is and nor that every mother is at risk of expe-
riencing what happens to me. They talked about 
me and that I was mentally ill before marriage”. A 
mother who had been confirmed diagnosed with 
PPD as reported by her- from a camp.

2.1.3 Mother’s family may ignore the uniqueness of 
each mother’s childbirth experience.

“‘People around me said, "Why are you complain-
ing? All women give birth; it’s not just you,’” said a 
participant mother from a camp.

2.2 Women explained that their communities tend to 
stigmatize depressed mothers, through labeling these 
mothers as unsound and mad persons.

" If you tell someone that you are depressed and 
want to receive treatment for depression, they will 
treat you like mad, and they will be afraid of you, 
and they will start to talk that you are bewitched, 
they will isolate you and not come to you.” A partici-
pant mother – from a village.

A participant’s mother from a city labeled her 
depressed cousin as "mad," saying, "When my cousin 
is depressed postnatally, she becomes so mad that she 
wants to harm her baby."

Or through reacting negatively toward depressed 
mothers, like avoiding interaction with them.

“We are a community that labeled depressed ones as 
crazy, and they used to say “Don’t go to her” partici-
pant mothers– from a village and a city

Table 3 (continued)

Dimensions Major theme Sub-theme Codes

Negative attitude toward mental 
disorders:Shyness, personal weakness, 
taboo subject

Mother’s fear of other negative reactions 
toward them

No free time for mother to pursue thera‑
peutic session

low expectations of the professionals help

Family and community‑related barriers Misperceiving or underestimating 
the mother’s psychological suffering 
or psychological therapy

Extended family control over decision‑
making regarding help‑seeking behavior

Health professionals and health settings 
barriers

no clear channel of care

Unpleasant previous experience
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Screening and identification of PPD

1. Based on the results of the FGDs, we identified a 
lack of sufficient diagnosis of PPD among Palestinian 
mothers, which may be attributed to the insufficient 
screening process.

1.1 Only 3 out of 17 mothers were offered and filled 
out the PPD screening (EPDS); we recognized 
that the diagnosis of PPD among two depressed 
participants was due to chance in light of a lack 
of recognition among the mother and her sur-
roundings regarding the presence of PPD.

“The nurses in the clinic knew about my illness when 
my mother took my son, age one year and a half, 
to vaccinate him in the clinic, and on the next day 
my mother-in-law took my other son ages 1 month 
to vaccinate him, at this point, the nurses got curi-
ous and ask my mother-in-law about me, then my 
mother-in-law told the nurse that I am suffering at 
home and couldn’t take care of my children, at that 
time, the nurse recognized that I may have depres-
sion so they give me an urgent referral to the psychi-
atrist”. A participant who had a confirmed diagnosis 
of PPD as reported by her.

“When I was depressed, I didn’t love my daughter, nor 
care for her, I didn’t know that I had depression, but 
my mother’s friend, when she saw me by chance, told 
my mother that I have postpartum depression, and I 
didn’t know that I was going through this depression” 
Another participant mother—from a camp.

1.2 Additionally, Mispractice during PPD screening was 
reported, a mother who did fill out the screening 
reported that it invaded her privacy and undermined 
her credibility. This is because the questionnaire was 
filled out orally in the presence of other mothers in 
the same clinic, causing her to lose credibility in her 
responses and compromising her privacy.

"The nurse used to have us fill out the questionnaire 
orally and loudly, within earshot of other mothers 
in the same clinic. The nurse’s inappropriate behav-
ior could impact the mother’s credibility in her 
responses and potentially expose her if she is experi-
encing depression. I would prefer if the questionnaire 
could be filled out privately, just between me and the 
nurse, without the presence of other mothers." A par-
ticipant mother – from a city.

Protective factors against PPD from the perspective 
of Palestinian mothers

1 The Extended family support was reported as a pro-
tective factor against PPD, As we found from FGDs, 
many mothers emphasized the  importance of the 
emotional, practical, and informational support 
received from their family members, including their 
husbands, mothers, sisters, mother–in–law, and sis-
ters-in-law.

1.1 especially support provided by the mother of 
women, which was considered as peer support, 
because her mother underwent the  same expe-
rience, childbirth. So, most FGD participants 
consider their mothers the most supportive fam-
ily members because the mothers of women can 
help women psychologically and understand 
their feelings.

 “I feel that I want someone who I can talk to and who 
can contain and understand me, my mother is the 
right person for this  issue because my mother feels 
like me and she was going through the same expe-
rience that I went through. My husband does  not 
understand me, even the pain he cannot feel it.” A 
participant’s mother – from a village.

1.2 The emotional support received from their fam-
ily member can be through giving her insurance. 
“When my mother, mother-in-law, or husband is 
present beside me at home, I feel safe.” Three Par-
ticipant mothers, each from a different residential 
areas.

1.3 And informational support received from their 
family member, through inspiring and motivating 
her for a better future.

 “When the baby was young, his sleep was difficult 
and needed frequent care and changing diapers, my 
family members used to tell me that this is a period 
that will pass away, tomorrow (refer to future) the 
baby’s sleeping hours will be programmed,  and the 
baby will be better, so I programmed myself with their 
words, and they helped me to understand my baby 
better”. A participant mother – from a camp.

1.4 While practical support can be through helping 
the mother in her duties of caring for her chil-
dren and household chores,

 "When people around me helped me with the house-
hold chores and cared for my girl, I felt a sense of 
relief and burden lifted off me." A participant mother 
– from a city.
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 Besides, the presence of family members around the 
mother can prevent PPD complications. “My mother 
used to stay with me all the time, for fear that I would 
harm my girl or myself.” A participant who had a 
confirmed diagnosis of PPD as reported by her.

 Additionally, having dedicated time and space for 
the mother to pursue her own interests and desires 
contributes to her well-being.

 “Things that protect the mother from depression are 
that she does what she loves and makes time for her-
self ”. A participant mother – from a city.

2 Baby and mother-related factors
 As reported by mothers in the FGDs, certain factors 

related to the mother and her baby have a positive 
impact on her mental well-being after childbirth.

2.1 These factors can be physical, such as her ability 
to breastfeed her child “The ability to breastfeed 
naturally enables the mother to interact better with 
her child, breastfeeding strengthens the bond between 
the mother and child and alleviates feelings of inad-
equacy or guilt, as well as the mother doesn’t need to 
make any extra effort to prepare milk.” A participant 
mother – from a village.
2.2  Spiritual factors, such as being a believer and 
feeling close to God, may help the mother feel better 
“It is normal for a mother to feel good feelings post-
childbirth, and if she is close to our God, God gives 
her support”. A participant mother – from a village.
2.3  Another  protective factor against PPD, as 
reported by participant mothers, is the mother’s 
adjustment to the baby’s needs, which occurs after 
the age of three months. After the first three months, 
the child starts to sleep and interact better, allow-
ing the mother to develop a deeper understanding of 
her growing child.  "In the first three months, 
there was little interaction with the child, and it felt 
like they were just a passive presence. But after three 
months, you begin to establish a bond, understand the 
baby’s needs. You become accustomed to their sleep 
patterns,  diaper changes, and feeding cues. As time 
passes and the initial three months are behind you, 
everything falls into place more smoothly." A partici-
pant mother – from a city.

Factors that worsen mother’s mental status post-childbirth, 
from the perspective of Palestinian mothers

1. Extended family-related factors. A lack of support 
from both the mother’s side and the in-laws can sig-

nificantly influence a mother’s experience of PPD. 
This includes:

1.1  A lack of practical support, such as the loss of 
assistance with household chores and childcare.

"When you give birth, you can’t do your house chores 
or care for your child in the same time. Seeing the 
house untidy and not clean makes me feel depressed. 
I feel better when my family helps with the house 
chores and childrearing," said a mother from a vil-
lage.

1.2 A lack of emotional support from the extended 
family, the loss of outlets for expressing emotions, 
and being alone at home.

“Unable to vent makes you depressed.” Many partici-
pant mothers were from different residential areas: 
camps, towns, and cities.

1.3 Extended family control over decision-making. 
The extended family control over decision-
making against the mother’s will and depriving 
the mother of her autonomy in her affairs and 
those of her children hurt the mother’s mental 
well-being. For example, a husband’s family con-
trolled the decision of giving the child breastfeed-
ing from someone other than its mother against 
its mother’s will. However, other forms of their 
control over decision-making will be seen in the 
help-seeking section.

“Once, I was trying to breastfeed my two-day-old 
son, but no milk came out. My husband’s family took 
the baby from me and gave it to my sister-in-law to 
breastfeed him, and she did; I felt suffocated. They 
didn’t ask for my permission, and I would disagree 
that my sister-in-law breastfed my son.” A partici-
pant mother – from a camp.

1.4 Extended family negative talk about the mother 
or her child may make the mother feel incompe-
tent and guilty

“A word from those around us can make us upset; for 
example, someone comes and says “Why do you feed 
your baby artificial formula, thus his immunity will 
be low; this milk is what makes him sick” I try not to 
think about these negative talks, then someone else 
comes and says the same thing Instead of motivat-
ing me, they make me feel guilty and go backward.” A 
participant mother – from a village.

1.5 visitors engaging in unwanted behaviors, such 
as kissing the newborn, visiting at inappropriate 
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times, or staying for extended hours. These fac-
tors were mentioned as burdens on the mother’s 
physical and mental well-being.

"When I returned from the hospital, my in-laws 
came and stayed in my room all day. I was in pain, 
felt drowsy, and needed to rest, which made me feel 
worse," a participant from a camp.

“The visitor used to kiss the neonate, and I don’t like 
this behavior; my child had low immunity.” Two par-
ticipant mothers- from a camp and a town.

2. Husband’s negative reaction to the baby sex mis-
match

A husband’s negative reaction to the baby’s sex mis-
match, leading to marital problems and threats of marry-
ing another woman, negatively impacts his wife’s mental 
well-being.

“When we know the sex of the baby, many problems 
with my husband start, it’s really suffering…… My 
mother-in-law told me he wanted to get married to 
have boys”. A mother of 6 girls who had confirmed 
diagnosis with PPD.

3. Baby and mother-related factors

Women reported several factors related to the baby 
and the mother that might worsen their mental status, 
including:

3.1 The childbirth experience, including pain associated 
with childbirth, having a preterm baby, and baby 
admission to intensive care units (ICU) worsens the 
mother’s mental status.

“I was depressed, maybe because I was in pain, I 
gave birth via cesarean section and had painful 
stitches. Nevertheless, although I am in pain, I used 
to go to the hospital because the baby was admitted 
to ICU” A mother of a preterm baby.

Postnatally, another risk factor for PPD is a grumpy 
child.

“When I see my baby sleeping and relaxed, I feel 
happy and relaxed, but when he starts crying and I 
don’t know what to do, I start crying.” Many partici-
pant mothers were from different residential areas: 
camps, villages, and cities.

3.2 Lack of preparation for motherhood and childrear-
ing was another important factor mentioned by the 
mothers; post-childbirth, the mother sees themselves 
in front of new roles and responsibilities toward their 
growing children.

“Facing a huge and unexpected responsibility post-
childbirth and no one prepared you for this responsi-
bility makes the mother feel depressed, especially for 
us in Palestine. No one comes to tell you that there is 
a course on how to become a new mother, a course 
on modern childrearing, or how to deal with a child.” 
A participant mother – from a camp.

PPD Management

1. Mode of management

During the FGDs, participants revealed that their pre-
ferred help-seeking behaviors varied, including vent-
ing their feelings and seeking advice or consultation, 
while some mothers refused pharmacological treatment. 
However, other PPD management options available in 
Palestine could involve seeking help from charlatans or 
religious figures or engaging in spiritual rituals.

1.1 Venting sessions

 crying or speaking comfortably and frankly with others.

“Nothing can relieve my unpleasant feeling and 
comfort me except crying” a participant mother – 
from a camp.
“I feel that I need someone to talk with, and com-
plain to him, someone who can understand me, give 
me support” many mothers in FGDs.

1.2 Seeking professional help

Based on the findings from the FGDs, some mothers 
believed that the specialized person could guide them on 
the right pathway to overcome their unpleasant feelings.

1.2.1 However, some mothers prefer seeking special-
ized help through online psychological support 
sessions.

"I wanted a specialized person to guide me on the 
right path, comfort me, and tell me what is right. So, 
I tried to seek help from a specialist on social media 
who provides sessions. I was sure that the specialist 
would assist me in overcoming my unpleasant feel-
ings." A mother who had felt depressed before.
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Mothers prefer this mode of help-seeking behavior to 
avoid spatial presence in such clinics. “Seeking guidance 
and support for postpartum depression online enabled 
you to ensure that no one would witness you going to a 
psychological clinic” A mother – from a camp.

1.2.2 Based on FGDs, among those who report 
accepting professional help, they preferred seek-
ing help from a psychologist or social worker to 
seeking help from a psychiatrist.

“The social worker improves the mother’s sense of 
psychological expression, they talk to each other like 
this, and the term of a social worker is kinder than a 
doctor, and the image of the mother is better if she go 
to a social worker.” A mother – from a village.

1.3 Seeking help from traditional therapy (charlatans and 
religious persons (AlShiekh))

FGDs showed that seeking help for PPD through tra-
ditional therapy, like charlatans and religious persons, is 
found in the Palestinian context. A mother reported a 
significant deterioration in her mental status by seeking 
help with this method, and it was obstructing and delay-
ing the correct treatment and management to take place.

“My family and my family-in-law thought that 
magic of separating couples was done to me, so they 
took me to the Sheikh (religious person) against my 
will, going to the Sheikh was one of the most impor-
tant obstacles in my treatment, as I took a long time 
in treatment with the Sheikh without any benefits, as 
he used to read the holy Qur’an to me; it was a ter-
rible period, as I did not bear these rituals of treat-
ment” A participant who had a confirmed diagnosis 
with PPD as reported by her.

As the previous quotes showed, the extended family 
also has control over the decision-making of help-seeking 
behaviors.

1.4 Refusal of Pharmacological treatment

The mothers could talk thoroughly about their negative 
feelings, discomfort, and suffering, but they didn’t prefer 
to take psychiatric medications.

“The right treatment for postpartum depression 
wasn’t through psychiatric medication, but through 
being heard, unfortunately, no one heard me, but 
they described a psychiatric medication to me” A 
participant who had a confirmed diagnosis of PPD 
as reported by her.

Women may not acknowledge the positive effects 
of psychiatric medication despite its well-established 
benefits for maternal mental health. For example, 
a participant mother in the FGDs with a confirmed 
diagnosis of PPD reported that when she stopped 
taking her psychiatric medication, her unpleasant 
depression symptoms returned. However, the same 
mother also emphasized elsewhere that the medica-
tion had no effect.

1.5 Spiritual rituals

Mothers may tend to relieve their mental discomfort by 
reading the Holy Quran by themselves, prayer, and sup-
plication especially if mothers believe that their mental 
suffering is a result of envy.

“A depressed mother may say, what I faced may be 
due to envy, so the mother will read the holy Qur’an, 
pray, and invoke God to relieve her suffering”. A 
mother – from a city.

2. Characteristics of PPD management

2.1 As FGDs showed, help-seeking behaviors 
could be delayed; a high threshold character-
ized it. Women expressed that neither they nor 
their surroundings were aware that they were 
experiencing PPD and abnormal behavior that 
needed treatment. They resumed help-seeking 
behaviors when the daily living of the entire 
family was impaired as a result of the mother’s 
PPD or when the mother started to hurt her 
children or herself.

“People surrounding me recognized I was not okay 
when I became completely helpless; I couldn’t take 
care of my house or my children, I was restless,” A 
participant who had a confirmed diagnosis of PPD 
as reported by her, from a village.

“Around me, felt something was wrong when I tried 
to harm my children and myself ” Another par-
ticipant who had a confirmed diagnosis of PPD, as 
reported by her, from a camp

In addition, mothers did not intend to seek help in 
case of mild to moderate daily life impairment, for exam-
ple, two participant mothers emphasized that they have 
severe sadness, helplessness, and the inability to com-
plete the house tasks, but they were patient and did not 
think about asking for help yet.



Page 12 of 16Mattar et al. BMC Pregnancy and Childbirth          (2025) 25:411 

“I am very sad and helpless, always I feel lost, don’t 
know what to do, and sometimes I cannot take care 
of the house and the baby together. I need practical 
help, but I never thought of asking for psychological 
help”. A participant mother – from a village. 

2.2 Professional help for PPD is characterized by a 
high impact; Based on a participant’s experi-
ence and as reported by her, a single professional 
and appropriate intervention can significantly 
impact a mother’s mental well-being. “I bene-
fited a lot when a psychologist came to the hospi-
tal and talked to us while I was staying there with 
my baby who was admitted to the neonatal ICU. 
After only one session, my psychological condition 
improved a lot, and I am currently excellent.” A 
mother who had felt depressed before.

2.3 All participants unanimously agreed that the first line 
of seeking help is their family members, especially 
from mothers and their husbands.

“The first choice of help is my husband, then my 
mother, if their support isn’t enough, I will ask for 
help privately by going to a private psychiatrist” A 
participant mother – from a city.

“I will not seek help for postpartum depression from 
outside my family, because the problem will grow” 
many participant mothers

3. Barriers to professional help‑seeking behaviors
Barriers that impede mothers from seeking needed help 
for their PPD symptoms can be classified into three sub-
themes as follows; maternal barriers, family and commu-
nity barriers, and health professionals’ barriers.

3.1 Maternal barriers, including:

3.1.1 The avoidance of PPD acknowledgment 
impeded mothers from seeking the necessary 
help they needed; seeking professional help 
would require them to acknowledge the existence 
of PPD, which some mothers believe that PPD 
may accompany them throughout life if they 
choose to acknowledge it.

“If you seek help from your family, you can stay on 
the right path, and things are easier. However, if you 
decide to go to a doctor, it may indicate that this 
mental distress will stay with you for the rest of your 
life.” A participant mother – from a village.

3.1.2 Mothers’ negative attitude toward mental dis-
orders, based on FGDs results, a mother felt shy 
about PPD.

“Shyness can prevent a mother from seeking treat-
ment, I will not ask for help because I may feel 
strange.” A mother – from a village

And other mothers looked at PPD as a taboo sub-
ject that prohibits people from uttering it to others. All 
these negative attitudes toward PPD prohibit mothers 
from seeking needed professional help.

“I am mentally tired, and this is the first time I 
talk about it in front of someone, I used to not talk 
about it in front of others, I used to talk about it 
only between myself and myself.” A mother – from 
a camp.

3.1.3 Mother’s fear of other negative reactions 
toward them if they seek professional help is con-
sidered an obstacle to seeking professional help

“If I got depressed postnatally, I would not ask for 
help. Because our problem is with people’s view of 
us, and we are a small community, we know each 
other and talk to each other, we think a lot about 
people’s view of us.” A mother – from a city.

3.1.4 Many FGDs participants reported that they 
did not have free personal time to meet their 
needs; they used to take care of their children. “I 
was so busy with my baby; it never occurred to 
me to ask for help". Two participant mothers from 
a village and a camp.

3.1.5 Mothers had low expectations of professional 
help.
"People and a doctor advised me to visit a counse-
lor unit in our primary health centers during this 
post-childbirth, but I didn’t go. I told the doctor 
that I didn’t want to see the counselor. All my men-
tal suffering due to the sex of the baby, what could 
she do to help me with this matter?" A mother – 
from a camp.

3.2 Family and Community Barriers, including:

3.2.1 Misperceiving or underestimating the mother’s 
psychological suffering, as well as the value of psy-
chological therapy, by mothers’ families’ impaired 
help-seeking behaviors

“I will not go to psychological therapy, even if the 
health professional offered a private, secret, and 
confidential session, because people around me 
will blame me for going to therapy, for example, 
when I told my mother-in-law I am psychologically 
tired, she said “ No, you are ok, why you are com-
plaining”. A mother – from a camp.
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“My family and my family-in-law thought that the 
magic of separating couples was done to me, so they 
took me to the Sheikh against my will” A participant 
who had a confirmed diagnosis with PPD.

3.2.2 As the previous quote shows, family misper-
ceptions, combined with their control over deci-
sion-making, are a real barrier to seeking profes-
sional help for PPD

3.3 Health professionals and health settings barriers
Based on the discussion with mothers, mothers stated 

many barriers to seeking help related to health profes-
sionals and health settings, which are as follows:

3.3.1 Mothers were unaware of any local mental 
health services to seek help from if they experi-
enced depression.

“I did not think to ask for help, from whom do I want 
to ask for help” many participant mothers.

4. Unpleasant past experience, for example, a 
mother reported that the psychologist blamed 
her for her depressed feelings.

“When I visited the psychologist before, she used to 
ask questions and talk like any family member, she 
told me “Why do you feel down, look around, many 
people are worse than you and their mental health 
is better, why do you want to work when you still 
gave birth a while ago, instead of thinking in your-
self, think about your son, thank your God that your 
family is around you instead of being upset” but this 
is not what I want to hear” A mother – from a camp.

“For example, when I went to this specialist, she 
began to tell me, “Why did you give birth your chil-
dren followed each other, why did you give birth to 
this seventh child, why do you give birth after 6 years 
of childlessness?” I mean, the questions are not good, 
the specialist increase my depression and make 
me feel guilty and I am the cause of the problem”.
another mother – from a camp.

Discussion
To the best of our knowledge, this study is the first study 
in the oPt, and one of the few within the Arab world to 
offer a comprehensive understanding of mothers’ per-
spectives on postpartum depression (PPD), their help-
seeking behaviors, and the obstacles they face. Notably, 
it actively engaged mothers as key stakeholders, fostering 
their meaningful participation in the research process, to 
ensure active mothers’ involvement in PPD prevention, 
diagnosis, and treatment.

This study revealed that not all mothers or their fami-
lies had a timely and accurate understanding of PPD. 
Some families attributed PPD to supernatural forces, 
such as magic or envy, or saw it as a pre-existing illness 
in women unrelated to pregnancy or childbirth. Stigma-
tization of depressed mothers was common in this com-
munity. Study findings indicated that loneliness, lack of 
support from husbands and extended family, inability to 
breastfeed, an unpleasant childbirth experience, or lack 
of preparation for motherhood could negatively impact 
a mother’s mental well-being postpartum. Conversely, 
the study highlighted the protective role of support from 
women’s mothers and peers against PPD. However, PPD 
in this community was characterized by a high recog-
nition threshold. However,  help-seeking behaviors are 
heavily influenced by the perceptions of the mother and 
the perception of her extended family, who often hold 
significant control over the decision-making process. For 
all participants, seeking help from family members was 
the first and sometimes the only option they considered. 
Many participants were hesitant to seek professional help 
due to the stigma surrounding PPD, underestimation of 
psychological suffering and the effectiveness of therapy, 
unclear pathways to accessing care, or a lack of personal 
time for the mothers. The preferred help-seeking behav-
iors are venting sessions, seeking advice, and online con-
sultations, while a significant number were reluctant to 
take psychotropic drugs.

PPD perception
Consistent with existing studies conducted in Western 
culture, our findings support the notion that the mother’s 
experience with PPD is not only influenced by her under-
standing of PPD but also by the awareness of her husband 
and family members [13]. These results highlighted the 
significance of considering the broader support network 
surrounding a mother in understanding and address-
ing PPD. In addition, similar to the findings in the Ara-
bian Gulf region [14], we encountered the presence of 
strange myths and beliefs related to supernatural forces 
that impact the well-being of mothers after childbirth. In 
the Arabian Gulf, there is a myth called "um AlSibyan," 
meaning the mother of sons, which is believed to influ-
ence maternal well-being negatively. This myth aligns 
with the concept of "The magic of separating couples" 
found in our study when describing PPD, highlighting 
the existence of supernatural forces affecting postpartum 
women [14].

PPD protective factors from participant mothers’ 
perception
Our findings highlighted the importance of our social 
support in preventing and treating PPD, aligning with 
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studies conducted in Western contexts [9, 17]. The type 
of support Palestinian mothers need to cope with psy-
chological distress and challenges during the postpartum 
period is similar to those mothers in Western cultures 
require [10, 12]. This support included practical assis-
tance with child-rearing and household tasks, access 
to resources, emotional support to foster feelings of 
love and care, and informational support through guid-
ance and advice [10, 12]. These findings emphasized 
the importance of providing comprehensive support to 
mothers in the postpartum period. Furthermore, in both 
our study and a study conducted in the USA [12], there 
was a similarity in the preferred person for disclosure 
among mothers. It was found that mothers in both stud-
ies preferred disclosing their feelings to their mothers. 
This preference stems from the understanding and empa-
thy they receive from someone who has undergone the 
same experience of motherhood.

PPD risk factors from participant mothers’ perception
According to a narrative literature review, the causes of 
PPD are inconsistent [22]; the development of PPD can 
be explained by biological theory, evolutionary theory, 
or psychosocial theory [22], while our study focused on 
assessing PPD among Palestinian mothers from a psy-
chosocial perspective. Building on previous reviews of 
women with PPD symptoms, it was found that moth-
ers often experienced a sense of loss of identity, loss of 
work, and confusion in the postpartum period, particu-
larly if they had a strong professional identity before. 
They referred to this as "struggling with life-related to the 
self" [23]. This struggle was evident in our study when 
an employed woman described her presence at home 
with her child as feeling confined and missing her iden-
tity. However, consistent with prior research and sup-
ported by our study findings, experiencing loneliness and 
insufficient social support increased the mother’s likeli-
hood of developing PPD [9, 13, 14, 23]. In today’s society, 
many couples miss the traditional support and assistance 
that their own family and in-laws would have provided 
because they live independently and away from their 
extended families. This shift can be attributed to the tran-
sition from agricultural to industrial societies [17]. So, we 
found that mothers living in geographically distant areas 
from their families [24] and migrant mothers are at a 
higher risk for PPD [9].

Breastfeeding and PPD have a mutual effect, meaning 
they impact each other bidirectionally. Depression can 
affect a mother’s ability to pursue her activities of daily 
living, including nurturing and breastfeeding her child, 
conversely, the inability to breastfeed can worsen a moth-
er’s mental status, contributing to feelings of guilt and 
causing her to blame herself and feel like a bad mother. 

This is a common thread between Edhborg’s study, 
Abdollahi’s discussion of evolutionary theory, and our 
research [22, 23].

Regarding the association between baby sex agreement 
and the risk of PPD, a study conducted in the Emirates, 
an Arabic region, supports our results by highlighting 
that the birth of multiple girls without any boys may lead 
husbands to consider marrying additional women. This 
circumstance can result in marital conflicts, ultimately 
contributing to the mother’s experience of depression 
[14]. Therefore, we can infer that the impact of a baby 
mismatch on the mother could be linked to the husband’s 
awareness and reaction toward this situation.

Help-Seeking Behaviors
Addressing help-seeking behaviors and their barriers 
is crucial to ensure appropriate healthcare services to 
mothers considering their cultural and social context 
[13]. Themes relating to help-seeking behaviors in the 
Palestinian context have standard features with previ-
ous literature in Eastern and Western culture, which 
light the significance of stigma toward PPD [9, 12–14]. 
Based on studies conducted in Western cultures, the feel-
ings of stigma among mothers towards PPD were often 
attributed to perceiving it as a sign of maternal failure 
[13]. Furthermore, our study revealed that the mothers’ 
perspective on the medical model of PPD, particularly 
regarding refusal of medication use, aligns with mothers’ 
views in the Western culture [13]; This similarity suggests 
that the cultural perception of PPD and its treatment 
approaches transcends geographical boundaries and 
highlights the importance of addressing the stigma sur-
rounding medication as a treatment option. In addition, 
we observed a similarity between the seeking behavior of 
Arabic mothers living in Arabian golf and the Palestinian 
mothers in this study. Both groups tended to primarily 
seek help from their family members, with a lesser degree 
of reliance on friends, while they considered seeking pro-
fessional help a last choice [14].

Help-seeking behaviors barriers
The causes behind Palestinian mothers’ reluctance to dis-
close their feelings are the same as in other cultures [13, 
23]. These causes include avoidance of PPD acknowledg-
ment, considering it as a personal weakness or a failure 
to be a good mother [23], fear of being stigmatized or 
judged, finding it challenging to prioritize their men-
tal health needs, limited awareness of available services, 
or having low expectations regarding the quality of care 
provided [13]. Similar to our study, certain conditions 
must be met for a mother to seek professional help, such 
as a non-judgmental, safe, and confidential environment 
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that enables them to enhance their ability to deal with 
their problems [13].

Conclusion
In conclusion, our study provided unique insights into 
the psychological experiences of Palestinian mothers 
post-childbirth, revealing the underdiagnosis and under-
treatment of PPD. This issue stems from inadequate rec-
ognition of PPD by both mothers and their families, poor 
help-seeking behaviors, the stigma associated with PPD, 
and insufficient screening. This study showed that lack of 
support and interpersonal struggles have emerged as sig-
nificant contributing factors to PPD. Furthermore, it was 
observed that most of the participants overestimated the 
importance of family support as the sole and most sig-
nificant factor in treating PPD while the results also indi-
cated that some mothers’ families are unaware of PPD, its 
symptoms, or how to address it effectively. Additionally, 
various methods of seeking help have been documented, 
including beneficial and ineffective approaches. Moreo-
ver, significant barriers to accessing professional help for 
PPD have been identified. These findings emphasize the 
immediate need for improved screening, recognition, 
and availability of appropriate support and treatment for 
PPD in Palestinian communities, considering the unique 
mothers’ needs. In conclusion, the prevention and treat-
ment of PPD require a comprehensive approach that goes 
beyond solely medical interventions, considering the 
challenging social and cultural circumstances faced by 
Palestinian mothers. It would be better for future stud-
ies to include all Palestinian governorates for improved 
generalizability and to conduct more focused and com-
prehensive studies that rely on a stronger, more reliable 
methodology.

Study implication
To enhance mothers’ mental health post-childbirth, sev-
eral steps are essential. First, implement routine PPD 
screening and establish a well-defined referral system to 
provide confidential, effective, suitable, and high-qual-
ity treatments that are context-sensitive and take into 
account the mothers’ preferred therapeutic approach, 
such as adopting a psychosocial approach. In addi-
tion, targeting interventions to high-risk groups includ-
ing mothers with limited family support and those with 
marital conflicts can also enhance mothers’ mental well-
being. Beside campaigns targeted at mothers and their 
families to combat societal stigmatization of mental 
disorders.

Study strengths
This study has several strengths. Firstly, it is unique in 
the oPt and is one of the few studies in the Arab world 

that explores cultural perspectives and provides a com-
prehensive understanding of PPD within an Arabic con-
text. Which aids in a better prevention and treatment of 
PPD and helps prevent the uncritical adoption of West-
ern mental health concepts. By considering the three 
different residential areas—city, camp, and village—the 
study captures diverse perspectives and experiences. In 
addition, the inclusion of mother participation further 
enhances the study’s validity and ensures that the voices 
of individuals directly affected by PPD are heard.

Study limitations
However, there are some limitations to consider. Firstly, 
the study includes convenience sampling, where all par-
ticipants were recruited from Bethlehem Governorate 
due to its convenience for researchers. Further find-
ings might emerge if other governorates were included. 
Another limitation of this study is the fact that mothers 
not only discussed their most recent pregnancy, which 
was expected to be within the last six months but also 
shared experiences from all their pregnancies. Addi-
tionally, during FGDs few mothers tended to judge the 
opinions of others, potentially hindering open and acces-
sible conversation. Moreover, there were instances where 
mothers’ personal experiences were reflected upon, com-
promising their privacy in front of other participants.
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