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ABSTRACT

Postpartum depression (PPD) is one of the most common complications of pregnancy.
Women often receive the support they require only once they are able to seek treatment.
However, they may be reluctant to seek the required treatment owing to cultural or religious
concerns. Research has proven that there is a gap in studies of mental health in Muslim
communities among women. This study aimed to explore Muslim women’s accounts of the
factors that influenced them to seek treatment while struggling with symptoms of PPD. This
exploratory study employed a qualitative research framework using individual, semi-
structured interviews. Participants were recruited by means of both purposive and snowball
sampling methods. Interviews were conducted through the online video platform, Google
Meet. The study followed the ethics guidelines as specified by the Biomedical Research
Ethics Committee (BMREC) and received ethics approval and registration. All participants
were informed of the nature of the study as well as their rights as participants within a
research study. The study made use of thematic analysis in order to analyse the data and
ATLAS ti.23 data management software was used in the process. The analysis revealed four
main themes: Understandings of and experiences living with PPD; Family members
perceptions and understandings of Muslim women diagnosed with PPD; Contextual factors
that impacted Muslim women living with PPD; and, Mothers’ recommendations for others
who live with PPD. Seeking treatment was influenced by many factors specific to the
mother’s culture, background, and circumstances. Some of the factors inhibited Muslim
women’s decisions to seek treatment, some contributed positively toward seeking treatment
while some factors both inhibited and facilitated their decisions to seek treatment. This study
adds to the limited research on factors that impacts Muslim women’s ability to seek to

treatment.



TABLE OF CONTENTS

DECLARATION ...ttt ettt h et e ekt e bt e ebe e e st e e be e e nbeesbneabeesbeeanneens i
ACKNOWLEDGEMENTS ...ttt sttt b e snee s i
AB ST RA CT et b ettt h e bt bttt e b e e b e e b e b e e nae e b e nreas \Y
CHAPTER ONE ...ttt b e e b et nme e e neesn e nne e 1
INTRODUCGTION ..ot n e nne e ne e 1
1.1 Background and rationale.............cccooiiiiiiiiiie e 1
1.2 Problem STALEMENT.........coiiiieiie et 6
1.3 AIM OF the STUAY .....eeiiicieee et bbbt 7
1.3, 1 ODJECLIVES ...ttt sttt st e be e e s reeteera e e e nbeeneenres 7

1.4 OULIINE OF the TNESIS. .....cvieeiiiei e 7
CHAPTER TWO ...ttt e b e n e e nnneaneennne s 10
LITERATURE REVIEW ...ttt 10

2.2 Islam and mental health: Muslim women seeking access to mental health treatment...10

2.2 Postpartum depression and treatMment..........ccoveeieieierenene e 12
2.2.1 POStPartum depreSSION ........ciuveie ettt sttt sra e 12
2.3 Postpartum Depression in Muslim WOMEN ..........ccccoveviiieiieie e 18
2.3.1 Muslim Women and PPD ... 18
2.3 Barriers and facilitators to seeking treatment............occoviiiriiinieieie e, 22
2.3 L BAITIEIS ...ttt bbbt b bbbt bbb bbbt 22
2.2.3 FACKHIITALOIS. ...ttt bbbttt 25

2.4 Theoretical FrameWOrK ........oooo oo 28



Vi

2.4.1 Perceived SeVerity Of PPD ... 29
2.4.2 Perceived Susceptibility Of PPD ........cccooiiiiii e 29
2.4.3 Perceived Threat Of PPD ..o 29
2.4.4 Perceived Benefits of seeking treatment............ccoovveeiniiiin e 30
2.4.5 Perceived Barriers to seeking treatment ... 30
2.4.6 Self-Efficacy of Seeking Help ..o 30
2.4.7 CUES 10 ACHION. .....eiuieiiitieeiet ettt e et en s 31

2.5 CONCIUSION......ciiieiieie ettt bbbttt bbb ene e 32
CHAPTER THREE ...ttt bbb snne s 33
IMETHOD ...ttt et b et e b e s st e ekt e e rb e e nbeeanbeenbeeenee e e 33
3.1 RESEAICN UESIGN ...ttt b bbbt 33
3.2. Participants, sampling and research CONteXt ...........cccccvivieiieieiiee i 34
3.3. Data COleCtion PrOCEAUIES ........c..eiviiciieie et 36
3.4, Data ANAIYSIS ...c.viieieciece e re e re e 38
3.5, RETIEXIVITY ...ttt 39
3.6, TTUSEWOITNINESS ...ttt bbbt 40
BT BNICS . bbbt 41
CHAPTER FOURL......o ettt ettt be e 43
FINDINGS ...ttt b et e e s be e s ab e et e e et e e nbe e et e e abeeeneee e 43
A1 INEFOTUCTION ...t bbbt bbb 43

4.2 Thematic categories and thEMES ... 43



Vil

4.3 Muslim women’s understandings of and experiences living with Postpartum
(D=t o] et To] T (= 1 ) PSSRSO 45

4.3.1 The emotions associated With PPD .......cooooooeeeeeeeeeeeeeeeeeeee e 46

4.4 Muslim women’s understandings and experiences of family members and the

(010) 0 0] 0 410 T L 2SS 53
4.4.1 Perceived SUPPOrt from Partner ... 53
4.4.2 Perceived support from family.........ccooiiiiiiie e 57

4.5 Contextual factors that impacted Muslim women’s experiences with PPD ........... 58
4.5.1 Practices of faith: ‘Make dud@’...................c...cccooeiiiiiiiiiiiiiiiiies e 59
A ([0 1T USSR OSPR 61

4.6 Muslim women’s recommendations for others who experience PPD ................... 64
4.6.1 Including mental health talks in religious talks (Sermons)...........c.ccocvvvvvinennn 65
4.6.2 SUPPOIt groups FOr MOTNEIS........coiiiiiiiicee e 66

4.7 SUMMATY OF FESUILS......ecviiieece et 67

CHAPTER FIVE ...ttt 68
DISCUSSION ...ttt bbbttt b et b et eb ettt ee et et 68
5.3 Perceived barriers and facilitators to seeking treatment for PPD............cc.ccocvvciiiinennen. 70

5.3.1 Muslim women’s understanding of the perceived barriers experienced in seeking

ETEALMEBINT TOF PP oottt ettt et e e e eeeeeee e e ee e e e eeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeneeenees 71

5.3.2 Muslim women’s understanding of the perceived facilitators experienced in

SeeKing treatmMent TOr PPD .........ccoiioiiie e 77

CHAPTER SEX .o 84



viii

CONCLUSION L.ttt s e e e n e snn e e neesnneere e 84
6.1 INEFOAUCTION ...ttt 84
6.2 IMplications Of FINAINGS.......c.ciiiiiiiecice et 84
6.3 LIMItations Of the STUAY........ccvoiiiiii e 85
6.4 Recommendations for fUtUre reSEarch............ccooeoeiiiiiiiiniccc e, 86
6.5 CONCIUSION.......uiitiiitete ettt bbbt 86

RETEIEICES ...ttt bbbt b bbb e et 88

APPENDICES ... et 124
Appendix A: INFOrmation SNEEL...........ooiiiiiiie s 124
Appendix B: RECIUITMENT POSTET ..........oiiiiiiiiieeeee e 128
APPeNdixX C: CONSENT TOMMN ..o 129
AppendiX D: INterview SChEAUIE...........cocviiieice s 131
Appendix E: Letter requesting permission to disseminate recruitment poster................... 133

Appendix F: Ethics APproval LEter .........c.coveiiiiiiie e 134



CHAPTER ONE

INTRODUCTION

1.1 Background and rationale

Postpartum Depression (PPD) is a mental health condition that negatively affects
women’s functioning (Mokhele, 2019), and maternal-child interaction quality (Silverman et
al., 2016). If PPD is not managed adequately, it can also result in numerous negative
consequences for the newborn’s social, emotional and cognitive development (Guintivano et
al., 2018). PPD has significant implications for both mothers and their newborns, typically
from the first four weeks up to 12 months after childbirth (Mokhele, 2019; Stewart & Vigod,
2019).

Worldwide prevalence rates of PPD are between 10% and 15% (Guintivano et al.,
2018; Stellenberg & Abrahams, 2016). These prevalence rates vary among countries, ranging
between 12.9% and 16.9% in high-income countries (Stewart & Vigod, 2019) to more than
20% in some low- or middle-income countries (Stewart & Vigod, 2019). The rate of PPD in
South Africa can be considered high, with some statistics indicating a range between 21%
and 47% (Heyningen et al., 2016).

According to the Diagnostic and Statistical Manual of Mental Disorders (DSM-5-TR)
(American Psychiatric Association, 2022), Major Depression Disorder with postpartum onset
(i.e., either during pregnancy or within four weeks of birth), or, as will be referred to in this
study, PPD, is one of the most common complications of pregnancy, often sending new
mothers into a downward spiral of hopelessness, distress and despondency (Guintivano et al.,
2018; Stewart & Vigod, 2019). Treatment is often provided through interventions such as
psychotherapy, medication and/or both (Brummelte & Galea, 2016; Foreman et al., 2007).

Assuming that most individuals with a diagnosis consider seeking treatment (which is in



itself costly and time-consuming), it is not necessarily an easy decision. There are various
factors which influence an individual’s decision to seek treatment (Brummelte & Galea,
2016).

Grissette et al. (2018) report that approximately 900 000 women are affected by PPD
globally. However, only 6% of these women seek psychological help (Postpartum Progress,
2016). It has been estimated that 75% of South Africans with a mental health diagnosis,
including those who suffer from PPD, do not seek treatment (Mokhele, 2019). This can result
in further complications to the mother’s mental health, which, in turn, has a direct effect on a
newborn as the child is dependent on their mother to acquire developmental milestones and
nutrition (Surkan et al., 2011). When left untreated, PPD can result in a non-conducive
environment for the development of both the mother and her newborn child (Yadav et al.,
2020), significantly disrupting the infant-mother bonding, with the possibility of resultant
child neglect, physical or emotional abuse (Clout & Brown, 2016).

More recently, systematic reviews on the prevalence and incidence of PPD among
healthy mothers (Shorey, 2018), as well as the effects of PPD on exclusive breastfeeding
practices in sub-Saharan African countries (Woldeyohannes et al., 2021), have found that
there are components missing to research on PPD. For example, based on the systematic
reviews conducted, most studies do not include how a family copes with the status of a
mother’s diagnosis of PPD or how their involvement can influence a mother’s help-seeking
behaviours (Shorey, 2018; Woldeyohannes et al., 2021). Similar to the studies previously
mentioned, the commonality found is that these studies do not mention the effects these
diagnoses may have on the family as a unit and do not mention and expand on factors, such

as religion as a facilitator or barrier to seeking treatment.

Many studies have described the barriers and facilitators to seeking treatment for a

mental health diagnosis (Cinnirella & Loewenthal, 1999; Field, 2020; Fonte & Horton-



Deutsch, 2005; Magaard et al., 2017; Laher, 2014). Among the most commonly identified
barriers and facilitators to seeking treatment are stigmas, such as the misconceptions about
the cause and severity of mental illness, as well as self-stigmatising attitudes to mental illness
(Corrigan, 2004; Gulliver et al., 2010; Sartorius, 2007); religion and belief systems, as well as
family or other social support systems (Abrahams, 2006; Field et al., 2020; Gulliver et al.,
2010; Magaard, 2017). The fear of stigmatisation may prevent people from seeking help
regarding mental health problems (Laher, 2014). This is exemplified among some religious
groups, such as Muslim communities (and others), as they may avoid seeking help from
mental health professionals (Gunson et al., 2019). For example, one study found that
individuals often concealed their mental condition as a medical illness because it carries less
stigma. This has been a commonbarrier found in the Indian Muslim community (Laher,

2014).

In many research studies, religion is often viewed as both a barrier and facilitator in
seeking treatment for medical and mental health problems. Research has shown that some
religious practices are not always beneficial (Gunson et al., 2019; Loewenthal, 2006;
Pargament & Raiya, 2007). For example, a seminal qualitative study was conducted in
Britain in 1999 that explored the link between religious beliefs among five different cultural-
religious groups (White Christian, Pakistani Muslim, Indian Hindu, Orthodox Jewish and
Afro-Caribbean Christian) and help-seeking behaviours for the treatment of mental health
diagnoses (Cinnirella & Loewenthal, 1999). The study found that 46.15% of Muslim people
believed that lack of faith and failure to pray regularly could cause depression (Cinnirella &
Loewenthal, 1999). Similarly, Fonte and Horton-Deutsch (2005) highlight a major barrier to
Muslim women seeking help due to their religious beliefs. According to traditional Islamic
medicine, disease or mental illness occurs only when there is a lack of consideration for the

spiritual aspect of life (Adib, 2004; Ciftci et al., 2012; Rassool, 2015; Utz, 2012). Therefore,



a Muslim woman might be reluctant to admit to experiencing mental health challenges, such

as PPD, or to seek treatment for the challenges associated with PPD.

In contrast, research has also shown that prayer has beneficial effects on the well-
being of individuals seeking mental health treatment in many religions (Abdel-Khalek, 2007;
Cinnirella & Loewenthal, 1999; Koenig et al., 2012; Loewental et al., 2000). Cinnirella and
Loewenthal (1999) found that patients preferred mental health professionals who were of the
same religion and would assist in treatment as they could recommend prayers. This was also
found by Laher (2014), who confirms that patients are more likely to disclose their problems
if the General Practitioner (GP) is from the same religion as themselves. Therefore, in
contrast to Fonte and Horton-Deutsch (2005), describing religion as a barrier to seeking
treatment for mental health diagnoses, it was found that as a religious coping strategy, prayer
was a facilitator. In the study conducted by Cinnirella and Loewenthal (1999), prayer was
perceived to be particularly effective among the Afro-Caribbean Christian and Pakistani

Muslim groups, in the face of depressive and schizophrenic symptoms.

Researchers such as Field et al. (2020) have also identified the social support system
of adolescent women to be one of the most important contributors to seeking and remaining
in treatment. Similarly, Abrahams (2006) found that religious leaders in Islam, who form part
of the social support system, were in support of seeking treatment for Muslims being
diagnosed with HIV/AIDS. This support from religious leaders in turn resulted in family
members and community members being supportive as well. This demonstrates how religion
can directly influence family/social support, resulting in the facilitation of individuals seeking
help. This has been found within the Indian Muslim population who tended to rely on their

extended families for support in terms of their mental illness (Laher, 2014). Similarly, Jacobs



et al. (1998) found that within Asian communities, mental illness is often managed within

the family.

In contrast to a Westernised model of psychotherapy that emphasises individuality
and independence, a Muslim woman’s family may need to be consulted in therapy matters
(Fonte & Horton-Deutsch, 2005). This is an essential part of the Muslim women’s culture in
terms of the decision-making process in the family (Carter & Rashidi, 2003; Ganle, 2015;
Sarumi et al., 2019). In Islamic society, the family is seen as the nucleus (Fonte & Horten-
Deutsch, 2005), with the woman — or mother — holding an essential and respected part of the
family. An holistic framework is utilised within Islam when a patient’s needs are considered,
including their physical, social, spiritual, and environmental needs (Fonte & Horton-Deutsch,
2005). Muslims must live a healthy and balanced life incorporating God, family, and

community (Rajaram & Rashidi, 2003).

In the decision-making process within Muslim women's culture, involving family
members early on to determine whether more formal means of support, such as therapy, are
necessary is an essential step. Additionally, if Muslim patients decide to pursue therapy, they
may still want to include prayer and meditation as part of their therapeutic process. This
usually provides them with a connection between themselves as the patient and God, which
may “increase self-awareness, concentration, consciousness, and lessen anxiety”, promoting
mental health. (Fonte & Horton-Deutsch, 2005, p. 43). The above considerations are all
important aspects that may influence a Muslim mother’s decision to seek treatment for a
mental health illness such as PPD. Although significant progress has been made regarding
research on the different aspects of PPD (Mahmoodi, 2017), there is very little information on

PPD among Muslim mothers in South Africa.



Although not limited to one specific religion, the prevalence of stigma in the Muslim
community regarding mental illness is a reality (Ciftci et al., 2013) that many faces.
According to a general household survey (Stats SA, 2014) and a community survey done in
2016 (Stats SA, 2017), Muslims make up approximately 2% of the total population of 55
650 716 South Africans, with a strong presence in the Western Cape (7.3%) (Stats SA, 2014).
The South African Stress and Health Study (SASH) conducted in 2009 reported lifetime
prevalence rates for any disorder at 30.3% (Herman et al., 2009). The Western Cape has the
highest 12-month and lifetime prevalence rates for South Africans for any disorder (Herman
et al., 2009). More recently, a national survey reported a prevalence of 25.7% of probable
depression across the general South African population, with the Western Cape reporting
31.8% as the third highest prevalence (Craig et al., 2022). It can be argued that those within

the Muslim faith in South Africa are an understudied group in mental health in general.

1.2 Problem statement

Several consequences have been noted for a mother diagnosed with (as well as not
officially diagnosed but still experiencing symptoms of) PPD. This includes physical health
problems such as weight problems; psychological health challenges; proneness to risky
behaviours, such as addictive behaviours including substance use, as well as suicidal ideation
(Slomian et al., 2019). Many contextual factors are often at play when individuals decide to
seek and receive treatment. These contextual factors can act as barriers and facilitators to
seeking and receiving treatment.

Muslims in South Africa are an understudied group in mental health in general. Much
of the research done on Muslim people’s general perceptions of mental illness in South

Africa was conducted nearly 10 years ago by Sumaya Laher (Ally & Laher, 2008; Bulbulia &



Laher, 2013; Laher, 2011; Laher & Ismail, 2012; Mohammed-Kaloo & Laher, 2014). These
studies explored the perceptions of mental illness amongst different groups, including female
Muslim psychologists (Laher & Ismail, 2012), Muslim volunteers at a careline (Laher &
Khan), and Muslim general practitioners and students (Mohammed-Kaloo & Laher, 2008).
Given the consequences of an untreated mental health diagnosis such as PPD for both
mother and baby and the under-represented nature of experiences of Muslim women, this
study sought to contribute to the knowledge gap of factors (barriers and facilitators) affecting
access to treatment. This study aimed to contribute to the sparse literature and research on

Muslim women regarding mental illness in South Africa.

1.3 Aim of the study

The study explored the factors influencing Muslim women to seek treatment when

they experienced symptoms of or were diagnosed with PPD.
1.3.1 Objectives

The objectives of the study were to:
o Describe Muslim women’s experiences of postpartum depression.
o ldentify and describe the perceived barriers that Muslim women experienced in
seeking treatment for PPD.
o ldentify and describe the perceived facilitators that Muslim women experienced in

seeking treatment for PPD.
1.4 Outline of the thesis

Chapter 1: Introduction. This chapter included the background as well as rationale

for the current research study, with the focus on factors that influence access to treatment



from the perspective of Muslim women with PPD. The chapter also outlined the research

problem and stated the aim and objectives used to address the research problem.

Chapter 2: Literature Review. This chapter describes the literature pertaining to the
research topic. Here, relevant literature is reviewed to contextualise the research problem by
means of exploring literature related to Muslim women with PPD seeking mental health
treatment, treatment of PPD, and the barriers and facilitators impacting women seeking to
treatment. This allows the reader to comprehend the extent of seeking treatment for PPD
symptoms, and consequently the importance of exploring the experiences of Muslim women
with PPD in South Africa. Furthermore, this chapter discusses the theoretical framework, the

Health Belief Model (HBM), which was used to frame this study.

Chapter 3: Method. This chapter outlines the methods that were employed in the
study and how these processes were carried out. More specifically, this chapter elaborates on
the research design, participants and research context, data collection tools and procedures,
data analysis, trustworthiness, reflexivity, and ethics considerations of the study. The chapter
further provides some reflections on the methods embarked upon during the study and how

my personal experiences, assumptions, and ideas were navigated throughout the study.

Chapter 4: Findings. The fourth chapter explores the findings that were yielded from
the interview data through a thematic analysis. The results are then presented by means of
thematic categories that emerged from the data. The chapter lastly provides a summary of the

phenomenon that was explored.

Chapter 5: Discussion. The fifth chapter expands on the findings outlined in chapter
4 and includes a detailed discussion of these findings based on the study’s aims and
objectives. The study's implications are further explained in the chapter, and how they relate

to earlier research and its findings as they pertain to Muslim women with PPD in general.



Chapter 6: Conclusion. The final chapter summarises the themes and findings that
emerged from the study and the broader implications of these findings. Furthermore, some

limitations of the study are explored, as well as recommendations for future research.
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CHAPTER TWO

LITERATURE REVIEW

2.1 Introduction

This literature review provides an overview of studies conducted in relation to the
factors that influence Muslim women seeking treatment who have experienced postpartum
depression (PPD). In order to provide context to these factors, the literature review will
broadly be divided into the following categories: Islam and mental health; postpartum
depression and treatment; postpartum depression in Muslim women and barriers and
facilitators to seeking treatment. Furthermore, this section will discuss the chosen theoretical
framework, the Health Belief Model that was used to guide the study. Due to the dearth of
research and recently published literature on postpartum depression in women and more
specifically, Muslim women, research that are older than ten years have been cited regularly

in the literature review that follows.

2.2 Islam and mental health: Muslim women seeking access to mental health treatment

Muslims are the second and fastest-growing religion globally (Huda, 2018) and make
up a heterogeneous group of people living as both a minority religious group in some parts of
the world and a majority religious group in other parts worldwide (Lipka, 2017). Islam has a
diverse set of cultural and religious ideas and practices that impact Muslims' thoughts and
lifestyles in every part of their lives. The foundation of Islam is based on the five pillars:
Shahadat (Faith), Salat (Prayer), Zakat (Charity), Saum (Fasting), and Hajj (Pilgrimage to
Mecca) (Tanhan & Francisco, 2019). Muslims are required to live a healthy and balanced life

incorporating God, family, and community (Rajaram & Rashidi, 2003).
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In Islamic society, the family is seen as the nucleus (Fonte & Horten-Deutsch, 2005),
with the woman and mother being viewed as an essential and respected part of the family. A
respectable Muslim woman is deemed as one who is faithful, virtuous, obedient to God and
to her husband (if he is righteous), modest and loving towards her family (Stowasser, 1996).
As a mother and married woman, a Muslim woman’s most important role is to take care of
her family’s every need.

This might be experienced as a huge responsibility, ultimately resulting in challenges
with mental health. Having a mental illness may be perceived by some Muslims, as a test or
punishment from God (Cifti, 2013). Islam and the Qur’an? look at life as the equilibrium
among a person’s spirit, body, mind, soul, intellect, and emotion (Carter & Rashidi, 2003;
Sarwar & Toropov, 2003). The Qur’an places an emphasis on “humility, modesty, control of
passion and desire, truthfulness, integrity, patience, steadfastness, justice, moral values,
serving others who need help, and fulfilling promises to God, others, and self” (Carter &
Rashidi, 2004, p. 156). Perceiving oneself as being unable to fulfil these promises if labelled
as having PPD may lead to reluctance in seeking treatment.

Muslim women may be reluctant to seek treatment for mental illnesses due to the
perceived stigma surrounding a condition and fear of being stigmatised by their community
(Brijnath & Antoniades, 2018; Ciftci et al., 2013; on, 2014; Youssef & Deane, 2006). One
way in which Muslim women may try to facilitate health and more specifically mental health
is to include prayer and meditation as part of their treatment as it provides them with a
connection between themselves as the patient and God (Newman & Graham, 2018). This

form of treatment promotes mental health as it may “increase self-awareness, concentration,

! The holy book of Islam
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consciousness, and lessen anxiety” (Fonte & Horton-Deutsch, 2005, p. 43). A holistic
framework in healthcare may therefore be utilised within Islam when a patient’s needs are
taken into consideration, which includes their physical, social, spiritual, and environmental
needs (Fonte & Horton-Deutsch, 2005).

A study conducted by Gibson (2014) argued that therapy and religion are two
modalities that women use to deal with mental health challenges that they might experience.
The study focused on the perceptions of Muslim students around the topic of mental illness
and psychology, where it was found that faith and therapy were described as a way of coping
with problems and constituted a form of ‘self-comfort’ (Gibson, 2014). This is consistent
with previous research findings in which Muslims strongly believe that faith-related
activities, such as prayer, are beneficial in dealing with the difficulties and challenges faced
in life (Bonab & Koohsar, 2011; Loewenthal et al., 2001). This is because prayer is one of the
five pillars of Islam (Tanhan & Francisco, 2019).

There has been limited research conducted regarding Muslim women seeking help
when experiencing PPD. Therefore, the literature highlights this gap in women’s access to

treatment for PPD.

2.2 Postpartum depression and treatment

2.2.1 Postpartum depression

According to Beck et al. (2006), PPD is a mood disorder that affects 10-15% of
mothers on an annual basis. Grissette et al. (2018) report that approximately 900 000 women
are affected by PPD globally. However, only 6% of these women seek psychological help
(Postpartum Progress, 2016). The fifth edition of the Diagnostic and Statistical Manual of

Mental Disorder (DSM-5) defines PPD as the occurrence of a major depressive episode
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within four weeks of delivery. PPD is characterised by a “depressed mood, excessive anxiety,
insomnia, and change in weight” (Kaplan & Sadock, 2017, p. 839). Although the DSM-5TR
does not recognise PPD as a separate disorder, patients need to meet the criteria for Major
Depressive Disorder (MDD) and the criteria for peripartum-onset specifier referring to “the
most recent episode occurring during pregnancy as well as in the four weeks following
delivery” (Kaplan & Sadock, 2017, p. 363). Although PPD often occurs within a year after
giving birth, some studies have reported a diagnosis of PDD even four years after birth

(Mauthner, 1998).

PPD has been linked to a variety of risk factors and predictors. According to studies
from Western nations, depression or anxiety during pregnancy, a history of depression,
stressful recent life events, and a lack of social support are all substantial predictors of PPD
(Ayoub et al., 2020). Less moderate indicators include stress related to childcare worries, low
self-esteem, and unfavourable infant temperament, such as excessive crying (Ayoub et al.,

2020).

For a long time, it was assumed that PPD primarily affected women from Western
nations and that postnatal mood disorders were determined by culture (Bina, 2008). However,
research suggests that the prevalence of PDD is the same across different cultures (Huang &
Mathers, 2001). It has been suggested that the rates for PPD in low- and middle-income
countries (LMIC) are estimated to be up to three times higher than in developed countries
(Kathree & Petersen, 2012). This is because PPD is said to be more common in women who
have less supportive partners and support structures in lower socioeconomic groups, and
when financial restrictions compel them to return to work (Nahas et al., 1999). This could
also be because mental health is often not prioritised in LMIC where access to basic

healthcare and nutrition is difficult. In South Africa, predictors of PPD include factors such as
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marital status, moral and financial support, infant health issues, as well as the mother's
educational level and job circumstances (Abrahams & Stellenberg, 2015; Mokwena & Shiba,

2014).

According to research, between 10% of new mothers develop postpartum depression
(Langdon, 2022) but only a small percentage of these women are formally screened for the
disorder. This is because women either do not seek treatment or they are afraid to speak out
about how they are feeling. As such, the incidence of PPD may be much higher than the

reported figures.

Most women suffer temporary and moderate symptoms known as postpartum blues;
however, 10-15% of women endure a more severe and permanent form of mood disorder
(Craske, 2003). Women with PPD often express guilt over their inability to care for their new
infant, in addition to low mood, sleep disturbance, change in appetite, diurnal fluctuation in
mood, poor focus, and irritability (Keller & Nesse, 2006). The expectations of what mothers
think parenting looks like and their actual realities could lead to excessive guilt, anxiety and
the fear of failing to satisfy societal standards (Beck et al., 2006). As a result, women may
perceive their PPD symptoms as evidence of being a bad mother, perpetuating a cycle of
distress (Mauthner, 1999; Mickelson et al., 2016). McIntosh (1993) and Russell (2006) noted
that mothers who feel a sense of shame and thus feel like bad mothers, often deny the degree
of their symptoms for fear of being shamed. The feeling of having failed as a parent,
essentially acting as a barrier to help- seeking behaviours (Hook & Andrews, 2005;

MacDonald & Morley, 2001; Saunders & Bowersox, 2007).

PPD affects not only the mother but the infant as well. Studies have shown that
depressed women have a lower response to the newborn cues (Murray et al., 1996) and

exhibit negative or angry parenting behaviours (Lovejoy et al., 2000).
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In order to lessen the major negative consequences of PPD, there has been a growing
emphasis on the necessity of early and accurate identification and treatment of depression
during or after pregnancy (Kroska & Stowe, 2020). However, identification during the
postpartum period may be difficult due to the normal changes that occur at the beginning of
motherhood. Obstetrician-gynaecologists, therefore, recommend that screening for PPD take
place at the first postnatal obstetrical visit (usually 4-6 weeks after delivery) (Sit & Wisner,
2009). The most commonly used screening tool for PPD is the Edinburgh Postnatal
Depression Scale (EPDS) which is a self-report instrument that has ten questions graded from
zero (0) to three (3) that assess the patient's experience in the previous week (Sit & Wisner,
2009). The EPDS has been used in various contexts in South Africa, including amongst
impoverished women in a peri-urban settlement to study the impact of postnatal depression
on infant development (De Bruin et al., 2004); a sample of mothers attending postnatal care
in healthcare clinics (Mokwena & Masike, 2020); and, to study the antenatal and postnatal
periods (van der Westhuizen et al., 2017). Additionally, the tool has also been validated on a

cohort of South African women (Lawrie et al., 1998).

However, an implication of making use of the EPDS in the current study include that
it is not a diagnostic tool, and therefore cannot be used to measure depression (Green, 2004).
Moreover, in the current study, it was not part of the inclusion criteria to use a screening tool
to establish if women had significant symptoms, as it depended on self-report to obtain the
sample. Therefore, for the purpose of this study, the tool was not considered as the study

focused on the lived experiences of women.

Nevertheless, a pertinent implication of utilising the EPDS in this study is its inherent
limitation as a non-diagnostic instrument, rendering it unsuitable for the measurement of

depression levels (Green, 2004). Additionally, the research design did not necessitate the use
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of a screening tool to identify significant symptomatic presence among the women
participants, as it predominantly relied on self-reported data for sample acquisition.
Consequently, in alignment with the study's focus on the lived experiences of women, the

EPDS was not deemed an essential tool for this investigation.

2.2.2 Treatment of Postpartum Depression

PDD is negatively associated with optimal child development as there is evidence that
mothers who suffer from PPD may pose and impose risks to their children. These risk factors
include delays in emotional, behavioural and psychological development as well as cognitive
and language development during and beyond early infancy (Brummelte & Galea, 2016). It
has been reported that only 18% of depressed mothers seek treatment (Brummelte & Galea,
2016). A literature search for research on PPD in South Africa has indicated a large gap in
both pharmacological and non-pharmacological treatment options available for women.

Globally, pharmacological interventions are the primary modality for treating
depressive symptoms in mothers diagnosed with PPD (Forman et al., 2007). However,
mothers are reluctant to use pharmacological interventions due to the risk of the effects of the
medication on the foetus (Dubovicket et al., 2017). Mothers who have PPD or present with
PPD symptoms usually take into consideration that antidepressants can affect the
development and maturation of the brain in the foetus (Dubovicket et al., 2017; Wisner et al.,
1996), while other mothers might see the use of antidepressants as a facilitator to assist in the
increase of milk production (Kim et al., 2014).

Non-pharmacological interventions have also proven to be effective in reducing the
treatment and prevalence of PPD (Brummelte & Galea, 2016). Studies conducted by Leigh et

al., (2010), Hetrick et al. (2016), Klerman and Wiessman (1994), Stuart & O’Hara (1995) and



17

Shedler (2010) have reported on non-pharmacological treatments for PPD. Leigh et al. (2010)
made use of both psychological treatments (specifically, interpersonal therapy, cognitive-
behavioural therapy, and psychodynamic psychotherapy) and psychosocial interventions,
such as nondirective counselling.

For example, interpersonal therapy (IPT) is a form of psychotherapy that focuses on
improving an individual’s interpersonal relationships and addressing emotional difficulties
that arise from these relationships (Hetrick et al., 2016). Furthermore, IPT addresses the link
between interpersonal difficulties and mood, where depression is framed as a medical
disorder that occurs in a social setting (Klerman & Weissman, 1994; Weissman et al., 2000).
ITP is also particularly helpful as it has been adapted to focus on the elements that provides a
good frame for the mother-infant to build a healthy relationship (Stuart & O’Hara, 1995).
Cognitive-behavioural therapy (CBT) aims to assist individuals diagnosed with depression in
changing their behaviours by changing their negative thinking patters in order to reduce
distress (Hollon, 1998). Psychodynamic psychotherapies focus on the psychological roots of
emotional suffering and how it manifests in one’s behaviour (Shedler, 2010). Nondirective
counselling refers to a person-centred counselling approach in which empathy and non-
judgemental listening are key elements (Leight et al., 2010). These therapies have all been
used to assist mothers with PPD to alleviate distress and deal with their daily tasks more
effectively (Hetrick et al., 2016).

Peer and partner support can also be used in combination with pharmacological and
psychosocial interventions (Tréhout & Bui, 2023). This is because inadequate social support
has frequently been found as a risk factor for developing postpartum depression in
epidemiologic data and certain prospective studies (Beck, 2001; Horwitz et al., 2007; Xie et
al., 2009). As such, a quantitative study conducted exploring the impact of partner support in

the treatment of PPD, showed a significant decrease in depressive symptoms (Misri et al.,
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2000). The 29 women included in the study all met the DSM-IV criteria for major depression
with postpartum onset, with each woman either married or cohabitating with their partner.
The women in the mentioned study were randomly assigned either to the control group, in
which the women attended all therapy sessions alone, or to the support group, in which the
woman’s partner attended selected therapy sessions. The study found that relative to the
control-group, the support-group experienced a decrease in depressive symptoms at the end
of the seven therapy sessions. Therefore, partner support as a non-pharmacological
intervention has also proven to be a positive form of treatment for women experiencing PPD.
However, limitations of this study included a small sample size, a short follow up period and
the demographics of the participants were mostly white and as such, findings may not be
generalisable.

Other methods of support mentioned in research studies include home visits by
midwives or prenatal nurses during the postpartum; peer-based telephone support; and,

psychotherapy (Dennis & Dowswell, 2013; Stuart et al., 2013).

2.3 Postpartum Depression in Muslim Women

2.3.1 Muslim Women and PPD

In Islam, a strong familiar unit is essential, and it is a Muslim women’s duty to play
the role of primary guardian within the household (Attum et al., 2022; Douki et al., 2007).
As such, the religious importance of motherhood may place an additional burden, especially
on new mothers, contributing to a women’s low self-esteem and therefore being at risk of
developing PPD (Gulamhussein & Eaton, 2015). Many Muslim women are therefore raised

with the notion that their sole purpose in life is to be a mother and a partner.
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In Islam, women have traditionally played an important role in society and the family.
Women’s duties are an important component of Islamic order, which was preserved by
teaching traditional values to children and modelling gender roles in the household (Malhotra
& Shah, 2015; Stowasser, 1996). The women’s role of caring for the family is extremely
important because the family is the heart of Muslim society (Malholtra & Shah, 2015; Sherif,
1999). A ‘worthy’ Muslim lady is seen as one who is submissive to God and her husband (if
he is righteous), modest, and loving to her family (Stowasser, 1996). In Islamic literature on
Muslim women, “motherhood becomes the normative role for women, dominating their lives
and aspirations” (Cheruvallil- Contractor, 2016., p.18). In the Muslim community, the family
unit, which by extension includes the family acquired through marriage and childbirth, is
considered to be sacred (Zaidi, 2017). Emotional support and practical advice about caring
for the new baby is frequently provided by family members, particularly by the woman’s

mother and mother-in-law (Zaidi, 2017).

The postpartum period is considered to be one of rest, and a Muslim mother usually
remains at home to recover from the birth for 40 days (Fonte & Horton-Deutsch, 2005).
While having the support of family can be comforting, it can also bring about distress and
cause conflict between the mother and other family members. A period of confinement of 40
days, away from wider society and only spending time with close family could also

significantly impact a woman’s mental health.

Iliness in Islam is attributed largely to spiritual, psychological and/or physiological
conditions (Laher, 2014). A Muslim clients’ attitude toward therapy may be impacted by
their idea about depression’s aetiology and suitable treatment, as well as cultural and

environmental circumstances (Walpole et al., 2013).
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In a study conducted by Ghubash and Eapen (2009) in the UAE with Arab women,
the women in the study revealed that PPD was not a psychological issue but rather a result of
the “evil eye” or “Jinn”. Muslims believe in the “Jinn” (or the devil), who is said to persuade
Muslims to take a different path than the Almighty has set for them (Zaidi, 2017). Although
there is no evidence that suggests that being possessed by the Jinn can result in mental
illness, some Muslims believe that the Jinn can inflict emotional and physical pain during
vulnerable times, such as the postnatal period (Hanely & Brown, 2013). Nonetheless, some
literature suggests that accounts of Jinn possession are quite similar to the symptoms of PPD
depicted in Western cultures (Hanely & Brown, 2013). Mothers may therefore experience
sadness, anxiety, and physical exhaustion, frequently blaming themselves for the
“possession” and feeling unable to escape it. Due to their physical exhaustion and depression,
Muslim mothers may struggle to breastfeed which may lead them to believe that they are
failing to meet their religious obligations by not being able to provide for their child as

recommended by Islamic guidelines (Zaidi, 2017).

To study the prevalence of PPD in Muslim women, a literature review analysing the
data from over 22 Middle-Eastern/Arabic countries determined that the prevalence rate of
PPD in Middle Eastern/Arabic women ranged variably from 10 to 51.8% (Haque et al.,
2015). Although there are various factors linked to seeking treatment for PPD, some are
closely linked to Muslim women as their beliefs and attitudes are intertwined with Islamic
values and culture (Green et al., 2006). In other words, specific factors related to PPD in
Muslim women may be influenced by their religious beliefs, cultural practices, and societal
expectations, which can impact their experiences of PPD and their attitudes towards seeking

treatment.
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A longitudinal study was conducted with 125 Muslim women from the UAE, to
investigate the prevalence of PPD. It was found that three months after the study had begun,
22% of mothers showed signs of PPD, and another 22% were within the Borderline
Depression category. At the 6-month mark, there was a decrease in the number of women
who showed signs of PPD (12.5%) and the Borderline Depression (19.6%) category. During
the 3- and 6-month follow up period, one-third of the sample of women indicated that they
were living with their mother-in-law, either in the same house or the same compound. The
relationship between the women and their mother-in-law is therefore important as it could -
contribute to PPD or be a barrier to seeking treatment. For example, if the mother-in-law does
not have a good relationship with the daughter-in-law/soon-to-be mother, this can often have
a great deal of influence on the son and subsequently their daughter-in-law and grandchild’s
lives (Green et al., 2006). The study also found that women who did not breastfeed had
elevated levels of depression. In Islam, women are encouraged to breastfeed for at least two
years and there are various passages in the Qu’ran and Hadith? that state the importance of
this relationship (Schleifer, 1996). Similarly, the Arabic culture in the UAE strongly
encourages that male infants be breastfed for 24 months and female infants for 22 months
(Green, 2004). As such, going against these religious and cultural standards may be
unpleasant, increasing the probability of women developing depression. Examples of going
against these practices may include not breastfeeding due to health issues, using infant
formula, and using breast pumps due to the mother going back to work, amongst others
(Chaabna et al., 2022; Khasawneh et al., 2020; Mohamed et al., 2013; Williamson &

Sacranie, 2012).

2 Hadith is the record of the sayings of Prophet Muhammad (SAW).
https://www.al-islam.org/articles/al-hadith-analysis-and-overview-hashim
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There has been a lack of research that focus specifically on Muslim women’s who
have experience PPD, as the target population, particularly within the South African context.
Instead, research on PPD and women focused primarily on prevalence rates of women who
want to access treatment (Azale et al., 2016; Peltzer et al., 2018; Rochat et al., 2013; Shorey
et al., 2018). Few studies were available that focus exclusively on treatment and treatment
outcomes, including the factors that have contributed to and/or inhibited women from seeking

treatment.

2.3 Barriers and facilitators to seeking treatment

2.3.1 Barriers

Various factors prevent women who display PPD symptoms from seeking
psychological or pharmacological help. These are called help-seeking barriers which are
defined as “any factors that dissuaded or persuaded the mother in obtaining help related to
her depressive symptomatology” (Dennis & Chung-Lee, 2006, p.324). Some of the barriers to

seeking treatment are identified and discussed below.

2.3.1.1. Lack of knowledge of PPD and its symptoms. One barrier that has been
identified within the literature is a lack of awareness about the prevalence of PPD, which
prevents women from seeking treatment as they were unaware of the number of other women
who experienced the same symptoms (Bell et al., 2016; Dennis & Chung-Lee, 2006; Fonseca
et al., 2016; Hannan, 2016; Thomas et al., 2014). A cross-sectional internet survey study with
656 women by Fonseca et al. (2016) also found that women who are married or cohabitating
with their partners tend to minimise their symptoms and as such, they do not seek assistance.
This is in comparison to single or divorced woman who, due to lack of support and the

additional demands of being a single parent, may pay more attention to the emergence of



23

depressive symptoms (Fonseca et al., 2016). However, this study is not without limitations as
due to the fact that the study was conducted online, woman without internet access may be
even more isolated from support, and as such, the study is not fully representative of all
woman. In a phenomenological study, four women shared that after giving birth, they knew
that something was wrong but not all of them were able to identify their symptoms as PPD.
Instead, it took these women time to label their symptoms as PPD (Hannan, 2016).

Some women are not aware that PPD exists and attribute their symptoms to
something else. A quantitative pilot study was conducted in the United States, evaluating the
treatment in the form of group therapy amongst women diagnosed with PPD. Researchers
found it difficult to recruit participants for their study as some women tended to minimise
their symptoms and were hesitant in admitting to depression, most probably due to the lack of
knowledge of PPD or PPD symptoms (Ugarriza, 2004). Many women struggle to understand
and voice their concerns, frequently believing that their difficulties are a natural aspect of
parenthood (Ugarriza, 2004). Many also believe that the onset of PPD symptoms can be
explained by something else other than depression, such as a lack of social support for
example (Small et al., 1994; Whitton et al., 1996). Bell et al. (2016) conducted a qualitative
descriptive study which explored the barriers and facilitators to the use of mental health
services reported by women with elevated symptoms of depression in the postpartum period.
Partners were also included in the aforementioned study. In a sample of 30 heterosexual
couples, many of the women reported that one of the reasons they do not seek help is because
they had difficulty admitting that they were struggling (Bell et al., 2016).

2.3.1.2. Lack of knowledge about available resources. Although certain women
may possess awareness and knowledge of Postpartum Depression (PPD), the study by
Alfayumi-Zeadna et al. (2018) revealed that a key reason for not seeking treatment was the

women's unawareness of the available PPD treatment services. However, in South Africa,
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organisations such as The South African Depression and Anxiety Group (SADAG.org), the
Post Natal Depression Support Association South Africa (PNDSA, 2017) and the Perinatal
Mental Health Project (PMHP, 2013) are dedicated organisations to assisting mothers with
PPD. Mothers may be unaware these organisations exist and therefore do not seek treatment
as they do not know where to access the mentioned services. Therefore, an additional barrier
in seeking treatment is the limited or lack of knowledge of how to access resources (Byatt et
al., 2013; Drake et al., 2014).

2.3.1.3. Time restraints. Women may fail to seek treatment owing to availability of
time or having to fit a therapy appointment into an already busy schedule (Walpole et al.,
2013). Women with PPD may feel overwhelmed with the duties of being a mother and a
partner and may be reluctant to take on more activities even if those activities may be helpful.

2.3.1.4. Perceptions of family and social support. According to Mcintosh (1993),
sometimes families are unable to aid or encourage help-seeking behaviours. In one study, this
is attributed to their lack of knowledge of what a PPD diagnosis entails, which results in an
inability to assist the mother in seeking treatment (Dennis & Chung-Lee, 2006).

Some women may also be afraid to seek treatment due to the perceived reactions from
their families. In some cultures, a family can discourage women from seeking help as it
would be perceived as a weakness and bring possible shame to the family (see examples:
Rodrigues et al., 2003; Chan et al., 2002; Templeton et al., 2003; Nahas & Amasheh, 1999;
Okano et al., 1998; Matthey et al., 1997). Similarly, Parvin (2004) found that Bangladeshi
women living in the UK shared that even though they felt comfortable speaking to healthcare
professionals about their emotions, they were unable to do so in their own homes and
amongst their own families because of censorship by family members. In a focus group study
conducted by Alfayumi-Zeadna et al. (2018) with 75 Bedouin women in Israel, women

shared that lack of support from their partners prevented them from seeking treatment.
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Women shared that they needed instrumental support from partners and family members,
such as assistance with childcare or household chores and the lack thereof was a significant
barrier in seeking treatment (Alfayumi-Zeadna et al., 2018). The study was limited to a small
sample size. Snowball sampling was also used and therefore the study is not representative of
all Bedouin women. In order to remove barriers to seeking treatments, Alfayumi-Zeadna et
al. (2018) recommended that “culturally appropriate policies, screening policies, and
culturally appropriate interventions should be developed, including treatment options” (p. 8)
and these should reflect the preferences of all women within the specific country that they are
being developed.

2.3.1.5. Inability to disclose feelings. Another common barrier to seeking treatment
indicated in research on PPD was women’s inability to verbalise or disclose their feelings
about what they were experiencing (Amankwaa, 2003; Habel et al., 2015; Rodrigues et al.,
2007). This was also exacerbated by the family member’s and health professionals’
reluctance to respond to the mother’s expressed emotional and practical needs (Dennis &
Chung-Lee, 2006). Some women feel shame discussing feelings that accompany depression
with their partners, families and healthcare professionals. Experiencing non-responsiveness
might discourage women from reaching out further or even make them question the feelings
that they experience.

This lack of help-seeking behaviour must be addressed in order to minimise the

negative effects of PPD on maternal and infant outcomes.

2.2.3 Facilitators

In contrast to the barriers, some factors do contribute to effective help-seeking behaviours in

women that experienced symptoms of PPD.
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2.2.3.1. Family and social support. Family and social support can be seen as both a
barrier and facilitator. In seminal research, social support is seen as an important facilitator to
seeking treatment for mental illness in general (Field et al., 2020). In the current study,
facilitating factors play a key role in encouraging women to seek treatment for their PPD
symptoms for them to improve. Although family reactions are usually perceived as a barrier,
in some cultures, the family contributes to the facilitation of treatment for women with PPD
(Dennis & Chung-Lee, 2006). Nahas (1999) reported that family members of Jordan women
are often seen as a reference point for assistance because they act as mediators between the
mother and the outside world. Similarly, in Korean culture, if the family is concerned about
the mother’s health, the whole family works together to resolve the crisis (Kim & Buist,
2005). This form of social facilitation is supported in a review conducted by Jones (2019), as
social facilitators were the most commonly cited facilitators of help-seeking among women
diagnosed with PPD.

2.2.3.2. The healthcare professional. The relationship between the healthcare
professional and the mother can also play a role in facilitating treatment as health
professionals play a salient role in help-seeking behaviour (Dennis & Chung-Lee, 2006).
Researchers Oates et al. (2004) conducted a cross-cultural qualitative study incorporating 11
countries, and drew on three groups of informants: focus groups with new mothers,
interviews with fathers and grandmothers, and interviews with health professionals. The
emergent themes from the informant interviews with fathers and grandmothers closely
matched those from the new mothers themselves where many of the women shared that
having someone to talk to (a healthcare professional) facilitated treatment as it acknowledged
their symptoms (Oates et al., 2004). Participants from the UK, Ireland, Sweden, France and
Japan all listed healthcare professionals such as a health visitor, or her equivalent, the

midwife, a general practitioner, psychologists’ paediatrician or the obstetrician were
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identified as sources of help (Oates et al., 2004). Therefore, the healthcare professional can
play an important role in assisting new mothers in identifying the signs and symptoms of
PPD, thereby educating mothers. In turn, offering a safe space for the new mother
experiencing these symptoms which may act as a facilitating factor. However, findings to the
study are not generalisable due to the small representative sample used. It is also important to
note that while some women identified healthcare professionals as facilitators, women who
came from more conservative backgrounds, such as Asian people in the UK, did not regard
professional or medical help as an appropriate resource to access (Oates et al., 2004). The
participants (women) in the mentioned study did not regard professional or medical help as
an appropriate resource to access for several reasons (Oates et al., 2004). Firstly, the
healthcare professions believed that the solutions to their problems lay outside their own
profession, such as the need for more counsellors and mental health services. Secondly, there
was a lack of awareness among health professionals about the specific needs of Asian
women, which made participants (the women) hesitant to seek help from them. Secondly, the
women viewed the extended family and personal relationships as protective factors, rather
than seeing the need for professional intervention. Overall, the women preferred personal and
psychosocial remedies, and only acknowledged the need for professional help if they needed
someone to talk to. This suggests that cultural factors and personal beliefs may influence the
perception of seeking professional help for PPD among different groups of women.

There is limited research (as well as a lack of more recent literature) on the factors
that facilitate the treatment of PPD for both Muslim and non-Muslim women experiencing
PPD, as opposed to research mentioning barriers. This implies a lack of awareness and
understanding of PPD in general and its relationship between women experiencing PPD and

the support structures or measures available to assist them in seeking treatment.
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2.4 Theoretical Framework

The Health Belief Model (HBM) was utilised as a lens to understand the study as well
as to frame the responses that participants provide to identify the factors that influenced them
in seeking treatment. The HBM has been used in studies focused on mental health help-
seeking behaviours among different age groups, genders, ethnicities, and cultures (HBM)
(O’Connor et al., 2014). It has been used widely in terms of health-related behaviours over
the years (see examples: Bae & Change, 2021; Kim & Bae, 2011; Shahnazi et al., 2020;
Shmueli, 2021; Smith et al., 2011; Wong et al., 2020; Yazdanpanah et al., 2015).

The HBM is a psychological model that aims to understand why individuals engage in
health behaviours in response to specific threats of illness or disease (Grissette et al., 2018;
O’Connor et al., 2014); for example, taking medications or participating in exercise
programmes. Strecher and Rosenstock (1997) suggested that if an individual believed that
they could experience PPD and that early diagnosis could improve their health outcomes,
they were more likely to seek treatment.

Although the HBM has not often been used in relation to PPD, it has been used
previously in the obstetric population. For example, Tavakkoli et al. (2018) developed an
educational intervention based on the HBM to enhance the quality of life (QOL) of women
with gestational diabetes and results indicated that the intervention was effective in
improving QOL among this population. The model also incorporates modifying factors that
influence the constructs, such as demographics and socio-psychological variables (Grissette,
2022). According to the American College of Obstetricians and Gynaecologists (2015), all
mothers are at risk for developing PPD after giving birth. However, there are certain risk
factors that contribute to the development of PPD such as a lack of social support or a history
of depression (American College of Obstetricians and Gynaecologists, 2015; Maimburg &

Vea&th, 2015; Milgrom et al., 2011).
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According to the HBM, a person’s health behaviour (such as seeking treatment for a
health condition) can be explained by seven constructs namely, Perceived Severity, Perceived
Susceptibility, Perceived Threat, Perceived Benefits, Perceived Barriers, Self-Efficacy of

Seeking Help and Cues to Action. Each of the constructs are discussed below.

2.4.1 Perceived Severity of PPD

Perceived severity refers to how PPD may affect a woman if she is diagnosed.
According to Foulkes (2011), women who have never suffered from depression may not
understand the severity of it as the term is often used loosely in society. As such, women are

more likely to seek treatment if they are aware of the severity of PPD.

2.4.2 Perceived Susceptibility of PPD

Perceived susceptibility refers to one’s beliefs about the likelithood of being diagnosed
with PPD (Champion & Skinner, 2008). Research shows that many women believe that they
are not susceptible to PPD as they are ‘normal’ and therefore PPD cannot affect them (Byatt
et al., 2013; Hannan, 2016). If women believe that they are susceptible to PPD, they are more

likely to seek psychological and pharmacological help.

2.4.3 Perceived Threat of PPD

Perceived threat is seen as a combination of perceived severity and susceptibility. In
order for women to seek treatment, women must believe that they are susceptible to PPD and
they must believe that PPD will have a severe impact on their lives and the lives of their

children (Champion & Skinner, 2008).



30

2.4.4 Perceived Benefits of seeking treatment

According to Rosenstock (1974), the perceived benefits of receiving treatment is how
effective a woman believes it will be in preventing or treating PPD. There are various
advantages to getting psychological or pharmacological assistance for the treatment of PPD,
including improved prognosis, increased quality of life (QOL), improved maternal-infant
connection, and a lower risk of behavioural and cognitive issues in children (Drake et al.,
2013; Murray et al., 2014). As such, a woman needs to believe that the treatment for PPD is

more beneficial than the threat of PPD.

2.4.5 Perceived Barriers to seeking treatment

Perceived barriers can prevent women from seeking psychological or
pharmacological help for the treatment of PPD (Rosenstock,1974). Studies show that
researchers suggest that a lack of awareness of PPD, a lack of awareness of symptoms and a
lack of knowledge concerning PPD, are barriers that often prevent women from seeking
treatment. Thus, if women are educated concerning PPD and symptoms concerning PPD,
they will be more aware of the presentation of PPD and therefore more likely to seek

treatment.

2.4.6 Self-Efficacy of Seeking Help

Self-efficacy refers to one’s confidence in one’s ability to act by seeking treatment
(Champion & Skinner, 2008). Women are often scared of seeking treatment as they are afraid
of how their families will react and are afraid of being judged. As such, lack of self-efficacy
regarding treatment may make women feel as though they cannot seek help (Freed et al.,

2012; Henshaw et al., 2016). For behaviour to change, women must feel threatened by their
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current behavioural patterns (perceived susceptibility and severity) and believe that by
seeking treatment for PPD, they are not alone (perceived benefit) (Champion & Skinner,

2008).

2.4.7 Cues to Action

According to Rosenstock (1974), internal or external triggers such as self-efficacy and
support (from families, partners and health professionals) play a role in women seeking
treatment. Previous studies have shown that external cues, such as discussions with health
professionals regarding symptoms of PPD, increased intention to receive treatment for PPD
(Dennis & Chung-Lee, 2006; Flynn et al., 2006).

Although the HBM supports the domain of physical health, considerable research has
been conducted to show how HBM affects the domain of mental health (O’Connor et al.,
2014). More specifically, the HBM has been beneficial in predicting mental health help-
seeking behaviours related to the perceived barriers and facilitators to seeking treatment, as
shown in figure 1. The HBM is not restricted to specific age groups, health problems or
clinical populations (O’Connor et al., 2014).

Figure 1
Inclusion of postpartum depression (PPD) concepts to the health belief model (Grissette et

al., 2018)
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Psychological Help for PPD

It is worth noting that there is a lack of qualitative studies describing women’s
experiences with PPD and their help-seeking behaviours. There is also a dearth of recent
literature regarding the treatment options available for PPD both globally and in South
Africa, specifically for Muslim women. This highlights the need for more studies such as the
present study to explore and identify the barriers and facilitators to seeking treatment
amongst Muslim women who have experienced symptoms of PPD. The HBM was also

explained with regard to its applicability to the current study. The following chapter will
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CHAPTER THREE

METHOD

3.1. Research design

A qualitative approach was selected for the study, utilising an exploratory research
design to explore Muslim women's descriptions of the factors that impact their decisions to
seek support vs treatment for PPD (Stebbins, 2001). This is an appropriate research design, as
limited qualitative studies have explored the topic in this context. Qualitative research
explores participants' subjective experiences and describes their understanding of the data
from conversations between the researcher and participants (Creswell & Poth, 2018; Kitto et
al., 2008). By using a qualitative design, the data received provided insight into women’s
experiences seeking treatment for PPD that are difficult to produce with guantitative
measures by providing the researcher with thick, in-depth descriptions (Gephart, 2004).
Qualitative research “studies, documents, analyses, and interpretations show how human
beings construct and attach meanings to their experiences” (Patton, 2015, p. 13), which is
extremely important with regard to the aim of this study. This design is less structured and
more flexible, allowing the participants to share their perspectives about the phenomenon
being studied without the researcher imposing their views (Azungah, 2018). The flexibility of
qualitative research allows for new data to be discovered, thereby enriching the discipline (De
Massis & Kotlar, 2014; Doz, 2011; Sinkovics et al., 2008; Yauch & Steudel, 2003).

It is important to identify and understand the topic from the participants’ (Muslim
women) subjective views due to the lack of literature regarding their experiences of PPD and
them seeking treatment in the South African context. Using the HBM framework, allowed for
participants (Muslim women) with PPD to describe any perceived benefits (facilitators)

and/or perceived barriers based on the perceived experience of PPD that influenced their
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access to seeking treatment (such as psychological help available for PPD) (see figure 1 in

chapter 2).

3.2. Participants, sampling and research context

The inclusion criteria for participants were as follows: they had to be Muslim women,
18 years of age and above, from South Africa, who displayed any symptoms of PPD and had
either considered seeking help for their condition or had already sought support for their
condition. Data collection occurred towards the end of 2021 (September-October). A total of
10 participants were interviewed. According to Boddy (2016), qualitative researchers should
aim for a minimum of 12 participants for saturation to be reached (Boddy, 2016) to gain a
new and richly textured understanding of the research under study (Vasileiou et al., 2018).
However, the total number of participants is decided based on the quality of useful
information collected from each participant to meet data saturation (Boddy, 2016). This
saturation was fulfilled after 10 interviews. Each participant provided detailed, in-depth
accounts of their experience with PPD and the factors that influenced them in seeking
treatment. Therefore, the researcher decided that data saturation was reached after the 10"
participant was interviewed, as no significant or new information emerged during this
interview.

Participants needed to have access to a device with a stable internet connection due to
the nature of data collection. This decision was made owing to the lockdown restrictions
implemented during 2020-2021 by the South African government due to the Coronavirus
(COVID-19) pandemic, thereby limiting face-to-face interaction. The researcher created an

Instagram account to advertise the study's needs and invite users to participate voluntarily
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should they meet the selection criteria. The study recruited participants using two non-
probability techniques, purposive and snowballing sampling (Babbie, 2013a).

In the beginning of the recruitment phase, certain bloggers/social media influencers
were approached and requested to advertise the recruitment poster via their social
media/social networking sites (SNS). These influencers were selected owing to the content
on their Instagram page, which specifically campaigned for Muslim female empowerment,
Muslim mental health awareness and those who have created awareness around PPD.
However, there was a low response rate from these accounts. A recruitment poster was
distributed amongst other SNS (see Appendix B and E) such as Instagram, Facebook and
WhatsApp statuses of friends/family of the researcher. Participants were also recruited
through a snowball sampling method. Social network users meeting inclusion criteria shared
the study's description through word of mouth or reposting.

The participants’ demographics are presented in table 3.1 below.

Table 3.1
Participant demographics

All participants in the study were Home Language English female speakers.

Participant I\élarltal Age Place of Residence Occupation
tatus
SF Married 27 Durban Teacher
DB Married 30 Cape Town Doctor
CH Married 36 Durban Finance
TA Married 28 Cape Town Doctor
RL Married 32 Johannesburg Marketing &
communications
GT Married 26 Cape Town City worker
NP Not married 33 Cape Town Sales and
marketing
KM Married 28 Johannesburg Housewife
RS Married 24 Johannesburg Tourism
JS Married 25 Cape Town Doctor

As shown in Table 3.1, the study sample consisted of 10 female Muslim participants.
Initials were used as a means to anonymise the identities of the participants; it should be

noted that these initials do not correspond to the actual initials of the participants involved.
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Their ages ranged from 24-36 years (M= 28.9; SD= 3.81). Participants most commonly
resided in Cape Town (N=5), Johannesburg (N=3), and Durban (N=2) in South Africa. These
are the Western Cape, Gauteng and KwaZulu-Natal provinces, respectively.

Furthermore, the research context of this study focused on Muslim women residing in
South Africa. Due to the nature of data collection due to the COVID-19 restrictions limiting
face-to-face interaction, the researcher was able to gain access to participants from different

provinces in the country.

3.3. Data collection procedures

The study used semi-structured individual interviews as a method of data collection,
which were conducted online due to the COVID-19 pandemic (Li et al., 2020). The semi-
structured individual interviews were conducted by the researcher via an online video
platform, Google Meet, due to the COVID-19 restrictions placed at the time. The Google
platform was also utilised as it is the university’s preferred communication platform (i.e.,
Google email accounts and licences are provided to those associated with the university).
This allowed the researcher to gain valuable in-depth data from participants through an online
platform that could conduct real-time one-on-one interviews (Datta et al., 2015). Due to the
study’s exploratory nature, the questions were open-ended to allow participants to share their
thoughts and experiences (see Appendix D).

Before the commencement of formal data collection, a pilot interview with three
women was conducted to ensure that the questions (see Appendix D) were easily understood,
limited ambiguity and elicited the information required that the study aimed to seek. Upon

completion of the pilot, all questions were clear and none changed.



37

Most participants (n=8) contacted the researcher via the direct messaging feature on
Instagram SNS to express their interest in participating in the study. Two participants
contacted the researcher via the WhatsApp SNS. Upon expressing their interest in the study,
the researcher shared the information sheet (see Appendix A) with participants via these
platforms before they decided to participate in the online interview. Here, the participants
were given the space to ask questions or address their participation concerns. All participants
felt comfortable proceeding after reading the information sheet. After the participant agreed
to join the study upon reading the information sheet, the researcher requested the participant’s
email address for the consent form (see Appendix C) to be sent and signed by the participant.
These documents were then sent back to the researcher via email, WhatsApp or Instagram,
whichever was most convenient for the participant.

After informed consent was received, the researcher and participant discussed a
suitable date and time based on both parties’ availability to schedule the interview. Each
interview was audio-recorded using the Google Meets record function and a cell phone
recording device as a backup. The overall duration of the interviews ranged from 30-60
minutes. Participants were asked for their verbal consent in addition to their written consent
via the recorded online interview. All interviews were transcribed verbatim, and minor
translations were made where necessary. Participants were given the option to have their
cameras switched off or on. Some participants (n=3) opted to have their cameras switched
off, making it difficult to observe body language, such as nonverbal cues. As a result, this
was one of the limitations of the study. However, participants’ level of comfort and security
were more important, which elicited more honest responses and openness from the

participants, during the interview.
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3.4. Data analysis

Thematic analysis, as proposed by Braun and Clarke (2020), was utilised after
interviews were transcribed verbatim. This approach was employed as it identified common
themes, allowing an in-depth analysis of the data (Braun & Clarke, 22020006). The analysis
also employed a more reflexive thematic analysis approach as proposed by Braun and Clarke
(2020), as this emphasises the subjective interpretation of the data. Reflexivity is crucial for
ensuring the rigor and validity of the analysis (Braun & Clarke, 2020). Reflexive thematic
analysis acknowledges the role of the researcher's own perspectives and biases in shaping the
analysis process and findings (Braun & Clarke, 2020).

The themes were identified, capturing the subjective accounts of Muslim women’s
experiences with PDD and their ways of seeking treatment. Thematic analysis was deemed a
suitable approach for the proposed research study as it is subjective and based on experiences
(Braun & Clarke, 2020). The researcher followed the six steps of thematic analysis developed
by Braun and Clarke (2020). Firstly, the researcher had to familiarise herself with the data.
Secondly, the research generated codes to begin to capture themes. Thirdly, possible themes
were identified and investigated. In the fourth step, these identified themes were then
reviewed. Step five involved naming and defining the identified themes. Lastly, the themes
were written up as a results section in the thesis. The themes were accompanied by examples
of extracts from the data collected to illustrate the theme (Braun & Clarke, 2020).

To enhance the data analysis process, a qualitative data management software, Atlas.ti
(2022), assisted in managing participants’ responses and was used to facilitate this process
(Babbie & Mouton, 2007). The data was coded using an inductive approach to develop
themes and subthemes based on several phases of coding and grouping these codes in Atlas.ti
(2022). Using an inductive approach, the analysis process was guided exclusively by the

participant’s experiences (Azungah, 2018), without any preconceived coded list as in a



39

deductive approach (Azungah, 2018). The process involved carefully looking over the data
line-by-line and assigning codes to text paragraphs or sections as constructs were identified.
Following Braun and Clarke’s (2020) steps for thematic analysis, the researcher was allowed
to read the transcripts several times to understand the content and identify the relevant
themes. The researcher also made use of the memo function in Atlas.ti (2022) to further
facilitate the analysis process, as De Vos (2005) suggested. This allowed the researcher to
constantly make notes, reflect on the process, and identify commonalities and differences in
the data. For example, recurring data arose, and by using the memo function provided by
Atlas.ti, codes could be thematically grouped, analysed and where relevant, compared with

the literature reported in the literature review (chapter 2).

3.5. Reflexivity

As the researcher, | was committed to being reflexive in this study and throughout the
research process. Reflexivity refers to acknowledging how one’s beliefs and thoughts may
influence the collection and interpretation of the research being conducted (Babbie, 2013b). |
acknowledge that | am a young Muslim woman who has not experienced pregnancy nor
postpartum depression first-hand. This self-disclosure was crucial for recognising potential
biases and perspectives that could influence the study, serving as a foundation for my
reflexivity. By acknowledging my positionality, | aimed to mitigate the impact of my
background on the research process, ensuring that my experiences, or lack thereof, did not

unduly colour the findings.

In this regard, | was committed to repeating acts of personal reflection with my
supervisors throughout the research process, particularly during data collection and analysis.
This ongoing reflection aimed to identify and address any biases, assumptions, and influences

that might arise, ensuring that the research remained focused on the participants' perspectives
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and experiences rather than being overshadowed by my preconceptions. This ensured that

possible bias and misinterpretation did not hinder the study.

My intention, as a researcher, was not to force my values and viewpoints but rather to
use this platform to give a voice to the knowledge, experiences and understandings of
participants’ subjective perspectives. This approach was pivotal in ensuring that the study's
findings were genuinely reflective of the participants’ perspectives on accessing treatment for
PPD. By prioritising the participants' subjective understandings and experiences, | minimised

the risk of imposing my values and viewpoints on the data.

The integration of reflexivity into the research process had a significant impact on the
results. It ensured that the findings were a faithful representation of the participants'
experiences, free from undue influence from me. This approach enhanced the credibility and
validity of the study, providing insights into the factors influencing access to treatment for

Muslim women with PPD that were grounded in the participants’ lived realities.

3.6. Trustworthiness

To maintain methodological rigour, this qualitative study established trustworthiness
by Lincoln and Guba’s (1985) criteria: credibility, dependability, transferability and
confirmability (Lincoln & Guba, 1985). Credibility, referring to the truthfulness of the data
(Maher et al., 2018), was achieved through member checking by confirming the data with
participants during and after the interview to ensure that the data was credible. In this study,
member checking was achieved after analysis was completed by sharing a draft of the
findings chapter with the participants to confirm if the quotes used were sufficient and de-
identifying. All participants (n=10) confirmed and agreed with the quotes used.

Dependability ensures that the findings of a qualitative study are repeatable (Maher et al.,
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2018). This was achieved through a thorough and detailed description of how the data was
collected and analysed to enable other researchers to repeat the work. Confirmability refers to
confirming the data as provided by the participants (Maher et al., 2018) and was achieved by
describing how the participants’ responses were interpreted throughout the data analysis
process. Lastly, transferability refers to the ability of the findings to be transferred to other
groups (Mabher et al., 2018), which was achieved by providing a detailed description of the

final results.

3.7. Ethics

This study obtained institutional permission and followed the ethical guidelines
required by the Biomedical Research Ethics Committee (BMREC). Before data was
collected, ethics clearance was obtained by BMREC (BM21/6/1) (see Appendix F). The
researcher obtained permission from the authors of the social networking sites (SNS) that
assisted in recruiting (see Appendix E). Qualitative research aims to protect the identities of
participants. However, since qualitative studies contain detailed descriptions of participants,
confidentiality breaches via deductive disclosure are often of concern (Kaiser,

2009). Deductive disclosure refers to when the characteristics of people or groups allow them
to be identified in study reports (Sieber, 1993). In order to address these concerns, a dominant
approach was used in which data was collected, analysed and reported without comprising
the participants' identities in the study. Participants’ identities were protected through
pseudonyms in the write-up of the analysis and discussion of findings. Before participants
agreed to take part-take in the study, they were informed of the details of the study in its
entirety via an information letter (Appendix A). They provided their consent (Appendix C).

The information sheet and consent form were sent to the participant as soon as they showed
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interest in participating. The researcher requested both written and verbal consent. In terms of
verbal consent, participants’ agreement to the study was obtained during the recorded online
interview. Participants signed the form online and emailed it back to the researcher regarding
written consent. In addition to the signed consent form, participants confirmed their
participation upon replying to an email sent directly.

Participants were informed that they had the right to withdraw their participation, and
their information was provided without consequence. Furthermore, the participant’s mental
well-being was considered and protected by ensuring they were aware of the services they
could access should the need arise. If they felt they needed external assistance, the researcher
had measures in place to refer them to Lifeline and the South African Depression and
Anxiety Group (SADAG). The contact information of these organisations was reflected on
the information sheet. Fortunately, however, this need did not arise. The data collected is kept
on the researcher’s and supervisors’ password-protected computers and will be destroyed
after five years. These include both recorded and transcribed interviews. In accordance with
the Protection of Personal Information Act 4 of 2013, the researcher ensured the

confidentiality of personal data (Republic of South Africa, 2013).
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CHAPTER FOUR
FINDINGS

4.1 Introduction

In this chapter, the findings are presented through main themes and subthemes that
emerged from the data. Transcripts were analysed through thematic analysis as proposed by
Braun and Clarke (2005), as discussed in Chapter 3. Therefore, Chapter 4 explores the
accounts of participants' (Muslim mothers) experiences, with excerpts of interview transcripts
to substantiate the main themes and participants’ subjective experiences.

All interview questions were guided by the research aims and objectives, namely: to
explore the factors influencing Muslim women to seek treatment when they experienced
symptoms of or were diagnosed with PPD by identifying and describing both the barriers and
facilitating factors that Muslim women experienced in considering seeking support struggling
with symptoms of PPD. It was not a requirement that participants were formally diagnosed

with PPD.

4.2 Thematic categories and themes

Four themes were identified and further divided into subthemes. The themes and sub-

themes are presented in table 4.1 below:
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Table 4.1
Themes
Themes Summary of theme Sub-themes
Muslim women’s  This theme refers to the mothers’ e The emotions associated

understandings of
and experiences
living with PPD

personal perspectives held living
with PPD, including their °

emotional experiences. -

with PPD

‘Mom guilt’

Being a working mom
Steps taken in seeking
support or assistance for
PPD

Muslim women’s
understandings

and experiences

This theme focuses on the °
participants’ perception of the
role that family and the -

Perceived support from
partner

Factors that facilitated their

of family community play in them healing

members and the  considering seeking treatment. e Perceived support from
community family

Contextual factors This theme describes various e Practices of faith: ‘Make

that impacted
Muslim women’s
experiences of
PPD

contextual factors that were

mainly attributed to mothers’ ®
religiosity, and the interplay

between societal and familial

stigma participants often had and
experienced with their support

system.

dud’ (praying)
Stigma

- Societal stigma
- Familial stigma

Muslim women’s
Recommendations
for others who

experience PPD

This theme describes how °
participants suggest ways to help
future mothers who may struggle °

with symptoms of PPD.

Including mental health talks

in religious talks (sermons)

Support groups for mothers
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4.3 Muslim women’s understandings of and experiences living with Postpartum

Depression (PPD)

This section focuses on the subjective and more personal experiences of participants.
Participants tried making sense of their symptoms by becoming aware of them, such as
acknowledging symptoms, thinking about them, and trying to understand where they came
from. They also described the emotions that becoming aware of the symptoms elicited.
Participants described their emotions at the time, and the lessons they learned regarding those
feelings. Moreover, regardless of their diagnostic status, with 50% of the participants having
been professionally diagnosed and 50% identifying their condition through self-diagnosis,
each participant actively became more self-aware and took ownership of their symptoms and
the associated feelings. For example, CH, 36 years old reports this self-awareness and
ownership as:

“I mean even if there was something positive for me, there was always a ‘but’ that

went with it, and I could see myself channelling into a negative person I wouldn’t

want to be around and so yeah, hence why | decided to go that route [seeking
psychological help].” (CH, 36 years old)

Similarly, EL and GT also reflected on this process of self-awareness: “telling myself
that 1 am enough, working through childhood issues and wanting to be perfect and all those
kinds of things” (EL, 32 years old). As with GT, she was able to seek her partner’s help after
realising her negative feelings and emotions:

“l was crying uncontrollably because I had this empty feeling of feeling alone and

sad, and | was just frustrated with myself because I didn't feel the motivation to do

anything and I then messaged my husband and told him like I can't stop crying, | don't
know what's wrong with me like I felt like I was losing my mind, losing myself and

everything like yeah.” (GT, 26 years old)
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Participants directed their attention inward, focusing on themselves and their personal
characteristics to better understand and make sense of their symptoms. This introspective
approach was evident in both groups, illustrating a strong sense of self-awareness and
responsibility towards their emotional well-being, irrespective of how their diagnosis was
obtained. They also showed that they were able to engage with the emotional content (i.e., the
range and intensity of emotions) that the awareness brought, by trying to understand these
emotions and trying to look at ways to deal with it. Therefore, the intrapersonal focus of the
participants refer to the personal perspectives they held and still hold regarding their
experience, how they understood it and try to manage it effectively. Intrapersonal focus refers
to the participants’ internal sense of self and the system of internal function during her PPD
experience. The focal point of intrapersonal focus for these mothers was the emotional
content that PPD brought and how difficult it was for them to manage these emotions. The
subthemes that emerged from intrapersonal focus, included ‘The emotions associated with
PPD’, ‘Mom guilt’, ‘Being a working mom’, and ‘Steps taken in seeking support or

assistance for PPD’.

4.3.1 The emotions associated with PPD

The majority of the participants described experiencing the symptoms of PPD as
negative. Most participants (n = 9) described the negative feelings associated with their PPD
and described feeling “overwhelmed” and “not knowing how to deal with... how to deal with
the sudden changes.” (GT, 26 years old). Similarly, another participant emphasised how an
intense lack of motivation affected her daily tasks:

“l was very down, | had no lus [had no motivation] you know, to do anything. | would

wake up in the morning...wake up in the morning just dreading the whole day. I had

uhm [ felt like I couldn’t look after my daughter, like I just didn’t feel like I was able
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to look after [her], I didn’t feel like I had it in me to look after [her], | was really

miserable, cried a lot.” (KM, 28 years old)

“I think it’s an overwhelming sadness and nostalgia or something related to loss you
know....that’s how I interpret it as you know, like not something that’s right in front
of you and overwhelming depression that comes along with it and overwhelming
loneliness that comes with being surrounded by a ton of people you know, that’s how
I define it...loneliness on so many levels, I would definitely just say loneliness, yeah.”

(RS, 24 years old)

Most experiences were described as eliciting strong emotional content. The emotions
they experienced living with PPD were described as feelings of “sadness and despair” (DB,
30 years old) and “overwhelming loneliness” (RS, 24 years old).

Participants stated that their mental capacity to engage as ‘normal’, or as they
normally would, was negatively affected by their morale being lower than usual due to their
experience with PPD. The mothers reported that this resulted in them not performing
maternally as they expected they would. Therefore, mothers saw a relationship between
cognitive decline and emotions that they experience, for example:

“I think maybe your general state and your mental perspective is a lot more way down

[decreased in a negative way] and maybe it’s fogged by things, so you not, you don’t

always have clear clarity and you not as stable as you would normally be.” (EL, 32

years old)

The negative emotions experienced after giving birth notwithstanding, some
participants also acknowledged the physiological changes that occur after giving birth and

how that contributes to PPD.
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“I think for me what I think about it is...it’s basically in the hormonal shift, I feel like
it’s your body mourning because your child has left your body and with that comes

whole lot of...and you are reborn as a mother. That’s what postpartum depression is

to me.” (JT, 25 years old)

“For me, it’s like your hormones, brain and everything is just not functioning the way

you would have expected it to after birth for me.” (NP, 33 years old).

Although both participants reflected on the changes accompanied by the hormonal
shifts, one participant admitted that it was not quite what she expected. Most women prepare
for the baby but often forget to focus on themselves because ‘expect the unexpected’ goes for
mothers too.

4.3.2 ‘Mom guilt’

Self-care is especially important as a new mother. However, with a newborn, it is
usually expected that they share their time (not only with the baby but with family and friends
who want to spend time with the baby) and the baby becomes the focus of attention. The
child is usually seen as the priority and the participants' self-care become secondary as a
focus on their own needs before that of their family are seen as a contradiction, against
stipulated cultural norms that emphasised that women need to prioritise their family’s needs
before their own.

Based on participants’ feedback it would seem that familial/societal/religious
expectations that had been internalised, created a sense of guilt. It was expected of mothers to
focus on their child’s and husband’s well-being and not on the symptoms of distress that they
experience. Many participants felt conflicted and guilty, unable to prioritise their role as
mothers and partners due to how they were feeling. For example, RS, 24 years old, described

this as, “I’m afraid that if something goes wrong between my husband and I, they [family]
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will use that against me, say I’m unstable and [they] wanna take my child away from me you
know...”.

Participants articulated strong emotions of guilt, often described as "mom guilt". DB,
30 years old, found it difficult to seek professional treatment and describes how she struggled
to cope on an emotional level:

“...just mom guilt in general, so feeling bad about wanting a break, feeling bad about

asking for help, feeling bad about feeling tired, and you know...It’s supposed to be

this rite of passage, and you're supposed to just sort of go into it and run sprinting into
motherhood, but actually your physical and emotional needs kind are put on the
sideline and then when you do invest in those you feel guilty about putting yourself
first above your child.” (DB, 30 years old)

Evidently, feelings of guilt emerged as a result of many things, but as one participant
describes, even started with not being able to deliver her baby as she ‘should have’: “But
regarding my relationships, | would say it really put a strain on a lot of them. Firstly, my
relationship with myself because | saw my birth or the lack of having a natural delivery as a
sort of failure” (SF, 27 years old).

Some participants also described how their “mom guilt” affected their relationship
with their partners, as the inability to balance the added responsibility of caring also impacted
their relationship with their partners:

“I felt like 1 was in a cycle because | felt, you know like my husband was working

full-time job looking after my son. | felt guilty that he is doing all of this and | would

still come with my outbursts and put that on him.” (TA, 28 years old)

Therefore, the diverse home environments experienced by the women in this study
played a pivotal role in fostering feelings of guilt, which in turn led to the 'suppression’ of

their emotional responses. This suppression was particularly evident in their attempts to
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manage feelings associated with PPD, emotions that they perceived as ones they 'shouldn't’
have.

Similarly, for JT, 25 years old, she felt guilty for not being able to do normal daily
tasks, which fell on her partner:

“Like | felt like I put him [my partner] through so much already... because he

shame...he did a lot, I physically couldn’t do anything, I just breastfed and then I

would cry and cry and cry and cry...he is busy sorting out supper, washing the baby’s

clothes and hanging it out, cleaning and doing all the chores, things I couldn’t do. I

literally just laid and did nothing and fed my child until he went to sleep maybe, yeah

at the beginning...” (JT, 25 years old)

Apart from the emphasis on the intrapersonal focus, mothers highlighted the
interconnectedness of the focus on self with the social unit in which they operate. The
partners and family members were perceived to have a significant influence not only on their
experience of PPD but also on their coping strategies (such as JT referring to how she cried a
lot).

4.3.2.1. Being a working mom. COVID-19 exacerbated participants’ symptoms of
PPD as it resulted in women feeling alone and isolated. The multifaceted roles mothers are
expected to perform have been reported as a contributing factor to the mothers' periods of
feeling disconnected from their children. Mothers stated that their time away from the
newborn escalated their mental health issues. The lack of balance was highlighted in regard

to being a full-time mom, an employee and meeting all the deadlines requested for each role.

“l was extremely anxious when | went back to the office, | was extremely anxious
with baby number two, feeling worried about balancing my full-time job and being a
good mother and meeting demands you know keeping my job and worrying about the

first child, it’s just felt overwhelming, uhm I didn’t sleep well, as soon as I started
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work with my second baby, I couldn’t sleep through the night anymore, I was waking
up and overthinking out of anxiety, and | started breaking my hair more than usual, |
didn’t really struggle with anxiety though but my hair breaking was on another level.”

(EL, 32 years old)

Contrary to the above, TA, 28 years old, shared a different perspective. She felt that
by returning to work, she would be neglecting her child and not be able to adhere to the needs
of her baby:

“I think other difficulties I had was like adjusting to when I went back to work. That

was very difficult for me because | had a lot of guilt about leaving my baby, uhm and

| went back. My first day of maternity leave was literally the first day of lockdown
and that’s when the pandemic started and everything. So, obviously the pandemic,

I’m having a newborn you know, everything, I was really feeling uncertain about a lot

of things uhm anxiety...” (TA, 28 years old)

In contrast, another participant reported that time apart from her baby aided in her
healing. A positive comment on working during COVID-19 by a participant claimed that it
allowed her to have a life where she existed outside of the responsibilities being a mother.
She saw returning to work as a space between her responsibilities as a new mom and
retaining her individuality:

“to give an idea, when my son was 7 weeks, | had to go back to work, so | was
away from him, | had almost 9-10 hours to myself. So, I think that helped me
to heal, just to get a bit of myself back and some distraction from the mom

lifestyle. So, that helped me to heal ...” (JT, 25 years old)
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4.3.2.2. Steps taken in seeking support or assistance for PPD. Based on the
mentioned feelings of guilt and avoidance of engaging and dealing with their PPD symptoms,
participants had a strong reluctance to seek help informally or to engage in professional
treatment (this included participants who both professionally diagnosed as well as self-
diagnosed). They preferred to and sometimes even felt obligated to attend to everyone else’s
needs but their own; a common theme found in every participant interviewed.

If most participants were able to recognise and acknowledge that they needed help,
the first person that they usually turned to for help was their partners as evident in GT’s (26
years old) description reaching out to her husband for support when she reached breaking
point:

“I then messaged my husband and told him like I can't stop crying, | don't know

what's wrong with me like I felt like | was losing my mind, losing myself and

everything like yeah and then he recommended that | contact my gynaecologist or
obstetrician.” (GT, 26 years old)

Interestingly her partner suggested that she seek help from her gynaecologist or
obstetrician, thus suggesting that he thought the difficulties that she is experiencing might be
more physical and that this can be attributed to her pregnancy and delivery. Some mothers
were able to identify the need to seek professional help. CH, 36 years old, was able to
recognise when she was “losing herself” and decided to opt to seek professional support, “I
mean even if there was something positive for me, there was always a “but” that went with it,
and I could see myself channelling into a negative person I wouldn’t want to be around and
so yeah, hence why I decided to go that route [counselling]”. EL, 32 years old, also had
similar thoughts when confronting the need to seek treatment, “telling myself that [ am
enough, working through childhood issues and wanting to be perfect and all those kinds of

things”.
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4.4 Muslim women’s understandings and experiences of family members and the
community

Women living with PPD in Muslim communities’ state that they experienced a lack of
understanding from their families. They experienced a lack of support which was a
significant barrier to their healing. Participants felt that a lack of support and understanding
of the challenges that mothers might experience with her new role as mother significantly
contributed to the development of PPD. With the baby’s arrival, family and friends of the
mothers’ inner circle share their advice on how to manage the new role, mainly based on their
own personal experiences. Unsolicited advice from these parties contributed to participants’
feelings of isolation as they felt marginalised and not supported. Families’ understanding of
what PPD is and having continuous support from the partner were seen as facilitators to
managing the symptoms of PPD, while a lack of understanding and support was seen as a
barrier.

Therefore, in contrast to the mothers intrapersonal focus as mentioned above, the
interpersonal factors which greatly influenced their experiences and decisions regarding
seeking treatment involved the dynamics and relationships with others around them. The
subthemes that emerged included ‘Perceived support from partner’ and, ‘Perceived support

from family’.

4.4.1 Perceived support from partner

Participants living with PPD find completing mundane tasks, such as getting out of
bed or cooking, increasingly difficult or impossible to cope with during and after pregnancy.
PPD and the associated symptoms negatively impacted their emotional state, completing
tasks, caring for the newborn, and maintaining the household. Most participants (n=5) had

active support from their partners, which resulted in their spouses stepping in to perform the
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prescribed duties of the mother in the household. As partners, the fathers took on
responsibilities such as cleaning and cooking, tasks that are often associated with
women/mothers as prescribed by society in general as well as Islam.

One participant stated that during her struggles to cope with her new role as mother,
she found her partner to be supportive as he researched how childbirth could have contributed
to her symptoms, how important breastfeeding is and how to make breastfeeding a positive
experience and also how to parent a newborn baby.

“...s0 he [partner] would you know like maybe try and say that you know this person

didn't mean that it could have meant that she meant this, for example, and then |

would cry over not being able to breastfeed successfully and he would do his research
cause he was also a first-time dad. He didn't know what was happening so he would
do his research and say “OK, I think we should try this or maybe you should try
this... a different technique and you know slowly”... all that really helped and just
yeah just being there so you know you sometimes, you don't need anybody to fix

things for you, you just need them to be there and that was, yeah.” (SF, 27 years old)

The majority of participants agreed that support from their partners was important and
facilitated their healing such as DB, 30 years old, who describes her partner as having
unconditional acceptance towards her:

“The other thing, having the support of spouse, I think that was the most important

thing is that | didn't have to over-explain how I felt or uhm, like I didn't have to feel

guilty about my feelings because he just understood and why I couldn't function or do

the things that | was meant to do or supposed to do.” (DB, 30 years old)
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Similarly, GT, 26 years old, found that having open discussions with her partner also
resulted in contributing to her healing:

“My husband and I had a conversation about being open and honest and like not

worrying about you know, uhm, what the other person would think and that he would

fully support me no matter what. So, I think that because we had that discussion about

that because he knows that | have difficulty opening up and speaking about how | feel

in that exact moment.” (GT, 26 years old)

However, some participants described not receiving the constant support they needed
and expected from their partners such as RS, 24 years old:
“He gave me all these generic answers answers and | spoke to him about it twice or
three times and I was like you know what, “I think I’'m going through something
called postpartum depression and this is what happens you know, you get very
overwhelmed, you very sad, you know there’s this big change in your life, you get
very emotional”...I used to cry every single day, you know sometimes he would leave
his phone at home and it would give me the most anxiety cause I’'m like who am I
gonna talk to now, | have no one, I literally have no one. | remember like calling like
one of my friends who had a baby like four months prior to me and | remember just
like crying and telling her like “why didn’t you tell me it would be like this, like you
lied to me, told me it’s gonna be amazing and it’s horrible, I hate it, I just want things
to just end, go back to the way it was” and she’s like “it’s normal, you will get
through it you know” and now I would break down and cry cause I'm still going
through it, uhm five months later uhm he’ll tell me that I need to get a mental

evaluation because I have a chemical imbalance and I'm crazy...yeah and then, that’s

my life.” (RS, 24 years old)
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Similarly, NP, 33 years old, expressed her lack of suppport from her partner as:

“he is always making empty promises, oh my God I can’t deal...for me if you are not

sure you gonna do it, rather say look here I’'m gonna try but if I can’t, [ can’t...don’t

“kasam” and “sumba” and this. You can’t do it or you don’t want to do it or you come

up with a lie oh I forgot. So, then just don’t say anything, just keep your mouth...”

(NP, 33 years old)

Therefore, the lack of consistent support from their partners seemed to impact
mothers recovery proccess significantly.

4.4.1.1 Factors that facilitated their healing. Most participants (n = 6) were able to
reflect on what they wish they knew before having a baby as well as what they believed they
should have done prior to and after giving birth. Therefore, although prior knowledge of what
the experience of pregnancy can entail and how to manage is important, being aware of
yourself and how you cope with these challenges is even more important. Participants
emphasised the need to be aware of the different coping mechanisms that they use during and
after their pregnancy. They also stressed how important it is to understand how the pregnancy
might impact their relationship with their partner and consequently how they will parent their
children: “So, I learned to trust myself more, 1 think after that and then slowly my confidence

you know started building up” (SF, 27 years old). Similarly, another participant said:

“Yes, you do need to make time for yourself. Uhm, some days you won't be able to

cook food or keep the house clean, but if you have an understanding and loving

partner uhm it makes a huge difference when you work together as a team.” (GT, 26

years old)

Participants also stressed how important it is to prioritise their mental health as this
affects their relationship with their partner and their child(ren). Some participants emphasised

that managing parenthood is both parents’ responsibility:
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“Just get on board with the spouses to like figure out exactly what kind of parents
they're going to be and how they're going to troubleshoot things based on the current
coping skills and coping mechanisms and yeah, just kind of talk about that and
explore that and basically empower them with information on parenting and yeah,
that's about it.” (DB, 30 years old)

Most participants (n= 8) experienced guilt as their diagnosis impacted on their well-
being and also affected their relationship with their partners and their children. Most of them
tried to prioritise the family’s needs, keep to expected duties and roles that needs to be
fulfilled as a Muslim mother and partner, rather than focusing on their own distress. It was
not only about the societal role they had to adhere to but to keep up appearances at the

expense of their mental health to their partners as well as family.

4.4.2 Perceived support from family

Participants felt ongoing pressure from family members, even when they received
some support. They felt that everyone always ‘had an opinion’ and experienced it as offering
unsolicited advice. All participants emphasised the importance of having support not only
from their partner but especially their family; and felt that it was an integral part of the
process of healing. One participant shared how she would have appreciated support from
family members rather than them having opinions on how she should raise her baby:

“... I'would say that I didn't really receive the support | would have liked to from

some close family members and friends because everybody has their opinion of what

they think you should be doing and sometimes as a first-time mom, you are made to
feel as if you don't know best because they already have children and they have
experienced it, whereas | realised soon after that, people that say that they have

experience and things like that...” (SF, 27 years old)
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Similarly, GT, 26 years old, described this lack of support from family members,
including her husband, which resulted in her wanting to give up:

“... I made the assumption that I would have support from my family and that but that

didn’t happen, and my [partner] was aware of all those things and how it affected me

and I thought like I can't, I just thought to myself I can't do this anymore to myself.”

(GT, 26 years old)

Another participant described how her family would make negative comments on her
decision to return to work instead of looking after her baby which resulted in her feeling
guilty:

“so it was quite hectic balancing work and home and everything and | would
still get disrespected [by family] for that you know... you went to work too
early you know uhm so leave your job and take time to look after your child

you know’...” (RS, 24 years old)

4.5 Contextual factors that impacted Muslim women’s experiences with PPD

Many contextual factors are often at play when individuals consider seeking support
when diagnosed with or experiencing symptoms of PPD. These contextual factors can act as
barriers and/or facilitators to seeking and receiving support which can include formal support
in the form of treatment for PPD. In this study, participants described various contextual
factors that was facilitating their recovery such as their religiosity, praying more (‘Salah”).
Some of the participants mentioned how the interplay between societal and familial stigma
often led to isolating experiences with potential support systems. In addition, the COVID-19

pandemic placed additional pressure on working moms, which resulted in a lack of social
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interaction. Participants related experiences of being disconnected from their supporting
communities, like outside family members and/or significant individuals whom they relied on

for hands-on help with the baby during the COVID-19 pandemic.

4.5.1 Practices of faith: ‘Make dua’

Most participants (n = 7) relied on their Islamic faith through means of dua (a prayer
of invocation, supplication or request, even asking help or assistance from God), making
Salah (prayers performed by Muslims), and listening to audio recordings of recitations from
the Qur’an (central religious text of Islam), to ask God for help or assistance. These practices
were not just religious rituals but also acted as a form of self-help, highlighting their self-
efficacy in seeking assistance and coping with PPD symptoms. At the same time, they
struggled to understand and cope with the PPD symptoms. JT, 25 years old, described her
coping mechanisms as “my coping mechanisms were Salah, Qur’an and just like speaking to
Allah, sitting in the Masjid [place of worship]”. Similarly, CH, 36 years old, in addition to
praying, described that crying also helped ease her feelings of sadness and hopelessness, “just
crying it out and Salah, praying...that’s all I could actually do.”

Some participants described praying through moments of extreme difficulty helped to
calm their minds:

«...listening to the recitation from Surah Fatiha®, | would just play it on my phone just

to help me calm down and yes to calm my mind. It’s like you know, I would tell

how did I not stay in touch with this because | mean once you lose touch with it, your

mind is very foggy, you lose track of a lot of things.” (NP, 33 years old)

3 This refers to a chapter in the Qur’an, “The Opener”, which describes the basic tenets of Islam, those being
belief in Allah, following the Prophet Muhammad sallallahu ‘alayhi wa sallam (Peace Be Upon Him) and the
purification of the soul and exalted character that those principles should bring about.
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Similarly, JT, 25 years old, also described how the Qur’an helped her heal,
“for me, Qur’an is a very big healing thing, I have a very deep love for the Qur’an,
just listening to it like I don’t know why and just the Arabic, it was causing so much

calm within you.”

In contrast, one participant described believing that praying was not effective and felt
she had lost her connection with God in the process:

“I also lost a lot of my Islamic spirituality you know during this time, [ only...I lost a

lot of it, I don’t pray as often as I’'m supposed to and I used to be that kind of person

but it just backfired on me you know with the whole depression sort ... the Salah is

there but it’s not that effective... I know he hears me, I just have to wait it out.” (RS,

24 years old)

Conversely, some participants were told by family members that the PPD that they
experienced was due to a lack of their Islamic faith, such as “you not praying enough, you not
reading your Salah ...” (KM, 28 years old) and “or you not making your Salah right” (DB, 30
years old) “Like where they believe, you know what if you pray you can get, if you like
strong-minded, if you pray, if you just tell yourself that you will get over this then it will just
go away you know” (KM, 28 years old). The belief that their struggles are due to a lack of
faith becomes internalised. They think they are experiencing difficulties because of
insufficient faith, and this perception discourages them from sharing their experiences. They

fear being doubly judged — for their challenges and their supposed lack of faith.
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4.5.2 Stigma

4.5.2.1 Societal stigma. Other contextual factors included how participants described
experiencing stigma at different levels. At a societal level, participants described feeling
judged by the [Muslim] community as they were told: “you're depressed because you don't
make enough duah ...or whatever like you know, basically minimising the whole diagnosis.”
(DB, 30 years old). This stigma resulted in participants becoming hesitant or reluctant to seek

help which led to feelings of shame and isolation:

“I think women in society, we are so ashamed of sharing this with somebody, we are
so scared of what somebody is gonna say or who they gonna take it to and how we
gonna be spoken about, how we gonna be perceived in society and I think that’s what

stopped me from sharing it.” (CH, 36 years old)

This reluctance or hesitance to seek help was also a result of placing pressure on
themselves and the feelings of guilt of not being able to meet society’s standards of what it
means to be a mother:

“...also I think for me it was this thing about society women can do it all, like that’s

what we’ve seen our mothers do and our grandparents too and so on. My question to

myself was always like why can’t you do it you know? So, I think that was a big thing

for me...” (TA, 28 years old)

This was further emphasised by comparing the contrasting views of the father’s role
to the mother:

“It’s just expected of a mother to fill all these roles or have all these roles and no one

cares but the minute a father does something “oh shame”, you know, it’s unusual for

the father to look after the baby but it was like “shame he’s kind”, “shame he’s
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working so hard” and it’s always like when I would go there it would be like “did you
feed him yet, did you make him bottle, did he eat, why you doing this?”” You know

it’s like I can’t be my own person when I’'m there.” (TA, 28 years old)

One participant described how pregnancy is over-medicalised by focusing on the
labour, for example, instead of focusing on the mental health of the mother:

“...and we make it all about the labour and the pregnancy and the medical part of it

but we are seeing an inordinate amount of postnatal depression and particularly in the

Muslim community and its things that we're not talking about during pregnancy with

our partners and even before pregnancy.” (DB, 30 years old)

Participants also described conflicting views of how their religion helped them to
cope with their PPD symptoms, mostly based on unrealistic societal standards of women. In
Muslim communities, women are viewed by the ability to perform as the definition of what
the holy scripture defines as the role of a mother:

“I can’t think about how being a Muslim woman made anything easier, if anything it

might have been harder because I think...I don’t think therapy is as normalised in the

Muslim base, I think also the assumption culturally is that kids are women’s issues,

women’s problem and you kind of lucky if a man helps out.” (EL, 32 years old)

Another participant describes how praying helped during her pregnancy, but that she
started to lose that sense of closeness to her faith during her postpartum period:
“...my coping mechanisms was Salah, Qu’ran and just like speaking to Allah, sitting

in the Masjid and stuff like that, but because of nifas [postnatal bleeding] and stuff,
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you can’t go sit in the Masjid [place of worship], you can’t make your Salah... like I

couldn’t...” (JT, 25 years old)

4.5.2.2 Familial stigma. In contrast to societal stigma, at a familial level, participants
described feeling judged by their family in terms of not acknowledging and understanding
their struggle with the symptoms of post-partum depression. Some participants stated that
family members would invalidate their struggles, making their struggle worse. Participants
stated that they were expected to naturally ease into or progress to the role of a mother by
family members. The lack of an awareness of the mental health challenges that Muslim
women as mothers can experience and a lack of engagement with mental health issues acted
as a barrier and was experienced as marginalising mothers in Muslim households. One
mother explained it as follows:

“Throughout my depression, my [mother] was someone who triggered me a lot for

some reason. Uhm it was.... she was....it was just remarks people made that made me

upset or triggered me because I really felt guilty; I felt like I’'m not being a good

mother to my son because I’'m working all the time. If ’'m at home I don’t have

energy because I came from work or I’m busy doing washing, cleaning, cooking you

know.” (TA, 28 years old)

She explains that her mother's remarks and comments made her feel guilty and upset.
The remarks and comments made included things like “I’d get remarks like ‘oh why you not
breastfeeding’, ‘why you bottle-feeding’...” and “my mother would always be like ‘Oh
shame [the partner] has to look after [the baby] whole time, shame he’s tired’...”. She felt
judged for not being able to fulfil all the roles expected of a mother and faced insecurities

about her abilities. The participant also mentions feeling frustrated with her mother’s
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expectations that placed more emphasis on the father's involvement and downplayed her own
struggles:
“I told her [participant’s mother] look the psychologist said first | need to sort out
some practicals and it’s because at the moment I’m doing everything myself, I’'m
trying to be everything where | need to get some help and her response was like yhoo

shame X [participant’s husband] also needs a break.” (TA, 28 years old)

However, when the participant was asked what was most helpful about being a

Muslim woman, she was unable to provide an answer.

4.6 Muslim women’s recommendations for others who experience PPD

This theme describes how participants were given the opportunity to suggest ways to
help future mothers who may struggle with symptoms of PPD. Mental health conversations
are not prevalent in Muslim communities/households due to the stigma and lack of an
awareness and understanding of mental health conditions. The Muslim women in this study
claimed this lack of conversation to be a contributing factor to their seeking help, as such
spaces are little to non-existent. Moreover, awareness and focus on mental health have
become more prominent, with spaces being created for conversation and discussion of
challenges experienced with mental health for some participants. Participants agreed that
religion plays a major role in their healing, but also acknowledge that religion does not
incorporate an understanding of mental health difficulties and mostly contributed as a barrier

to seeking support when diagnosed with and/or living with PPD.
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4.6.1 Including mental health talks in religious talks (sermons)

It was highlighted that more awareness is needed amongst participants’ partners and
family. Participants felt strongly that mental health should be included in discussions in other
aspects of their life. For example, one participant suggested mental health talks be included in
religious sermons, “we should also think about it in our ghutbahs [Islamic religious sermons]
you know...” (JT, 25 years old). Discussion of mental health issues in these settings would
encourage mothers-to-be to recognise and seek treatment/help to deal with symptoms of PPD
if they arise. In this way, seeking psychological treatment would be placed in a positive light
by religious leaders and therefore be more ‘acceptable’ to others of the same religion. This
would encourage those who need assistance to seek assistance.

Cultural stigma in Muslim communities has a negative association with mental health.
Religion is regarded as the coping mechanism for overcoming mental health challenges in the
majority of Muslim communities. Most participants (n = 6) stated they used religious
practices as a way of dealing with the symptoms of PPD. These practices stemmed from
“duas” and recitations to mention a few. The participants concluded that an
acknowledgement and better understanding of PPD in religious spaces could be seen as a
facilitator and support to improve their mental health. DB, 30 years old describes how
understanding mental health from an Islamic point of view assisted her in seeking treatment,
“So just the whole the whole baseline understanding of mental health from my understanding
of it from the Islamic perspective was helpful that it was given to me by my creator” (DB, 30
years old). They saw religion as an important contributor to treatment for PPD and felt that a
connection between God and the individual will definitely help to alleviate symptoms of

PPD.
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4.6.2 Support groups for mothers

It was highlighted that more awareness and support is needed amongst participants’
partners and family. Mothers have to fulfil multiple roles such as being a mother, a partner,
and an employee. For these participants, this often lead to reduced self-esteem and
questioning their abilities to fulfil the stated roles. Supportive spaces allow for healing
through the sharing of experiences and stories, which may create a sense of connectivity not
only in terms of the symptoms of distress that they experience but also the religious beliefs
that they have and the ideas that they have to alleviate the distress that they are experiencing.
One mother (JT, 25 years old) expressed this viewpoint:

“...helping others in hospital and speaking to other moms in hospital and things like

that and seeing them go through it and explaining to them how | felt or whatever, just

having open circle discussions with them, | was able to heal by healing them kind of,

or helping them through it, yeah.” (JT, 25 years old)

SF, 27 years old, reported that social media contributed to her healing. It allowed her
to connect with mothers experiencing similar challenges. Participants found that sharing their
stories within a group with individuals living similar realities was a precipitant to healing,
“Something that's unconventional that actually really helped me was these mom WhatsApp

groups” (SF, 27 years old).

Additionally, participants stated that entering a space with women sharing their
experience allows for connectedness and ease the burden of isolation and loneliness.
Therefore, seeking out the same sort of women sharing intersecting realities as oneself is a
positive step toward elevating PPD pressures. As DB, 30 years old, describes, “surrounding

yourself with other women that have either been through it or know about it”.
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4.7 Summary of results

The fourth chapter explored Muslim women's experiences who struggled with
symptoms of PPD. Through interview data, four key themes emerge, shedding light on the
personal perspectives and challenges faced by these participants. The first theme underscores
the mothers' attempts to comprehend their PPD symptoms, acknowledging the cognitive and
emotional changes linked to postpartum hormonal shifts. The second theme highlights the
significance of family support, while also revealing the pressures and unsolicited advice
endured from family members. The third theme emphasises the role of Islamic faith as a
coping mechanism and the societal and familial stigma associated with PPD, further
complicated by challenges brought on by the COVID-19 pandemic. The final theme
underscores the necessity of integrating mental health discussions into religious sermons and
prenatal classes, as well as the importance of support groups for mothers to share their
experiences and seek healing. These findings provide valuable insights into the experiences
and needs of Muslim women experiencing PPD, highlighting the importance of support
systems, religious coping mechanisms, and awareness in addressing the challenges associated

with PPD.
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CHAPTER FIVE

DISCUSSION

5.1 Introduction

This study aimed to explore the surrounding factors of seeking treatment when
diagnosed with or experiencing postpartum depression (PPD) symptoms as experienced by
Muslim women. Specifically, the objectives were to describe Muslim women’s experiences
of PPD as well as identify and describe the perceived factors that facilitate or act as barriers
when seeking treatment for PPD. This chapter will include a comprehensive discussion of the
results, including the literature and theoretical frame (Health Belief Model, HBM), in order to
describe the perceived barriers and facilitators that influenced Muslim women’s willingness

to seek support while experiencing PPD.

5.2 Muslim women’s description of their experiences of PPD

Out of the ten mothers who were interviewed, fifty percent were self-diagnosed or
believed they experienced symptoms of PPD, and the remaining participants were formally
diagnosed with Major Depressive Disorder with post-partum onset as described by the DSM-
5 (APA, 2013). All participants described significant PPD symptoms, including low mood,
disrupted sleep patterns and feelings of guilt (APA, 2013). Participants described their
experiences of PPD as predominantly negative, emphasising feelings of being overwhelmed
and struggling to cope with the sudden changes. Furthermore, they reported experiencing
challenges performing their daily activities and changes in their relationship with others. In
alignment with Anokye et al. (2018), symptoms such as these are commonly observed in

mothers affected by PPD.
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The literature further emphasises that experiences of PPD are commonly associated
with negative emotional experiences, mothers’ insecurities and fear of others’ reactions
(Agrawal et al., 2022; Arthur & Khosravi, 2015; Atuhaire et al., 2021; Coates et al., 2014;
Maxwell et al., 2019).

In addition to their personal struggles, mothers who experience PPD may also face
challenges in maintaining a healthy relationship with their partners and fulfilling their
parental responsibilities (Slomian et al., 2019). The participants in this study expressed
feelings of guilt and inadequacy in their roles as mothers and partners, a common experience
among women with PPD. When mothers in this study reflected on their emotions, they were
able to pinpoint where some of those feelings ‘stemmed’ from, such as the physiological
changes that happened as a result of giving birth. Additionally, pinpointing their feelings also
stemmed from an introspective approach whereby participants directed their attention inward,
focusing on themselves, illustrating a strong sense of self-awareness and responsibility
towards their emotional well-being.

The societal expectancy of the ‘correct’ manner in which a woman is to deliver her
baby is emphasised by participants’ perceived inadequacy to meet this expectation, such as
one participant describing it as “l saw my birth or the lack of having a natural delivery as a
sort of failure”. Studies have shown that women who have caesarean sections, especially
emergency ones, are more likely to experience postpartum depression (PPD). This increased
risk is attributed to the physical and psychological effects of the surgery, as well as possible
difficulties in establishing an early emotional connection with their newborn (Xu et al.,
2017). Additionally, challenges in breastfeeding post-caesarean section have been shown to
exacerbate PPD, adding stress and feelings of inadequacy (Nam et al., 2017). Cultural and
socio-psychological factors also influence PPD, with certain cultural norms around delivery

methods impacting a mother’s mental health. It is crucial to consider individual differences,
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such as personal expectations and mental health history, in understanding the risk of PPD.
These findings highlight the need for comprehensive maternal care that integrates
psychological and social factors with physical health in postpartum care, which is more
reflective of the multifaceted nature of PPD (Sadat et al., 2014).

Furthermore, feelings of guilt and negative emotions were also compounded by what
appears as internalised perceptions of family and friends’ expectations with regard to ‘being a
mother’. Participants expressed that they believed their families and friends expected certain
behaviours from a (new) mother, and one can infer that the experienced negative emotions
(of PPD) they experienced were not one of them. This can also contribute to mothers’
deciding not to share their negative emotions and rather manage them on their own. Feelings
of guilt were also compounded by external pressures, such as when mothers returned to work.

According to the HBM (Grissette et al., 2018), the perception of invulnerability to
PPD may create a barrier to seeking treatment among Muslim women who live with PPD. If
they do not view themselves as susceptible to this condition, they may dismiss or downplay
their symptoms, attributing them to temporary mood fluctuations common during the
postpartum period. Consequently, they may be less likely to actively pursue psychological or

pharmacological help, believing that professional intervention is unnecessary.

5.3 Perceived barriers and facilitators to seeking treatment for PPD

Participants mentioned various factors that act as barriers to and facilitators of seeking
treatment. Experiencing ‘mom guilt’, having a non-supportive partner, and familial and
societal/religious stigma were all factors mentioned that prevented participants from either
realising they had a mental health challenge or from seeking treatment. Alternatively, having
a supportive partner, performing certain religious practices and cultural awareness were

described by some participants as helpful in overcoming their mental health challenges. As
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experience and perception are unique to each participant, it is noteworthy that while some
expressed certain factors as a barrier, for others, it was experienced as a facilitator in seeking
supportive treatment, which aligns with the findings described in the literature (see examples:
Alfayumi-Zeadna et al., 2018; Fonseca et al., 2016; Hannan, 2016; Jones, 2019; Thomas et

al., 2014).

5.3.1 Muslim women’s understanding of the perceived barriers experienced in seeking

treatment for PPD

Beyond religious interpretations, cultural and social expectations impose additional
burdens on the mother. There exists a pervasive societal pressure for new mothers to rapidly
adjust to motherhood, maintaining an aura of happiness and fulfilment (Moh'd Yehia et al.,
2013; Nurbaeti et al., 2023). This unrealistic societal ideal often silences mothers with PPD,
as they fear judgment and perceive themselves as failing in their maternal roles if they
express their struggles or seek assistance. This was in alignment with the findings from this
study. For example, previously, we have discussed the guilt that mothers experienced. It is
evident from the findings that the guilt not only developed from a depressed mood but also
from the societal expectations of what motherhood ‘should’, or as reflected below, is
‘supposed to’ feel like. This was evident when DB (30 years old) mentioned, “....it’s
supposed to be this rite of passage, and you're supposed to just sort of go into it and run
sprinting into motherhood, but actually your physical and emotional needs kind are put on the

sideline and then when you do invest in those you feel guilty about putting yourself first

above your child.”

All women in this study were aware that they had various challenges coping after the

birth of their child; they were aware of some of the symptoms that they displayed but had
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difficulty making sense of it. In terms of perceived susceptibility according to the HBM
(Grisette et al., 2018), they were able to note their susceptibility to a PPD diagnosis. Based on
the study’s findings, women recognised and acknowledged their symptoms of PPD through
self-reflection on motherhood, or “The emotions associated with PPD”, as well as
highlighting strong emotions of guilt, which most participants described as ‘mom guilt’.

These factors played a significant role in women’s perceived susceptibility to PPD.

The literature further emphasises these feelings of ‘mom guilt’ by providing valuable
insights into how these feelings are influenced by societal expectations and personal
perceptions, significantly impacting the well-being of mothers with PPD. One strong example
is Teresa Wong’s graphic memoir “Dear Scarlet”, which delves into the complexities of PPD
and maternal guilt. Wong (2019) highlights the overwhelming sense of inadequacy and
helplessness that she felt while caring for her newborn. The memoir emphasises how socio-
cultural customs and mainstream cultural scripts of motherhood often require women to
prioritise their baby's needs over their own physical and emotional well-being. This situation
leads to intense feelings of guilt, especially when societal norms are perceived as not being
followed. For example, Wong's struggle with breastfeeding and the guilt associated with
choosing not to breastfeed her baby due to physical and emotional discomfort reflects the
internalisation of these societal expectations. Her story is an intimate portrayal of the
challenges faced by new mothers and the impact of socio-cultural norms on their mental
health.

Moreover, several studies highlight this commonality of feelings of guilt among new
mothers (Butler, 2015; Callahan & Berrios, 2006; Gawron, 2020; Lee, 2008; Scharp &
Thoms, 2017). They emphasise that mothers often set unrealistic standards for themselves,
influenced by fictional portrayals of motherhood and conflicting parenting suggestions. These

unrealistic expectations can lead to intense feelings of guilt and inadequacy. PPD exacerbates
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these feelings, transforming rational concerns into overwhelming emotional burdens. The
symptoms of PPD, such as feelings of worthlessness, failure, and thoughts of harming oneself
or the baby, are significantly intensified by these guilt feelings. The studies stress the
importance of seeking professional help and support systems to navigate these complex
emotions.

Therefore, the literature contributes to the understanding of how societal roles,
expectations, and personal perceptions play a crucial role in the experiences of mothers with
PPD. The internalised pressure to conform to idealised standards of motherhood leads to
intense feelings of guilt and inadequacy, which are major contributors to the symptoms of
PPD. This literature underscores the need for a supportive and understanding environment,
both socially and clinically, to help mothers navigate the challenges of PPD without the

added burden of guilt.

The HBM’s concepts of perceived severity and susceptibility are an important
consideration here. Mothers experienced predominantly negative emotions and initially were
very confused by them. It is conceivable that, given the advice on and opinions of
motherhood from their family and friends (and society in general), one does not expect to
experience such negative emotions after what is considered a life-changing experience such
as having a baby. Therefore, one does not perceive susceptibility to something like depressive
symptoms, as is common with PPD (Hannan, 2016). Mothers who are affected by these
symptoms of hopelessness or feelings of worthlessness may downplay or ignore their
experiences, attributing them to other factors such as not fulfilling society's expectations or
dismissing them altogether. The lack of acceptance or recognition of PPD within their
communities can create additional barriers to seeking help or support, thereby exacerbating

the challenges faced by these mothers.
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The participants also acknowledged the need for self-care and understanding their
coping mechanisms during and after pregnancy. Participants recognised that their mental
health directly impacted their relationships with their partners and children. This finding is
consistent with existing literature, which suggests that maternal well-being plays a crucial
role in shaping the overall family dynamics and the well-being of children (Thomas et al.,
2017). Mothers who experience PPD may face challenges in fulfilling their parental
responsibilities and maintaining a healthy relationship with their partners (Slomian et al.,
2019). The participants expressed feelings of guilt and inadequacy in their roles as mothers
and partners, a common experience among women with PPD. Therefore, several studies have
emphasised the significance of prioritising mental health and engaging in self-care activities
to effectively manage PPD (Friedman & Resnick, 2009; Khatun et al., 2018; Troy & Dalgas-

Pelish, 2003).

Participants reported that the lack of support negatively impacted their recovery
process, such as feelings of isolation and loneliness, a lack of practical help, insufficient
emotional and psychological support, and lack of validation and encouragement, amongst
others. This finding aligns with previous studies showing the detrimental effects of
inadequate partner support on maternal mental health (Beck, 2001; Feeley et al., 2016;
Horwitz et al., 2007; Xie et al., 2009; Yamada et al., 2020). It further emphasises the need for

partners to be consistently engaged and supportive to promote the well-being of mothers.

Familial stigma also added to this lack of support experienced by Muslim mothers.
The participants expressed feeling judged and invalidated by their family members, which
subsequently worsened their challenges. The expectations placed upon them by family
members further added to their distress. For example, one participant (TA, 28 years old)

shared that her family members often triggered her depression. The specific trigger
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mentioned is the remarks and comments made by her mother, which caused the participant to
feel guilty and upset. These feelings seem to stem from a sense of judgment or criticism
about not being able to fulfill the expected roles of a mother, leading to insecurities about her

abilities.

In this context, the participant's reaction to her family, particularly her mother's
comments, suggests a complex interplay of emotional responses. The guilt and negative
feelings could be linked to societal and familial expectations of motherhood, where she felt
pressure to meet certain standards. The judgment she perceived from her mother might have
exacerbated her insecurities, contributing to her PPD symptoms. This example highlights

how family dynamics and expectations can significantly impact an individual's mental health.

These findings highlight the importance of addressing the lack of awareness and
understanding of mental health challenges within Muslim households. It is crucial for family
members to receive education about PPD and its impact on the well-being of new mothers.
By fostering a supportive and empathic environment, family members can play a vital role in
alleviating the symptoms experienced by mothers with PPD (Field et al., 2020). These
findings align with the findings described in the literature (see examples: Ahmed & Reddy,

2007; Ciftci et al., 2013; Sabri & Vohra, 2013; Xu et al., 2017).

Participants also highlighted the ongoing pressure that they experienced from family
members, particularly regarding unsolicited advice and opinions on raising a child. The
participants expressed a desire for support from their families but often felt overwhelmed by
constant judgement from them. Muslim women may face cultural expectations and norms
that reinforce the influence of extended family members in parenting decisions (Attum et al.,
2022; Douki et al., 2007). These expectations can contribute to feelings of being judged,

adding to the emotional stress experienced by women with PPD. Furthermore, it is important
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to note that the majority of participants' families still do not know the extent of the challenges

they experienced with PPD.

In addition to familial stigma, this research revealed that participants often experience
societal stigma from their communities, which significantly impacts their willingness to seek
help. In this context, "communities" refers to the broader social groups or networks to which
the participants belong. These can include neighbours, colleagues, fellow members of
religious or cultural groups, or any larger social circle beyond the immediate family. In this
study, examples included extended family, such as aunts, who belonged to the same religious
group. The societal stigma experienced by these communities greatly influenced the
participants' behaviours and attitudes, particularly regarding seeking help for issues like
mental health. The term implies a collective set of beliefs or attitudes held by these larger

groups, which can impact individual members' decisions and well-being.

The judgement that they experienced also resulted in the feeling of shame and
isolation. For example, some participants were mostly told by family members that they were
depressed because they did not make enough ‘duah’ (prayers or acts of supplication). This
message could lead one to believe that either they do not have enough faith or they simply do
not pray enough. This finding highlights the need to challenge societal expectations and
promote a more supportive view of mental health among the Muslim community (Laher,
2014). Mothers who experience PPD are likely to refrain from seeking help outside of their
immediate family due to community and religious beliefs downplaying the need to seek help
externally if they experience mental health challenges, which negatively affects their daily

lives (Laher, 2014).

Moreover, some participants highlighted the overemphasis on the medical

components of pregnancy during visits to their gynaecologist or obstetrician, such as labour
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and physical health. In other words, physical health is often emphasised during pregnancy,
while the mental health of mothers is neglected (Da Costa et al., 2005). The lack of attention
to mental health support during pregnancy may leave women unprepared for the potential
onset of PPD (Bell et al., 2016). It is essential to integrate mental health awareness, screening
and support into routine prenatal and postnatal care to address the holistic well-being of

mothers (Friedman & Resnick, 2009).

According to the HBM, incorporating mental health awareness, screening, and
support into prenatal and postnatal care aligns with the key constructs of the theoretical
framework. Focusing on the perceived benefits by recognising the advantages of mental
health care for holistic well-being. It also serves as a cue to action by reminding healthcare
providers and mothers about the importance of mental health. Lastly, it fosters self-efficacy,

building confidence in both groups to manage mental health challenges effectively.

5.3.2 Muslim women’s understanding of the perceived facilitators experienced in seeking

treatment for PPD

The majority of participants reported that their partners provided support and
assistance both pre- and post-childbirth. The support they received only increased after
participants started experiencing PPD symptoms. For instance, partners assisted by
completing mundane tasks, caring for the newborn and managing the household. This active
involvement allowed the mothers to experience some relief and to focus on their well-being.
Research has consistently shown that partner support is associated with improved mental
health outcomes for mothers who experienced PPD (Almutairi et al., 2017; Dennis & Ross,
2006; Cho et al., 2022; Gremigin et al., 2011; Kizilirmak et al., 2021; Misri et al., 2000;

Zorer et al., 2019). According to Cho et al. (2022), emotional and practical support from
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partners can alleviate the burden of responsibilities and contribute to a more positive maternal

experience.

In terms of the HBM, the perceived threat is seen as a combination of perceived
severity and susceptibility (Champion & Skinner, 2008). For Muslim women who have
experienced PPD, the perception of threat is contingent upon their beliefs about the
seriousness of PPD (perceived severity) and their beliefs about their susceptibility to being
affected by PPD (perceived susceptibility). When both perceived severity and susceptibility
are combined, Muslim women are more likely to perceive a significant threat posed by PPD.
This perception of threat can act as a driving force for them to seek treatment and support
from healthcare professionals and mental health services. In the study’s findings, mothers
were able to recognise some of their symptoms of distress and to acknowledge the impact it
had on them and their families. This is contrary to the studies by Byatt et al. (2013) and
Hannan (2016), who found that many women, including Muslim women, may hold the belief
that they are not susceptible to PPD because they consider themselves "normal™ or assume

that PPD cannot affect them.

In most instances, partners provided additional support to alleviate the perceived
threat and encouraged the participants to seek help or continued to support those who had
already sought help. Additionally, in terms of the perceived benefits construct as proposed by
the HBM, which refers to how effective a woman believes it will be in preventing or treating
PPD, was highlighted by the support participants received from their partners and this played

a significant role in motivating them in seeking help for their PPD symptoms.

In addition to partners’ support as a facilitating factor, participants described how
praying and reading the Qur’an helped calm their minds and alleviate feelings of sadness and

hopelessness. Prayers were viewed as a means of connecting with Allah and seeking
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assistance. This finding emphasised that religiosity and prayer can be coping mechanisms
among Muslim women living with PPD. Research suggests that religion can be a source of
strength and support, providing individuals with understanding and coping mechanisms to
deal with distressing experiences (Newman & Graham, 2018; Ozcan et al., 2021). However,
it is important to note that not all participants shared the same positive experiences. For
instance, one participant expressed a sense of discomfort from her Islamic spirituality during
her struggle with PPD, perceiving prayer as ineffective in alleviating her symptoms. This
highlights the individual variations in religious experiences and the complexity of the
relationship between religion and mental health (Fonte & Horton-Deutsch, 2005; Ozcan et
al., 2021). In addition, the study’s findings revealed the influence of societal and familial
beliefs on the participants’ understanding of PPD and their religious practices. Some
participants reported their belief that PPD was a result of a lack of Islamic faith or insufficient
prayer. Such beliefs may contribute to feelings of guilt or shame, which prevents mothers

from seeking the appropriate support and treatment (Mickelson et al., 2016).

Furthermore, the relationship between faith, particularly Islam, and the perception of
susceptibility to PPD as an aspect of the HBM is complex and varied amongst participants.
In some Muslim communities, mental health struggles, including PPD, may be perceived as a
sign of personal weakness or insufficient faith, leading to reluctance to acknowledge and
address these issues (Agrawal et al., 2022; Atuhaire et al., 2021; Lamba, 2015; Mahmoodi,
2017). This is often exacerbated by stigma and misunderstandings about mental health within

religious frameworks, contributing to a lack of awareness and education about PPD.

Conversely, faith and spiritual practices can provide resilience and coping
mechanisms for some Muslim women (Lambda, 2016; Mahmoodi, 2017). The role of

community and family, pivotal in many Muslim cultures, can either act as a support system
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or inadvertently hinder recognition and support for PPD, depending on their understanding of
the condition. Islam's diverse practice across different cultures leads to varying attitudes
toward mental health (Williams et al., 2018). The role of religious leaders and healthcare
providers who understand both Islamic teachings and mental health is crucial in bridging the
gap between religious beliefs and mental health awareness, highlighting the need for

culturally sensitive approaches in addressing PPD within Muslim communities.

According to the HBM, in terms of the self-efficacy of seeking help construct, which
refers to one’s confidence in one’s ability to act by seeking treatment (Champion & Skinner,
2008), the strong influence of a supportive religious foundation was notably emphasised
within the 'practices of the faith' theme. Participants felt that practising their faith increased
their confidence in dealing with their symptoms of PPD, as well as confidence in their ability
to seek help or treatment. Faith and religious practices are seen as sources of strength,
especially in times of difficulty (Lamba, 2015). This can relate to increased self-efficacy as
individuals feel empowered by their faith to take positive steps, such as seeking medical or

psychological help.

In summary of the above discussion on barriers and facilitators, it is evident that there
are significantly more barriers which affect treatment or help-seeking for Muslim women.
This is noteworthy because, as described in the literature, South Africans experience higher
rates of probable depression and anxiety compared to other countries (Lund et al., 2018), yet
only about a quarter of those affected receive treatment (Wits, 2022). Mental health
conditions are influenced by various factors, including adverse childhood experiences,
socioeconomic status, geographic location, age, marital status, and education levels (Wits,
2022). These are barriers that should be addressed as there are other systemic factors to

seeking treatment that still need to be addressed, for example, resources, access, etc.



81

Furthermore, in South Africa, there are restraints to accessing services for mental health, such
as primary healthcare facilities that are crowded and limited access to medical officers etc.
(Michaels et al., 2020). There is more readily available help, such as online organisations, for
example, the South African Depression and Anxiety Group (SADAG). In the current study,
participants did provide ideas or recommendations which, based on their own experiences,
might make it better for other Muslim women who experience PPD in the future. This will be

described below.

5.4 Muslim women’s recommendations for other mothers who might experience

symptoms of PPD

In addition to answering the study’s aims and objectives, an emerging theme was the
recommendations that participants made which they believed would assist other Muslim
mothers in seeking treatment should they experience PPD. These were 1) having religious
leaders include mental health aspects in their religious talks or sermons and 2) creating

awareness around the different types of support groups available for mothers.

Supporting literature suggests that mental health remains a stigmatised topic in
Muslim communities (Ciftci et al., 2013; Gibson, 2014; Youssef & Deane, 2006). The aspect
of religion was found to be a significant barrier to Muslim women in seeking treatment. The
implications of PPD among Muslim mothers are deeply entwined with the complexities of
mental health perceptions within religious contexts, cultural norms, and societal expectations
(Nurbaeti et al., 2023). In many religious communities, including Islam, mental health issues
are often misconstrued as a reflection of insufficient faith or spiritual shortcomings
(Almutairi et al., 2017; Fathi-Ashtiani et al., 2015; Lamba, 2015). These misunderstandings

breed stigma and shame, significantly hindering individuals from seeking the necessary help.
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For Muslim mothers grappling with PPD, this stigma amplifies their struggles, seeding
intense feelings of inadequacy and guilt, under the misguided belief that their condition could

be resolved through more devout prayer or stronger faith.

Participants also recognised religion's significant role in their healing process.
Although at times a barrier to seeking treatment, many participants reported using religious
practices as coping mechanisms for PPD symptoms. Participants emphasised the importance
of including mental health talks in religious discussions, specifically in religious sermons.
They believed that incorporating discussions about mental health in religious settings would
contribute to raising awareness and increased understanding of PPD within their
communities. This recommendation is supported by literature emphasising the importance of
culturally sensitive approaches to mental health care (Fonte & Horton-Deutsch, 2005). This
will also contribute to de-stigmatising mental health from a religious perspective. Future
mothers could be better prepared not only for the cognitive, emotional and social changes that
occur pre- and post-childbirth (Abdel-Khalek, 2007; Ahmed & Reddy, 2007), but it could
also encourage early recognition of PPD symptoms and promote seeking treatment or help.

Addressing these challenges necessitates the establishment of supportive frameworks.

Interestingly, one participant's perspective on PPD highlighted its potential as a
transformative experience, marking the transition from womanhood to motherhood through
significant physical and emotional changes. This view suggests that some Muslim women
might find positive meaning in their PPD journey, influencing their coping mechanisms and
resilience. Consequently, these insights lead to valuable recommendations for other mothers
facing similar experiences, offering them a perspective that frames PPD not just as a
challenge, but also as a transformative phase with potential for personal growth and

empowerment.
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Supportive spaces, such as support groups, play a crucial role in facilitating healing
and providing a sense of connectivity (Negron et al., 2013). Participants highlighted the value
of sharing experiences and found that connecting with other mothers facing similar
challenges allowed them to share their stories, seek advice and gain support. Not only does
this allow mothers to connect with others who are experiencing the same challenges, but it
also provides the opportunity to discuss religious beliefs and coping strategies (Douki et al.,
2007). The use of social media platforms, such as mom WhatsApp groups, was also
recommended as a valuable resource for healing. This highlights how technology can make it
easier for women and mothers to seek help in today's ever-evolving world. The use of
technology in assisting with help-seeking behaviour is consistent with multiple studies
(Broadbent & Lodge, 2021; lorfino et al., 2017; Kaess et al., 2019; Wiljer et al., 2020;

Younes et al., 2015).

5.5 Conclusion

Muslim women’s experiences of PPD are encroached within factors that either
contribute toward help-seeking or prevent help-seeking. The discussion characterises the
experiences of Muslim women with PPD as a complex interplay of negative emotions,
cultural pressures, family support, and the crucial role of religious and healthcare leaders who
understand both Islamic teachings and mental health. The construct of self-efficacy of
seeking help, influenced by faith practices, emerged as a key factor in seeking treatment,
despite the common reluctance and hesitancy influenced by cultural norms of self-sacrifice.
The chapter concludes by emphasising the need for more awareness and education about
PPD, especially in the context of religious misconceptions and cultural expectations within

Muslim communities.



84

CHAPTER SIX

CONCLUSION

6.1 Introduction

PPD is a prevalent mental health concern affecting new mothers worldwide, including
Muslim communities. This research study explored the factors influencing seeking treatment
from the perspective of Muslim women who have experienced symptoms of PPD. The study
adopted a qualitative approach, conducting semi-structured in-depth interviews with a diverse
group of Muslim women who had encountered PPD. The research identified several key
factors influencing mothers’ decision to seek treatment. Most of the mothers in the study
reported negatively towards their experience with PPD symptoms as mental health is not
acknowledged as freely in Muslim communities of older generations as in the younger.
Barriers identified and discussed were the stigma (familial and societal) associated with
seeking treatment for PPD, practices of faith, lack of a supportive family, and mom guilt. The
facilitators identified were seeking treatment from mental health services, and having a

supportive partner.

6.2 Implications of Findings

The study's findings suggest whilst some Muslim women with PPD found healing
without formal support, this is not a universal experience. Notably, five participants achieved
recovery without professional intervention. However, this cannot be generalised to all cases.
The implication here is that professional diagnosis and treatment are beneficial for some but

not indispensable for everyone. This highlights the diversity in healing journeys and
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underlines the importance of recognising various effective approaches to dealing with PPD in

the context of individual experiences and cultural backgrounds.

Raising awareness within Muslim communities and incorporating family and
religious support are key. Therefore, concerted efforts should be made to raise awareness
about PPD within Muslim communities, aiming to reduce stigma and encourage early
diagnosis and treatment. Educational programmes, workshops, and information campaigns
tailored to the cultural and religious context can help in achieving this goal. These initiatives
should involve community leaders, religious scholars, and healthcare professionals working
collaboratively. This can be done through professional workshops and seminars, community

health talks, school programmes and parenting classes, social media campaigns, etc.

Therefore, support from family and friends, as well as the broader community, should
be harnessed and optimised to create a more supportive and understanding environment for

these women.

6.3 Limitations of the study

The study has both strengths and limitations. The most notable strength is that the
study highlights the voices of Muslim mothers with postpartum depression first-hand
accounts of their experiences with PPD and the challenges that they experienced on
intrapersonal, interpersonal and societal level that impacted their willingness to seek

treatment.

The primary limitation of this study is that while it is limited to the Muslim
community, some of its findings could potentially be relevant to women and mothers from

other religious groups as well. In addition, due to the small sample size (n=10), the findings
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are not representative of the broader population of Muslim women with PPD in South Africa.
Lastly, the study relied on self-reported data from participants, which may be influenced by

their subjective experiences and perceptions of their access to treatment.

6.4 Recommendations for future research

The focus of this study was on Muslim mothers. Based on the findings, partner
support seemed to play a vital role. The findings showed that the partners of the mothers
played a huge role in seeking treatment. From many participants’ experiences, it was
apparent that the mother’s experiences with PPD and seeking treatment were attributed
positively between spouses or mothers and fathers. The partners’ experiences compared to
the mothers’ may have been different or could have provided an interesting perspective.
Therefore, a recommendation would be that fathers’ experiences of mothers could add to the
understanding of mothers experiencing PPD to analyse their experiences from a different

perspective, which may yield different outcomes.

Furthermore, research should explore potential differences in the coping mechanisms
between women who self-diagnose and those professionally diagnosed, with the aim of

tailoring interventions to suit their specific needs.

6.5 Conclusion

Research has proven that there is a gap in studies of mental health in Muslim
communities among women. The study focused on PPD among Muslim mothers. Seeking
treatment is controlled by many underlying factors specific to the mother’s culture,

background, and circumstances.
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The identified factors have been described in terms of barriers and facilitators, where
barriers are significant to facilitators. Their difficult experiences notwithstanding, participants

provided useful recommendations for other Muslim mothers who might also experience PPD.

The findings emphasise the need for cultural and religious sensitivity in PPD
treatment and support, advocating for community and familial awareness programs. Whilst
the study's limited generalisability is a constraint, it simultaneously represents a strength in
terms of contributing knowledge and research to a previously under-researched population.
Future research should explore fathers' perspectives on PPD and the differing coping
mechanisms between self-diagnosed and professionally diagnosed women, to better tailor

interventions.
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APPENDICES

Appendix A: Information sheet

UNIVERSITY of the WESTERN CAPE

DEPARTMENT OF PSYCHOLOGY

Private Bag X 17, Bellville 7535, South Africa, Telephone: (021) 959-
2283/2453

Email: 3724483@myuwc.ac.za; sisaacs@uwc.ac.za

Study Title: An exploration of the factors that influence access to treatment from the

perspective of Muslim women who have experienced postpartum depression

What is this study about?

This is a research project being conducted by Nuhaa Holland, a Masters in Research
Psychology student under the supervision of Dr. Serena Isaacs and Dr. Erica Munnik (co-
supervisor) at the University of the Western Cape. | am inviting you to participate in this
research project because your participation may provide me with a better understanding
regarding your experiences of Postpartum Depression and access to treatment. The purpose
of this research project is to understand and describe Muslim women’s experiences of

seeking treatment when they struggled with symptoms of postpartum depression.

What will | be asked to do if I agree to participate?

You will be asked to participate in an individual one-on-one interview with the researcher
through an online video platform, Google Meet. The types of questions that you will be asked
is related to your experiences with postpartum depression and any factors that caused you to

seek treatment or not seek treatment for your condition.

Would my participation in this study be kept confidential?


mailto:3724483@myuwc.ac.za
mailto:sisaacs@uwc.ac.za
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The researcher is committed to protect your identity and the nature of your contribution.
Pseudonyms (such as a false name) will be used in order to protect your identity in the write
up of the final research report. Only the researchers involved in the research study will have

access to information for data collection and analysis purposes.

Should a report or article be written about this research project, your identity will be

protected.

All of the information collected from the interviews will be stored on a password-protected
computer. You have the right to withdraw from the study at any time without any negative
consequences. | will do my best to reduce risks (if there are any) and act immediately to assist
you if you experience any discomfort, psychological harm or otherwise during the process of

your participation in this study. Your participation will be greatly appreciated.

What are the risks of this research?

There may be some risks from participating in this research study. If talking about your
experiences of postpartum depression may cause any discomfort or psychological harm
during the interview, do not hesitate to let the me know. Where necessary, an appropriate
referral will be made to a suitable professional for further assistance or intervention. If you
feel you require external assistance, you can contact either Lifeline and the South African

Depression and Anxiety Group (SADAG). These organisations offer free counseling.

LifeLine: (021) 461-1111/Toll free Counselling line: 0861 322 322

SADAQ: Help Line 080 0212223/Depression and Anxiety line: 0800 70 80 90/Whatsapp:
076 882 2775.

What are the benefits of this research?
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The research study aims to contribute to very limited information available regarding Muslim
women'’s subjective experiences of postpartum depression and the factors that influenced
them in seeking treatment. My wish, as a Muslim woman myself, is to provide women from
an Islamic background who struggled with postpartum depression, with a voice to share their
experiences, as the Muslim community faces a great deal of stigma regarding mental health
in general. The knowledge and insight gained from this research may help to inform possible
community-based interventions amongst Muslim communities, in order to best help mothers

in their challenges to deal with postpartum depression.

Do I have to be in this research and may | stop participating at any time?

Your participation in this research is completely voluntary. You may choose not to take part
at all. If you decide to participate in this research, you may stop participating at any time. If
you decide not to participate in this study or if you stop participating at any time, you will not

be penalised or lose any benefits to which you otherwise qualify.

What if I have questions?

This research is being conducted by Nuhaa Holland at the Department of Psychology at the
University of the Western Cape. If you have any questions about the research study itself,

please contact Nuhaa on 3724483@myuwc.ac.za

Should you have any questions regarding this study and your rights as a research participant
or if you wish to report any problems you have experienced related to the study, please

contact:

Dr. Erica Munnik

Research co-supervisor
University of the Western Cape
Private Bag X17

Bellville 7535
emunnik@uwc.ac.za

Dr. Serena Isaacs

Research supervisor

University of the Western Cape
Private Bag X17



mailto:3724483@myuwc.ac.za
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Bellville 7535

sisaacs@uwc.ac.za

Prof. Anita Padmanabhanunni Prof Anthea Rhoda

Head of Department: Psychology Dean: Community and Health Sciences
University of the Western Cape University of the Western Cape

Private Bag X17 Private Bag X17

Bellville 7535 Bellville 7535

apadmana@uwc.ac.za chs-deansoffice@uwc.ac.za

This research has been approved by the University of the Western Cape’s Biomedical
Research Ethics Committee (BM21/6/1).

Biomedical Research Ethics Committee
University of the Western Cape

Private Bag X17

Bellville

7535

Tel: 021 959 4111

e-mail: research-ethics@uwc.ac.za
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Appendix B: Recruitment poster

An exploration of the factors that influence
access io treatment from the perspective of

Muslim women who have experienced
postpartum depression (PPD).

Are youa Muslim women above the age of 18 andhave experienced
symptoms of Postpartum Depression? If yes, please consider
joining the study.
Whatis the study about?

The aim of this study is to explore the factors influencing access to treatment that Muslim

women experienced when they decided to seek support, while struggling with symptoms of
postpartum depression.

How will you contribute to the study?

My wish, as a Muslim woman myself, is to provide those women from an Islamic background who
struggle with PPD, with a voice to share their experiences, as the Muslim community faces a great deal of
stigma regarding mental health in general. The knowledge and insight gained from this research may help
to inform possible community-based interventions amongst Muslim communities, in order to best help
mothers in their challenges to deal with postpartum depression. And with yourhelp, you would be a part
of this contribution by participating in the study.

Whatdo I have to do?

You will be invited to participate in a one-on-one interview via an online video platform, Google Meet.
It will take approximately 6omins.You may contact the researcher via her Instagram page where you
will find more information about the research study and you may directly message the researcher,
should you wish to participate for further details. You may also find the researcher’s contact details
below, and contact her should you wish to participate.

Please note:

* Your participation is entirely voluntary and
you may withdraw at any time during the
process.

* To ensure your anonymity, pseudonyms will
be used in order to protect your identity in
the write up of the final research report.

* Information collected for this study is strictly
confidential and only the researchers
involved will have access to the information.

Researcher contact details:
Nuhaa Holland Email: nuhaa05@gsmailcom Cell no.: 0845615072

Research supervisors:
Dr. Serena Isaacs Email: sisaacs@uwcacza ; Dr Erica Munnik Email: emunnik@uwc.ac.za
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Appendix C: Consent form

UNIVERSITY of the WESTERN CAPE

DEPARTMENT OF PSYCHOLOGY

Private Bag X 17, Bellville 7535, South Africa, Telephone: (021) 959-
2283/2453

Email: 3724483@myuwec.ac.za; sisaacs@uwc.ac.za

CONSENT FORM

Study Title: An exploration of the factors that influence access to treatment from the

perspective of Muslim women who have experienced postpartum depression

The study has been described to me in language that | understand. My questions about
the study have been answered. | understand what my participation will involve and | agree to
participate of my own choice and free will. | understand that my identity will not be disclosed
to anyone. | understand that | may withdraw from the study at any time without giving a reason

and without fear of negative consequences or loss of benefits.

For this research study, an audio recording will be made of you during the interview.
These recordings will be kept in a safe area at all times. After the interview has been

transcribed, the audio recordings will be deleted.
Agree to be audio-taped during my participation in the study
Disagree to be audio-taped during my participation in the study

Participant’s name:

Participant’s signature:

Date:

Biomedical Research Ethics Committee


mailto:3724483@myuwc.ac.za
mailto:sisaacs@uwc.ac.za
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University of the Western Cape
Private Bag X17

Bellville

7535

Tel: 021 959 4111

e-mail: research-ethics@uwc.ac.za
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Appendix D: Interview schedule

Title of the study: An exploration of the factors that influence access to treatment from the

perspective of Muslim women who have experienced postpartum depression

Section A: Demographic data

(€=1010 [] G

Religion: --------------m-momomee

Home Language: ------------==--==------

Place/Area of residence: ----------=-=-m-m-mommmmmmoeoo e eeee

Section B: Interview guide:

1. Have you received a formal PPD diagnosis? Yes or No

2. Have you self-diagnosed your symptoms of PPD? Yes or No

3. Can you describe the difficulties you experienced during pregnancy (if any)?
4. Can you describe the difficulties you experienced after your pregnancy?

a. Prompt: All women experienced challenges on different levels when they
struggle with PPD. Some experience difficulties on a physical level such as
difficulties with sleep or fatigue or on an emotional level such as being sad or
feeling miserable or even on a cognitive level such as struggling to concentrate
or remember things... What kind of difficulties did you experience?

5. What is your understanding of postpartum depression?



10.

11.

12.

13.

14.
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Can you describe how PPD affected your day-to-day functioning at home and/or
work?
Describe how you tried to deal with the mentioned challenges (how did you cope)?
Were the coping strategies effective or not?
Was there anyone that supported you during this period?

a. Prompt: Where did this support come from?
Can you describe, if any, obstacles that stopped you from seeking treatment?
Can you describe, if any, who or what encouraged you to seek support when you
experienced symptoms of PPD?
Can you describe your support system during your treatment of PPD?

a. Prompt: Why did this support work or not work?
Can you describe what was most helpful for you, as a Muslim woman, during this
challenging time?
Do you have any other thoughts about your experience that you would like to share

w.r.t Muslim women’s experiences of PPD that is important for others to be aware of?
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Appendix E: Letter requesting permission to disseminate recruitment poster

UNIVERSITY of the WESTERN CAPE

DEPARTMENT OF PSYCHOLOGY

Private Bag X 17, Bellville 7535, South Africa, Telephone: (021) 959-
2283/2453

Fax: (021) 959-3515 Telex: 52 6661

Email: 3724483@myuwc.ac.za; sisaacs@uwec.ac.za

To whom it may concern,

I would hereby like to request assistance with disseminating a study recruitment poster to
your social media/social networking site of your choice. | would like to recruit participants
for my Masters research study titled: An exploration of the factors that influence access to
treatment from the perspective of Muslim women who have experienced postpartum
depression. If permission is granted, | will forward the recruitment poster which will contain
details of the study as well as my contact details. Interested individuals may follow the link to
an Instagram account created by myself, as the researcher, for potential participants to contact
me. The Instagram account will solely be used for the purposes of my study. Do not hesitate

to contact me if you have any further questions: 3724483@myuwc.ac.za (email) or

0845615072 (cell number).
Thank you in advance for the consideration.

Kind regards,

Nuhaa Holland

A Cond

Masters in Research Psychology student
Department of Psychology, University of the Western Cape


mailto:3724483@myuwc.ac.za
mailto:sisaacs@uwc.ac.za
mailto:3724483@myuwc.ac.za
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Appendix F: Ethics Approval Letter

UNIVERSITY of the vEARs

WESTERN CAPE of hope, action
& knouwledge

05 Aungust 2021

Ms N Holland
Psychology
Faculty of Community and Health Sciences

Ethics Reference Number: BM21/6/1

Project Title: An exploration of the factors that imfluence access to
treatment from the perspective of Muslim women who have
expenienced postpartum depression.

Approval Period: 23 July 2021 — 23 July 2024

I hereby certify that the Biomedical Science Fesearch Ethics Committee of the University
of the Westemn Cape approved the scientific methodology and ethics of the above mentioned
research project and the requested amendment to the project.

Any further amendments, extension or other modifications to the protecol must be submitted
te the Ethics Committee for approval.

Please remember to submit a progress report annually by 30 November for the
duration of the project.

Permission to conduct the study must be submitted to BMREC for record-keeping.

The Committee must be informed of any serious adverse event and/or termination of the
study.

%).A 2D
Mz Patricia Josias

EResearch Ethics Committee Officer
University of the Western Cape

Director: Research Development

University of the Western Cape

Private Bag X 17

Bedville 7535

Republic of South Africa

Tel: +27 21 955 4111

NHREC Regestramon Number: BRREC- ) 504 058 Email: resssrchrethics@uecac s





