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From mother to infant: a case
report exploring postpartum
depression through a cross-
cultural lens in Qatar

Nada A. Al-Mulla*

Department of Women & Children’s Health, Faculty of Life Sciences and Medicine, King's College
London, London, United Kingdom

Postpartum depression (PPD) is a common psychiatric disorder affecting
approximately 13% of mothers in high-income countries, with higher
prevalence reported in Qatar. Its impact extends beyond maternal health,
influencing paternal wellbeing and infant development. Cultural and religious
factors often shape symptom recognition, care-seeking behavior, and treatment
decisions, yet these influences remain underexplored in clinical practice. This
report synthesizes current literature on selected maternal, paternal, and infant
outcomes of PPD, with emphasis on cultural determinants of diagnosis and
treatment. A case study is presented to illustrate how cultural and religious
frameworks interact with biomedical models in shaping clinical care. Evidence
from psychiatry, psychology, and neuroscience is integrated to highlight
multidisciplinary approaches. Pharmacological interventions such as selective
serotonin reuptake inhibitors (SSRIs) remain first-line, but hesitancy persists due
to breastfeeding concerns and stigma. Psychotherapeutic and lifestyle
interventions, including cognitive behavioral therapy, interpersonal therapy,
mindfulness, and exercise, demonstrate efficacy. Faith-based practices, such as
Qur'anic recitation and prayer, provide culturally meaningful coping strategies,
supported by neurobiological evidence linking religiosity to emotional regulation.
Paternal depression frequently co-occurs with maternal PPD, compounding risks
for infant attachment and long-term socio-emotional development. PPD requires
culturally sensitive, family-centered interventions that integrate biomedical and
faith-based approaches. Case-based insights from Qatar underscore the
importance of personalized care that respects patient beliefs while maintaining
evidence-based standards. Addressing PPD holistically can mitigate
intergenerational risks and promote resilience across families.
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1 Introduction

1.1 Context and definition of postpartum
depression

Postpartum depression (PPD) is a psychiatric disorder affecting
about 13% of individuals in high income countries (1). Its impact
extends beyond mothers, influencing paternal mental health and
infant development (2). The Diagnostic and Statistical Manual of
Mental Disorders Fifth Edition (DSM-5) defines PPD as major
depressive disorder with peripartum onset, occurring during
pregnancy or within four weeks postpartum. For this paper, PPD
refers to depression onset occurring within one year after childbirth.
This report explores selected maternal, paternal, and infant health
outcomes alongside cultural influences on diagnosis and treatment
(see Figure 1), drawing on literature and the author’s clinical and
cultural insights.

1.2 Case summary: Mrs. A's clinical
presentation

To ground this discussion in practice, a case study is presented
to illustrate the clinical presentation, case management, and
treatment of postpartum depression within Qatar’s cultural
context. Mrs. A’s experience highlights how cultural factors can
shape both symptom expression and healthcare delivery. The
scenario reflects a typical clinical presentation and has been
anonymized and adapted for confidentiality and educational
purposes. Mrs. A, a 31-year-old multiparous woman, was
admitted to the postnatal ward following an uncomplicated
pregnancy within a stable marriage. Despite these favorable
circumstances, she exhibited acute irritability and disengagement
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from her newborn daughter, which her husband identified as
uncharacteristic when compared with her previous postpartum
experiences. Based on findings from a comprehensive
multidisciplinary assessment including obstetric, psychiatric,
psychosocial, and case management input and following the
exclusion of organic causes, a diagnosis of postpartum depression
was made. Clinicians participated respectfully in her case
management by collaborating with the family through culturally
sensitive, strengths-based communication, coordinating care across
disciplines, engaging in transparent shared decision making, and
providing supportive follow up that both respected parental
autonomy and safeguarded the wellbeing of the child.

2 Discussion

2.1 Cultural prevalence and screening
practices in Qatar

In Qatar, PPD prevalence is estimated at 18%, higher than the
global average and likely influenced by biological and sociocultural
factors (3). Screening often uses validated tools such as the
Edinburgh Postnatal Depression Scale (EPDS) and Patient Health
Questionnaire-9 (PHQ-9) (4). Although these tools show high
sensitivity and specificity, cultural factors may affect symptom
expression and clinical presentation. In many cultures, mental
illness remains highly stigmatized, leading women and family
members to underreport symptoms or avoid psychiatric labels
due to fears of social ostracism and familial shame. For patients
like Mrs. A, clinical diagnosis guided by DSM-5 is a more
robust tool.

Recognition
Diagnosis
Self-reported symptoms
Family observations

Assessment

Multidisciplinary evaluation by the
clinical team

Refer to standardized diagnostic manuals
(e.g., DSM-5) for clinical guidance

MATERNAL
POSTPARTUM DEPRESSION

Defined as depression occurring within one year
after childbirth

Outcomes

Maternal Paternal

Paternal postpartum depression
Impaired father-infant bonding
Poor co-parenting

Emotional withdrawal
Reduced responsiveness
Disengaged interactions

FIGURE 1
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Mind map illustrating the diagnostic pathway, interventions, and selected outcomes associated with maternal postpartum depression
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2.2 Cultural frameworks and the role of
family

The DSM-5 handbook does not fully account for cultural
variations in mental health presentation, as such, evaluation in
Middle Eastern contexts often relies on family observations, with
spouses or relatives playing a central role in identifying behavioral
changes. This informal surveillance often precedes clinical
judgement, and family members may act as gatekeepers to care.
In Mrs. A’s case, her husband’s recognition of altered behavior
prompted further assessment. Religious beliefs also shape symptom
interpretation; within Islamic frameworks, distress may be
attributed to spiritual causes such as possession, the evil eye, or
divine testing. Although Islam does not reject psychiatric diagnosis,
many communities in Qatar prefer initial consultation with
religious healers, which is more culturally accepted (5). A dual
explanatory model integrating biomedical and religious frameworks
could enhance management and align care with patient needs.

2.3 Pharmacological and non-
pharmacological management

Management of PPD requires a multidisciplinary approach that
combines pharmacological and non-pharmacological interventions
while considering cultural, religious, and psychosocial contexts.
Selective serotonin reuptake inhibitors, such as sertraline, are
first-line treatments due to minimal transfer into breast milk (6).
Despite this evidence, many mothers remain hesitant to initiate
pharmacotherapy, often due to concerns about harming their infant
through breastfeeding and the stigma associated with psychiatric
medication (7). In Mrs. A’s case, medications to treat her PPD
conflicted with her family’s religious beliefs and fears of side effects
that could affect her and the infant, so she opted for non-
pharmacological, faith-based interventions.

2.4 Psychotherapy and lifestyle
interventions

Psychotherapeutic interventions are effective alternatives or
adjuncts to medication. Cognitive Behavioral Therapy and
Interpersonal Therapy are evidence-based approaches that target
cognitive restructuring and interpersonal stressors, respectively (8).
Furthermore, Mindfulness-Based Interventions and structured
exercise programs have demonstrated efficacy in alleviating
depressive symptoms (9). Regular physical activity, such as
walking for one hour a day on five days per week, has been
associated with increased hippocampal volume compared to
sedentary individuals (10). Exercise not only functions as an
effective antidepressant but also provides protective benefits
against various chronic medical conditions.

However, when applying these interventions clinically, it is
important to recognize the available literature may not be directly
generalizable to the Qatari population. Nevertheless, such evidence
serves as a foundational guide, with the treating physician’s clinical
expertise determining the most appropriate therapeutic approach
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for each individual patient. In practice, clinicians should consider
adopting established interventions regardless of the populations
from which the data were derived and integrate the strategy with the
patient’s own values, preferences, and cultural considerations to
ensure that treatment plans are evidence based.

2.5 Religious and spiritual approaches

Cultural and religious values in certain communities strongly
guide treatment decisions. Family members and religious leaders
often play crucial roles in the healing process, providing guidance
and emotional support. Practices such as spiritual counseling,
prayer, and Qur’anic recitation are commonly employed as
coping mechanisms. Neuroscientific research indicates that
religious practices, including prayer and meditation, activate the
frontal lobes, regions of the brain associated with attention,
planning, and emotional regulation, which can enhance cognitive
control and reduce stress (11). Furthermore, while numerous
studies have identified various brain regions involved in spiritual
and religious behaviors, a recent study highlighted a neural circuit
centered in the periaqueductal gray, an area linked to altruism and
emotional resilience, as fundamental to spiritual acceptance.
Collectively, these findings suggest that religiosity is deeply
embedded within neurobiological processes (12). However, these
may not fully capture the nuances of Islamic practices in Qatar, and
grouping all religious practices under a single neurobiological
framework oversimplifies the diversity of experiences.

Building on this neurobiological understanding, repeated
engagement in spiritual practices such as prayer and meditation
fosters neuroplastic changes in brain regions responsible for
emotional regulation and stress resilience. These practices
strengthen neural pathways within the prefrontal cortex and limbic
system, promoting adaptive coping and reducing anxiety. Research
also shows that the link between religiosity and happiness is mediated
by cultural values, meaning that in societies where religion is highly
valued, such as Qatar, this correlation is stronger (13). Clinically,
these insights underscore the importance of integrating clients’
spiritual and religious beliefs into therapy to enhance engagement
and outcomes, especially for anxiety and depression (14). In Mrs. A’s
case, incorporating Qur’anic recitation into her treatment plan
provided a sense of relief. She reported that these practices
improved her mood, showing how faith-based coping became a
culturally meaningful and neurobiologically grounded part of her
recovery, aligning her values with therapeutic strategies to promote
emotional healing.

2.6 Paternal mental health and family
dynamics

Furthermore, due to the emotional turmoil that Mrs. A
experienced, Mr. A reported low mood after taking on caregiving
responsibilities for both his wife and their newborn. This aligns with
a large-scale meta-analysis highlighting a moderate correlation
between maternal and paternal depression during the perinatal
period (2). Such concordance is likely driven by shared psychosocial
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stressors, relationship strain, and cumulative caregiving demands.
In Mr. A’s case, witnessing his wife’s acute emotional changes,
particularly following previously stable postpartum experiences,
may have placed him at increased risk of developing depression
himself. Although the direction of association remains
undetermined, the evidence supports a biopsychosocial model,
where maternal depression functions as a psychosocial stressor
that can precipitate paternal depression. This is clinically
significant as the coexistence of mental health difficulties in both
parents increases the likelihood of long-term adverse effects on the
child, including impaired emotional regulation, insecure
attachment, and a higher risk of behavioral and mental health
disorders throughout development (15, 16). These findings
highlight the importance of dual-parent screening and early
family-centered interventions, which improve maternal depressive
symptoms, enhance paternal engagement, and strengthen overall
family functioning (17).

2.7 Infant development and
intergenerational transmission

Infants depend on their mothers not only for nourishment but
also for warmth and emotional interactions, fostering the basis of
secure attachment and healthy development. The intergenerational
transmission of mental health disorders remains an underexplored
area of research, yet it represents a significant risk shaped by both
genetic predispositions and the environment where the child grows.
Adverse childhood experiences, such as parental mental illness, can
compromise a caregiver’s ability to provide stable and sensitive care,
thereby influencing the infant’s emotional and neurobiological
development particularly when depressive symptoms co-occur in
both parents, as this can further compromise the couple’s
relationship and overall family functioning (18). At that time,
Mrs. A withdrew into silence, unable to appreciate the need for
loving interactions. In her absence, an external caregiver provided
care. This shift in caregiving dynamics shows how parental mental
health influence the child’s development.

Longitudinal evidence indicates that children of mothers
experiencing depression tend to exhibit increased amygdala
volume (19), suggesting the enduring neurobiological
consequences of early neglect. This neglect, often resulting from
maternal symptoms such as emotional withdrawal, reduced
responsiveness, and disengaged interactions, may have a more
profound and lasting impact on child development than direct
exposure to abuse. Supporting this, further evidence shows that
maternal depression during early childhood is associated with
heightened hypothalamic-pituitary-adrenal (HPA) axis activity in
offspring across both childhood (20) and adolescence (21),
reinforcing the link between early caregiving stress and long-term
physiological dysregulation.

In cases where one or both parents experience depressive
symptoms, like Mrs. A’s story, the quality of parent-infant
interactions can be significantly disrupted, increasing the
likelihood of insecure attachment and predisposing the child to
persistent socio-emotional difficulties later in life. For example,
children whose fathers have depression in the perinatal period are
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found to have approximately a doubling of their risk of behavioral
problems in childhood, over and above maternal depression (16).
Extending this evidence, longitudinal research has demonstrated
that postnatal paternal depression predicts depressive symptoms in
offspring at age 18 (22), highlighting the enduring impact of early
paternal mental health. Collectively, these findings confirm that
intergenerational transmission occurs through both impaired
mother-infant and father-infant interactions, emphasizing the
importance of supporting both parents in the perinatal period.

2.8 Preventive interventions and early
support

Preventing the progression of these risks requires early, family-
focused interventions that support parental mental health, enhance
communication between partners, and promote positive caregiving
practices, thereby fostering meaningful and constructive social
interactions within the family. Primary care and pediatric services
play a central role in safeguarding the child’s wellbeing during this
period, as they provide routine monitoring of infant growth,
development, feeding, sleep, and attachment-related behaviors,
while also serving as key settings for identifying parental mental
health concerns that may affect caregiving. Evidence supports
interventions such as fostering healthy relationships via parent-
infant psychotherapy through playful activities that enhance
bonding such as infant massaging, responsive play, and video-
feedback interventions that enhance parental sensitivity and self-
awareness (23). These practices not only enhance bonding but also
act as preventive strategies, breaking the cycle of transmission and
supporting long-term mental wellbeing for both parents and
children. Furthermore, an effective strategy to prevent
transmission is educating parents about optimal ways to interact
with infants, alongside home-based interventions delivered through
multidisciplinary clinical team visitations that include child
psychology input, coordinated through primary care and pediatric
services to assess early socio-emotional development, support
parent-infant attachment, and ensure continuity of care while
helping families build supportive relationships within their home
environment (24).

2.9 Return-to-work considerations

Return-to-work practices vary across cultures, shaped by
individual expectations, family norms, and workplace policies. In
certain contexts, shorter maternity leave and early workforce
reintegration are practiced, whereas in others, extended leave is
prioritized to support maternal and infant well-being. Decisions
about a mother’s return should be individualized, considering her
readiness, symptom severity, occupational demands, and social
support. Evidence suggests gradual reintegration is generally
recommended once functional stability is achieved (25). In Mrs.
A’s case, this approach was followed after a full recovery, she
resumed her role as a school teacher following 12 months of
maternity leave, ensuring her return occurred only when she was
ready to meet the demands of her profession.
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3 Conclusion

In conclusion, this report highlights the importance of culturally
sensitive, and evidence-based interventions in addressing postpartum
depression. By integrating biomedical and faith-based models,
clinicians can optimize maternal and infant wellbeing while
respecting cultural values. Mrs. A’s case illustrates the necessity of
individualized care that honors patient beliefs, leverages family support,
and adapts multidisciplinary strategies. Ultimately, addressing PPD
through a personalized, holistic approach not only mitigates maternal
and paternal distress but also builds a more resilient and harmonious
relationship with the infant.

Data availability statement

The original contributions presented in the study are included
in the article/supplementary material. Further inquiries can be
directed to the corresponding author.

Ethics statement

Written informed consent was obtained from the individual(s)
for the publication of any potentially identifiable images or data
included in this article. Written informed consent was obtained from
the participant/patient(s) for the publication of this case report.

Author contributions

NA-M: Writing - original draft, Writing - review & editing.

Funding

The author(s) declared that financial support was not received
for this work and/or its publication.

References

1. Meltzer-Brody S, Howard LM, Bergink V, Vigod S, Jones I, Munk-Olsen T, et al.
Postpartum psychiatric disorders. Nat Rev Dis Primers. (2018) 4:18022.

2. Paulson JF, Bazemore SD. Prenatal and postpartum depression in fathers and its
association with maternal depression: A meta-analysis. JAMA. (2010) 303:1961-9.
doi: 10.1001/jama.2010.605

3. Bener A, Sheikh G. Prevalence of psychiatric disorders and associated risk factors in
women during their postpartum period: a major public health problem and global
comparison. IJWH. (2012) 191. doi: 10.2147/[JWH.S29380

4. Moore Simas TA, Whelan A, Byatt N. Postpartum depression—New screening
recommendations and treatments. JAMA. (2023) 330:2295-6.

5. Khalifa N, Hardie T, Latif S, Jamil I, Walker DM. Beliefs about Jinn, black magic and
the evil eye among Muslims: age, gender and first language influences. Int J Culture
Ment Health. (2011) 4:68-77. doi: 10.1080/17542863.2010.503051

Frontiers in Psychiatry

10.3389/fpsyt.2026.1763489

Acknowledgments

The author wishes to express sincere gratitude to Mrs. A for
generously sharing her personal story. Appreciation is also extended
to King’s College London, Faculty of Life Sciences and Medicine, for
the essential resources, including access to the Academic Skills
Center and library workshops, and to the faculty for their
valuable feedback.

Conflict of interest

The author(s) declared that this work was conducted in the
absence of any commercial or financial relationships that could be
construed as a potential conflict of interest.

Generative Al statement

The author(s) declared that generative AI was used in the
creation of this manuscript. The use of the Copilot Al software
for vocabulary enhancement.

Any alternative text (alt text) provided alongside figures in this
article has been generated by Frontiers with the support of artificial
intelligence and reasonable efforts have been made to ensure
accuracy, including review by the authors wherever possible. If
you identify any issues, please contact us.

Publisher’s note

All claims expressed in this article are solely those of the authors
and do not necessarily represent those of their affiliated
organizations, or those of the publisher, the editors and the
reviewers. Any product that may be evaluated in this article, or
claim that may be made by its manufacturer, is not guaranteed or
endorsed by the publisher.

6. Dennis CL, Singla DR, Brown HK, Savel K, Clark CT, Grigoriadis S, et al.
Postpartum depression: A clinical review of impact and current treatment solutions.
Drugs. (2024) 84:645-59. doi: 10.1007/s40265-024-02038-z

7. Peckham JAW, Otto MW, Kathryn McHugh R, Whitton SW, Andrew D. Patient
Preference for Psychological vs Pharmacologic Treatment of Psychiatric Disorders: A
Meta-Analytic Review. Psychiatrist.com (2013). Available online at: https://www.
psychiatrist.com/jcp/patient-preference-psychological-vs-pharmacologic/ (Accessed
November 11, 2025).

8. Nillni YI, Mehralizade A, Mayer L, Milanovic S. Treatment of depression, anxiety,
and trauma-related disorders during the perinatal period: A systematic review. Clin
Psychol Review. (2018) 66:136-48.

9. Dimidjian S, Goodman SH, Felder JN, Gallop R, Brown AP, Beck A. Staying well
during pregnancy and the postpartum: A pilot randomized trial of mindfulness-based

frontiersin.org


https://doi.org/10.1001/jama.2010.605
https://doi.org/10.2147/IJWH.S29380
https://doi.org/10.1080/17542863.2010.503051
https://doi.org/10.1007/s40265-024-02038-z
https://www.psychiatrist.com/jcp/patient-preference-psychological-vs-pharmacologic/
https://www.psychiatrist.com/jcp/patient-preference-psychological-vs-pharmacologic/
https://doi.org/10.3389/fpsyt.2026.1763489
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org

Al-Mulla

cognitive therapy for the prevention of depressive relapse/recurrence. J Consulting Clin
Psychol. (2016) 84:134-45. doi: 10.1037/ccp0000068

10. Erickson KI, Voss MW, Prakash RS, Basak C, Szabo A, Chaddock L, et al. Exercise
training increases size of hippocampus and improves memory. Proc Natl Acad Sci.
(2011) 108:3017-22. doi: 10.1073/pnas.1015950108

11. Newberg A. CONTENTS, in: Neurotheology: how science can enlighten us about
spirituality (2018). Columbia University Press.

12. Ferguson MA, Schaper FLWV], Cohen A, Siddigi S, Merrill SM, Nielsen JA, et al. A
neural circuit for spirituality and religiosity derived from patients with brain lesions.
Biol Psychiatry. (2022) 91:380-8. doi: 10.1016/j.biopsych.2021.06.016

13. Diener E, Tay L, Myers DG. The religion paradox: If religion makes people happy,
why are so many dropping out? J Pers Soc Psychol. (2011) 101:1278-90.

14. Oxhandler HK, Parrish DE. Integrating clients’ religion/spirituality in clinical
practice: A comparison among social workers, psychologists, counselors, marriage and
family therapists, and nurses. J Clin Psychol. (2018) 74:680-94. doi: 10.1002/jclp.22539

15. Rogers A, Obst S, Teague SJ, Rossen L, Spry EA, Macdonald JA, et al. Association
between maternal perinatal depression and anxiety and child and adolescent
development: A meta-analysis. JAMA Pediatr. (2020) 174:1082-92. doi: 10.1001/
jamapediatrics.2020.2910

16. Ramchandani P, Stein A, Evans J, O’Connor TG. Paternal depression in the
postnatal period and child development: a prospective population study. Lancet. (2005)
365:2201-5. doi: 10.1016/S0140-6736(05)66778-5

17. He L, Soh KL, Yu J, Chen A, Dong X. Effect of family-centered interventions for
perinatal depression: an overview of systematic reviews. Front Psychiatry. (2023)
14:1094360/full. doi: 10.3389/fpsyt.2023.1094360/full

Frontiers in Psychiatry

06

10.3389/fpsyt.2026.1763489

18. Paulson JF, Bazemore SD, Goodman JH, Leiferman JA. The course and
interrelationship of maternal and paternal perinatal depression. Arch Womens Ment
Health. (2016) 19:655-63. doi: 10.1007/s00737-016-0598-4

19. Lupien SJ, Parent S, Evans AC, Tremblay RE, Zelazo PD, Corbo V, et al. Larger amygdala
but no change in hippocampal volume in 10-year-old children exposed to maternal depressive
symptomatology since birth. Proc Natl Acad Sci U S A. (2011) 108:14324-9.

20. Essex MJ, Klein MH, Cho E, Kalin NH. Maternal stress beginning in infancy may
sensitize children to later stress exposure: effects on cortisol and behavior. Biol
Psychiatry. (2002) 52:776-84. doi: 10.1016/S0006-3223(02)01553-6

21. Halligan SL, Murray L, Martins C, Cooper P]. Maternal depression and psychiatric
outcomes in adolescent offspring: A 13-year longitudinal study. J Affect Disord. (2007)
97:145-54. doi: 10.1016/.jad.2006.06.010

22. Gutierrez-Galve L, Stein A, Hanington L, Heron J, Lewis G, O’Farrelly C, et al.
Association of maternal and paternal depression in the postnatal period with offspring
depression at age 18 years. JAMA Psychiatry. (2019) 76:290-6. doi: 10.1001/
jamapsychiatry.2018.3667

23. Letourneau NL, Dennis CL, Cosic N, Linder J. The effect of perinatal depression
treatment for mothers on parenting and child development: A systematic review.
Depress Anxiety. (2017) 34:928-66. doi: 10.1002/da.22687

24. Lowell DI, Carter AS, Godoy L, Paulicin B, Briggs-Gowan MJ. A randomized
controlled trial of Child FIRST: a comprehensive home-based intervention translating
research into early childhood practice. Child Dev. (2011) 82:193-208. doi: 10.1111/
j.1467-8624.2010.01550.x

25. Howard LM, Molyneaux E, CL D, Rochat T, Stein A, Milgrom J. Non-psychotic
mental disorders in the perinatal period. Lancet. (2014) 384:1775-88. doi: 10.1016/
S0140-6736(14)61276-9

frontiersin.org


https://doi.org/10.1037/ccp0000068
https://doi.org/10.1073/pnas.1015950108
https://doi.org/10.1016/j.biopsych.2021.06.016
https://doi.org/10.1002/jclp.22539
https://doi.org/10.1001/jamapediatrics.2020.2910
https://doi.org/10.1001/jamapediatrics.2020.2910
https://doi.org/10.1016/S0140-6736(05)66778-5
https://doi.org/10.3389/fpsyt.2023.1094360/full
https://doi.org/10.1007/s00737-016-0598-4
https://doi.org/10.1016/S0006-3223(02)01553-6
https://doi.org/10.1016/j.jad.2006.06.010
https://doi.org/10.1001/jamapsychiatry.2018.3667
https://doi.org/10.1001/jamapsychiatry.2018.3667
https://doi.org/10.1002/da.22687
https://doi.org/10.1111/j.1467-8624.2010.01550.x
https://doi.org/10.1111/j.1467-8624.2010.01550.x
https://doi.org/10.1016/S0140-6736(14)61276-9
https://doi.org/10.1016/S0140-6736(14)61276-9
https://doi.org/10.3389/fpsyt.2026.1763489
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org

	From mother to infant: a case report exploring postpartum depression through a cross-cultural lens in Qatar
	1 Introduction
	1.1 Context and definition of postpartum depression
	1.2 Case summary: Mrs. A’s clinical presentation

	2 Discussion
	2.1 Cultural prevalence and screening practices in Qatar
	2.2 Cultural frameworks and the role of family
	2.3 Pharmacological and non-pharmacological management
	2.4 Psychotherapy and lifestyle interventions
	2.5 Religious and spiritual approaches
	2.6 Paternal mental health and family dynamics
	2.7 Infant development and intergenerational transmission
	2.8 Preventive interventions and early support
	2.9 Return-to-work considerations

	3 Conclusion
	Data availability statement
	Ethics statement
	Author contributions
	Funding
	Acknowledgments
	Conflict of interest
	Generative AI statement
	Publisher’s note
	References


