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Abroad introduction about mental health issues (definitions) during pregnancy and afterbirth 
A broad overview of Saudi Arabia health policy priorities
	The Kingdom of Saudi Arabia (KSA) 2020 financial report illustrates that the state holds the health sector in high regard because it takes 16.4% of the nation's budget expenditure (Al‐Subaie et al., 2020). The current COVID-19 global pandemic has led the KSA government to find it paramount to hasten the ongoing health care transformation. The country’s Vision 2030 goals on healthcare prioritize increasing public-private participation, enhancing private care responsibilities through government privatization, boosting the implementation of digital information systems, and scaling up the local workforce's training to promote healthcare service delivery (Al‐Subaie et al., 2020). The current status illuminates that the KSA government has instituted policies such as the mandatory insurance requirement for all residents and non-residents in the private sector. 
	Historical data demonstrates that the KSA mental healthcare system in 1986 was centralized under the health ministry. The government built facilities leading to the decentralization of the healthcare system. The government's priority was to increase facilities and experts across the nation. Starting from 2006, the government instituted a mental health care policy that incorporated special programs for drug addicts, children, teenagers, and the elderly (Carlisle, 2018). The policy promoted the state’s 4% devotion of the healthcare budget towards the mental illness sector, though, above the 2% world median, it was below the 6% median for developed nations (Al‐Subaie et al., 2020). 
In 2014, the government adopted some of the WHO's healthcare system policies to protect mental healthcare patients such as patients and family members have the right information or patients have the right access to treatment facilities meeting the WHO organization set guidelines and standards (Carlisle, 2018). The government further instituted measures in 2018 to promote the development of better training programs to increase mental healthcare practitioners' is heightened skills. The government also developed the policy to integrate mental illness data with the current digital information systems to enhance service delivery and patient well-being. The government focused on upgrading healthcare facilities for mental illness patients and medical practitioners to decrease mental illness prevalence and enhance patients’ access to care.

WRITE ABOUT Mental health issues not just PPD 
	Although the government is now prioritizing mental healthcare, it fails to implement policies related to postpartum depression because of a lack of enough knowledge and literature (Al Nasr et al., 2020). Although limited data exist about PPD prevalence, Al Nasr et al. (2020) in their study suggests that the disorder is common among women in KSA compared to other diseases with 17.8% prevalence in the Dammam region and 33.2% in Riyadh. However, Ayoub et al. (2020) state that pregnant mothers’ mandatory government screening helps detects the disease occurring during childbirth. Implemented through the Vision 2030 strategic objective of health promotion against health risks, the government requires all pregnant mothers to be screened in order to identify any potential diseases that could pose a risk to their health (Gosadi, 2019). This way, proper care can be accorded to them early on, helping to reduce the occurrence of maternal complications.
Social view of motherhood in Saudi Arabia
Professional views on motherhood
	Female labor force participation is especially low within Saudi Arabia, with only about 15 percent of the female population aged fifteen years and above were employed in 2017 (The World Bank, 2021). Significant evidence points to social norms as a key contributor to labor force participation, including the emphasis for women to practice domestic roles such as being mothers to their children and their family. In the case of working mothers that got pregnant when on employment, there is a reported late initiation of care within pregnancy and minimal antenatal care visits. This population was also reported to experience a greater prevalence of preterm deliveries, more caesarean sections and low birth weight infants as a result of the unfavorable working conditions that do not allow enough time for personal care (El-Gilany, El-Wehady, & El-Hawary, 2008). In addition to institutional barriers to motherhood for working Saudi women, (Gilbert, Holahan, & Manning, 1981) reports that working women identify feelings of guilt, family adjustment problems and discrimination within the work place as factors that influence their roles.
Women’s views on motherhood
	Harper (2007) in a literary geography of the country of Saudi Arabia reported a collision between modernization and customs within the Saudi society, spurring discussions on gender inequalities and women’s rights which in turn resulted in an increased ability for the females to get employment opportunities. Shiva (2013)’s study supported this, noting that mothers face significant problems in finding a balance between their work and family. Shiva (2013) through administered questionnaires to working women reported that the ability to access employment opportunities enhanced the women’s conflicts on whether they can still be able to effectively take care of the family while facing the challenges at work. 
	Brown & Watson (2010) in a review on the impact of the Saudi societal changes on the perceptions of women regarding their societal roles, reported that women still consider themselves responsible for taking care of their families. However, there was a recognition among the professional women in the study that it is possible to be a mother while balancing the role with other functions such as being in employment.


Society (cultural) view on motherhood
	The family is considered the most significant social institution within the Kingdom of Saudi Arabia as it is the primary basis of status and identity for the individual. The Saudi Arabian culture is collectivist with the society prioritizing the needs, attitudes and values of the family over that of their own (Harper, 2007). In the Saudi traditions, the main source of income for the family is identified as the man or father. The woman, on the other hand, is expected to be the homemaker. Consequently, the women were and are still expected to stay at home and fulfil their motherhood duties such as taking care of the household chores and the children (Berkove, 1979; Al-bakr, Bruce, Davidson, Schlaffer, & Kropiunigg, 2017). The number of children is largely influenced by the husband and the husband’s family, with a significant correlation between the husband’s financial status and the number of children. There is a slight change with the preference for a male child, but this still exists as the men still want sons that can carry forth their family names and lineage (Hammadah, Al-Roomi, & Masuadi, 2008). It is strongly preferred that a woman gets pregnant shortly after marriage, with contraception only socially acceptable after having the first child for the purpose of spacing the children. These traditions and trends are changing across the generations but still exist (Green & Smith, 2006).
Traditional beliefs and practices persist within the Saudi society in regards to pregnancy and motherhood. To begin with, it is considered social unacceptable for unmarried women to seek medical advice on information regarding pregnancy. Even the newly married are not expected to seek medical assistance until they get pregnant, with most waiting till the end of the first trimester to announce their pregnancy or seek medical help as a result of the perception of early news evoking an evil eye (Kridli, Ilori, & Verriest, 2013). 
Write about stigma in mental health issues during pregnancy or after birth in KSA
	Minimal pregnant women consider the option of undergoing screening for other diseases and conditions. Kridli (2002)’s study reveals that most Arab Muslim women perceive the lack of visible signs and symptoms of any conditions as an indicator of good health, hindering the early detection of other underlying conditions. Interestingly, family members were found to play a significant role on women’s practices, beliefs and perceptions regarding motherhood. Traditional concepts on what to do and think about pregnancy and motherhood are passed on and reinforced by the mother-in-law, the mother, friends and other relatives. In addition, Lamadah (2013) reported a significant difference between the perceptions of younger and older Saudi women regarding motherhood. Specifically, older women have deeply rooted traditional beliefs regarding pregnancy and their responsibility as mothers while younger women have lesser information and are influenced by education and modern evidence-based practices. This has in turn contributed towards the rejection of harmful traditional practices associated with motherhood such as the belief that colostrum in breast milk is dirty and that breastfeeding increases the sizes of breasts and weight gain (Oommen, Vatsa, Paul, & Aggarwal, 2009; Joshi, Barakoti, & Lamsal, 2012). The rejection is however prevalent among younger women with increased knowledge, leaving the older women to grasp with the mental turmoil of traditional compliance.
Key concepts of major depressive disorder
	The American Psychiatric Association (2013) describes depressive disorder as a mental disorder characterized by people having low moods towards those activities they used to have interests. Major depressive disorder is categorized as a mental illnesses termed mood disorder as a result of its effect on one’s mood. Major depressive disorders can range from mild to major depending on the severity of the symptoms and the stage in life during which it occurs. Doraiswamy et al. (2020) note that occurrences of depressive disorders before and after delivery, also known as perinatal mental illness, are categorized into two specific mental illnesses: ante- and postpartum. Doraiswamy et al. (2020) define perinatal mental illness as those disorders that occur before and one year after childbirth. Doraiswamy et al. (2020) explain antepartum as the mental illness patients get during pregnancy or a pre-existing condition that went undiagnosed before the pregnancy. Among the depressive disorders, antepartum is considered the most common in mothers. Low self-esteem, increased anxiety, changes in sleeping patterns, low libido, fatigue and poor fetal attachment are among the disease's common symptoms (Martin, 2012). 
Diagnostics criteria for depression
	The DSM-5 is the widely used framework for the diagnosis of mental health disorders. To diagnose depression, the framework requires that the individual be exhibiting/experiencing five or more symptoms within the same 2-week period in addition to at least one symptom being the loss of interest or a depressed mood (American Psychiatric Association, 2013).
	The diagnostic criteria for depression are;
· Depressed mood most of the day, felt nearly each day.
· A significantly reduced interest in all or almost all activities for most of the day, occurring close to every day.
· Marked weight loss/weight gain despite not dieting and an increase/decrease in individual appetite close to each day.
· Slow-down of thoughts and reduced physical movement that is identifiable by others.
· Loss of energy/fatigue occurring nearly every day.
· Feelings of inappropriate guilt/worthlessness nearly every day.
· Reduced ability to concentrate/think, increased indecisiveness nearly every day.
· Recurrent death thought, suicidal ideation /suicide attempts without a given plan.
For an individual to be diagnosed with depression, these symptoms should not be as a result of another medical condition or substance abuse, they should cause clinically significant impairment in the individual’s normal functioning, should not be better explained by other schizoaffective disorders and the individual should have no history of manic/hypomanic episodes (American Psychiatric Association, 2013). 
Provision of maternal healthcare in antenatal and postnatal period for women in Saudi Arabia
The developed nations have better infrastructure and living conditions that support the healthcare systems towards prevention and provision of quality care among patients with postpartum conditions. Apart from infrastructure, the developed nations have developed a better policy that meets the WHO such as building more hospital facilities that meet the standards and increasing training and professional staff (Carlisle, 2018). For this reason, Saleh et al. (2020) indicate that KSA can provide quality pre-and postnatal care for mothers, making it easier to prevent the prevalence of the disorders among women. The government has instituted policy regulations that promote the better provision of quality healthcare for all mothers before and after childbirth, promoting postpartum complications’ reduction through mandatory checkups during pre and postnatal care (Carlisle, 2018). SUCH AS …
From another perspective, data illustrates that a higher percentage of KSA caregivers are not aware of the medical skills required to provide skilled care for the mothers (Saleh et al., 2020). In relation to the mothers, the application of quality improvement is a key gap among KSA caregivers, making it difficult to impart knowledge to the mothers on crucial care aspects such as recognizing neonatal danger signs that comprise of fever, difficulty breathing and hypothermia in newborns and young infants. Like the caregivers, a higher percentage of mothers are not aware of the care they are needed to observe to prevent the negative effects of PPD WRITE ABOUT ANITHER MENTAL HEALTH ISSUES . The research notes that disparities exist between midwives and nurses, with nurses having a higher ratio of those who possess the right skills to care for PPD. Besides, the data illustrates that the caregivers and mothers do not include the necessary knowledge to detect PPD (Saleh et al., 2020). This has resulted in the progression of the disease. 
Structure of antenatal care in Saudi Arabia
	At the global level, agencies such as the United Nations Population Fund (UNFP) and the World Health Organization (WHO) emphasize the improvement of maternal health through the provision of care during pregnancy, in childbirth and during the postpartum period in order to save the lives of the women. The World Health Organization recommends that each woman attend at least four antenatal care visits for a low risk pregnancy, with the number expected to be higher for women with higher risk pregnancies.
	The antenatal care (ANC) model by the World Health Organization has been adopted by most developed countries and is increasingly adopted by developing countries with slight modifications (Al-Habeeb & Qureshi, 2010). The WHO outlines key elements of ANC visits- assessment (examination of history and laboratory tests), health promotion and the provision of care. In a study on the quality of antenatal care in Saudi Arabia, Habib, et al. (2011) established that ANC services provided at primary health care centers within Medina city face poor implementation with characteristics such as long waiting time, irregular visits and poor feedback to the visiting women. This was attributed to the limited number of antenatal physicians at the centers, a lack of commitment by the pregnant women in attending all appointment and a lack of time for comprehensive feedback owing to the limited number of physicians.
	In 2016, The Kingdom of Saudi Arabia’s ministry of health reported that only about 23 percent of women attended the recommended four antenatal appointments within the primary health care centers within Jeddah (Department of Public Health, 2016). This is over two times lower than the 65 percent international rate reported by the United Nations Children’s Fund (UNICEF, 2018), pointing to an underuse of antenatal clinics within Saudi Arabia.
In a study on the uptake of antenatal care within Saudi Arabia, Alanazy & Brown (2020) reports a prevalence in missed antenatal appointments by women within Saudi Arabia. In the study, a number of factors are identified among them poor clinic facilities, enhanced waiting times and minimal maternal education and overall literacy.
Health care provider regulation competency in mental health in Saudi Arabia
	Within the Kingdom of Saudi Arabia, there were no psychiatric hospitals up until the 1950’s. By early 1980’s, the country had only established two psychiatric hospitals to serve a population of about 7 million residents (Koenig, et al., 2014). The last 30 years have however witnessed significant changes in the country’s mental health care system, this led by the establishment of primary health care centers by the government throughout the country in 1989 (Koenig, et al., 2014). The World Health Organization in 2000 encouraged countries to use primary health centers as the first point of contact for all individuals with mental health problems. In the event the physicians at the primary health care center cannot handle the mental health patients, the patient would be referred to general hospital psychiatrists and further to teaching hospitals or specialty psychiatric hospitals. The Kingdom of Saudi Arabia follows this recommendation, helping to ensure that members of its population that are faced with mental health problems can get the assistance they require.
In 2012, the Saudi government passed the Mental Health Act focused on nine core areas including the improvement of access to general mental health care, preservation of the rights of patients and the establishment of mechanisms with which to implement the provisions. This act effectively placed the 2008 mental health policy guidelines under governmental authority as a way to streamline mental health care services delivery to the families, health consumers and caregivers (Al-Habeeb & Qureshi, 2010). The mental health act set out the procedures and policies that would effectively safeguard the rights of all individuals with a mental illness. In addition, the Saudi Arabian Mental and Social Health Atlas (SAMHA) was established in 2007, with a core goal being to increase the country’s ratio of psychiatric beds per population. Currently, the world average is 16 psychiatric beds for a population of 100,000, with the KSA remaining at 12 psychiatric beds for a population of 100,000 (Koenig, et al., 2014).
	To ensure an adequate number of health providers trained in mental health issues, universities in KSA currently offer undergraduate and post-graduate programs in psychology and counselling among them King Khaled University, University of Tabuk, University of Dammam, King Saud University and Princess Noura Bint-Abdulrahman university. In addition, at least 13 of the countries medical schools offer graduate training for related health disciplines such as psychologists, nurses, counsellors and social workers (Koenig, et al., 2014). 
Prenatal mental issues
	The diagnosis of antenatal depression is challenging since the physiological signs of pregnancy tend to overlap with the exhibited symptoms of prenatal depression (Doraiswamy, et al., 2020). However, there has been a reported increase in the prevalence of anxiety and depressive disorders among women. Bawahab, et al. (2017) reported a 21 percent increase in the occurrence of anxiety disorders and depression among women, a situation that is aggravated by pregnancy.
	Pregnancy-specific stress, anxiety and depression may occur as a result of the woman worrying about the pregnancy, delivery and physical changes in addition to other stressful factors within their life. The lack of psychosocial support is also identified as a causative factor in increasing pregnant women’s stress. The changes that occur to a woman as a result of pregnancy result in an increase in the woman’s vulnerability to anxiety, stress and depression which in turn affect the wellbeing of both the mother and the fetus. Unrelieved stress and mental issues within pregnant women can also increase the woman’s vulnerability to emotional and physical problems such as fatigue, insomnia, heart problems and the development of ulcers (Martin, 2012).  
	There is limited diagnostic data in the Middle East to effectively assess the country prevalence of antenatal mental issues. However, studies have identified that the Middle East region reports a globally lower than average proportion of suicide-attributable pregnancy-related deaths and a globally higher than average proportion of pregnancy related deaths that are attributed to general injuries such as falls, poisoning, burns and drowning (Doraiswamy, et al., 2020). The discrepancy raises insights regarding the region’s underreporting of suicides with Doraiswamy, et al. (2020) attributing this to the prevailing stigma towards mental illness and suicide. A recent study on antenatal depression among pregnant women in Saudi Arabia found a 26.8 percent prevalence (Khedair, Al-Jeheiman, Al-Turki, & Qahtani, 2017). The author attested the high prevalence to the myriad of psychological changes that occur during pregnancy and somatic manifestations such as anxiety that are a normal physiological change arising from pregnancy. Bawahab, Alahmadi, & Ibrahim (2017)’s study found a 57.5 percent prevalence of antepartum depression among pregnant women within Jeddah, Saudi Arabia with the main contributor reported as the thoughts of harming oneself. This is further supported by the findings in (Al-Hejji, Al-Khudhair, Al-Musaileem, & Al-Eithan, 2019) with a 31.9 percent prevalence in antenatal depression. In the study, the authors establish a significant association between antenatal depression and having a smoker husband, experiencing difficulties in sleeping, having experienced post abortion psychological complications and having had one previous pregnancy.
Impact of perinatal mental ill health on family relationship
Mother to partner
	For the mother-to-partner relations, PPD transfers stressful emotions to the spouse resulting in depressive disorders. Al Nasr et al. (2020) pinpoints that most male spouses develop mental illness from stressful conditions associated with PPD. Al Nasr et al. (2020) highlight early parenthood as the most vulnerable period for partners because they can easily succumb to mental illness caused by PPD. However, limited data about the relationship exist on whether it causes serious problems or divorces among the partners. 

Mother to baby
	Alipour et al. (2018) establish that PPD is one of the common risk factors for developing psychopathology in the offspring after birth. The negativity and limited vital bonding between the mother and the child symptoms of PPD causes infants in their first to develop psychopathology. Similar to the effects of PPD on the mother-partner relationship, the early childhood period is considered the most crucial for preventing psychopathology among infants. Therefore, Alipour et al. (2018) suggest that the KSA government should implement policies that support the sensitization of PPD and the need for caregivers to develop apt skills, in addition to providing quality care. 

Child development
	Aktar et al. (2019) indicate that PPD has a negative effect on the development of social and emotional elements from their birth to six months. When infants are exposed to negativity and minimal bonding from their mothers or partners, they develop poor social and emotional cognitive skills. Aktar et al. (2019) elaborate that the effects can cause harm to the children's education because of weakness in focusing or making it difficult for them to have proper socialization with their peers. Thus, Aktar et al. (2019) recommend KSA government should make PPD one of the priorities to prevent the common occurrence of mild disease.
Postnatal mental issues
	It has been recognized that women are most likely to develop mental health problems in the period during and after pregnancy as a result of the demanding physical, biological, emotional and social changes that occur during pregnancy (Jordan, Farley, & Grace, 2018). At the basic level, postnatal mental issues are classified as puerperal psychosis, maternity blues and postnatal depression. However, the spectrum of mental issues during the postnatal period is wide, characterized by emotions such as irritability, transient mood lability, delusions, weepiness, delirium, marked agitation and confusion (Rai, Pathak, & Sharma, 2015).
	Postnatal mental issues, when left untreated, can have wide-ranging negative effects on the family with a particular emphasis on the mother-infant attachment and interaction. Worse yet, postpartum depression’s impact on mother-infant bonding can affect the infant’s development, further adding on to the mother’s feelings of guilt and shame (Al-Modayfer, Alatiq, Khair, & Abdelkawi, 2015).
	The prevalence of pregnancy related mental issues is considered higher within low and middle income countries with an average of 15.6 percent prenatal and 19.8 percent during the postnatal stage (Ayoub, Shaheen, & Hajat, 2020). This is largely associated with risk factors such as unplanned/unwanted pregnancy, low socioeconomic status, poor partner/family relationships, experiences of partner violence, lack of partner support/practical help and being unmarried (Fisher, 2012). In a recent study on postnatal depression in Saudi Arabia, Nasr, et al. (2020) reported a 38.5 percent prevalence with the main determinants identified as an unsupportive spouse and recent stressful life events. Alasoom & Koura (2014) support that an unsupportive spouse is a prevalent cause of postnatal depression with pregnant women developing negative feelings as a result of the lack of support. In addition, Alasoom & Koura (2014) identified a pregnant woman’s history of depression or other mental disorders, a family history of depression and unwanted pregnancy as further causes of postnatal mental issues.
Need more paragraphs about:
1- management of mental health issues in pregnancy and afterbirth (focus on awareness and knowledge)
2-  why conduct this study in KSA
3- problem statement
4- significance of the study 
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Questions
1. What is the impact of mental ill health among pregnant women on family relationships?
2. How does the Saudi Arabian society perceive motherhood?
3. Are women who are pregnant at increased risk for mental health disorders compared with non-pregnant women?
4. For pregnant women, does the application of mental and general health policies reduce the future risk of maternal complications?
5. What are the key concepts of major depressive disorders among pregnant women in Saudi Arabia?










