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ABSTRACT

From thousands of years women have make use oémeand other spiritual practices for their own aothers
health concerns (National Center for Complementang Alternative Medicine, 2005). Studies documeitited!
relationship between religious involvement and trealsk behaviors in childbearing women concludedttsuch
involvement was significantly correlated with leisk health behaviors (Page, Ellison, & Lee, 200B)e present
study wants to explore the relationship betweeigimis coping and adjustment among pregnant worReasent
study represents a sample of forty-seven partidgpamcluding pregnant women coming obstetric clifac their

prenatal checkup. For the measurement of religioysing tools like R-COPE by (Pargament, 2000), wsed and
Adjustment was measured with the help of depres3i®+D Scale by Radloff, 1977 and Hopkins Anxidtycklist

by Parloff, 1954.1t was a cross-sectional studyiglesn which descriptive statistics like correlatid-test and
ANOVA techniques were used to analyze the dataitiRoseligious coping shows a significant negative
relationship between age (r = -.79, p < .01) andstg¢ion period (r = -.49, p < .01). Negative copimgs found
significantly and negatively correlated with age=(r.56, p < .01) and gestation period (r = -.44<p.01). Anxiety
was found significant and negatively related witedr = -.68, p < .01) and gestation period (r 26, p < .01).

Depression was significantly and negatively relatedige (r = -.84, p < .01) and gestation period=<r-.55, p <

.01). Mean scores show that positive coping wakédrigmong participants with <30 years of age (M &0, SD
= 6.36) and same as negative coping with <30 yezfrage (M = 11.92, SD = 3.34). Participants withosh
experience of pregnancy (i.e., <3 months) showsemositive coping (M = 49.22, SD = 7.30) and negaitoping
(M = 11.78, SD = 3.49) respectively. The overafidings suggest the role that understands the weiatiip of
religious coping with adjustment among pregnant wom

Keywords: Religious coping, Age, Gestation age, and Adjustmen

INTRODUCTION

There seems to be a general agreement that réjglmeadly defined in different health areas tyig predicts
good health.[1]lts use has been studied in rislgmaacies as a frequent coping strategy that seenmave a
positive effect on health outcomes[2][3].Religiotzping is a broad variety of spiritually and retigsly based
cognitive, behavioral, and interpersonal resportsestressors.[4]Women have used prayer and otheitusp
practices for their own and others’ health concéonshousands of years.[5] Previous empirical aesie has shown
that religious coping is used in response to thagat loss.[6]Religious coping has been associafddtihe health
and mental health related outcomes of a wide waaktritical life situations[7][8][9]. However stlies documented
the relationship between religious involvement &wedlth risk behaviors in childbearing women conicigadthat
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such involvement was significantly correlated wahs risk health behaviors.[10] Religion seemse@i important
coping strategy for those with life threateningnééses [11][12] The use of religious coping is eisged with a
higher level of mental and physical well being.[13] Religious coping have been used in the psyagio&l
research literature to describe a breadth of apgpemto religious practice that influence mentalltheoutcomes.
For example, Muslims have been found to adopt gerpersonal and collective coping style. The effaitIslam
and traditional practices on Turkish women’s repicitve health have been described, with God seetheas
“ultimate healer”. [15] Strong religious beliefseacentral to culturally based perceptions of weatge[16][17]
Whereas those from Christian backgrounds utiliseoee individualistic approach. [18]The Spirit okthord helped
me a lot to give birth to each baby. It is impottemthe Tongan lady that the first thing they d®iathey give birth
is to give thanks to the Lord”. [19] During pregr@y it was a good time to say a prayer and givakbao the Lord.
Tongan women believe that, during pregnancy, ass good time to have spiritual experiences sottieababy will
be created with a good body”. In his study he éadied that religious coping is commonly used by yngmoups in
times of stress, particularly the most disenfragetiiin society. [20][21][22] A Ghanaian woman expda that
“this junction of life and death” is dangerous tooth mother and child.[23] Authors who conductediees of
research regarding spirituality during pregnancyatoded powerful spiritual relationships exist beém child-
bearing women and their unborn children[24][25]wEe studies analysed distinctively the impact ofifee and
negative religious coping. Positive religious capis based on a secure relationship with a benev@®d in
contrast with negative religious coping reflectaglistant punishing God.[26] It appears that oryifive religious
coping is constructive and useful to the individuaing associated with better mental and emotibealth and
personal growth through adversity.[27][28] On thbes hand, negative religious coping, feeling phed sinful
and abandoned, is associated with psychologicakdsand increased physical vulnerability. [29][3D]Religious
coping is also correlated with a number of positvecomes, including better physical health [32jrdased levels
of depression [33][34] increased mental healthust35] and stress related growth noted that @ligicoping has
also been associated with better health and méetdth outcomes in a wide variety of life situationcluding
illness, victimization, war, and the death of addwne.

Adjustment has been explained in terms of anxietydepression.

Anxiety:

Pregnancy and the transition to parenthood involegor psychological and social changes in futurema. These
changes have been linked to an increase in anaétg and depression symptoms. [36]The prevalehaexaety
disorders in pregnancy varies according to studigsevaluation moments. In a study [37] 54% ofviloenen had
antenatal anxiety during at least one trimestexidty estimated in the 2nd pregnancy trimester feasd to be
lower in most of the studies from 6.6% to about 13%[39] Anxiety levels seem to be higher in the&t and 3rd
trimesters, when compared with the 2nd pregnanoyester. In fact a non linear pattern for anxiets theen
pointed out in women, with the 1st and 3rd preggatrenesters being identified as high risk perip#i3]
Researchers, psychiatrists and related disciplirg& been concerned about women experiencing snaiel
depression during pregnancy. They mostly focusiagrmbsable mental disorders, primarily anxiety, defdressive
disorders.[41][42] These periods are consideretea high risk time both for preexisting and newchsatric
illness. These psychiatric illnesses occurring ythe period not only affect maternal health batses adverse
action on fetal development as well.[43]Ilt was fdun studies that a significant portion of womerpeence
prenatal anxiety both in general and about thetgpancy.[44][45] Anxiety during pregnancy have nfestations
like: feeling anxious, concerned, afraid, or pagicdbout the pregnancy.[46] In a studsing 10- item scale
reflecting anxiety about the baby’s growth was udedng pregnancy, it was found that loss of thieyband harm
during delivery as well as a few reverse-coded dtemoncerning confidence in having a normal
childbirth.[47]Empirical evidence across studiesdoferse populations regarding the adverse effecfgregnancy
anxiety on gestational age at birth.[48]Multidimiemsal modeling techniques revealed that state &nxeegnancy
anxiety, and perceived stress all predicted thgtlenf gestation. But pregnancy anxiety (as easly & weeks into
pregnancy) was the only significant predictor wtahthree indicators were tested together with ro&dand
demographic risks controlled [4Women with high pregnancy anxiety were atl.5 tingr'sater risk of preterm
birth (PTB) controlling for socio-demographic colaes, medical and obstetric risks, and specificries over a
high-risk condition in pregnancy.[49]Women who amest anxious about pregnancy seem to be more iragcu
attached of certain cultural backgrounds, morelyike have a history of infertility or to be camg unplanned
pregnancies, and have fewer psychosocial reso[B0gScreening for pregnancy anxiety, state anxidgpressive
symptoms, and stress in pregnhancy stands to prgdgtintially important clinical benefits not onigrfmothers but
their children as well [51] [52] because, then dasys to aware about future planning.
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Depression:

Pregnancy does not protect women against the dawelot of depression. [53][54] It seems to be highating
pregnancy than in the postpartum period.[55] Stddge by Evans et al., [56] found 13.5% of the womeme
depressed at 32 weeks of pregnancy and 9.1% atRswmostpartum. An extensive amount of women whibaa
postnatal depression were already depressed dpriegnancy.[57][58][59] Depression rates seem toradese
throughout pregnancy.[60] A depression prevalerfcE5b6% was found at early and mid pregnancy 11ii%e
3rd pregnancy trimester and 8.7% in the postpapearnod.[61] Attention must be paid to these levadlénfluence

in any attempts to screen and treat depressionetgnyregnancy anxiety among women because ititeaswn
consequence which affects her either directly diréctly. Depression occurs as frequently duringgpancy as in
the postpartum.[62t has been shown that women prefer psychoso@atrtrents for depression during the perinatal
period.[63]More than a dozen studies on depresseddnor symptoms of trauma found significant effeots
gestational age.[64]Changes in relationship adjastmand changes in depressive symptoms co-varyinwith
individuals at times when an individual’s relatibips adjustment is lower than usual, that individuaepressive
symptoms tend to be higher. [65[66][67]Relationshigjustment was found to be associated with depeess
symptoms during pregnancy.[68] Marital adjustmeotstinue to be significantly associated with depines
symptoms.[69] Researchers have found differencessknfactors associated with first onset versu@imences of
depression.[70]Recent study reporting that womeh bdth depression and anxiety disorders wereghiesit risk of
low birth weight (LBW) as compared to those withlyodepressive or anxious symptoms or none. [71]éen¢
review found relatively large effects of maternapdessive symptoms on infant birth weight acrosersé studies
with the largest effects for low-income or low sdtatus women and women of color [72].Evidenceeftects of
maternal stress, depression, and anxiety in pregndras adverse neuro developmental outcomes for the
child.[73]Couple therapy has been shown to be 8ffecin reducing depression and improving relatiops
adjustment in depressed individuals in the germypulation[74fs well as among pregnant women.

MATERIALSAND METHODS

Aims and objectives
The present study wants to explore the relationsi@pween religious coping and adjustment among ratety
women.

Sample

Present research represents a sample of forty-seagitipants including pregnant women coming tetetsic
clinics for their prenatal checkup. The age of éhgsmrticipants ranged from 20 to 38 years. Majodtythe
participants had 3-6, 6-9 and some participantdéssithan 3 months of gestation period.

Tools Used

Demographic Questionnaire: The information about demographic history of thetipgpants has been collected
with the help of questions related to their Agestagon Period and Education Qualification. Additiinformation
about their family background includes: area ofd®sce, family type, family occupation and inconas lalso been
mentioned.

Religious Coping: Religious coping activities and individual spiritusources is a modified version of select
subscales of the RCOPE [75] was administered. iAsisument assesses positive and negative religiopsg
methods. Each item is rated on a four-point Lilsedle. In terms of criterion validity, higher sco@n the positive
religious coping subscale were associated withtgrdiée satisfaction, spiritual growth, and streskted growth as
well as lower levels of depression, anxiety, dsgrdnopelessness, and Internal consistency essifftatthe positive
religious coping subscale have been relativelyngfi@ > .80) and the internal consistency estimateshiemnegative
religious coping subscale have been relatively toe> .70). Internal consistency reliability (Cronb&calpha)
for the measure of positive religious coping isS0and the internal consistency estimates for tigatiee religious
coping subscale is 0.78.

Depression: Depression was examined by using a shortenedovedsi the Center for Epidemiological Studies —
Depression (CES-D).[76]It is a 10-item and 4-pdiikert scale that asks about a variety of depress@ated
symptoms in the mother’s report of his perceptibmother’s depressive symptoms. The scale askegoribe how
often he/she has experienced those symptoms ogepast week. In the present sample the internaistemcy
reliability (Cronbach’s alpha) of this measure Wa&3.
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Anxiety: The Hopkins Anxiety Checklist was used to assessety. [77]Ten items were rated on a 4-point tike
scale with higher scores indicating higher anxi®segnant women rates how true each of the sympioiios her.
In the present sample the internal consistencgiiy (Cronbach’s alpha) of this measure was 0.89

Procedure:

Present research was conducted according to greyaithical principles and received approval fronordén’s
Hospital Bhopal. Participants were identified b fhvestigator and physicians through these appant books,
logs, and schedules. Necessary information wasgibmut the nature and purpose of the study. Thicipants
were invited to participate by the investigator aigned an informed consent before collecting thta.dThe
participants were instructed that there were nbtrig wrong answers. The questionnaires took apmately 20 to
30 minutes to complete. After the completion of thié three assessments participants were thankethdo
participation and cooperation.

RESULTSAND DISCUSSION

Table-1 Demographic History and Personal Characters of the Participants

Characteristics N Per centage (%)
Age (Mean =26.53, SD = 4.99)

30 years 25 54
30 years and above 22 46
Gestation period

Less than 3 months 10 21.3
3 — 6 months 12 255
6 — 9 months 25 53.2
Area of residence

Rural 36 77
Urban 11 23
Family Type

Nuclear 22 46
Joint 25 54
Educational Qualification

llliterate 19 40.4
Elementary Schooling 9 19.1
Matriculation 5 10.6
Higher Secondary part-II 5 10.6
Graduate 4 8.5
Post Graduate 5 10.6
Occupation

House Wife 38 81
Job 9 19
Monthly Income

Less than 10000 Rs 15 31.9
10001-25000 25 53.2
25001-50000 7 14.9
No. of children

Less than 2 30 64
Greater than 2 17 34

Majority of the participants belong to rural arg@3%). Only 11 (23.00%) participants were residesftairban areas. The percentages of
participants belonging to nuclear and joint fansilieere 46.00 and 54.00 respectively. Majority (800} of the participants of the present study
were illiterates.
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Table-2 Coefficient of Correlation of Scores of Religious coping, Anxiety and Depression with Age and Gestation period

Variables Mean SD Age Gestation Period
Positive coping 43.74 9.34 - T9** A9**

Negative coping 9.49 4.65 -.56** - 44**

Anxiety 16.00 6.11 -.68** -40%*
Depression 15.15 5.29 -.84** -.55%*

*P<.05, **P<.01

In table-2 Pearson’s coefficient of correlation wesed to examine the relationship between scoreRdigious
coping, Anxiety, Depression, Age and GestationquerResults shows significant negative relationdfeépyeen
positive coping and age of the pregnant wonren {.79,p < .01) and gestation period£ -.49,p < .01). Negative
coping was found significantly and negatively ctated with ager(= -.56,p < .01), and gestation period= -.44,

p < .01). Participants less than 30 years of age shogher positive coping in comparison to more tB@ryears of
age. Same as participants with short experienceregnancy reported more positive coping in congoarito
participants with long experience of pregnancy.

Anxiety was significantly and negative related ¢ @f the pregnant women= -.68,p < .01), and gestation period
(r = -.40,p < .01). Participants less than 30 years of age gir@ater anxiety in comparison to more than 30s/ear
of age. Same as participants with short experiehpeegnancy reported more anxiety in comparisoparticipants
with long experience of pregnancy.

Depression was significantly and negative relatedge = -.84,p < .01), and gestation period=£ -.55,p < .01).
Participants less than 30 years of age show grdefmession in comparison to more than 30 yeaegef Same as
participants with short experience of pregnancyregg more depression in comparison to participavitis long
experience of pregnancy.

Table-3 Mean, Standar d Deviationsand t-test of religious coping and age of pregnant women

Religious Coping Age Mean SD t-value

Positive coping <30yrs 50.60 6.36 74.95**
30yrs & above 35.95 5.04

Negative Coping 0yBs 11.92 3.34 20.87**
30yrs & above 6.72 4.43

*P<.05, **P<.01

In table-3 Mean scores a®Dsof two groups of participants with varying age fbe measures of religious coping
along with t-test showed significant differenceviién mean positive coping scores of two groupsadigipants t
=74.95,p < .01. Mean scores show that positive coping wghdriamong participants with <30 years of dge=(
50.60,SD = 6.36) as compared to the participants with 3ryand aboveM = 35.95,SD = 5.04).

Negative coping results revealed significant ddfeses between mean scores of two groups of patitspt =
20.87,p <.01. Mean scores clearly revealed that particpavrith <30 years of agé(= 11.92,SD = 3.34) shows
more negative coping as compared to the participaith 30 years and abowvel & 6.72,SD =4.43).

Table-4 Mean, Standard Deviationsand One-way analysis of Variance of religious coping and Gestation Age of Pregnant Women

Religious Coping Gestatigkge Mean SD F (2, 44)
Positive coping mBnths 49.22 7.30 7.06**
3-6 months 42.73 ®.9
6-9 months 38.89 8.1
Negative Coping <3 rien 11.78 3.49 23B*
3-6 months 955 25.
6-9 months 7.17 4.37

*P<.05, **P<.01

In table-4 Mean scores of three groups of paritip along with the analysis of variance revealgdificant
differences between mean religious coping scorethrele groups of participants for positive copind2, 44) =
7.06,p < .01, and negative copirfg(2, 44) =5.23p <.01.
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Mean score indicate that participants with shogpesience of pregnancy (i.e., <3 months) shows npostive
coping M = 49.22,SD =7.30) as compared to the participants with 3mobiths 1 = 42.73,SD =9.98) and 6 —
9 months 1 = 38.89,SD =8.19).

However negative coping participants with less tBamonths of pregnancy reported greater used aitivegcoping
(M =11.78,SD =3.49) as compared to the participants with 3modiths 1 = 9.55,SD =5.22) and 6 — 9 months
(M =7.17,SD =4.37).

DISCUSSION

The purpose of the present study was to find oet riflationship of religious coping with adjustmemhong
pregnant women. Majority of the participants be®g rural areas (77%) and (23.00%) participantewesidents
of urban areas. The percentages of participantsnbilg to nuclear and joint families were 46.00 &%100
respectively. Majority (40.40%) of the participanfsthe present study were illiterates. The findimfptained by the
present study can be discussed as under:

In table-2 Pearson’s coefficient of correlation wesed to examine the relationship between scoreRdigious
coping, Anxiety, Depression, Age and GestationquerResults shows significant negative relationdiepveen
positive coping and age of the pregnant women (= -.79,p < .01) and gestation period £ -.49,p < .01).
Negative religious coping was found significantlydanegatively correlated with age £ -.56, p < .01) and
gestation periodr(= -.44,p < .01). Participants less than 30 years of age shHogher positive religious coping in
comparison to more than 30 years of age. Posi#ligious coping may offers a response to situationghich
personal control over the situation is limited. M&n dealing with the difficulty of a pregnancy whiequires bed-
rest might look to God for solace because the naédiguirements are far beyond her own controligrels
coping may be beneficial in situations of extrertress because the limits of human capabilitiesbataessed by
spiritual and religious resources that go beyormise supports.

Same as participants with short experience of @Eegyreported more positive coping in comparisopauicipants
with long experience of pregnancy. The observedifigs was inconsistent with the study done by Lodoad

colleagues 2002) studied a medically high risk dangp 167 women attending their health care appoémts for

their mid-pregnancy exam. Religious coping was ssest with a two item measure of prayer that askedhat

degree the participants had prayed that the bigbldvgo well and prayed that the baby would be thgalt was

found that women who prayed more frequently forhkalth of the baby reported small but significamounts of
greater distresddamilton and Lobel (20083lso found that coping strategies were correlatigdl greater self report
of distress. People who use religion as part of t@ping framework are likely to use religious oup efforts to

deal with stress. Unfortunately these studies ianéged in some important respects. Researchers beedooked

the place of religion and coping with pregnancy agifemales participants.

Anxiety was significantly and negative related ¢ @f the pregnant women< -.68,p < .01), and gestation period
(r = -.40,p < .01). Participants less than 30 years of age dreater anxiety in comparison to more than 30sy/ear
of age. The obtained result was supported by tindysione by Conde, Pacheco, and Costa, 2009 orefynaind
depression during pregnancy in women and men. $anparticipants with short experience of pregnaepprted
more anxiety in comparison to participants withgaxperience of pregnancy. The present findings suagported
by the study done by Teixeira, Figueiredo, Condsheco,and Costa (2009) were he observed thatr¢valence

of depression in early and mid pregnancy was 15.5%1.1% in 3 trimester and 8.7% in post partum. Thus the
above finding clearly revealed that depressionrduearly pregnancy was high among women.

Depression was significantly and negative relatedde ( = -.84,p < .01), and gestation period= -.55,p < .01).
Participants less than 30 years of age show grdafmession in comparison to more than 30 yeaegef Same as
participants with short experience of pregnancyreg more depression in comparison to participavitis long
experience of pregnancy. The present findings wersisted with the findings of study done by (StrBubertret
and Foll, 2011) were he observed that the levellggression was high among pregnant women with |ager
group. But it was also found that depression wagensommon among young women (Lee, Lam, Lau, ChGhgj
and Fong, 2007). The present study was further artgpp by a Cross-sectional observational surveyedown
Ajinkya, Jadhav and Srivastava (2013) at the oigpatlepartment (OPD) of obstetrics of a tertiaayechospital in
Navi-Mumbai were Prevalence of depression durirgpancy was found to be 9.18% based upon BDI, &and i
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was significantly associated with several obsteigk factors like gravidity (P= 0.0092) unplannaegnancy (P=
0.001), history of abortions (P= 0.0001), and aohnjsof obstetric complications, both present (P8001) and past
(P=0.0001).

In table-3 Mean scores aigDsof two groups of participants with varying age tbe measures of religious coping
along with t-test showed significant differenceviietn mean positive coping scores of two groupsadigipants t
=74.95,p < .01. Mean scores show that positive coping wghdriamong participants with <30 years of dge=(
50.60,SD = 6.36) as compared to the participants with 3@ryeand aboveM = 35.95,SD = 5.04). The same
finding has been observed from Correlational anslgsd was discussed above.

Negative coping results revealed significant ddfezes between mean scores of two groups of paitspt =
20.87,p <.01. Mean scores clearly revealed that particpavrith <30 years of agé(= 11.92,SD = 3.34) shows
more negative coping as compared to the particspaith 30 years and abovbl(= 6.72,SD = 4.43). The study
was supported by the findings highlighted by Lu¢c@®10. In his study on religious coping with thieessors of a
first time pregnancy as a predictor of adjustmenbrag husbands and wives negative religious copiagew was
revealed that strategies during pregnancy repagthdrilevels of negative outcomes in terms of degive and
anxious symptoms, ambivalence in marriage, labansfeand likelihood for divorce.

In table-4 (gestation age ) Mean scores of threaps of participants along with the analysis afamce revealed
significant differences between mean religious egEcores of three groups of participants for pasitopingF (2,
44) = 7.06p < .01, and negative copirfg (2, 44) = 5.23p < .01. Mean score indicate that participants withrsho
experience of pregnancy (i.e., <3 months) showsemositive copingNl = 49.22,SD =7.30) as compared to the
participants with 3 — 6 month®i(= 42.73,SD =9.98) and 6 — 9 month#1(= 38.89,SD =8.19). The consistent
finding was observed by Lucero, 2010 on religioapieg with the stressors of a first time pregnaasya predictor
of adjustment among husbands and wives were pesiBligious coping was associated with lower praegga
satisfactionf§ = -.24, p < .05).

However negative coping participants with less tBamonths of pregnancy reported greater used aitivegcoping

(M =11.78,SD =3.49) as compared to the participants with 3modiths 1 = 9.55,SD =5.22) and 6 — 9 months
(M =7.17,SD =4.37). The consistent findings was observed byetac2010 on religious coping with the stressors
of a first time pregnancy as a predictor of adjustitramong husbands and wives were negative refigioping was
associated with higher levels of depressipr (19, p < .01), anxiet\g(= .19, p < .01), and ambivalence in marriage
(B=.27,p<.01).

CONCLUSION

From the above discussion this was concluded Heatige of the participants ranged from 20 to 38sy@dean=
26.53,SD= 4.99). The majority of the participants (53.208ad 6 to 9 months gestation period while 25.50%3ha
to 6 months gestation period and 21 .30% parti¢gpphad less than 3 months gestation period. Ovéraltesults
seem to be consistent with and extend previousnfgsdregarding the use of religious coping (Pargeami997).
This study supports the application of religioupiog among women experiencing pregnancy. Religmmsng
seems to contribute to a better understanding efstressful transition that pregnant women expeeeRositive
forms of religious coping have generally positiveammes while negative forms of religious copingeéngenerally
negative outcomes. This seems appropriate to eageysychologists and other health professionadxptore the
religious coping resources of their clients andeuas. Once use of religious coping has been asdemsiong
pregnant women would make sense to encourage its positive forms.

Limitations of the Study

The sample size was small and study only usedss-@ectional data from pregnant women. Seconde tuealyses
relied only on self-report data which may be bialsgdhe respondents, social desirability or conssiawareness of
themselves. Third, there are a variety of statstieeaknesses with analyzing the data. Finally,rédsailts of this
study underscore the need for more empirical ifgatons of psychotherapies and interventions. Tiigly
contributes to an understanding the relationshipetiious coping and adjustment among women egpeing
pregnancy.
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