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The present research was conducted to find out distress in women with 
miscarriage and its relationship with religious rituals, spiritual and 
social support. It was hypothesized that social support, spiritual 

support, religiosity and number of miscarriages will likely to predict 
distress in miscarrying women. Correlatioal research design was 

employed. Sample selected 100 participants divided in two groups, 50 
participants each group using purposive sampling. Sample was taken 
from two different hospitals of Lahore. Both groups were matched on 

age, education, income level, occupation, family system and number of 
children. Demographic questionnaire, Religious activity scale (RAS: 

Sitwat, 2005), Spiritual support scale (SSS; Maton, 1989), 
Multidimensional scale of perceived social support (MSPSS; Zimet et 
al., 1988) and Center for epidemiologic studies depression scale (CES-

D; Radloff, 1977) were employed to assess religious activities, beliefs, 
social support and level of distress in miscarriage. Findings depicted 

that Social support, spiritual and number of miscarriages is related to 
distress in miscarrying women. Number of miscarriages and social 
support emerged as significant predictors of distress in miscarrying 

women. Religious activities and spiritual support were not significantly 
associated with the level of distress.  
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 A woman in her life faces a lot of stressful and challenging 
events. One of such events includes loss of loved ones that causes 
distress which sometimes leads towards depression if not coped well. 

Loss of child or miscarriage in someone‟s life could be a distressing 
event and increases risk of depression (Conway, 1995). The present 

research focused to measure the level of distress in women who had a 
spontaneous abortion (miscarriage). Moreover, this study also explored 
the relationship of religious practices, spiritual support and social 

support with level of distress in women. 

https://doi.org/10.62663/pjpprp.v7i1.86
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Miscarriage, still birth, birth loss, and medically based 
termination are four types of pregnancy loss. The most common is a 

miscarriage, which refers to any pregnancy loss that takes place before 
the 20th week in pregnancy (pregnancy typically lasts 40 weeks). The 

majority of miscarriages happen even earlier than that --usually before 
the 12th week or by the end of the first trimester (Bupa‟s health, 2009). 

Physical effects of miscarriage involve little pain and in some 

cases pain do not occur at all. The effect of emotional distress and 
psychological problems in miscarriage is greater than physical impact. 

There are number of feelings that lead to miscarriage. Every one reacts 
according to their own habit and there is no right or wrong way to feel 
or behave (Bupa‟s health, 2009). A small portion of patient may 

experience pleasure at the loss if pregnancy is unwanted or they 
considered that they got rid of an abnormal pregnancy. The patient with 

the wanted pregnancy usually feels depressed (Chohan, 2005). Meeting 
with pregnant women and mother of new born children is often painful 
for parents who have experienced miscarriage. Sometimes this leads to 

difficulties in conversation with friends, acquaintances and icon of 
family (Howard, 2009).  

 It becomes problematic to accurately find out the prevalence of 
miscarriage as many miscarriages happen early in the pregnancy before 
a woman may get to know that she is conceiving a child. Women‟s 

treatments with miscarriage at home also create a hinder in having 
accurate statistics. Prospective studies using very sensitive early 

pregnancy test have found that 25% of conception are miscarried when 
the sixth week of pregnancy starts and from the moment of women last 
menstrual cycle (Lincoln, Chatters, & Taylor, 2005). This is obvious 

that loosing baby either through miscarriage or by any other source 
causes stress in the ones associated with the baby. 

 Every one experiences stress. It is not only common but also 
play positive role within acceptable limits. Nonetheless there is a 
difference between day to day stress (looking after children, work 

demands, transportation difficulties etc.) and distress. Stress may 
produce physical and nervous tension but is still able to cope with 

environment. When stress may exceed the required limit it may get 
converted in to distress. 
 Selye (1975) presented a model of stress which states that stress 

is divided in to eustress and distress. Where stress polishes function 
(physical or mental, such as through strength training or challenging 

work) it may be considered eustress. Continuous stress that is not 

https://www.verywell.com/miscarriage-4014687
https://www.verywell.com/stillbirth-causes-2371770
https://www.verywell.com/termination-of-a-desired-pregnancy-for-medical-reasons-2371777
https://www.verywell.com/termination-of-a-desired-pregnancy-for-medical-reasons-2371777
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solved through coping or adaptation may lead to anxiety or withdrawal 
(depression) behavior (Howard, 2009). Distress may be defined as a 

condition in which coping strategies of individuals may begin to 
disrupt. Stress become distress when it is: not wanted, unaccepted, 

ongoing and because of serious life problematic events or situations 
(e.g. family aggression, death of family member, divorce, separation, a 
jail term, etc.  And for thousands of years, people have turned to 

religion or spirituality as a way to reduce stress, anxiety, and bring 
warmth, comfort, and meaning into their daily lives. Some research has 

shown that praying or believing in God could actually reduce stress 

(Bushak, 2009). 
 English and English (1958) suggested that religion is a process 

of values, practices, rites, rituals, commemorations and beliefs by 
means of which person or a society keep themselves in relation to God 

or to a supernatural powers, and often to each other and contains a set 
of values by which to judge events in the natural world (as cited in 
Loewnthal, 2000). The word religion derived from Latin word Reigio, 

which is generally thought to be as obligation or bond and emphasizes 
belief in, compliance or and submission to the sacred divine (Quinn, 

2005). A more appropriate working definition of religion is that offered 
by Argyle and Hallahmi (1975), namely that religion is a process of 
belief in pious or super human power, and performance of prayers or 

other rituals instructed towards such a power. Islam is a monotheistic 
religion, depicting that central focus is on oneness of God. In Arabic it 

means submission to the will of God. Hussain (1996) reported that 
prayer and other religious means lessen distress (as cited Loewntal, 
2000). Islam has Sariah, a code for both spiritual and temporal life 

based upon the Quran and Sunnah (Fontana, 2003).  
Glock and Stark (1975) depicted that religious activities consist of 

five domains or dimensions:  

Experiential. The extent to which the person has religious 
experiences. 

Ritual. The extent to which the person engages in rituals and 
practices. 

Belief. The degree to which the person subscribes to commonly 
and traditionally held beliefs. 
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Intellectual. The point of knowledge about religious teaching, 
traditions etc. 

Application. A fifth dimension reflecting the degree to which 

first four are applied in daily life (as cited in Loewenthal, 2000). 

Spirituality is defined as attachment to the religious morals, or to 

things of the spirit which are in opposition to material or worldly 
interests (Merriam-Webster‟s Collegiate Dictionary, as cited in 
Learnwell, 2009). According to Quinn (2005), “Spirituality is 

considered as the condition, behavior or state of being devoted to God, 
religion or spiritual interest or values, as opposed with physical or 

materialistic interests and more specifically the religious way of life of 
certain personals and societies of weather religious doctrine or beliefs”. 
Sitwat and Anjum (2007) identified that religious practice and spiritual 

support was a protective buffer against anxiety and depression in high 
stress conditions in cancer patients.  

 Social support gives people the feeling of being loved and cared 
for, esteemed and moral also gives moral attachment. It also allows an 
individual to accept as well as to give others confirmation, affirmation 

and help, especially during difficult times. Strong family relations and 
close bonds with friend‟s helps old people face with the life events 

commonly associated with aging, such as retirement, widowhood, 
disability related to  mobility, and bad health (Howard, 2009). Conway 
(1995) conducted a pilot study with 24 women and finds that 

psychological high pitched sound following miscarriage found to be 
same to system of feeling sad and depress, while help can also be 

obtained from social support of partners, kinship members and friends 
(Conway, 1995). Research studies have shown that depressed people 
who have low social support remain depressed longer than those who 

have warm friends and family members (Moos & Cronkite, 1999). 
Samuel, Hyacinth, and Innocent (2008) conducted a study which 

revealed that presence of husband, parents, children and relatives, 
friends and religious practices were identified as positive coping 
strategies. 

 Rationale 

 Miscarriage is a leading problem worldwide and increasing 
cause of distress in women. The prevalence of miscarriage in Pakistan 

is not exactly known (Conway, 1995). Moreover little has been studied 
on coping mechanisms involved in recovery from traumatic experience 
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of miscarriage. Since in our culture spiritual and social support 
important for quality of life. The study will help at intervention level by 

promoting family support, spirituality and support from the community.  

Objectives 

 The present study was aimed to find out distress in miscarrying 
women. Other aim was to expose the predictive relationship of 

religious rituals, spiritual support and social support with level of 
distress in women.  

Hypotheses  

 There is likely to be a relationship between social support, 

spiritual support and religiosity and distress (depressive 
symptoms), in miscarrying women. 

 Social support, spiritual support, religiosity and number of 

miscarriages will likely to predict distress in miscarrying 
women. 

Method 

Research Design 

Correlational research design was used in the preset study.  

Sample 

 In the present correlational study, purposive sampling was used. 
The participant was taken from two hospitals and one private clinic 

which granted permission for data collection. The sample comprised of 
100 women (50 women who had miscarriage and 50 women of control 
group that would be matched on five variables i.e. age education, 

income, family system, occupation and women having no children 

Table 1 

Distribution of the Participants On the Basis of Age showing Women 

Having No Miscarriage and Women Having Miscarriage 

     Variables  
Women Having No 

Miscarriage 
Women Having 

Miscarriage 
f % f % 

Age (years)     
21-25  15 30 15 30 
26-30 23 46 23 46 
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    Continued 

Table 1 
Distribution of the Participants On the Basis of Age showing Women 

Having No Miscarriage and Women Having Miscarriage 
 

     

Variables  

Women Having No 

Miscarriage 

Women Having 

Miscarriage 

 f % f % 

31-35 9 18 9 18 

Monthly Income (Rupees)    

Below 5000 12 4 4 8 

5001-10000 26 52 25 50 
10001-15000 10 20 9 18 

15001-20000 5 10 5 10 
20001-25000 3 9 3 9 

Above 25000 4 16 4 16 
Family System    

Joint 29 58 30 60 
Nuclear 21 42 20 40 

Parental Status    
without child 11 22 15 30 
with child 39 78 35 70 

 

Table depicts that women having miscarriage and women 

having no miscarriage do not differ in their age. It also illustrates that 
there is no significant association between age and nature of groups. 

Operational Definitions 

 Social support. It is defined as perception of support from three 

sources: family, friends and significant others (Zimert et all., 1988). 

 Spiritual support. It is defined as one perceived relationship 

with God (Maton, 1989). 

 Religious activities. It is defined as performing ritual such as: 

fasting, prayers five times a day, reciting Holly Quran and other Islamic 
literature (Sitwat, 2005). 
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Assessment Measures 

 Religious activity scale (RAS: Sitwat, 2005). This scale was 

developed by Sitwat (2005). It consists of questions regarding the 
performance of religious rituals such as prayers five times a day, 

fastening, reciting the Holy Quran, reading other Islamic literature etc. 
each item has rated according to level of personal effort and/ or 
frequency of rituals on 1- 5 scale. Its reliability reported for 12 items 

was 0.71. 

Spiritual support scale (SSS: Maton, 1989). Maton developed 

scale in 1989. This scale consists of three items that are “I experience 
God‟s  love and care on regular basis”, “I experience a close 
relationship with God and religious has been central to my coping”. 

Participants answered each item on five point scale. The scale was 
positively related to indice4s of religion and its value of Cronbach 

alpha was 0.95.  

 Multidimensional scale of perceived social support (MSPSS: 

Zimert et all., 1988). This scale is a validated measure of perceived 

social support. Social support is believed to contribute a moderating 
influence between stressful life events and depression. It consists of 12 

items and is made to find thinking pattern about assistance from family, 
friends and other significant members of family and society. The items 
are broken down into factor groups in relation to origins of support with 

scores ranging from 1-7. Translated version was used in this study. 

 Center for epidemiologic studies depression scale (CES- D: 

Radloff, 1977). It consists of 20 items and it measures level of 
depressive symptoms in general population. Four of the items are 
positively worded to control for biases caused by response. Subjects are 

questioned to rate each item on scale of 0 to 3. In this 0 = rarely or none 
of time, 1= some or little of the time, 2= occasionally and moderate 

amount of time and 3= most or all of the time. The scores range from 0-
60.  The reliability and validity of CES- D have been applied in 
African, Asian American, French and Greek countries and it was 

proved to be valid test. Translated form of CES-D was used in this 
study to find out level of distress among miscarrying as well as control 

group women. 
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 Demographic questionnaire. Demographic variables are 
categories of variables that are measured in survey research design. In 

present research, demographic variables included were age, income, 
physical and mental health, number of pregnancies, number of 

miscarriages, duration after last miscarriage, current status that is 
pregnant or non-pregnant, number of children etc. 

Procedure 

 First of all permissions were taken from the authors of tool. 

After that, two of the tools were translated into Urdu. Translation was 
done by five individuals having 16 years of education. Then it was back 
translated and finalized by the help of supervisor and senior 

psychologist. Data were collected from one government hospital, one 
private hospital and two private clinics. All institutions granted 

permission for data collection. 

 Women were selected through purposive sampling according to 
inclusion criteria after taking their consent. Matched group was taken 
from the community. Four questionnaires were used although there was 

no time limit for the test but approximately it took half an hour. 

Ethical Considerations 

 First of all departmental permission was taken to conduct the 
study. The authority letters were taken from the head of Center for 

Clinical psychology. The approval was also taken from the concerned 
person of psychiatric department by providing accurate information. 

Consent was taken from the participants of the study. The participants 

were briefed about the study. The results were accurately reported.  

Results 

It was hypothesized that there will be relationship between 

social support, spiritual support, religiosity and level of distress. 
Pearson product moment correlation analysis was used to test 

hypothesis. The results of correlational analysis are presented I the 
table below: 
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Table 2 
Correlation of Religious Activity, Social Support, Spiritual Support 

with Distress in both the Groups (N = 100) 

Note.*p<.05. **p<.01. 

Table depicted that social support was negatively correlated 

with level of distress in both groups. However, the correlation in 
miscarriage women among social support and distress is significant. 

From the findings of the correlation analysis following 

predictors are emerged as social support and number of miscarriages 
thus  regression analysis was run on these predictors. 

Table 3 
Forward Multiple Hierarchical Regression Analysis for Predicting 

Distress through No. of Miscarriages and Social Support 

Variable B ß CI 

Model 1    
No. of miscarriage 7.86*** .61 (5.79, 9.93) 
Model 2    

No. of miscarriage 7.50 .58 (5.42, 9.57) 
Social Support -0.29** -.16 (-.57, -.00) 

R2 .39 
.00 
.03* 

.05 

 
F  
∆ R2  

∆F  
Note: * p<.05. ** p<.01. *** p<.001. CI = Class Interval. 

 Table shows that no. of miscarriage significantly predicts level 
of distress and in model 2 no. of miscarriage and social support 

significantly predicts level of distress in women with miscarriage.  

Discussion 

 The present study examined the distress in miscarrying women. 
It also explored the relationship of religiosity, social support or spiritual 

support with the level of distress. 

 Variables 2 3 4 M SD 

1 Social support .05 .17* -.26** 64.26 10.71 
2 Spiritual support  - .46** .07 12.43 1.47 

3 Religiosity   - -.13 42.36 4.38 
4 Distress    - 23.91 19.00 
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It was hypothesized that there is likely to be a relationship 
between level of distress, social, spiritual support and religiosity in 

miscarrying women. It was proved that distress, social support, spiritual 
support, and religiosity are associated. This is consistent with previous 

literature, as many studies conducted in past have found that spirituality 
and religion may protect the consequences of stress and depression as 
well as help the diseased overcome attacks of pathology. The link 

between depression and spirituality has even found in cross 
generational gap studies. One study conducted with 60 mothers and 151 

children, shown that daughter of women who think religion is 
important were 60 % less likely to have major depression at the 10 
years follow up (Learnwell, 2009). As we are living in collectivistic 

culture, social support is very important for wellbeing. Similarly in this 
study majority of the participants were living in joint family system so 

this is the major buffering factor against distress. 
Present study also found that there is less distress in women 

having high religious practices. Results demonstrated that level of 

distress in women was showing slightly negative correlation with the 
level of religious practices, however results proved it insignificant. 

These results were consistent with the research of Conner and Conner 
(2002) which illustrated that religiosity was not associated with 
psychological distress. As a part of Muslim community religion plays 

an important role in psychological wellbeing. As most of the sample in 
the study was inclined towards religious practices so this is also an 

important factor in decreasing distress. 
  It was also hypothesized that there would be less distress in 
women having high social support. Assumption was supported but at 

the same time it indicated negative correlation between distress and 
social support. These results were in accordance with the results of 

study conducted by Samuel, Hyancith, and Innocent (2008), which 
suggested that the presence of high social support is a protective buffer 
against depressive symptoms. 

The results of the study also depicted that social support and 
distress were negatively correlated. Social support is an important 

factor in coping distress. However, number of miscarriages seemed to 
be positively correlated with level of distress in miscarrying women. 

It was hypothesized that social support, spiritual support, 

religiosity and number of miscarriages will likely to predict distress in 
miscarrying women. The results of analyses showed that social support 

and number of miscarriage are significant predictors. This hypothesis 
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was supported as social support appears to be the predictor of distress 
in miscarrying women. The results were in accordance with the 

previous study as Conway (1995) founds that psychological high 
pitched sound following miscarriage found to feeling sad and 

depressed. Previous research studies have shown that depressed people 
who have low social support remain depressed longer than those who 
have warm friends and family members (Moos & Cronkite, 1999). 

Number of miscarriage will predict distress in miscarrying women; this 
hypothesis was supported and is in accordance with the previous 

studies which report that miscarriage and induced abortion are life 
events that can potentially cause mental distress. Women who had 
experienced a miscarriage had more mental distress than women who 

had undergone an abortion (Bourn & Moum, 2005).  

Conclusion 

 It was concluded from the study that Social support, spiritual 

and number of miscarriages are related to distress in miscarrying 
women. Number of miscarriages and social support emerged as 
significant predictors of distress in miscarrying women. Religious 

activities and spiritual support were not prominently related with the 
level of distress.  

Limitations & Suggestions  

 The sample size was limited as time span for data collection 

was one month that may lead to less generalized results. All 
questionnaires administered are self-repot measure so there can be a 

possible factor of biasness. 

Implications 

 Further research can be carried out with comparatively 
increased sample. Different psychological aspects such as anxiety 
depression should be studied in miscarrying women in more detail by 

using different measuring tools. Findings can be utilized by clinical 
psychologist to focus on cognitive restructuring and family functioning 

of the women who faced trauma related to miscarriage.  
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