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Purpose: Given the pressures surrounding women’s reproductive role in India, and persis-
tent high rates of perinatal death, the purpose of this study is to describe and compare poor
rural and urban Indian women’s experiences of perinatal grief.

Participants and Methods: Two cross-sectional studies were compared on shared quanti-
tative variables. Poor rural (N = 217) and urban, slum-dwelling (N = 149) Central Indian
women with a history of stillbirth, and/or infant death were recruited with the aid of local
community health workers. Trained, local, gender, and linguistically matched research
assistants conducted the structured interviews. Shared quantitative variables include demo-
graphics, Social Provision Scale, Shortened Ways of Coping-Revised, Perinatal Grief Scale,
social norms and autonomy.

Results: While similar with respect to SES, age, number of living sons and perinatal loss
experiences, these samples of poor women differed significantly across many variables, most
notably women’s household position, joint family living, number of live daughters, religious
coping, autonomy, and degrees of perinatal grief. While perinatal grief was significantly
associated with many variables bi-variably, most lost their relative influence in our stepwise
multivariable modeling within site (rural/urban), with only social norms and social support
remaining significant for rural (31% of variance) and wishful thinking and social norms for
urban participants (38.4% of variance). In the combined sample household position, social
support and social norms remained significant and explained 53.6% of the adjusted variance.
Conclusion: In both samples, perinatal grief was high following perinatal loss. Both groups
of women with perinatal loss have increased risk of mental health sequelae. Notably, the
context affected how they experienced perinatal grief, with rural women’s grief being higher
and more affected by their societal pressures and isolation. Such nuances are important
considerations for much-needed tailored approaches to future interventions.

Keywords: stillbirth, infant death, bereavement, maternal, mental health risk

Globally, annually an estimated 5.1 to 5.3 million stillbirths and neonatal deaths
occur, the majority of which are preventable and primarily occurring (98%) in low-
and-middle-income countries (LMICs)."> Slow progress has been made to reduce
stillbirth and neonatal death rates, particularly in LMICs. As of 2015, these deaths
still contributed almost 50% of the under-5 mortality, affecting progress towards
meeting the 2030 United Nation’s Sustainable Development Goal (SDG) 3.2, to
stop preventable stillbirth, newborn deaths, and mortality among children less than
five years old.””

India is among the five countries that have the highest number of under-5 deaths
and together with Nigeria account for almost a third of all deaths in this age group.®
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Though some progress has been made, with an annualized
—3.44% rate of change in India from 1990 to 2015.> Not
only does India have the world’s highest number of still-
births, it also has its highest neonatal death rate.*”° The
current stillbirth rate is estimated at 25.3 per 1000 live
births,'” neonatal deaths (within the first 28 days of life) at
29.06 per 1000 live births, and post-neonatal (>28 days to
1 year of life) at 11.74 per 1000 livebirths.” Also, not only
do national averages conceal variance in regional rates,
underestimates are likely, partially due to reluctance to
report these outcomes, and varying definitions as to what
to count as stillbirth and neonatal death, add to this likely
inaccuracy.®'""'?

Risk factors for stillbirth and infant death (neonatal and
post-neonatal death combined) in low-and-middle-income
countries (LMICs) include young or advanced maternal
age, higher parity, lack of prenatal care, short birth inter-
vals, and malpresentation.”'*'*!* Additional known con-
tributing factors to perinatal loss (stillbirth and infant
death) in India include poor maternal health and nutrition,
sanitation issues, and delays in receiving health care or
referral to specialty care after reaching a health care
facility.'>'® In LMICs perinatal loss includes a high per-
centage of intrapartum stillbirths (baby’s death occurs
during birth), as opposed to fetal death occurring during
the last trimester of pregnancy resulting in stillbirth.'”
Intrapartum stillbirth when the anticipation of birth and
the trauma of unexpected death coincide, increasing the
acute bereavement and risk of complications.'® Further
aggravating grieving related to infant death, women’s sta-
tus in India is historically tied to producing offspring, and
likely further complicated by son preference.'”*' Even
when such tragic loss occurs, women are simply expected
to try again and “move on”.

Globally, perinatal loss and grief results in a number of
mental health sequalae including prolonged or complicated
grief, anxiety, depression, posttraumatic stress, suicidal
ideation, and marital disruption.”> *° Years ago, perinatal
grief was characterized as a Western phenomenon,*° how-
ever, affected mothers are now recognized across cultures,
including India.>'

Adding insult to injury, women in India who fail to
produce offspring or lose their offspring are often stigma-
tized, blamed, lose status, face discrimination, mistreatment,
and abandonment or divorce, on top of their own misplaced
contributed to this
loss.?23333637 Blaming the woman is common in many

guilt of having inadvertently

cultures including low income as well as Western societies,

as it is intertwined with patriarchy, and complicates the
grieving process after perinatal loss by suppressing the
expression of grief.>® As women are expected to do most of
the household work in India, the expectation to quickly move
on from perinatal loss despite grief its mental health impacts
further affects their daily lives.”**° This further undermines
the women’s ability to function in their expected roles and
puts them at risk for domestic violence,*’ though few studies
have explored if this differs in rural vs urban areas of India.

Many health outcomes, but especially vulnerable
women’s health outcomes are intrinsically related to pov-
erty. India has difficulty providing even basic health care
to urban slum dwellers, who have fared poorly in human
development indicators and health outcomes. Data from
the NFHS showed that women’s reproductive health has
improved some among the urban non-poor, but among
urban-slum residents progress is slow.*’

For the poor Mumbai slum residents, healthcare expen-
ditures can be catastrophic, requiring more than 40% of
the total household income. Poor, slum-dwelling families
often have to use savings or borrow money to pay for
maternal health services, increasing the risk of both wor-
sened and ongoing poverty.*?

While poverty critically affects Indian women’s health,
it is also intrinsically linked to their status in society,
which is even more true for those living in a rural area
where poverty abounds and maternal and reproductive
health outcomes are generally poorer than in urban
areas.”” This is in part explained with home births remain-
ing common due to beliefs that pregnancy is natural state
of health and fear of institutions.** According to the fourth
National Family Health Survey (NFHS IV), in 2015-2016,
having a skilled birth attendant present for births is more
likely among all urban (90%) than rural (78%) women.*

Populations living in urban slums and poor populations
in rural areas have less access to maternal and reproductive
health services compared to their non-poor counterparts
living in the same areas.*** A recent analysis of the India
Demographic and Health Survey 2015-16 found that rural
women were more likely to experience spontaneous perina-
tal loss than urban women, while urban women were more
likely to have had an abortion than their rural counterparts.*®

The purpose of this study is to describe and compare poor
rural and urban Indian women’s experiences of perinatal loss
and predictors of risk for perinatal grief. While recognizing
the universality of perinatal grief, and the pressures surround-
ing their reproductive role in India, it is not clear how such
experiences differ by context within India.
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Methods

Mixed-methods studies were conducted in rural villages in
the Mungeli District in the state of Chhattisgarh (data
collected in 2012), and the slums of Mumbai in the state
of Mabharashtra (data collected in 2020).

Formative/Qualitative Methods

In each study, key informant interviews and focus group
discussions generated qualitative data used to inform the
development of quantitative surveys.>

Quantitative Methods
Based on the identified themes and existing literature, we
developed a baseline survey for each study, using vali-
dated scales to align with focus group themes, whenever
possible. The baseline surveys included demographic
questions, and questions about social support, coping,
autonomy, social norms, and perinatal grief. In
Chhattisgarh, all study materials were translated into
Hindi and Chhattisgarhi, and in Mumbai into local lan-
guages (Hindi and Marathi, respectively). Non-research
team bilingual scholars in each location utilized the inde-
pendent forward and backward translation technique to
complete the translations, ensuring cultural and functional
correspondence rather than merely literal translation.*’
Ethics committee approval from Veer Wajekar A. S. and
C. College in India and institutional Review Board (IRB)
approval was received from Loma Linda University in the
US, in accordance with the declaration of Helsinki, prior to
data collection. After obtaining informed consent, research
assistants proceeded with structured interviews. Low literacy
levels among poor Indian women, and the research naiveté of
the target populations in each study location, required the
surveys to be conducted as structured interviews. Trained,
gender and linguistically matched research assistants read
each question and response option aloud and recorded parti-
study is
a comparison of quantitative results from each site to explore

cipants’ responses verbatim. The current
how context (rural vs urban) may affect poor Indian women’s
experiences of perinatal grief. Participants were rural
(N=217) women from Chhattisgarh and urban (N=149),
slum-dwelling women in Mumbai, of childbearing age (18—

49), who reported perinatal loss.

Measures
While both studies included a number of identical vari-
ables, the Chhattisgarh study included some variables

specific to the village setting and the Mumbai study
included mental health variables. Shared variables across
the two studies were selected to allow for a comparison of
women in rural Chhattisgarh and Mumbai slums.

Descriptive Variables

Socio-demographic variables included marital status, family
structure (extended vs nuclear family and participant’s posi-
tion within the family structure), age, education, religion,
socioeconomic status, and occupation. Other items included
self-reported health and psychosocial status, reproductive
history (age at first pregnancy, number of pregnancies, birth
intervals, contraception), and details pertaining to perinatal
loss (number of stillbirths and/or infant deaths experienced).

Validated Scales

The Social Provision Scale (SPS) assesses the perception of
social support received from others*® using 12 items and
four-point (1-4) Likert-type response options, resulting in
a scoring range of 1248 (higher scores indicate more sup-
port provision). Previously used in rural Chhattisgarh, India
(Cronbach’s a of 0.69 to 0.74),*° the current study’s
Cronbach’s alphas were 0.65 (rural) and 0.80 (urban).

The 14-item Shortened Ways of Coping-Revised
(SWC-R), assessed on responses to a Likert-type scale
from (0) never used, to (3) regularly used has two sub-
scales, wishful thinking and practical coping, that are
aligned with two distinct coping strategies.’'>* Scores
range from 0 to 21 with higher scores indicating more
use of the respective coping strategy. Previous use of the
scale in India found it to be acceptable® and the current
study’s Cronbach’s alphas were acceptable as well with
0.72 in our rural women and 0.68 in our urban women.

The 33-item Perinatal Grief Scale (PGS) scale (Likert-
type responses of (1) strongly disagree to (5) strongly agree)
results in a range from 33 to 165 with higher scores indicat-
ing more intense grief. A cut-off score of >91 indicates a high
degree of grief. Found to be reliable in many countries,

50,53,54

including India, the current study Cronbach’s alphas

were 0.90 in the rural sample and 0.93 in the urban sample.

Addition Scales

Social Norms

Previously developed by us in rural India** to measure
traditional social norms about maternal role expectations,
with higher scores representing more endorsement of tra-
ditional social norms. The current study Cronbach a was

International Journal of Women’s Health 2021:13

submit your manuscript

307

Dove


http://www.dovepress.com
http://www.dovepress.com

Roberts et al

Dove

0.67 in the rural sample and 0.50 (acceptable but low) in
the urban sample.

Autonomy

Also previously developed by us in rural India** we
assessed autonomy in women with six summed items
(higher scores indicate greater autonomy) that performed
well with a Cronbach o of 0.66 for rural and 0.71 for urban
women.

Socioeconomic Status (SES)

We assessed SES with a single item indicator: “How do
your possessions and home compare to other people in
your village/neighborhood?”, asking women to respond if
they fared worse, same, or better.

Analytic Quantitative Methods

Descriptive analyses compared women from the rural and
urban slum sites. Chi square and f-tests were used to
determine significant difference between groups. Bi-
variable associations with perinatal grief and co-variates
were conducted using Pearson’s correlations to inform
multivariate analyses, for model building purposes.
Linear regressions then explored significant variables

with perinatal grief for each site.

Results
Participants (Demographics)

All participants were adult women between the ages of 18
and 49 years old. There were no significant differences
between rural (N = 217) and urban (N = 149) in socio-
economic status, age, number of stillbirths (ranging from 0
to 8), number of other perinatal losses (with a range of
0-6), or total combined number of losses (ranging from 1
to 10), nor in the number of living sons participants had,
which ranged from 0 to 6. Otherwise, however, these two
samples had a number of significant differences.

Rural participants from villages in the Mungeli District
of Chhattisgarh mostly identified their household position
as a daughter-in-law (77.9%) and all but one participant
lived in a joint-family, whereas participants from Mumbai
slums were more likely to self-identify as wives (68.5%)
and less than half (47%) lived in a joint-family structure.
Rural women were more likely to be illiterate than urban
women (52.5% and 14.8%, respectively). While nearly all
of our rural participants were Hindu (99.5%) our urban
sample was more diverse with nearly 50% being Hindu,
36.9% being Muslim and 1.4% being Buddhist. Fewer

rural women reported health problems overall, but were
more likely to report malaria than urban women, and were
more likely to use tobacco, paan (betel leaf with areca
nut), or both. More rural women admitted to being victims
of domestic violence (20.3% vs 1.3%) and were more
likely to have short birth intervals (82.5% vs 36.2%)
compared to urban participants. Lack of contraceptive
method was high in both groups (82.5% in rural women
and 77.9% in urban women), but when a method was used
rural women were more often sterilized (11.5% vs 5.4%),
and urban women were more often used other means
which included pills (13.4%). Additionally, urban women
were older at first delivery, had fewer total pregnancies,
and fewer daughters (see Table 1 for details).

Variables of Interest

Independent Samples t-Tests

The rural and urban samples of women who experienced
perinatal loss were significantly different on all scale vari-
ables (Table 2). Rural women were more likely to endorse
traditional social norms, had less autonomy, perceived less
social provision of support, and employed a lower level of
coping strategies (both wishful thinking and practical cop-
ing), with a much higher average perinatal grief score than
urban women. The rural sample’s perinatal grief (M =
110.84, SD 17.40) exceeds the cut-off score of 91, whereas
the urban sample’s perinatal grief was lower (M = 78.75,
SD 26.97).

Bivariate Analysis of Perinatal Grief

We explored independent variables associated with perinatal
grief using Pearson’s correlation analyses separately for each
sample. Variables significantly associated with perinatal grief
in the rural sample included birth intervals (—0.135, p =
0.048), participant’s age at first delivery (—0.146, p =
0.033), social provision of support (—0.238, p = 0.000),
wishful thinking (0.154, p = 0.024) and practical (0.204,
p = 0.003) coping strategies, autonomy (—0.146, p = 0.033),
and social norms (0.518, p = 0.000). In the urban sample,
significantly associated variables included, number of still-
births (0.261, p = 0.026), total number of combined losses
(0.303, p = 0.009), social provision of support (—0.307, p =
0.010), wishful thinking (0.343, p = 0.003), and social norms
(0.292, p = 0.021). Of note, three independent variables were
significantly associated with perinatal grief in both the rural
bivariate analyses and the urban bivariate analyses, with
congruent social

directionality; provision of support
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Table | Demographics

Characteristics Rural (N = 217) Urban (N = 149) Comparison by X? or t-Test
N (%) N (%) p value
Household position 0.000
Head-of-Household I (0.5) 1 (0.7)
Wife 46 (21.2) 102 (68.5)
Daughter-in-law 169 (77.9) 25 (30.2)
Daughter I (0.5) 1 (0.7)
Family style 0.000
Nuclear I (0.5) 78 (52.3)
Joint-family 216 (99.5) 70 (47.0)
Education 0.000
llliterate 114 (52.5) 22 (14.8)
Primary 47 (21.7) 54 (36.2)
Secondary 38 (17.5) 47 (31.5)
Higher secondary or above 18 (8.3) 26 (17.4)
Religion 0.000
Hindu 216 (99.5) 74 (49.7)
Muslim - 55 (36.9)
Buddhist - 17 (11.4)
Other I (0.5) 3(20)
Comparative SES 0.747
Worse 28 (13.0) 17 (11.4)
Same or better 188 (86.6) 132 (88.6)
Health problems 0.006
None 139 (64.1) 85 (57.0)
Anemia 37 (17.1) 34 (22.8)
Malaria 14 (6.5) 1 (0.7)
Other 27 (12.4) 29 (19.5)
Tobacco/Paan 0.010
None 165 (76.0) 130 (87.2)
Uses tobacco/paan or both 52 (24.0) 19 (12.8)
Victim of DV 0.000
No 172 (79.6) 147 (98.7)
Yes 44 (20.3) 2 (1.3)
Birth intervals 0.000
< 2 years 179 (82.5) 54 (36.2)
> 2 years 37 (17.1) 68 (45.6)
Contraceptive Method 0.000
None 187 (86.2) 116 (77.9)
Sterilization 25 (11.5) 8 (5.4)
Condoms 3 (1.4 4 (27)
Other 2 (0.9) 20 (13.4)
M (SD) M (SD)
Age 28.73 (7.70) 28.07 (4.70) 0.825
Age at first delivery 18.90 (2.47) 20.10 (3.24) 0.006
(Continued)
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Table | (Continued).

Characteristics Rural (N = 217) Urban (N = 149) Comparison by X? or t-Test
N (%) N (%) p value
Number of pregnancies 4.38 (2.27) 3.81 (1.71) 0.006
Number of stillbirths suffered 1.26 (1.00) 1.07 (1.12) 0.100
Number of other losses 0.50 (0.82) 0.60 (0.76) 0.242
Combined losses 1.75 (1.08) 1.67 (1.19) 0.531
Number of living sons 1.15 (1.05) 0.96 (0.91) 0.071
Number of living daughters 1.50 (1.47) 1.09 (1.00) 0.001

Table 2 Comparing Rural and Urban Women with Perinatal Loss on Variables of Interest Using Independent Samples t-Tests

Parameter Rural N = 217 Urban N = 149 t (256) P 95% CI
M (SD) M (SD)

Social norms 7.16 (3.88) 322 (2.12) 12.03 0.000 [3.30, 4.58]
Autonomy 4.16 (1.51) 7.70 (2.05) —18.00 0.000 [-3.93, -3.16]
Social support 37.25 (4.31) 39.31 (6.30) -342 0.001 [-3.24, -0.87]
Wishful thinking 8.82 (2.31) 11.32 (4.12) —6.71 0.000 [-3.23, —1.76]
Practical coping 7.57 (2.08) 13.99 (4.09) —-17.66 0.000 [-7.14, =5.71]
Perinatal grief 110.84 (17.40) 78.75 (26.97) 9.51 0.000 [25.39, 38.78]

(negatively correlated in each group), with wishful thinking
and social norms positively correlated in each group.

Analysis of Predictors of Perinatal Grief

Multiple linear regression analysis for the rural sample
included significant bivariates of perinatal grief (birth inter-
vals, participant’s age at first delivery, wishful thinking and
practical coping strategies, social provision of support, and
autonomy), which explained 31% of the variance in grief.
Only two independent variables, social provision of support
and social norms, remained significant in the model, see
Table 3A for details.

Multiple linear regression analysis for the urban
sample with significant bivariates (number of still-
births, combined number of losses, social provision of
support, wishful thinking, and social norms), explain-
ing 38% of the variance in perinatal grief. In this
model, wishful thinking and social norms remained
significant (Table 3B).

Combined Analyses of Perinatal Grief
After combining both groups (rural and urban sites), on
average the perinatal grief level was high (M = 100.73, SD

24.78). Variables significantly associated with perinatal
grief were entered stepwise for multivariate analysis
using multiple linear regression. Household position,
social provision of support, and social norms remained
significant in the final model (Table 4). Variance explained
increased with each step from an adjusted R* of 35.7%
(p<0.001) to 53.6% (p<0.01) in the final model.

Discussion

This paper examined poor rural and urban Central Indian
women’s experiences of perinatal grief. These women are
vulnerable in terms of multiple social determinants of
health that may affect their how they experience perinatal
grief and cope with perinatal loss. We explored their
experiences of perinatal grief contextually (rural vs
urban). A number of similarities were noted in the lives
of women from both groups.

All of the study participants had suffered perinatal loss;
however, significant differences were found between the
poor rural women and the urban slum-dwelling women.
Some of these differences can be explained by context, for

instance, lower literacy and levels are noted nationally
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Table 3 Summary of Regression Analyses for Variables
Predicting Perinatal Grief by Site

A. Rural participants (N = 212)

Variable B SE B B
Constant 130.43 14.90

Birth intervals —0.04 2.78 —0.00
Age at Ist delivery -0.49 0.42 —-0.07
Social provision of support —0.69 0.23 —0.17*%*
Wishful thinking —0.19 0.52 —0.03
Practical coping 0.49 0.58 0.06
Autonomy —0.50 0.69 —0.04
Social norms 2.16 0.28 0.48%**
R? 031

F for change in R? |3.37%%*

B. Urban participants (N = 138)

Variable B SE B B
Constant 55.78 21.41

Number of stillbirths —6.28 6.57 -0.23
Combined number of losses 11.79 5.87 0.47
Social provision of support -0.75 0.41 —-0.21
Wishful thinking 2.95 0.78 0.4 k¥
Social norms 3.12 1.49 0.23*
R? 0.384

F for change in R? 6.617%5¢

Notes: (A) *p<0.01, *p<0.001. (B) *<0.05, *5<0.00.

among rural (61.5%) compared to urban (81.4%) women,
and tobacco use is higher among rural (8.1%) vs urban
(4.1%) women.** However, our analyses indicated that
these types of demographic variables, though significant
in our bi-variable analyses, lost most of their relative
influence as they did not add significant variance to the
explanatory power (adjusted R?) of the model. On the
other hand, according to national data rural women are
more likely to be victimized by domestic violence,*
which is reflected in our data as well. Our rural sample
was on average younger than the women in the urban
sample at the time of their first delivery, had shorter birth
intervals, and more pregnancies, which is consistent with

national data indicating that rural women are more likely

Table 4 Summary of Regression Analysis for Shared Variables
Predicting Perinatal Grief Among a Combined Sample of Rural
and Urban Participants (N = 272)

Predictor Perinatal Grief
Final Model 4%** P
] B (SE)
Constant 80.59 (36.24) | 0.030
Site 0.099 5.60 (14.99) | 0.710
Socioeconomic status 0.040 3.77 (7.99) | 0.639
Religion —0.098 —3.60 (3.85) | 0.352
Education —0.077 —2.09 (2.77) | 0.453
Household position 0.213 11.44 (4.79) | 0.020
Mother’s age at |st delivery —0.002 —0.03 (0.96) | 0.977
Domestic violence —0.149 | —12.80 (7.47) | 0.091
Birth intervals —0.087 —5.09 (5.68) | 0.373
Number of living sons 0.102 3.15 (2.67) | 0.242
Both stillbirth and infant death 0.393 | 22.03 (12.01) | 0.071
Combined number of losses 0.042 0.96 (2.19) | 0.661
Social support —0.280 —1.18 (0.38) | 0.003
Practical coping —0.098 —0.63 (0.71) | 0.383
Autonomy 0.140 1.61 (1.41) | 0.256
Social norms 0.266* 2.12 (0.89) | 0.020
R? 0.621
Adjusted R? 0.536
F-change statistic 4.594%*

Note: **p < 0.01.

to be married early compared to their urban counterparts,
and have more children.** Most of the women in our study
(both the rural and urban), did not use any contraception,
which is consistent with equally unmet family planning
needs among poor rural and urban women nationally.*?
These contextual consistencies with national data indicate
that our participants are fairly representative of the poor
population of women in India.

Differences between our rural and urban participants
on key variables are interesting. The rural participants
were much more likely to agree with traditional social
norms related to maternal expectations and had lower
levels of autonomy than the urban women. Intuitively,
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this makes sense, as the scale had been developed for use
in a study taking place in the rural context, but it is also
consistent with findings in the literature. Rural women,
who have much-reduced levels of autonomy, are subject
to more strictly traditional, patriarchal social norms that
define desirably traits of good wives and mothers.> Thus,
while gendered socialization occurs among the urban poor
as well,>® our urban participants were less likely to
endorse traditional social norms and had greater autonomy.
Similarly, various forms of greater autonomy among urban
women have been noted in the literature, including
increased mobility, dowry autonomy (women’s autonomy
to use their dowry), freedom to seek paid work, and having
a voice in family decisions.’” ® It is important to note,
however, that this relative “greater or lesser” autonomy
must be understood as degrees of freedom on a very
narrow continuum of control over poor Indian women’s
lives. It is well established that women’s reproductive
health is affected by their autonomy (status level and
empowerment).*’

In this context, our findings clearly demonstrate that
our rural participants had much higher perinatal grief
scores in addition to their significant differences in repro-
ductive history compared to the urban participants.
Moreover, the rural sample had lower overall use of cop-
ing strategies than the urban sample. Both emotion-based
(wishful thinking) and practical coping average scores
were below the mid-point in the possible range of scores
among the rural women, but above the mid-point among
the urban women who relied a little more on practical
coping than wishful thinking. One plausible explanation
is that women in the rural setting who lack autonomy may
believe that one’s life is predetermined, which could blunt
their ability to employ innate coping strategies. A more
fatalistic view of life and traditional beliefs have been
noted to be dominant in rural villages, where maintaining
the status quo is influenced by superstition and fatalism.®'
Endorsement of social norms was a significant predictor of
perinatal grief among both rural and urban women, but
a much stronger predictor among the rural participants.

On average, perceived social provision of support was
well above the midpoint in both groups, reflecting the
close-knit communities our participants are a part of in
both rural and urban settings. Close-knit communities are
a strength of Indian society, where community ties are
foundational to the individual’s social network and sup-
port, in rural and urban settings.*>*> Our urban sample,
while less likely to be living in a joint-family context,

nonetheless reported significantly higher social provision
of support than the rural sample. Similarly noted collecti-
vism has been characterized among slum-dwellers as they
are known, in lieu of family, to share each other’s burdens
and to draw strength from each other.** Social provision of
support remained a significant predicator of perinatal grief
in the combined multivariate analysis, as did endorsement
of social norms.

Limitations to note include the eight-year span between
the rural data collection in Chhattisgarh and the urban data
collection in Mumbai. During this time, significant
changes may have occurred in the rural setting, possibly
affecting the women either positively or negatively. There
is some evidence in the literature that as men migrate out
of rural areas in search of livelihoods, leaving the women
behind in the head-of-household (HOH) role.”” However,
as our rural participants were living in a joint family
context, it would likely be the mother-in-law that would
assume the HOH role, and it is unknown what affect this
would have on the daughters-in-law living in the house-
hold. That said, household position was a significant pre-
dictor of perinatal grief (with lower household standing
being associated with higher grief) in the final model of
combined regression analysis, indicating that any change
towards HOH status could be an important factor in the
changing rural context.

Furthermore, the data was collected in two different
states (Chhattisgarh and Maharashtra), and although they
are adjacent to each other in Central India, there are
cultural and linguistic nuances that vary from state to
state. Additionally, it is apparent that social norms have
an important effect on women’s lives across rural and
urban settings, but the instrument used to measure partici-
pants’ endorsement of social norms was found to be less
reliable in the urban sample. Nevertheless, this paper adds
importantly to the literature by describing the importance
of social norms, household position, and social provision
of support as predictors of risk for elevated perinatal grief
for both rural and urban poor Central Indian women.

Our data suggest that our participants across sites
clearly suffered from significant perinatal grief due to the
complex after-effects of losing a baby. In response to the
findings in the rural area, we had offered a 5-week, low--
dose mindfulness intervention that was found to be
effective.’® In the context of our rural findings (99.5%
Hindu), mindfulness was found to be an acceptable mod-
ality, making use of the mind-body connection in women’s
religious practice while avoiding highly stigmatized
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mental health interventions.®> Furthermore, by training
local nurses to teach the intervention, it was potentially
scalable and sustainable. When working with poor women
in the slums of Mumbai, however, we wanted to first
explore the possibility of transferring this intervention.
Our data suggest that women with the same background
of perinatal loss and poverty in Central India, while similar
in some respects (household position, social provision of
support, and endorsement of social norms), location (urban
vs rural) by itself took a prominent role in explaining
perinatal grief. Clearly addressing the important needs of
women in the slums of Mumbai requires a modified
approach to much-needed interventions.

While it is not realistic to influence the pronatalist
societal context, women with reproductive challenges
could benefit from interventions that help them optimize
their overall wellness and perception of social support
within their cultural context. Given the identified needs,
our next aim is to identify and culturally tailor an inter-
vention that builds on their strengths and aids them in
enhancing their wellbeing.

Conclusions

Reproductive outcomes are inherently tied to women’s
mental health in pronatalist societies. Overall, poor
Indian women who have suffered reproductive loss (by
stillbirth, infant death, or both) have an increased risk for
heightened perinatal grief depending on their household
position, social support, and endorsement of social norms.
However, important differences were noted between
women from rural and wurban settings calling for
a modulated response. Greater understanding of the pre-
dictors of perinatal grief, subsequent mental health issues,
and contextual nuances should inform future appropriately
tailored approaches to much-needed interventions that
given the contextual pressures of the women should
for

include self-help, community-based interventions

resilience.
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