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Abstract  

Introduction: About 8% of pregnant women in Sweden receive counseling for fear of 

childbirth (FOC) during pregnancy. Little is known about the long-term reproductive and 

obstetric outcome after counseling for FOC: Therefore, the objective of this historical cohort 

study was to compare the long-term reproductive and obstetric outcomes in women treated for 

FOC in their first pregnancy to women without FOC.  

Materials and methods: All nulliparas consecutively referred for treatment of severe FOC in 

2001-2007 (n=608) were compared to all other nullipara giving birth on the same day 

(n=431). Women who were not fluent in Swedish, missing a postal address, had moved out of 

the area, given birth at another hospital or had a late spontaneous abortion were excluded 

(n=555). A total of 235 women agreed to participate in the study, 63 (39%) women in the 

index group and 172 (53%) in the reference group. The women were contacted by letter in 

2015, i.e. 7-14 years after first childbirth and asked to give access to their medical charts from 

pregnancies and childbirths and to fill out a study specific questionnaire. Based on data from 

the medical charts and questionnaire, mode of delivery, birth experience, obstetric 

complications, FOC, counseling for FOC and number of childbirths were compared in the two 

groups.  

Results: Women in the index group less often gave birth more than twice compared to the 

reference group (8.2% vs 22.0%, p=0.012). We found no significant differences in 

complications during subsequent pregnancies and deliveries. Women in the index group more 

often gave birth by CS in their 1st (p=0.002) and 2nd childbirth (p=0.001), more often had a 

less positive birth experience (median 6.0, IQR 6 vs 7.0, IQR 5, p=0.004) in their 1st delivery 

and more often received counseling for FOC (58.7% vs 12.5%, p<0.001) in subsequent 

pregnancies. Women in the index group more often experienced FOC (18% vs 5.3%, 

p=0.001) 7-14 years after first childbirth.  

Conclusions: FOC is not easily treated. Despite treatment and exposure to childbirth many 

women received treatment in their next pregnancy and still suffered from FOC 7-14 years 

after the first childbirth. 
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Abbreviations: 
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ANC Antenatal care  

CS Cesarean section 
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Key message  

Fear of childbirth is not easily treated. Despite counseling and exposure to childbirth many 

still experienced fear 7-14 years after first childbirth, required counseling in subsequent 

pregnancies and more often gave birth by cesarean section compared to women without fear.  

  



Introduction 

Fear of childbirth (FOC) is common and affects ~7-20% of all pregnant women 1-10. These 

women more often suffer from psychiatric disorders 7, 11-13, abuse in childhood 14 and 

healthcare settings 15, rate their health as less good, more often report lack of social support, 

being single 2,5,9 and are more often foreign born 10. For multiparous women, the fear is often 

associated with a previous negative birth experience and/or instrumental delivery 2,5,8,12. FOC 

is associated with the preference of giving birth by cesarean section (CS) 8. The rate of CS has 

increased worldwide 16, in part because of an increasing rate of CS on maternal request 

(CSMR). The rate of CSMR in Stockholm, Sweden, increased from 0.6% in 1992 to 3.9% of 

all deliveries in 2005, constituting the most common indication for elective CS 17. To decrease 

these women’s FOC and the rate of CSMR while promoting a positive birth experience, 

several treatments for FOC have been evaluated. Group psychoeducation and relaxation 

exercises 1, 18 and individual crisis-oriented therapy 19 have been shown to decrease the rate of 

CSMR and more often provide a positive birth experience 1, 18, 19 compared to conventional 

treatment. In Sweden, women with severe FOC are referred to the specialist care for 

counseling. The counseling is individualized and is given by midwives, obstetricians, 

psychologists or psychotherapists. If necessary, the woman may be referred to a psychiatrist 
20. Larsson et al 21 and Ryding et al 22 found that women who receive counseling are in 

general satisfied 21, 22 but still suffer from FOC after birth 21, more often report negative birth 

experiences 21, 22, prefer a CS in the future and consider not having more children compared to 

women without FOC 21. This indicates that current treatment may be ineffective in curing the 

fear. A negative birth experience has been associated with a longer interval to the second 

childbirth and having fewer children 23. If the FOC persists these women may give birth to 

fewer children and, if pregnant, require counseling again. Little is known about the long-term 

outcome for women treated for FOC during pregnancy. Therefore, the aim of this study was 

to compare reproduction and obstetric outcomes after first childbirth in women treated for 

FOC in their first pregnancy to women without FOC in their first pregnancy.  

  



Methods  

Pregnant women in Sweden receive care at the antenatal care clinic (ANC). The treatment is 

free of charge and is attended by nearly 100 % of all pregnant women. Normally the woman 

makes six to ten visits with a midwife and, if necessary, with obstetricians.  

This study is a follow-up from a previous study and the methods of recruitment have been 

described before 24. The study sample consisted of all nulliparous women who attended the 

ANC and gave birth at the University hospital or one of the County hospitals situated in the 

south-east of Sweden during 2001-2007. The average total number of childbirths per year was 

~2700 at the University hospital and ~800 at the county hospital. The index group consisted 

of 608 consecutively recruited women who had been referred from the ANC to the University 

or County hospital for treatment of severe FOC. All women were assessed in a semi-

structured interview by the obstetrician in charge, women with severe FOC according to 

DSM-IV (severe phobia with features of both physical and emotional signs such as avoidance, 

strong fear, anxiety and panic) were included. Women with mild to moderate FOC were 

treated in the ANC and were therefore not included. Women who moved out of the area, gave 

birth at another hospitalor had a late spontaneous abortion were excluded, resulting in an 

index group of 181 women. All other nulliparous women giving birth on the same day and at 

the same hospital were used for reference (n=431). None of the women in the reference group 

had any contact with the Department of Obstetrics and Gynecology for FOC during their first 

pregnancy.  

The treatment was individualized and given by obstetricians, midwifes or psychologists. The 

counseling was based on psychoeducation (to assess the woman’s knowledge of childbirth 

and to teach relaxation techniques), psychology (explain the features of anxiety and panic) 

and cognitive behavioral theory (to assess thoughts, feelings, avoidance and to alter reactions 

to thoughts including eg exposure therapy). Many of the women also made a visit to the labor 

ward before delivery 24.  

Women not fluent in Swedish (n=71) and women where no current address was found (n=57) 

were excluded, resulting in an index group of 161 women and 323 women in the reference 

group (fig 1). The women were contacted by letter in 2015, i.e. 7-14 years after first 

childbirth, and asked to participate in a study regarding reproduction and childbirth. The 

women were asked to provide written consent for accessing their medical records from their 

pregnancies and childbirths and to fill out a study-specific questionnaire. The questionnaire 

comprised of 21 questions regarding sociodemographic data (age, marital status, tobacco use, 



working status, country of birth, length and weight), psychiatric disorders, FOC today, birth 

experience, and complications during, and after pregnancy and childbirth. Questionnaires and 

consent forms were returned in a prepaid envelope.  

Twohundredthirtyfive women agreed to participate in the study, 63 (39%) women in the index 

group and 172 (53%) in the reference group (fig 1). Twohundredtwentyseven (96.6%) women 

provided written consent for us to access their medical records and 213 (90.6%) women filled 

out the questionnaire. All women agreeing to participate in the study were sent two scratch 

able lottery tickets with a value of 50 SEK. Two reminders were sent to those not answering, 

one after two weeks and one after six weeks.  

Data from the medical records were reviewed and entered manually into a new dataset where 

every woman was assigned an unidentified code number. The following variables were 

retrieved from the medical charts; date of childbirth, infertility treatment, gestational week, 

induction of labor, psychiatric disorders registered at the ANC, complications during 

pregnancy and childbirth, counseling for FOC and mode of delivery.  

Outcomes of interest were number of childbirths, mode of delivery, obstetric complications, 

counseling for FOC in subsequent pregnancies, current FOC and birth experiences. 

Number of childbirths and mode of delivery were based on data from the medical records. 

Women who did not provide access to medical records (n=8, 0.4%) had provided data 

regarding the number of childbirths and six women also had provided data regarding mode of 

delivery in the questionnaire. Six women had twin births; five women in their first pregnancy 

and one in her second, these women were excluded from analysis of number of childbirths. 

We were unable to retrieve medical records for three deliveries in the women’s 2nd 

pregnancies (two in the reference group and one in the index group) due to giving birth in 

another county which did not provide access.  

Complications were assessed from the medical records according to diagnoses reported. 

Bleeding was assessed by number of milliliters of blood loss during delivery as reported in 

medical records. The following complications were reported; preeclampsia including HELLP-

syndrome, gestational hypertension, threatening fetal asphyxia, post-partum hemorrhage 

≥1000ml, perineal laceration degree 3-4, disproportion and slow progression of labor. 

Gestational week was retrieved from the medical records. 

Counseling for FOC after first childbirth was defined as self-reported treatment for FOC after 

first childbirth according to the questionnaire and/or registered in the medical records from 

the ANC.  

FOC after childbirth was assessed in the questionnaire. The question was phrased as “Imagine 



you are pregnant today. Do you experience any fear towards the delivery?”. The fear was 

graded on a 0-10-point numeric rating scale (NRS) where 0 represented “no fear at all” and 10 

“the worst imaginable fear”. FOC was defined as NRS ≥9.  

Birth experience was evaluated in the questionnaire using an NRS of 0-10 for each delivery 

separately where 0 represented “very negatively” and 10 “very positively”. The question was 

phrased as “How did you experience your delivery/deliveries?” 

Age was defined as current age on the 1st of January 2015. Age at childbirth was based on 

data from medical records. Tobacco use was based on the questionnaire and included the use 

of snuff and/or smoking. Marital status, working status and country of birth were based on the 

questionnaire. Infertility treatment was defined as having had any infertility treatment 

according to the questionnaire and/or registered in the medical records from the ANC. 

Previous and current psychiatric health was assessed in the questionnaire by the question; 

“Have you ever been diagnosed with a psychiatric disorder?”. The women were asked to 

check prespecified boxes on common diagnoses (personality disorder, 

schizophrenia/psychotic disorder, bipolar disorder, eating disorder, substance abuse, 

depression and/or anxiety disorder) or to fill out their diagnoses in plain text. For women who 

did not answer the question in the questionnaire, data were retrieved from the medical records 

in the ANC department. 

Statistical analyses 

Women in the index group were compared to the reference group. Categorical variables were 

compared using Pearson’s Chi-square test. Whenever the cell counts were below five, 

Fisher’s exact test was used instead. Age was non-normally distributed according to Shapiro-

Wilk and was therefore compared by Mann-Whitney U test as was the ordinal variable birth 

experience. Missing values in any of the variables were treated as a separate category for that 

specific variable. A sensitivity analysis where all subjects with missing values were excluded 

for each variable did not alter the results significantly. Drop-outs and participants were 

compared within each group by Pearson’s Chi-square test. All statistical analyses were carried 

out in SPSS 24 (IBM, SPSS, Inc., Armonk, NY, USA). A p-value below 0.05 was considered 

statistically significant.  

Ethical approval 

This study and the original study were approved by the Ethic committee in Linköping, 

Sweden. 2008-11-12. Nr: M 204–08 and Dnr -171-31. 2014-05-22.  



Results 

Women in the index group differed from women in the reference group by more often using 

tobacco (22.2% vs 9.9%, P=0.012), being unemployed/on sick-leave (9.5% vs 1.7%, 

P=0.005), had a higher age at second childbirth (P=0.028) and had more often been diagnosed 

with a psychiatric disorder (47.6% vs 14.0%, P<0.001) (Table 1).  

The women gave birth one to four times during the study period. Women in the index group 

less often gave birth more than twice (8.2% vs 22.0%, P=0.012) (Table 2). Seventeen vs 36 

women (27.0% vs 20.9%, P=0.08) did not give birth again during the 7-14 years after first 

childbirth. Women in the index group more often gave birth by CS in their 1st and 2nd 

childbirth, no differences were found in subsequent childbirths (Table 3). Most of the women 

who gave birth vaginally in their 1st childbirth (87.9%) did so also in their 2nd childbirth. 

Women with FOC and a previous vaginal childbirth more often gave birth by elective CS 

(6.5% vs 0.0%) or CSMR (6.5% vs 1.8%) in their 2nd childbirth compared to the other women 

(P=0.024) (Table 3). There was no difference in mode of delivery in the 2nd childbirth among 

women who have had a previous CS (P=0.294) (Table 3). The rate of premature childbirths, 

induction or breech presentation at any childbirth did not differ between the two groups 

(P>0.05). Forty percent of the women had any complication (preeclampsia including HELLP-

syndrome, post-partum hemorrhage, slow progression of labor, gestational hypertension, 

threatening fetal asphyxia, disproportion or perineal laceration degree 3-4) during their 1st 

pregnancy and childbirth (34.9% vs 42.4%, P=0.391), 17% in their 2nd (8.7% vs 19.9%, 

P=0.214), 7% in their 3rd (0.0% vs 8.1%, P=0.1), and none in their 4th pregnancy and 

childbirth.  

Treatment for FOC after first childbirth was more common in the index group (58.7% vs 

12.5%, P <0.001), irrespective of previous mode of delivery (Table 4). 

Women in the reference group rated their birth experience as more positive in their 1st 

childbirth compared to the index women (median 6.0, IQR 6 vs 7.0, IQR 5, P=0.004), no 

differences were observed for the following childbirths. Women in the index group more 

often (18 vs 5.3%, P=0.003) experienced FOC 7-14 years after first childbirth. 

Participants differed from drop-outs in the index group by more often having given birth by 

emergency CS (P=0.013) and by having one or more of the following complications during 

delivery and childbirth; hyperemesis, premature contractions, bleeding during pregnancy, 

hypertension, gestational diabetes, bleeding complication during childbirth, prolonged labor, 

asphyxia and observation at neonatal clinic (P=0.042) in their first pregnancy/childbirth. In 



the reference group, drop-outs were more often smokers compared to participants (P=0.012). 

There were no differences in working status or age among participants and drop-outs.   

Discussion  

We found that many women who receive treatment for FOC in their first pregnancy still are 

fearful 7-14 years after first childbirth. The majority (58.7%) received counseling for FOC in 

subsequent pregnancies. They also experienced their first childbirths as less positive. 

Although most women in the index group gave birth vaginally in their first delivery, many 

required counseling in their next pregnancy. I.e., exposure to a vaginal delivery did not cure 

the fear, nor did a CS. Despite a previous vaginal childbirth, a CS in second childbirth was 

more common in the index group. This is in line with previous studies, Larsson et al found 

counseling for FOC is associated with an increased rate of elective CS and a preference for 

CS in future childbirth despite being satisfied with the counseling 25. 

The women in the index group gave birth again to the same extent as other women despite a 

more negative birth experience in their first childbirth but were less likely to give birth more 

than twice which may indicate a lower reproductive rate. This is plausible as previous studies 

have found a negative birth experience prolongs the time to next delivery and women with 

FOC more often consider not having any more children 23. 

We found no difference in the rate of complications during pregnancy and childbirth for both 

mother and infant, however this may be due to a lack of power to detect such differences. As 

previously reported 11, 13, 26, we found women with FOC more often suffer from psychiatric 

disorders (life time prevalence; 47.6% vs 12.9%). Considering this, the need for counseling in 

the next pregnancy is not surprising. These women are in general more vulnerable and in need 

of extra support.  

Though given counseling during pregnancy and having been exposed to childbirth, 18.0% vs 

5.3% reported FOC 7-14 years after first childbirth. There was a higher prevalence of 

emergency CS in the first childbirth among women treated for FOC. We do not know if a 

primary elective CS in their first delivery would have decreased the fear, but we found no 

difference in the need for counseling according to previous mode of delivery.  

This is the first long-term follow up of women receiving treatment for FOC. By including 

consecutively referred women, the diagnosis of FOC is considered reliable because all women 

were assessed by an obstetrician. By combining data from questionnaires and medical records 

the diagnoses and indications for different modes of delivery were considered reliable but we 

could also benefit from the women’s own perspective. By only including nulliparous women 



and with long follow-up time we were able to observe the reproductive and obstetric 

outcomes for women with primary FOC during most of their childbearing years. The 

distribution of modes of delivery were in line with the population mean during this time 

period and therefore are considered representative 27. 

There are limitations to our study. In a follow-up 7-14 years after first childbirth there is risk 

of bias in assessing eg birth experience. To our knowledge, no previous study has measured 

FOC after the childbearing years why there is no validated instrument. The Wijma Delivery 

Expectancy/Experience questionnaire (W-DEQ) 28 is the most used instrument to measure 

FOC in research. However, it is time-consuming to use. We used an NRS to assess FOC. 

Similar measurements have been used in previous studies and have been shown to have a high 

correlation with W-DEQ-A during pregnancy29, 7. We considered an NRS as the most 

appropriate measurement because it is easy and quick to fill out, thereby lowering the risk of 

low compliance. However, the cut-off is arbitrary. We chose a high cut-off to identify those 

women with severe FOC.  

Many women chose not to participate in our study which affects the power and 

generalizability of our findings. This might make us underestimate differences and increases 

the risk of bias.  

We do not know the reasons for the low participation rate. Drop-out analysis found that 

emergency CS and complications during first pregnancy and delivery were more common in 

participants in the index group than in drop-outs. These are factors associated with FOC and 

might have increased the prevalence of FOC after childbirth. We must recognize that these 

women’s reproduction and obstetric outcomes may differ from other women’s. We know 

these women suffer more often from psychiatric disorders and some women have a very high, 

phobic level of fear. These women may be difficult to reach by letter, even simply being 

reminded of childbirth and asked questions about fear could cause anxiety and avoidance. 

This must be considered when interpreting the results.  

We had to exclude women not fluent in Swedish. This decreases the generalizability of our 

findings as many women in Sweden are foreign born and these women have been shown to 

more often suffer from FOC 22. The low participation rate also affected the precision in our 

measurements as indicated by the fact that of the women who had given birth vaginally in 

their first delivery only four gave birth by CS in their next delivery. There was a significantly 

higher prevalence of CS in this group, but since there were so few women the measurement is 

uncertain.  



As we only included women with severe primary FOC our results are primarily generalizable 

to women with severe FOC.  

Conclusion 

Since women still experience FOC 7-14 years after childbirth we have not yet found the best 

treatment for fear of childbirth. These women are a vulnerable group, many suffer from 

psychiatric illness, and further studies are needed to pin-point more effective treatment. 
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Legends of tables and figure 

Table 1. Background data in the index and reference group. 

Table 2. Number of childbirths in the index and reference group (n, %) stratified according to 
previous mode of delivery.  

Table 3. Mode of delivery (n, %) in 1st-4th childbirth. Mode of delivery in 2nd childbirth was stratified 
according to mode of delivery in first childbirth.  

Table 4. Women receiving treatment for FOC (n, %) after first childbirth in the index and reference 
group stratified by mode of delivery in first childbirth 

Figure 1. Flow-chart of recruitment, exclusion and drop-outs. Sixty-three (39%) women in the index 
group and 172 (53%) in the reference group were available for analysis.  

 



Table 1. Background data in the index and reference group. 

 

*Interquartile range 

** Tobacco use was defined as the use of snuff and/or smoking.  

 

 

 

 Index group Reference group P-value 
 
Median age (IQR*) at follow up  
 

 
38 (6.00) 

 
38 (8.00) 

 
0.361 

Median age (IQR) at 1st childbirth 
 

29 (5.25) 28 (6.00) 0.263 

Median age (IQR) at 2nd childbirth 33 (5.50) 31 (6.00) 0.028 

Median age (IQR) at 3rd childbirth 37 (8.50) 32 (5.00) 0.367 

Median age (IQR) at 4th childbirth 29 32 (8.75) 0.800 

 
Tobacco use** at follow-up, n (%) 

   
0.012  

Yes 14 (22.2) 17 (9.9)  
No 47 (74.6) 135 (78.5)  
Missing 2 (3.2) 20 (11.6)  
 
Working status at follow-up, n (%) 

   
0.005  

Working/study/parental leave 55 (87.3) 148 (86.0)  
Sick-leave/unemployed 6 (9.5) 3 (1.7)  
Missing 2 (3.2) 21 (12.2)  
 
Country of birth, n (%) 

   
0.142  

Sweden 53 (84.1) 140 (81.4)  
Outside of Sweden 7 (11.1) 11 (6.4)  
Missing 3 (4.8) 21 (12.2)  
 
Marital status at follow-up, n (%) 

   
0.118  

Partner 53 (84.1) 136 (79.1)  
Single 8 (12.7) 16 (9.3)  
Missing 2 (3.2) 20 (11.6)  
 
Infertility treatment, n (%) 

   
0.168  

Yes 4 (6.3) 17 (9.9)  
No 57 (90.5) 138 (80.2)  
Missing 2 (3.2) 17 (9.9)  
 
Any psychiatric disorder, n (%)  

   
<0.001 

Yes 30 (47.6) 24 (14.0)  
No 32 (50.8) 129 (75.0)   
Missing 1 (1.6) 19 (11.0)  



Table 2. Number of childbirths in the index and reference group (n, %) stratified according to 
previous mode of delivery.  

Number of childbirths 1 2 3 4 P-value 
 
All women, n (%) 

     
0.089 

Index group 15 (24.6) 41 (67.2) 4 (6.6) 1 (1.6)  
Reference group 34 (20.2) 97 (57.7) 33 (19.6) 4 (2.4)  
 
Vaginal delivery* in first 
childbirth, n (%) 

     
0.248 

Index group 10 (23.8) 28 (66.7) 3 (7.1) 1 (2.4)  
Reference group 27 (19.7) 79 (57.7) 27 (19.7) 4 (2.9)  
 
CS in first childbirth, n (%) 

     
0.327  

Index group 5 (26.3) 13 (68.4) 1 (5.3) 0  
Reference group 5 (17.2) 18 (62.1) 6 (20.7) 0  

*Including spontaneous vaginal delivery and vacuum extraction.  

Table 3. Mode of delivery (n, %) in 1st-4th childbirth. Mode of delivery in 2nd childbirth was stratified 
according to mode of delivery in first childbirth.  

Mode of delivery Vaginal, 
 
n(%) 

Vacuum 
extraction, 
n (%) 

Emergency 
CS, 
n (%) 

Elective 
CS, 
n (%) 

CSMR, 
 
n (%) 

P-value 

1st childbirth      0.002 

Index group 35 (55.6) 7 (11.1) 12 (19.0) 4 (6.3) 5 (7.9)  
Reference group 105 (61.8) 34 (20.0) 23 (13.5) 8 (4.7) 0 (0)  
 
2nd childbirth (all) 

      
0.001  

Index group 31 (68.9) 0 (0) 1 (2.2) 6 (13.3) 7 (15.6)  
Reference group 107 (79.9) 10 (7.5) 8 (6.0) 3 (2.2) 6 (4.5)  
 
2nd childbirth 
(previous vaginal 
delivery) 

      
0.024  

Index group 27 (87.1) 0 (0) 0 (0) 2 (6.5) 2 (6.5)  
Reference group 96 (88.1) 8 (7.3) 3 (2.8) 0 (0) 2 (1.8)  
 
2nd childbirth 
(previous CS) 

      
0.294  

Index group 4 (28.6) 0 (0) 1 (7.1) 4 (28.6) 5 (35.7)  
Reference group 11 (44.0) 2 (8.0) 5 (20.0) 3 (12.0) 4 (16.0)  
 
3rd childbirth 

      
0.311  

Index group 4 (80.0) 0 (0) 0 (0) 0 (0) 1 (20.0)  
Reference group 31 (83.8) 1 (2.7) 3 (8.1) 2 (5.4) 0 (0)  
 
4th childbirth  

      

Index group 1 (100) 0 0 0 0 (0)  
Reference group 4 (100) 0 0 0 0 (0)  

 



Table 4. Women receiving treatment for FOC (n, %) after first childbirth in the index and reference 
group stratified by mode of delivery in first childbirth 

 

*Including spontaneous vaginal delivery and vacuum extraction.  

 

 

 

 Treated for FOC 
after first childbirth, 
n (%) 

No treatment for FOC 
after first childbirth,  
n (%) 

Missing 
data,  
n (%) 

P-value 

 
All women 

    
<0.001 

Index group 27 (58.7) 18 (39.1) 1 (2.2)  
Reference group 17 (12.5) 103 (75.7) 16 (11.8)  
 
Previous vaginal 
delivery* 

    
<0.001 

Index group 18 (56.3) 13 (40.6) 1 (3.1)  
Reference group 10 (9.0) 86 (77.5) 15 (15.5)  
 
Previous CS 

    
0.043 

Index group 9 (64.3) 5 (35.7) 0 (0)  
Reference group 7 (28.0) 17 (68.0) 1 (4.0)  



 

 

Figure 1. Flow-chart of recruitment, exclusion and drop-outs. Sixty-three (39%) women in the index 
group and 172 (53%) in the reference group were available for analysis.  

All nulliparous women 
consecutively referred for 

treatment of severe FOC during 
2001-2007  

n=608 

Index group 

n=181 

Reference group 

 n=431 

 

Excluded n=427 
-Moved out of the area 
-Gave birth at another hospital 
-Had a late spontaneous abortion 
 

Invited to participate in the study  

N=161 

Excluded  
-Not fluent in Swedish n=17 
-Missing address n=3 

Excluded  
-Not fluent in Swedish n=54 
-Missing address n=54 

Invited to participate in the study  
N=323 

Lost to follow up n=151 Lost to follow up n=98 

Available for analysis 
N=63 (39%) 

Available for analysis 
N=172 (53%) 
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