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Summary
Background: Childhood abuse affects adult physical and psychological health. There is

limited research on the effect of childhood abuse on pregnancy and childbirth. Studies usually
focus on a single type of abuse, commonly sexual and/or physical abuse, few have considered
emotional abuse. The results of studies on childhood abuse and mode of delivery are
inconsistent. This might be due to methodological differences. No studies so far have focused
on the relationship between childhood abuse and fear of childbirth, even though clinical
practice and research suggest a correlation.

Objectives: The first aim of our study was to estimate the prevalence of any childhood abuse,
and for the sub-categories sexual, physical and emotional abuse, among unselected pregnant
women in Norway. Secondly we assessed the association between childhood abuse and
common complaints in pregnancy. Thirdly we investigated the relationship between a history
of childhood abuse and mode of delivery. Finally we explored the relationship between a
history of childhood abuse and fear of childbirth.

Subjects and methods: Study I, II and IV use data from questionnaires from the Norwegian
Mother and Child Cohort (MoBa) Study linked to data from the Norwegian Medical Birth
Registry. Study III used the Norwegian data from the European Bidens study, including only
data from questionnaires. Study I was a cross-sectional study which included 55,776 pregnant
women. Study II was a cohort study of 26,923 primiparous women. Study III was a cross-
sectional study including 2,365 pregnant women. Study IV is a longitudinal study which
followed 4,876 women, collecting data during their first pregnancy, at birth, 6 months after
birth and again during the second pregnancy.

Results: In our studies 18-24% of the women reported any childhood abuse, 5-11%
emotional abuse, 11-16%, physical abuse, and 7-12% sexual abuse in childhood. Women
reporting abuse in childhood were significantly more likely to report 7 or more common
complaints in pregnancy. Primiparous women reporting a history of childhood abuse had an
increased risk to give birth by caesarean section during labour. A history of childhood abuse
was a significant risk factor for experiencing severe fear of childbirth among primiparous
women in the cross-sectional Bidens study and among multiparous women in longitudinal

MoBa study.
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Definitions and Abbreviations

ACE: Adverse Childhood Experiences

Bidens: European cohort study of pregnant women involving 6 countries: Belgium, Iceland,
Denmark, Estonia, Norway and Sweden

BMI: Body Mass Index

CI: Confidence Interval

CS: Caesarean Section

Fear of childbirth: a psychological domain of its own, having a continuum from very low to in
some women to extremely high in others. Fear of childbirth and anxiety for childbirth are used
interchangeably in this thesis, as they are in majority of the literature on this topic.

MBRN: Medical Birth Registry Norway

MoBa: The Norwegian Mother and Child Cohort Study

NorAq: The Norvold Abuse Questionnaire

EDS-5: short version of Edinburgh Depression Scale with 5 questions

EDA: Epidural Analgesia

OR: Odds Ratio

PTS(D): Post-traumatic stress (Disorder)

SCL-5: Hopkins Symptom Check List including 5 items

W-DEQ: Wijma-Delivery Expectancy Questionnaire
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1. Introduction

Antenatal care has traditionally focussed on the biological aspects of pregnancy with the aim
of preventing illness and ensuring optimal physical health of the mother and child during
pregnancy, childbirth and postpartum. At a time when pregnancy and childbirth have become
safer, a growing interest in non-biological factors associated with and influencing pregnancy
and childbirth has developed (1-4). Where previously little attention was paid to women’s
anxiety about childbirth, many hospitals in Norway now offer specific professional help to
women expressing fear of childbirth and women requesting birth by caesarean section. A
woman’s request for a caesarean section on non-medical grounds is usually due to fear of
childbirth (5).

The most frequent indications for elective caesarean section in Norway in the late
1990s were maternal request and previous section (6). At that time 7.6% of the caesarean
sections were performed on the indication maternal request. Although this still is only a small
percentage of the total number of deliveries there is a growing concern that this number is
increasing (7). The prevalence of severe fear of childbirth in Trondheim in 2001-2002 was
estimated to be 7.3% among an unselected population of both primiparous and multiparous
women (8). Fear of childbirth is strongly associated with fear of pain and a previous negative
birth experience (2).

However, fear of childbirth is not an isolated problem. Fear of childbirth has been
associated with psychological problems, social problems and psychiatric disorders (1;9;10).
Moreover, in a Norwegian study of women referred for counselling due to fear of birth and a
request for planned pregnancy, 63% had been subjected to abuse (9). Abuse in their study
meant that the woman had given information about having been subjected to violence, threat
of violence, sexual abuse or incest. A Norwegian study by Heimstad et al (8), found a
significant association between fear of childbirth and sexual and physical abuse in childhood.
More surprisingly they reported that sexual or physical abuse in childhood, but not in
adulthood, negatively influenced mode of delivery, while fear of childbirth was not associated
with mode of delivery. This partly unexpected result raised a number of questions: How many
pregnant women have a history of childhood abuse when using a validated instrument for
measurement? Is a history of childhood abuse associated with fear of childbirth in a larger
study? How important a risk factor is a history of childhood abuse for pregnancy and
pregnancy outcome? Would the same association between childhood abuse and mode of

delivery be found in a larger, national study? What role does the birth experience play in

12



relation to fear of childbirth in women with a history of childhood abuse? The questions
raised by the Trondheim study (8) formed the direct incitement for the studies included in this

thesis.

1.1. What is childhood abuse?

No universally accepted definition of childhood abuse exists. Definitions of child abuse and
neglect are based on current reflections of society’s values of appropriate child rearing, the
rights of children and age for adulthood (11). In 1999 the WHO Consultation on Child Abuse
Prevention drafted the following definition: "Child abuse or maltreatment constitutes all
forms of physical and/or emotional ill-treatment, sexual abuse, neglect or negligent treatment
or commercial or other exploitation resulting in actual or potential harm to the child’s health,
survival, development or dignity in the context of a relationship of responsibility, trust or

power.” (12).

The expert group drafting this definition recognised that one definition cannot serve all
purposes and suggests adaptation and/or expansion of the definition as appropriate to the
setting (12). This WHO definition of childhood abuse includes both acts of commission and
omission and abuse at different levels. Childhood abuse is often categorized in sexual,
physical and emotional or psychological abuse and neglect (11-14). Physical abuse consists of
acts that cause physical harm or have the potential for such harm. Sexual abuse is defined as
those acts where the abuser uses a child for sexual gratification (11;12;14). Emotional or
psychological abuse includes failure of a caregiver to provide an appropriate and supportive
environment for emotional health and emotional, social and cognitive development of a child
(11;12;14). The behaviours which are part of this type of abuse are: isolation, verbal assaults,
denigration, ridicule, threats and intimidation, discrimination, rejection and other non-physical
forms of hostile treatment (11;12;14). Neglect refers to the failure of a caregiver to provide,
where the caregiver is in position to do so, in one or more of the following areas: health,
education, emotional development, nutrition, shelter and safe living conditions (11;12;14).

Childhood abuse is differentiated from adult abuse by a cut-off for age, most
commonly 18 years of age (8;15-18). In order to define sexual behaviour as abusive, some
studies additionally require an age difference between the victim and the perpetrator, while
others specifically ask if whatever happened was against the victims will (13;19). For most
children, childhood abuse is not a single traumatizing event occurring in an otherwise safe

environment, but a pattern of ongoing or multiple abusive acts in a troubled context (20;21).
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Victims of one type of abuse are likely to experience other forms of abuse (21;22). Even a

single abusive episode may consist of emotional, physical and sexual abuse. Although we

recognise the importance of all the aspects of childhood abuse discussed in this section, we

were not able to consider them all in the research for this thesis.

1.2. Prevalence of childhood abuse

The majority of studies providing prevalences for the different types of childhood abuse have

been conducted in the USA. Sexual abuse in childhood has been investigated most and

emotional abuse least so far (18;23). A recent meta-analysis of the prevalence of child sexual

abuse in community and student samples across the world reported that 19.7% of women had

suffered some form of sexual abuse prior to the age of eighteen (16). A review in The Lancet’s

series on child maltreatment reported that around 10% of women had experienced severe

emotional abuse during childhood and 5-35% physical abuse (18). Examples of prevalences in

different obstetrical groups are presented in Table 1a, and in non-obstetric samples in Table 1b.

Table la Prevalence of childhood abuse in obstetrical groups

First Country | Study Main outcome | Method of Sample | Physical| Sexual | Emotional
author, design data-collection size abuse abuse abuse
publication (%) (%) (%)
year
Grimstad, | Norway | Case Birthweight Interview, 82 NA 14% NA
1999 (24) control Medical charts | cases
91
control

Chung, USA Cohort Depression in Interview, 1,476 52% 13% 27%
2008 (25) pregnancy Questionnaire
Senior, UK Cross- Eating disorder | Postal 10,641 NA 18.2% NA
2005 (26) sectional | symptoms questionnaire
Benedict, USA Cohort Depression and | Interview, 357 9.2% 37% 52.4%°
1999 (19) selected Medical charts

outcomes
Jantzen, USA Cross- Cocaine abuse Interview 1,189 13% 10% NA
1998 (27) sectional
Lang, USA Con- Psychopathology | Postal 44 6.8— 6.8— 9.1-
2006 (28) venience | in pregnancy questionnaire 11.4% 13.6% 20.5%

and postpartum
Tallman, USA Cohort Selected Medical charts 400 16% 40% 12%
1998 (29) pregnancy

outcomes
Yampolsky, | Israel Cross- PTS, depression | Interview 1,830 NA 32.2% NA
2010 (30) sectional | and health status

NA: Not Available, * verbal abuse
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Table 1b Prevalence of childhood abuse in non-obstetrical groups

First author, | Country | Characteristics of Sample Method Physical Sexual Emo-
publication the sample size abuse abuse tional
year abuse
Wijma, Nordic Patients visiting 4,729 Postal 2.3-143% | 1.9-6.4% | 2.3—
2003 (17) gynaecology clinics | women questionnaire 4.3%
using NorAq
Dube, USA Women at Health 9,367 Postal 27.0% 22.7% 27%
2005 (31) Appraisal Clinics women questionnaire
Afifi, The Population based 7,076 % Interview 7.3%" 6.9%"* 11.8%"
2007 (32) Nether- study: 50.6% men
lands and 49.4% women
McCauley, USA Community-based | 1,931 Questionnaire | 14.6% 15.7% NA
1997 (33) primary care women at practice, in
medicine practices privacy
MacMillan, | Canada General population | 3,678 Interview 21.2% 10.6% NA
2001 (34) sample women
Sanci, Australia | Cohort of 999 Questionnaire | NA 12.1% NA
2008 (35) adolescents and females and telephone
young adults interview
May-Chahal, | UK Population based, 1,634 Questionnaire | 23% 15% 10—
2005 (15) randomly sampled | women” and interview 34%
throughout the UK
Thompson, USA Population based, 8,000 Telephone 40% NA NA
2004 ( 36) random digit women” interview
dialing
Thombs, USA 2 Community 632 Telephone 14% in 12% in 29% in
2006 (37) samples randomly | women in | interview 1997 1997 1997
sampled 1997, 16% in 12% in 30% in
507 2003 2003 2003
women in
2003
Schei, Norway | Random sample 118 Interview NA 17% NA
1990 (38) women
Bendixen, Norway | College students 510 Questionnaire | NA 19.4% NA
1994 (39) randomly selected | women® | during lectures
Mossige, Norway | Students in their 4,079 Questionnaire | severe 6% | severe NA
2007 (40) last year at female® filled out in mild 20% 12%
secondary school teenagers | the classroom mild
23%
Schou , Norway | Fifteen-year-olds at | 7,977 Questionnaire | 11.8% 6.1% NA
2007 (41) school girls” filled out in

the classroom

NA: Not Available, *includes both men and women, ° results for women only are presented in the table

Comparing the rates in these studies is difficult as they differ in methodology,

measurements and definitions of the different types of abuse, and populations sampled (42;43).

Some studies posed few broad questions (32;33;37;41) while others used many questions (40)

or instruments consisting of a set of questions, such as the Childhood Trauma Questionnaire

short version (37) and the Adverse Childhood Experiences Questions (ACE) (31). Thombs et

al (37) found that the use of broad labelling questions like “Have you been sexually abused?”
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identified substantially smaller number of participants with a history of abuse compared to
using a set of behavioural specific questions.

A couple of studies report rather high prevalences of childhood abuse (19;29;36).
Benedict et al (19) reporting 52.5% verbal abuse in childhood used only one behavioural
specific question assessing this. However, their question used a very broad
description/definition, asking the participants for any recall of being insulted or sworn at
regularly by parents. The high prevalence of physical abuse in the studies by Thompson et al,
40% (36), and Chung et al, 52% (25), could be examples of increased reporting when many
detailed questions are asked and multiple opportunities are given to disclose abuse (44-46).
The high prevalence of sexual abuse in the study by Tallman and Hering (29) might be due to
selection bias. Their population consisted of 400 women booking at the Natural Childbirth
and Family Clinic in Portland (USA) attended by naturopathic physicians and midwives and
planning an out-of-hospital birth. It is possible that this setting would attract more women
with a history of childhood sexual abuse avoiding hospital and seeking control over their birth
situation (47;48).

Prevalences are particularly high in groups of women with known sequelae of
childhood abuse, e.g. in adolescent mothers, in substance-abusing pregnant women, in women
with mental health problems and in battered women (49-54). However, the majority of
pregnant women are healthy women who are not in this kind of situation. The prevalence of
childhood abuse in an unselected pregnant population is therefore expected to be comparable
to the prevalence in large population-based samples of women of similar age and background,
if similar methods for collecting information are used.

What is the prevalence in Norway? In the Norvold study, the only study providing a
prevalence for emotional abuse among Norwegian women, 4.2% reported having experienced
severe emotional abuse (17). In two studies from Trondheim (Norway) the prevalence of
childhood sexual abuse among randomly selected women and female college students ranged
from 17-19% (38;39). In 2007 two reports were published in Norway presenting prevalences
of childhood abuse (40;41). The national survey by the Norwegian Social Research (NOVA),
asked over 7,000 students in their last year at secondary school (18—19 years old) to fill out an
extensive questionnaire focused on different types of abuse (40). Of the girls, 6-20% reported
having experienced physical abuse and 12-23% sexual abuse (40). The survey by the
Norwegian Institute of National Health included 15,930 fifteen-year-olds (7,977 girls) from 6

counties in Norway (41). In their survey, 6.1% of the girls had experienced sexual abuse and
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11.8% physical abuse during the past 12 months (41). This prevalence is lower than the other
Norwegian studies probably as it only includes one year’s experience.

What is the true rate of childhood abuse? Prevalence rates from large population-based
random samples are probably closest to the true, unobservable rate of childhood abuse
(18;45;55;56). The general consensus is that biases in self-reports such as forgetting, denial,
misunderstanding and embarrassment are thought to lead to under-reporting rather than over-
reporting of childhood abuse (45;56). The numbers do suggest however that childhood abuse

is common, affecting the lives of many women.

1.3. Childhood abuse and adult health in general

There is an ever growing number of studies reporting the profound and wide-ranging effects
of childhood maltreatment on adult physical and psychological well-being (23;57;58). The
long-term effects associated with childhood abuse comprise a vast spectre of physical and
psychological complaints as well as psychiatric and other medical diagnoses, including, but
not limited to, depression, anxiety disorders (posttraumatic stress disorder, general anxiety
disorder and obsessive compulsive disorder), eating disorders, obesity, personality disorders,
irritable bowel syndrome, somatization, fibromyalgia, autoimmune diseases and chronic
fatigue syndrome (32;35;59-68). Compared to those without an abuse history, women who
experienced childhood abuse are more likely to have substance abuse problems, unsafe sex,
sexually transmitted diseases, and to report poor self-related health (69-77). Childhood abuse
has been reported to be a risk factor for symptomatic conditions that include headache, back
pain, chronic pelvic pain, chronic muscle pain, chest pain, dysmenorrhea, premenstrual
dysphoric disorder and increased menopausal symptoms (78-86).

Women with a history of childhood abuse have an increased risk of marrying an
alcoholic and reporting problems in the relationship with their partner (31;71). Childhood
abuse victims have high rates of revictimization in adulthood (87-89). Revictimization can
result in direct physical injury, deterioration of already sustained negative health
consequences from childhood abuse and other new mental and physical health problems, all
adding to the burden of childhood abuse (33;87;88). Women with a history of childhood

abuse have high health care utilization compared to non-abused women (90).

1.4. How can childhood abuse influence adult health?
Various theories/pathways/conceptual frameworks have been advanced to explain possible

mechanisms leading from childhood abuse to adult health problems (91-98). In the health
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psychology framework, behavioural, social, cognitive and emotional pathways are described
(94;95), explaining that childhood abuse puts people at risk of depression, general anxiety
disorder and post-traumatic stress disorder, participating in harmful activities, having
unhealthy or difficult relationships, and having negative beliefs about themselves and others
(99-101). Each of these increases the likelihood of health problems, and they are highly
related to each other. Neurobiological theories on the other hand explain physical and
psychosocial health problems of adults to be either directly or indirectly related to
biochemical, cellular, or structural changes resulting from severe and/or prolonged stress
caused by childhood abuse (100;102-108).

These different theories/pathways do show that a causal relationship between
childhood abuse and adult adverse health outcomes is both plausible and credible (109). The
underlying understanding for this thesis has been that several pathways could play a role in

the association between the different types of childhood abuse and the outcomes selected.

1.5. Childhood abuse and pregnancy related health

The general adult adverse health outcomes associated with childhood abuse may clearly affect
women also during pregnancy and childbirth. However, this unique period in a woman’s life
may in addition present specific risks or opportunities for women with a history of childhood
abuse (30;47). For some women it might be the first time awareness of previous abuse
surfaces, or a time when trauma resurfaces (48;110;111). A history of childhood abuse has
been reported to be associated with adolescent and unintended pregnancies, maternal eating
disorder symptoms, substance abuse, depressive and anxiety symptoms, and post-traumatic
stress disorder in pregnancy (25-28;30;112-114).

We found one Norwegian study which reported on the association between childhood
abuse and pregnancy related physical complaints (24). This case-control study by Grimstad et
al included only 25 women with a history of sexual abuse and 148 women without this history
(24). The primary aim of this study was to investigate the association between a history of
childhood sexual abuse and low birth weight. Eightytwo cases had low birth weight babies
and 91 controls had normal birth weight babies. The study did not include other forms of
abuse beside childhood sexual abuse. Grimstad et al reported significant more frequent non-
scheduled contacts with the antenatal clinic and more women with discomfort for
heartburn/regurgitation, pelvic joint syndrome, back pain, feeling faint/fainting and Braxton

Hicks contraction among those with a history of childhood physical abuse (24).
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A more recent study from Israel reported that pregnant women with a history of
childhood sexual abuse suffered higher distress levels which heightened poor health compared
to women without this history (30). They found that posttraumatic stress symptoms explained
chronic illness, and depression explained gynaecological symptoms (30). Neither chronic
illness nor gynaecological symptoms were described in more detail than by just these terms.
One other study reported that women with a history of childhood sexual abuse had
significantly more prenatal complications as defined by a higher prenatal score (115). This
prenatal score contained 17 items, among them: bleeding, severe vomiting, accidents,
infectious diseases, x-ray or radiotherapy in first semester, smoking, alcohol, medications,
threatened abortions with hospitalisation and severe illness. It is not clear which individual
items contributed most to the elevated score. No studies were found investigating the

association between childhood abuse and fear of childbirth.

1.5.1. Common complaints of pregnancy
Common complaints in pregnancy (116), also called unpleasant symptoms, minor symptoms
(117) or normal pregnancy discomforts (118), are the result of pregnancy. They are mostly
subjective symptoms which usually have no bearing on the outcome of pregnancy, but may
cause great discomfort to women. The common complaints, except for fear of childbirth, are
largely caused by the orthopedic load of a gravid uterus and the effect of elevated and
changed hormone levels (119). They include: nausea and vomiting, pruritus gravidarum,
pelvic girdle relaxation, Braxton Hicks contractions, oedema, leg cramps, constipation,
heartburn, urine incontinence, candidiasis, leucorrhea, urinary tract infections, tiredness,
headache, backache and fear of labour (116;117-121). Except for nausea and vomiting and
possibly tiredness, most of these complaints increase as the pregnancy develops (116,118).
Many of the common complaints in pregnancy can occur at other times in life and may
under different circumstances be signs of pathology (117). Medical staff, when confronted
with these common complaints, will usually first assess if the complaint is a symptom of
pathology, following up by providing treatment and advice to relieve discomfort. When the
complaints are not a symptom of pathology affecting pregnancy, they are usually not
investigated further unless they create major discomfort to the women, as these symptoms are

thought to disappear once the pregnancy is over.
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1.5.2. Fear of childbirth

It is common, and indeed rational, for women to feel fearful about childbirth. Evidence
suggests that fear of childbirth is a psychological domain of its own, having a continuum from
very low level in some women to an extremely high in others (122;123). Fear may manifest
itself by tearfulness, sleeplessness, nightmares, preoccupation with fear and the objects of
fear, restlessness, nervousness and tachycardia (1;124;125). Fear of childbirth can be so
intense that it interferes with occupational or academic functioning, with domestic and social
activities or with relationships (124;126).

The prevalence of intense or severe fear of childbirth ranges from 7.3%—-23% (8;127-
131). Extreme fear of childbirth has been estimated to affect around 2.4% to 5% of pregnant
women (8;10;127). Some studies suggest that fear may increase as the pregnancy advances
(128;131), while others report no association between the level of fear of childbirth and
gestational age (127).

Fear of childbirth may include fear of any of the following: labour pain, the labour and
delivery process, the health of the baby or mother, lack of care by health professionals,
surgical procedures, damage to the vagina and perineum, loss of control, not performing well,
panic attack, physical exposure, uncertainty about the process of labour and becoming a
parent (2;124;132;133).

What causes fear of childbirth? General anxiety (trait anxiety), depressive
symptomatology, lack of support and self-reported psychological problems have been
identified as risk factors for fear of childbirth (1;10;124;134;135). Information and obstetric
and medical complications are also reported to cause fear of childbirth (124). Several studies
have reported that negative experiences of childhood and of sexuality while growing up
appeared to be significant background factors in pregnant women with severe fear of
childbirth (9;136;137). A previous instrumental vaginal birth, caesarean section, particularly
an emergency CS, a very short or very long labour and a traumatic/negative birth experience
have been identified as factors increasing fear of childbirth among multiparous women
(124;138-141). In contrast, primiparous women may fear the unknown or become afraid of
childbirth as a result of hearing horror stories (133;139). Some studies suggests women’s
expectations before their first delivery influences their experience afterwards, i.e. women
experience what they are afraid of, their negative expectations cause a negative experience,
“a vicious circle principle”(135;142).

While anxiety for the birth previously was something a woman herself had to deal

with, it may now be the reason for counselling and delivery by caesarean section on maternal

20



request (9;125;128;143;144). Fear affects pregnancy and labour. For some women fear of
childbirth is so distressing that being pregnant becomes a less positive experience (124;145).
Pregnant women who fear childbirth are prone to report fear during the actual labour and
postpartum (135;146). Fear of childbirth has been associated with hyperemises gravidarum,
elective CS, induction of labour, prolonged labour and use of EDA (128;143;147;148). An
experimental study of Saisto et al (149) using cold pressor test, showed that women with fear
of childbirth had reduced pain tolerance during and after pregnancy compared to women
without fear of childbirth.

The results from studies investigating the association between fear of childbirth and
emergency CS are inconsistent. A large Danish cohort study and a much smaller Swedish
case-control study concluded that fear of childbirth may increase the risk of emergency CS,
while four prospective cohort studies, from Norway, Sweden, the UK, and Australia did not

find this association (8;128;150;151).

1.5.3. Preference for birth by CS

Studies have shown that there is a strong association between women preferring birth by
elective CS and fear of childbirth (127;131;152;153). Generally fewer primiparous women
express the preference for birth by CS compared to multiparous women (127;152;154;155).
Having given birth by CS before and a negative birth experience are important factors that
influence multiparous women’s preference for birth by elective CS (127;153;154). Other
factors associated with the preference for birth by elective CS are current obstetric
complications, general anxiety, and information about the procedure (153;154). Women who
prefer birth by elective CS perceive this method of delivery to be safer than vaginal birth for
babies (152;154). Women may change their mind in the course of pregnancy and may feel
ambivalent towards their preferred method of birth (156).

According to surveys among pregnant women conducted in the United States,
Australia, Norway, Finland and Sweden, 6—-19% would prefer their baby to be born by
caesarean section (6;131;153;154;157). Pregnant women may well express their preference to
give birth by elective CS when participating in research while never requesting an elective CS

from the appropriate health professionals (152).
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1.6. Childhood abuse and childbirth

Several studies have investigated the possible association between a history of childhood
abuse (most studies only sexual abuse) and birth weight and shorter gestational durations (The
results are inconclusive (19;24;112;160;161). Some studies found no association between a
history of childhood abuse and birth weight (19;24;112), while Jacobs found a history of
childhood sexual abuse to be associated with higher weights (158). It should be noted that
Jacobs’ study only included 15 women with a history of childhood abuse and 13 without this
history. A case-control study by Noll et al (159) indicates that childhood sexual abuse is a
significant risk factor for preterm delivery and showed that maternal prenatal alcohol
consumption plays an important role in this relationship. In the studies of Benedict et al and
Jacobs no association was found between a history of childhood abuse and gestational age at
birth (19;158).

Caregivers describe failure to progress in labour as a common feature among women
with a history of childhood sexual abuse (47;160;161). However, the results investigating the
association between childhood abuse and delivery outcomes are conflicting. Benedict et al
reported that a history of childhood sexual abuse was not associated with any of the labour
and delivery variables they investigated, including length and augmentation of labour (19).
These result are in contradiction with those reported by Tallman and Hering (29), who found
that women with a history of childhood abuse were significantly more likely to be transferred
to hospital during labour due to failure to progress, utilized more medical painrelief and that
primiparous women more often gave birth by CS compared to women without a history of
childhood abuse. A Norwegian study found that only half of the women who reported
exposure to physical and sexual abuse in childhood had an uncomplicated vaginal birth at
term compared to 75% among non-abused (8). A Dutch study distinguished between
childhood and adulthood when collecting data on sexual abuse, but presented only results
comparing abused with non-abused women (162). This study of 625 randomly selected low-
risk pregnant women reported significantly less episiotomies in the sexually abused women,
while the levels of pharmaceutical painrelief and CS were similar in both groups. A small
study interviewing 103 women approximately 4 weeks after birth reports that women who had
experienced sexual trauma were 12 times more likely to experience the childbirth event as

traumatic (163). This study did not differentiate between childhood and adult abuse.
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1.6.1. Birth by Caesarean Section

The aim of care in pregnancy and childbirth is to achieve optimal health for the mother and
newborn with the least possible level of intervention that is compatible with safety (164).
Many individual maternity units and nations audit therefore their CS rates (165-167). CS rates
have increased significantly worldwide during the last decades, particularly in middle and
high income countries (168-170). In the USA, 32.3% of births were by CS in 2008 (171),
while the National Health Services Maternity Statistics for England 2006-7 report a CS rate of
23% (172). In Norway, the CS rate has increased from 7.3% in 1978 to 17.1% in 2009
(MBRN accessed 26 July 2010).

Together with this increase, a change in the indications for performing a CS has taken
place (173). In the face of a safe and accessible alternative, the maternal and fetal risks
associated with complicated vaginal births have become less acceptable (174;175). This has
resulted in a reduction of vaginal breech deliveries, mid-cavity instrumental delivery, vaginal
twin deliveries, trials of labour and a reduced tolerance of suspected fetal compromise during
labour (6;173;174;176). Respect for patient autonomy regarding mode of birth has also played
a substantial role in the increase in the elective CS rate (155;176-179). Psychosocial
indication for elective CS, defined as maternal request or fear of childbirth without any co-
existing medical indications, has become more common and reflects a change in attitudes
towards mode of delivery in the childbearing population and among obstetricians
(155;173;176;180).

The Medical Birth Register of Norway (MBRN) obtains information about all births,
but the current system does not provide sufficient information about the indications for CS. A
prospective survey done in 1998 in Norway (6), reported that seven indication groups
accounted for 77.7% of all CSs: fetal distress (21.9%), failure to progress (20.7%), previous
CS (8.9%), breech presentation >34 weeks of gestation (8.4%), maternal request (7.6%),
preeclampsia (6.2%) and failed induction (4.0%). Of all the CSs, 65.3% were emergency
operations. In the elective CS group, the two most important indications were previous CS

and maternal request.
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2. Aims of the study

The overall aim of this thesis was to study the relationship between a history of childhood
abuse and pregnancy, childbirth and fear of childbirth, in order to improve care during

pregnancy and childbirth.

The following research questions were assessed:
e What is the prevalence of childhood abuse in Norway?
e What is the prevalence of fear of childbirth in Norway?
e Is a history of childhood abuse related to fear of childbirth?

e Is a history of childhood abuse associated with mode of delivery?

The objectives of the different papers were:

e To estimate the prevalence of emotional, physical and sexual childhood abuse and to
assess the association of childhood abuse with common complaints in pregnancy in a
national sample of unselected pregnant women (Paper I).

e To assess if there is an association between self-reported exposure to sexual, physical
and emotional childhood abuse and complications during labour and mode of delivery
among primiparous women in Norway (Paper II).

e To investigate the association between a self-reported history of sexual, physical and
emotional abuse in childhood and fear of childbirth among primiparous and
multiparous women (Paper III).

e To explore whether a longitudinal design alters the estimated association between a

history of childhood abuse and fear of childbirth among multiparous women (Paper

V).
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3. Material and methods

To explore the questions raised by the study performed in Trondheim (8), a new and larger
study was planned. This new study (Bidens), originally planned as a Norwegian study, was
expanded to include 6 European countries, Norway being one of them. While the data-
collection for the Bidens study took place, data from the Norwegian Mother and Child cohort
study the Norwegian Institute of National Health was obtained to explore some of our

research questions in this large national sample.

3.1. Description of the studies
3.1.1. The Norwegian Mother and Child Cohort Study (MoBa)

The MoBa study was initiated in the 1990s by researchers from the Medical Birth Register of
Norway (MBRN) and researchers from the Norwegian Institute of National Health. Many
scientists contributed ideas that helped design the questionnaires. Norway has approximately
55,000 births a year and the target population of the study was all women who gave birth in
Norway (181). There were no exclusion criteria. All hospitals and maternity units with more
than 100 births annually were to be included. Fifty of the 52 eligible units participated in the
study. Recruitment started in 1999, with the aim of including 100,000 pregnancies by 2009.
Pregnancy is the unit of observation, and a woman could participate in the study with more
than one pregnancy (181).

The response rate from 1999 to the end of 2005 was around 44 % (181). Pregnant
women were recruited to the study through a postal invitation in connection with a routine
ultrasound examination offered to all pregnant women in Norway at 17-18 weeks of gestation

(www.fhi.no/morogbarn).

During pregnancy, the mother received three extensive questionnaires, and the father
received one. The first questionnaire (Q1: 16 pages) received in pregnancy weeks 13-17,
asked for data on outcomes of previous pregnancies, medical history before and during
pregnancy, medication, occupation, exposures in workplace and at home, lifestyle habits, and
mental health. A food frequency questionnaire (Q2: 14 pages) was sent to participants at 22
weeks of pregnancy. A third questionnaire (Q3: 16 pages) was sent at 30 weeks and covered
the woman’s health status during pregnancy as well as changes in work situation and habits.

Data from the questionnaires were linked to the MBRN which has a record of all

deliveries in Norway since 1967. This register is based on a standardized form completed by
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midwives shortly after delivery. A questionnaire (Q4: 16 pages) when the child was 6 months

focused on child health and nutrition as well as maternal physical and mental health.

3.1.2. The Bidens study

The Bidens study is a multi-national cohort study conducted in 6 European countries. Bidens
is the acronym for the 6 participating countries, Belgium, Iceland, Denmark, Estonia, Norway
and Sweden. In Norway we recruited women at five obstetric departments in five cities; Oslo,
Tromse, Alesund, Drammen and Trondheim. The hospitals in Tromsg, Oslo and Trondheim
are university hospitals, while the hospitals in Drammen and Alesund are county hospitals.
The number of deliveries at these departments ranged from 1,300 to 3,400 births per year.

Questionnaires (8 pages) with an information letter and a consent form were sent to
pregnant women after they had attended their routine ultrasound at 18 weeks of gestation.
Women requiring treatment due to pathology detected during routine ultrasound and women
with insufficient Norwegian to fill out the questionnaire were excluded from the study. Non-
responders were sent one reminder after one month.

We started recruitment in January 2008 in Oslo, February 2008 in Drammen,
Trondheim and Alesund and March 2008 in Tromse. We concluded recruitment October
2008 in Oslo, November 2008 in Trondheim, January 2009 in Drammen, February 2009 in
Alesund and March 2009 in Tromse. The response rates were 61.5% in Oslo, 47.6% in
Drammen, 46.5% in Trondheim, 50.5% in Tromse and 44% in Alesund, with an overall

response rate of 50%.

3.2. Study population and design

3.2.1. Design

Although both the MoBa study and the Bidens study are cohort studies, the design of paper I
and III is a cross-sectional one, determining “exposure” and “outcome” simultaneously for
each subject. Paper II can be considered a cohort study as we followed pregnant women from
around the 15. week of pregnancy until the time they gave birth. Paper IV is a longitudinal
study as we followed women from their first pregnancy through to their first childbirth, the

postpartum period and into their second pregnancy.
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Table 2. Overview of study population, main variables, design and methods included in paper -
v

Study | Study 11 Study II1 Study IV

Year of data collection:
1999-2006 X X X
2008-2009 X
Study providing data:
MoBa-study X X X
Bidens-study X
Number of participants 55,776 26,923 2,365 4,876
Characteristics of participants:
Primiparous X X X X
Para 1 X
Multiparous X X
Main variables:
Childhood abuse X X X X
Common complaints in pregnancy X
Fear of childbirth X X
Preference for birth by CS X
Mode of delivery X
Design:
Cross-sectional X X
Cohort X
Longitudinal

Time of data collection:
During pregnancy X X X
At birth X
Postpartum

During subsequent pregnancy

>

el T

Study populations
Flow-chart study I based on MoBa data from 1999-2006

N
61,865 pregnancies of
women who returned Q1

and Q3

p
excluded 436 pregnancies of
women who had failed to fill out
the questions on abuse in Q3

\

A 4

A 4

[ 62,301 pregnancies

-
excluded 5,653 pregnancies of

women who participated more
than once

A 4

) 4
{ 55,776 women for

analyses
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Flow-chart study II based on MoBa data primiparous women who gave birth 20002006

29,547 primiparous women who
returned Q1 and Q3 and for
whom MFR data was available

excluded 244 women who had not
answered the questions on abuse in

Q3
\ 4
[ 29,303 women
( )
| excluded 795 women with multiple
"| pregnancies
v AN )
[ 28,508 women
J, N
.| excluded 1,585 women for not giving
"| Dbirth between 37-43 weeks gestation

A 4

26,923 women for
analyses

Flow-chart study III based on Norwegian data from the Bidens study, 2008-2009

N
2,429 women returned

the Bidens questionnaire
J/

4 N\
.| excluded 43 women due to >7 items
"| missing of the W-DEQ
Y \ J
[ 2.386 women ]
s N\
| excluded 6 women less than 18 years
"] old
v \ J
[ 2.380 women ]
s N\

excluded 15 women who failed to fill

I out 2 of the 8 pages of the questionnaire
A \ J

[ 2.365 women ]

A\ 4
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Flow-chart study IV, based on MoBa data, women participating twice, 1999-2006

4,891 women who filled
out MoBa questionnaire at
30 weeks during first and
second pregnancy

'd N\
.| excluded 2 women due to >2
"| missing of the 4 abuse questions
‘} \ J
[ 4.889 women ]
'd N\
| excluded 13 women who were less
| then 18 at first participation
‘} \ J
[ 4.876 women ]

3.3. Variables and measurements used in the study

3.3.1. Childhood abuse

In the MoBa study, Q3 included a modified version of the Norvold Abuse Questionnaire
(NorAq) measuring mild and severe emotional abuse, sexual abuse and physical abuse
(13;182). Women were given the opportunity to indicate if they never experienced the abuse
(no, never), if the abuse was experienced as a child (<18 years) and/or as an adult (>18 years).
Women who answered yes to at least one of the four questions about childhood abuse were
defined as having suffered from any childhood abuse.

The Bidens questionnaire included NorAq, a validated instrument measuring
emotional, sexual and physical abuse (13;182). Childhood abuse was defined as abuse before
the 18. birthday. The question measuring mild physical abuse was excluded from our analyses
as it showed low specificity, as noted previously (13;182). Any childhood abuse included any
type of childhood abuse at any level of severity.

3.3.2. Outcomes

The common complaints in pregnancy (Outcome Paper I) All the common complaints in
pregnancy included in this thesis were taken from Q3. For heartburn, constipation, backache,
headache, nausea and vomiting, candidiasis, urinary incontinence, urinary tract infection,
pruritus gravidarum, pelvic girdle relaxation, leucorrhoea, tiredness, leg cramps and oedema,
women were asked if they at any time after 13 weeks gestation had experienced any of these

complaints. The answer was divided up in one-month periods. A woman giving a positive

29



answer for any one-month period was registered as having that particular complaint. Being
bothered by Braxton Hicks contractions was a separate question giving three answering
options: no; yes, a little; and yes, very bothered. A woman giving a positive answer to the last
option was defined as suffering from Braxton Hicks contractions. In paper I, fear of childbirth
is one of 16 common complaints of pregnancy. The item to which women responded was “I
am really dreading giving birth”, with the following six response alternatives: agree
completely, agree, agree somewhat, disagree somewhat, disagree, disagree completely.

Women who agreed completely with the statement were defined as fearing labour.

Mode of delivery, complications and interventions during childbirth (Outcome paper II)
These outcome variables were taken from the MBRN. Complications and interventions
explored were induction of labour, EDA, poor progress in labour, augmentation of labour,
fetal distress, episiotomy and anal sphincter rupture. Mode of delivery was divided into
spontaneous vaginal birth, instrumental vaginal birth and CS. CSs were coded as taking place
before or during labour. Women with a record of induction or spontaneous start of labour who
gave birth by CS were categorised as CS during labour. Women with neither a record of
induction nor of a spontaneous start of labour, giving birth by CS were categorised as CS

before labour.

Fear of childbirth and preferring birth by CS (Outcome paper 11 and IV) In the MoBa study,
Q3 has 9 statements about birth to which women could respond by a range of 6 options, from
agreeing completely to disagreeing completely. Preferring birth by CS was the 6. of the 9
statements about birth. Just before the study for paper IV was undertaken, Kringeland et al
published a study on the MoBa data using this variable (183). They dichotomized the scores
into 1-3 (yes, would choose a CS) and 4-6 (no, would not choose a CS). This influenced the
way this variable and the variable of fear of childbirth (the second of the same nine
statements) were coded in our paper IV. It did appear appropriate to change from including
only women who agreed completely (paper I) to also include those who agreed to the
category of women fearing childbirth. Women agreeing or completely agreeing with the
statement “If I could choose, I would have a CS” were defined as preferring birth by CS.

In the Bidens study, fear of childbirth was measured using the Wijma Delivery
Expectancy Questionnaire (WED-Q) version A, designed to measure fear of childbirth by
means of women’s cognitive appraisal of the coming delivery during pregnancy (122). The

questionnaire has 33 items, which can be scored from 0-5. The sum score theoretically ranges
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from 0 to 165, the higher the score, the greater the fear of childbirth. A sum score of >85 is
considered to represent severe fear of childbirth, while a sum score of > 100 is the cut-off

level for extreme fear of childbirth (5;127).

3.3.3. Other variables (covariates & confounders)

Demographic data and characteristics In the MoBa study, age, civil status, education,
occupation, parity, use of alcohol or smoking during pregnancy and Body Mass Index (BMI)
were derived from Q1. Women reported their education by checking 1 of 7 predefined
categories. This information was coded into four levels of education: primary school (9
years), secondary school (12 years), higher education (university or college) < 4 years and > 4
years. This same categorisation of education was used in the Bidens study. In the MoBa study,
women were given the option to cross off several of 11 possible choices for occupation. Three

occupation categories were made: student, unemployed and employed.

Parity In the MoBa study parity (number of previous deliveries >21 weeks gestation) was
derived from a question asking women to list all their pregnancies and indicating the length of
pregnancy in weeks at birth. This variable was coded as women giving birth for the first time
(PO) and those who had given birth before (P+). In the Bidens study women were considered
to be primiparous when they checked the box which stated they had never been pregnant

before or when they answered 0 for the number of children they had given birth to.

Mental distress, depressive symptoms In the MoBa study, the Hopkins Symptom Checklist
(SCL-5) with 5 items, from Q3, measured mental distress, using a 2.0 cut-off point as
indicated by Strand et al (184). In the Bidens study, depressive symptoms were measured
using a short matrix version of the Edinburgh Depression Scale (EDS-5), which consists of 5
questions (185). The scoring of each question ranges from 0 to 3, with 0 for the absence of
symptoms and 3 for maximum severity of symptoms. A sum score of >7 is considered to
reflect moderate symptoms of depression (185). Both the SCL-5 and EDS-5 are validated
instruments which have shown good reliability in Norwegian populations and proven to

perform almost as well as their full versions.

Birth experience In the MoBa study, experience of first birth was reported 6 month
postpartum starting from the second version of Q4 (5. November 2002). Women were asked if

their birth went as expected, with answering options: Yes, as expected; No, it went better;
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Neither/nor; No, it was worse; Don’t know. The variable was recoded into three categories:
Better than expected; As expected, mixed, uncertain; Worse than expected. In the Bidens
study, women were asked to describe the experience of their first and last birth by checking
off one of the following options: Purely positive experience; Mainly positive experience, with
negative elements; Mainly negative experience, with positive elements; Purely negative
experience. These variables were dichotomized into a negative or positive birth experience.

When two experiences were reported, the last birth experience was chosen.

Pregnancy complications and risk factors Smoking during pregnancy was in the MoBa study
was coded as no; sometimes; and daily. For the regression analyses the variable was
dichotomised into no and yes (combined daily and sometimes). Alcohol consumption was
dichotomized into any or no consumption during pregnancy. Unfortunately, there was a large
proportion (12.7%) of participants with missing information for the variable for the total
sample. A dummy variable was used for the missing data in the regression analyses in paper 1.
BMI was derived from self-reported height (m) and weight (kg) at time of conception.

There is a close association between birth outcomes and complications during
pregnancy and birth. The antenatal pathology included in paper II was diabetes and pre-
eclampsia from the MBRN. Data in the MBRN gives information of whether diabetes was
present prior to the pregnancy or whether it was first diagnosed during the current pregnancy.
All forms of diabetes were included as they all can affect outcome. Macrosomia was defined
as birth weight >4500 gram, the same cut-off used in the “Breakthrough Project” investigating

indications for CS in Norway (6).

3.4. Statistics
Power calculation
The objective of MoBa is to test specific aetiological hypotheses by estimating the association
between exposure and disease, aiming at prevention. No specific hypothesis or set of
hypotheses formed the basis for the study. The strategy has been to collect data on as many
relevant exposures and health outcomes as feasible. So no specific power calculation was
done at the start of the data collection.

The power calculation for the Bidens study was based on the hypothesis that women
who have reported experiencing abuse (in the course of their life time) have an increased risk
for birth by CS compared to women who do not report having experienced abuse. As this was

not the hypothesis for paper III, we performed a new power calculation to assess if our study
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investigating the association between childhood abuse and fear of childbirth was possible in
the given data set. Based on the finding of paper I, we estimated the prevalence of severe fear
of labour to be 7% among women without and 14% among women with a history of
childhood abuse. To detect this difference in prevalence, with 80% power and P .05 two-
sided, we needed 300 women in each group (with and without any childhood abuse). With an
estimated prevalence of 20% for any childhood abuse we needed to include 1500 women in

total. The same power calculation could be used for paper IV.

Statistical analyses

Descriptive statistics were derived from frequencies. The Chi-squared tests were used to
examine differences between group frequencies. Univariate logistic regression analyses were
performed to estimate crude odds ratios (OR) and 95% confidence intervals (CI’s) for the
association of different categories of childhood abuse and the different outcomes measured in
the papers. One-way ANOVA was used to assess differences in means. To define a cut-off
for the number of common complaints in pregnancy in paper I, we used the upper 10 percent
of the distribution, which was 7 or more.

We used Breslow-Day and Tarone’s tests for homogeneity to assess if stratified
analyses were required. The stratified analyses in paper I were preferred by the referees and
not required statistically. We checked for collinearity between the independent variables to be
entered in the regression analysis by creating a correlation matrix in paper II and found no
correlation over 0.4.

Adjusted logistic regression models were used to estimate OR and 95% CI for the
associations of different categories of abuse and the defined outcomes in the papers. OR
provides an estimation of the relative risk, which is adjusted for any confounding variables. In
each of the papers we adjusted for a priori selected potential confounders.

Missing data was dealt with in three different ways: exclusion from analyses (applied
in all the papers); the creation of a dummy variable (for alcohol consumption in paper I); and
replacing missing values with the series mean (for SCL-5 in paper I and W-DEQ in paper III).
The reference group for all comparisons was women reporting no childhood abuse. All
analyses were two sided at o = .05. The statistical program SPSS was used to conduct all

analyses.
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3.5. Ethics

Both the MoBa and the Bidens study were approved by the Norwegian Data Inspectorate and
the appropriate ethical committee. No additional approval was required to analyze and publish
results on the abuse questions. All participants were informed about the purpose of the study
in the letter of invitation. Each participant signed a written consent, stating that the data
provided in the questionnaires could be used for research purposes, and consenting the linking
to MBRN. The participants were free to withdraw their consent and the information provided
at any time in the MoBa study. Participation has been unconditionally voluntary. The
collected data has been handled and stored in accordance with the directives of the Data
Inspectorate to protect participants.

Including questions on violence and abuse in questionnaires has been a controversial
issue. It has previously been considered too sensitive to include in general health surveys. The
major concern is safety of women who report abuse by a violent partner. The accompanying
letter to the Bidens study specifically asks women to fill out the questionnaire in a private
place where she can be on her own. At all units where the Bidens study took place provision
was made to be able to assist women seeking help. Women were also given telephone
numbers and e-mail addresses they could contact if required. No women contacted the
researchers or clinic staff for help due to intimate partner violence. In the MoBa study the
partner as perpetrator was excluded from the questions on abuse, to reduce the risk for women
to suffer additional violence from their partner as a result of filling out the questionnaire. The
Bidens study does not inquire about the perpetrator at all.

Epidemiological research on victims of childhood abuse might unintentionally
contribute to stigmatism and a feeling of humiliation and self blame among those reporting
such abuse. Thus caution needs to be exercised when communicating research findings to the
public. A study investigating the reactions of vulnerable participants to research participation
found that these participants reported stronger agreement about the meaningfulness of their

participation compared to non-vulnerable participants (186).
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4. Results

4.1. Prevalence of childhood abuse in the four studies
The reporting of childhood abuse varied across the papers as presented in the graph below.

Figure 1. Prevalence of childhood abuse in the four papers
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There was considerable overlap between the different categories of abuse reported by the
women as illustrated by this Venn diagram with data from paper II.
Figure 2. Overlap between different categories of childhood abuse in paper 1, N = 26,923.
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Fewer women reported childhood abuse during first pregnancy than during second pregnancy
(Table 3). Some women who reported childhood abuse during first pregnancy did not report

the same abuse during second pregnancy and vice versa (Table 3).

Table 3. Reporting of childhood abuse during first and subsequent pregnancy

Childhood abuse reported
during Childhood abuse reported during Subsequent pregnancy
first pregnancy Any Abuse Any Emotional Physical Sexual
Yes No Yes  No Yes No Yes : No
Any Abuse Yes 516 183
No 324 3853
Any Emotional Yes - 323 152
No ' 313 4088
Physical Yes ' 108 77
No 88 4903
Sexual Yes 211 | 68
No 70 - 4527
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4.2. Results paper |

In this paper we examined the association between a self-reported history of childhood abuse
and the reporting of common complaints in pregnancy. Women who reported childhood abuse
reported significantly more often all of the 16 common complaints investigated in this study.
Women reporting three categories of childhood abuse reported an average of 5.4 common
complaints in pregnancy compared to 3.7 for women without childhood abuse (P<.001).
Women reporting any category of childhood abuse were more likely to report >7 common
complaints in pregnancy compared to women reporting no childhood abuse. This effect
remained after adjustment for our a priori chosen confounders. In a dose-response fashion, the
more types of abuse women were exposed to, the more likely they were to report >7 common
complaints in pregnancy. Women exposed to all three kinds of childhood abuse were more
than three times as likely to report >7 complaints of pregnancy compared to women with no
history of childhood abuse, adjusted OR 3.5 (95% CI 3.0-4.0). Socio-demographic
characteristics, other risk factors, adult abuse and mental distress did not explain this graded

association.

Table 4. The OR for having >7 common complaints in pregnancy according to category of
childhood abuse, MoBa 1999 — 2006 (N = 55,776)

>7 common complaints in pregnancy (n = 7,717)

Category of Crude Adjusted Adjusted Adjusted
childhood abuse OR OR OR OR

(95% CI) Model 1° (95% CI) Model 2 (95%CI) Model 3 (95% CI)

Emotional 22 (2.124) 1.7 (1.6-1.9) 1.6 (1.5-1.8) 1.6 (1.5-1.7)
Physical 30 (27-3.2) 1.9 (1.6-2.1) 1.8 (1.5-2.1) 1.6 (1.4-1.9)
Sexual 27 (2.5-2.9) 1.9 (1.7-2.1) 1.8 (1.6-2.0) 1.7 (1.5-1.9)

Emotional + physical 3.4  (3.1-3.8) 2.6  (2.3-3.0) 2.4 (2.1-2.8) 2.3 (2.0-2.6)
Emotional + sexual 34 (3138 26  (22-3.D) 2.4 (2.0-2.8) 24 (2.0-2.8)
Physical + sexual 3.6 (32-40) 25 (2.0-3.1) 23 (1.9-2.9) 22 (1.8-2.7)

Emotional + physical 3.9 (3.4-4.5) 35 (3.0-4.0) 3.1 (2.6-3.5) 3.1 (2.6-3.5)
+ sexual

* Controlled for age, education, occupation, civil status, smoking, parity, multiple pregnancy, BMI and alcohol.

® Controlled for age, education, occupation, civil status, smoking, parity, multiple pregnancy, BMI, alcohol and mental
distress. “ Controlled for age, education, occupation, civil status, smoking, parity, multiple pregnancy, BMI, alcohol and
adult abuse. In addition each category of abuse was adjusted for the other categories of abuse if applicable. The reference
group for all models is no childhood abuse.
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4.3. Results paper |1

In this paper we examined the association between a self-reported history of childhood abuse
and CS among primiparous women in the MoBa study. None of the different categories of
childhood abuse were significantly associated with a CS before labour. Two categories, any
childhood abuse and mild emotional, were associated with an increase of CS during labour
compared to women with no childhood abuse before adjustment for confounding factors.
After adjustment, only the category of any childhood abuse was significantly associated with
an increase in CS during labour. The proportion of women having a spontaneous vaginal
delivery was almost equal for the groups with and without childhood abuse (69%). However,
the number of instrumental vaginal births, episiotomies and sphincter ruptures was

significantly lower among women abused in childhood.

Table 5. Crude and adjusted OR for CS before birth according to category of childhood abuse for
primiparous women, MoBa 1999-2006 (N = 26,923)

Category of Number (%) in study CS before labour (n = 1,308)

childhood abuse sample (n = 26,923) n OR (95% CI) Adjusted OR (95% CI)*
Any 5,060 (18.8) 249 1.02 (0.88-1.17) 1.00 (0.86-1.17)
Emotional 3,856 (14.3) 186 1.00 (0.85-1.17) 0.96 (0.81-1.15)
Physical 1,413 (5.2) 76 1.12 (0.88-1.42) 1.03 (0.79-1.35)
Sexual 1,730 (6.4) 89 1.06 (0.85-1.33) 1.08 (0.85-1.38)

*  Adjusted for age, education, BMI, adult abuse, macrosomia, diabetes, preeclampsia and wish for CS.

Table 6. Crude and adjusted OR for CS during labour according to category of childhood abuse for
primiparous women, MoBa 1999-2006 (N = 26,923)

Category of Number (%) in study CS during labour (n =2,618)

childhood abuse sample ( N =26,923) n OR (95% CI) Adjusted OR (95% CI)**
Any 5,060 (18.8) 546 1.16 (1.05-1.28) 1.16 (1.03-1.30)
Any emotional 3,856 (14.3) 402 1.11 (0.99-1.24) 1.11 (0.98-1.27)
Physical 1,413 (5.2) 149 1.13 (0.95-1.35) 1.21 (0.99-1.48)
Sexual 1,730 (6.4) 185 1.15 (0.98-1.35) 1.15 (0.95-1.38)

** Adjusted for age, education, BMI, adult abuse, macrosomia, diabetes, preeclampsia, fetal distress, induction,
EDA.
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4.4. Results paper 111

In this paper we investigated the association between a self-reported history of childhood
abuse and severe fear of childbirth. A history of any childhood abuse remained a significant
risk factor for experiencing severe fear of childbirth for primiparous women also after
adjusting for confounding factors, OR 2.00 (95% CI 1.30-3.08). For multiparous women
there was no association between a history of any childhood abuse and severe fear of
childbirth after adjusting for confounding factors, OR 1.17 (95% CI 0.76-1.80). The
regression models for multiparous women, testing the individual effect of each confounding
factor upon the association between any childhood abuse and severe fear of childbirth,
showed that significance in this association disappeared when entering each on their own
either moderate depressive symptoms, education, adult abuse or a negative birth experience.

For multiparous women fear of childbirth was related to a negative birth experience.

Table 7. Crude and adjusted odds ratios for severe fear of childbirth for any childhood abuse for
primiparous and multiparous women in the Norwegian Bidens study sample (N = 2,365) 2008—-2009.

Any Primiparous women with severe fear of labour Multiparous women with severe fear of labour
Child (n=131/1,034) (n=149/1,331)

hood n Crude  95% CI Adj. 95% CI n Crude 95%CI Adj. 95% CI
abuse OR OR* OR ORf

No 78 1 Reference 1 Reference 103 1 Reference 1 Reference

Yes 53 2.48 1.70-3.64 2.00  1.30-3.08 46 1.50  1.02-2.16 1.17 .76-1.80

* Adjusted for age, civil status, education, planned pregnancy, adult abuse and moderate depressive symptoms
1 Adjusted for all the previously mentioned variables as well as negative birth experience.

Table 8. Multiparous women (n = 1,331) and fear of childbirth (mean with SD) by history of any
childhood abuse and birth experience in the Norwegian Bidens study sample (N = 2,365) 2008-2009.

Category of childhood abuse and birth experience Wijma Delivery Expectancy Questionnaire
score
n

mean (SD) Crude OR (95% CI)
No childhood abuse and positive experience 805 49.52 (21.10) 1
Any childhood abuse and positive experience 241 52.13 (23.04) 1.20 (0.90-1.60)
Any childhood abuse and negative experience 77 72.48 (24.50) 5.87 (3.19-10.84)
No childhood abuse and negative experience 204 74.72 (20.35) 8.95 (5.72-14.01)
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4.5. Results paper IV

Again we explored the association between a history of self-reported childhood abuse and fear
of childbirth. However, this time in a longitudinal design focusing on women during their
second pregnancy. In addition we added the wish for birth by CS as it can be an expression of
fear of childbirth. The proportion of all women reporting fear of childbirth was 14.4% during
first pregnancy and 16.6% during second pregnancy. During first pregnancy 2.2% expressed
the wish for CS while twice as many women (4.5%) expressed this wish during their second
pregnancy.

During second pregnancy, all three categories of emotional abuse were significantly
associated with fear of childbirth also after adjusting for confounding factors, while physical
and sexual abuse in childhood remained significantly associated with the wish for CS. Any
childhood abuse remained significantly associated with expressing fear of childbirth and
preference for caesarean section during second pregnancy also after adjustment for experience

of first birth and mode of first delivery and other confounding factors.

Table 9. OR (crude and adjusted) for fear of childbirth and wish for CS in second pregnancy by category
of childhood abuse, MoBa 1999-2006 (N = 4,876)

Category of Fear of childbirth in second pregnancy Wish for CS in second pregnancy
childhood abuse (811/4,876) (221/4,876)

reported at first  Crude (95% CI) Adj.  (95% CD) Crude (95% CI) Adj. (95% CD
or second OR OR* OR ORi

pregnancy

Any abuse 1.68 (1.42-2.000 131 (1.02-1.66) 1.61 (1.19-2.17) 1.54 (1.03-2.31)

Mild emotional ~ 1.82  (1.50-2.20) 143 (1.09-1.88) 1.59 (1.13-2.23) 156 (0.98-2.49)
Severe emotional  2.35  (1.74-3.16)  1.58 (1.02-2.45) 178 (1.04-3.03) 1.69 (0.80-3.58)
Any emotional 1.87 (1.55-2.24) 145 (1.11-1.88) 1.64 (1.18-2.72) 1.52  (0.97-2.40)
Physical abuse 211 (1.59-2.80) 141 (0.95-2.10) 1.77 (1.08-2.90) 2.01 (1.07-3.77)

Sexual abuse 1.72  (1.32-2.23)  1.18 (0.80-1.74) 1.67 (1.06-2.63) 2.14 (1.18-3.89)

* Adjusted for age, education, civil status, adult abuse, mental distress. § Adjusted for age, education, civil status, adult
abuse, mental distress, fear of childbirth during first pregnancy, mode of first delivery and experience first birth.
Comparison group for all analyses is no childhood abuse
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5. Discussion

The main results of this thesis may be summarized as follows:

e About one in five pregnant women in Norway report having experienced some form of
childhood abuse.

e A self-reported history of childhood abuse is associated with increased reporting of
common complaints of pregnancy.

e A self-reported history of childhood abuse is associated with a slightly increased risk
of CS during labour. Women with any childhood abuse were significantly less likely
to have an instrumental vaginal delivery compared to non childhood abused women.

e A self-reported history of childhood abuse is associated with an increased risk of
experiencing severe fear of childbirth, even after controlling for experience of

previous birth.

5.1. Consideration of methodology

A study’s internal validity refers to the accuracy of the estimates for the study sample while
the external validity refers to the accuracy of the estimates for people outside the study sample
(also called generalizability) (187;188). Internal validity is a prerequisite for external validity.
Sources of error in the estimated prevalences and associations in epidemiological studies may
be classified as random or systematic (187;188). Random error leads to loss of precision
whereas systematic errors pose a threat to the wvalidity of the results. Selection bias,
information bias and confounding are the main causes of systematic errors. Lack of precision

in measurement and inadequate sample size are the main sources of random error.

5.1.1. Sample size

The primary way of reducing random error is by using an adequate sample size. The
possibility that the observed associations may be caused by chance is evaluated by tests of
statistical significance, where p-value expresses the probability that an observed association
could be caused by chance. Confidence intervals give additional information about the
precision of the estimates. When few individuals are exposed to the explanatory variable
and/or few individuals have the disease, the confidence intervals will be wide, indicating

reduced precision.
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Our studies, particularly study I and II, are based on large study populations. Paper I
showed relatively precise estimates, with small p-values and relatively narrow confidence
intervals. I paper III the sample size was calculated to be sufficient to show significant
differences for the total sample. For the sub-group analyses, however, the low number of
women in the different categories of childhood abuse led to wide confidence intervals. The
lack of significance in the association between the different categories of childhood abuse and

fear of childbirth in the group of multiparous women may be due to inadequate sample size.

5.1.2. Lack of precision in measurement

Precision in measurement increases when established scales with a high reliability as judged
by the Cronbach’s alpha coefficient are used. The Cronbach’s alpha for the W-DEQ version A
was 0.92 in paper III.

In contrast, the use of a single question to measure fear of childbirth as in paper I and IV leads
to lack of precision. Lack of precision for discrete variables causes misclassification. The
measurement of the common complaints of pregnancy also lack precision. Women could
check 5 boxes, each representing a one-month period of pregnancy. Our measurement does
not differentiate between women who experienced these common complaints throughout
pregnancy and those who experienced them for a short period only or even only once. We
could have increased the precision of the measurement by taking into account how many
boxes each woman checked. Using a more precise way of measuring the common complaints
of pregnancy might have given a stronger association between childhood abuse and the

common complaints in pregnancy.

5.1.3. Selection bias

Selection biases are distortions that result from procedures used to select subjects and from
factors that influence study participation. Selection bias may affect prevalence rates by
showing rates which are not representative for the entire population one wishes to compare
the study participants with. The low response rate in both the MoBa study (44%) and the
Bidens study (50%) cause concern. We lack information about why women did not
participate. Participation in the MoBa study involved considerable effort and had no
immediate benefits for the women taking part. The mean age of the women participating in
the MoBa study was 29.7 years (SD 4,6) and the mean age for all women giving birth in
Norway in 2004 was 29.6. However, the likelihood of a socioeconomic gradient in the MoBa

study that influences prevalence estimates has been suggested (181). A socioeconomic
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gradient may also have affected our prevalence estimates of childhood abuse. Even though the
prevalence of both exposure and outcome may be different in the MoBa study, the estimates
of association can still be valid (181;189). It is unlikely for women invited to the MoBa study
to have declined participation due to the (few) questions on abuse and fear of childbirth as
they most likely were unaware the questionnaires would also include such questions.

The Bidens study questionnaire consisted of mostly sensitive questions about fear of
childbirth, mental health and abuse. This could have stopped some women participating. The
questionnaire may have triggered memories of painful experiences of childhood or childbirth
women do not wish to be reminded of. On the other hand, women who have experienced
childhood abuse and fear of childbirth may be more motivated to participate in a study about
such issues. The Bidens study sample was similar to the population of women who gave birth
in Norway in 2008 for age and proportion of primiparous women, but included more women
living with a partner. If the exposure to childhood abuse affects those participating in the
study in a similar way to those not participating in the study, the estimates of association can
still be valid. On the other hand, if selection bias causes non-response among a particular
group, for example women who suffer most from the childhood abuse they have experienced,
then this will affect the estimates of the association; most likely reduce the strength of the
association. We do not have information about the exposure to childhood abuse among non-
responders and it remains uncertain if selection bias in the Bidens study may have affected the

estimates of association.

5.1.4. Information bias

Information bias can occur whenever there are errors in the measurement of study variables.
For discrete variables, this type of error is often called classification error or misclassification.
Error of measurement which only occurs for one of the groups that are compared causes

differential information bias.

Information bias in the measurement of childhood abuse The MoBa study used a modified,
not validated, set of four questions to measure childhood abuse. The first two questions on
emotional abuse are descriptive questions which are very similar to the questions in the
validated NorAQ instrument. Using behaviourally specific, concrete questions rather than
asking general subjective questions is considered to reduce underreporting, as the participant
is not forced to identify with stigmatized categories such as “battered child” or “incest victim”

(37;46). However, there are a couple of reasons why physical and sexual abuse may be
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underreported in the MoBa study. Both categories of abuse are measured by a single and a
subjective question. Using multiple specific questions is postulated to elicit more positive
responses because 1) general labels may not match the way the participants think about their
experiences, 2) participants are given time to remember and provided with a variety of cues to
elicit memories and 3) specific questions tell the participants what the researcher is looking
for (44;45;190). In addition, the question on physical abuse includes the word “abuse”.

A recent study showed that the use of the word abuse in the questions resulted in lower
reporting of abuse compared with the use of several questions describing the abusive
experience (37). The underreporting of physical and sexual abuse may have resulted in an
underestimate of the prevalence of these categories of childhood abuse in the MoBa study. As
the prevalence of physical and sexual abuse in our study was low compared to other studies,
we might not have identified all women who have experienced these types of abuse in these
categories. Studies indicate that few individuals report a history of abuse when none exists
(45;56). Most likely women reporting childhood abuse in our study are “true positives”.
However, the comparison group of women who reported no childhood abuse might have
included “false negatives”. This may have reduced the strength of the associations found.

In paper III, childhood abuse was measured twice, during the first and second
pregnancy. As it is rare for individuals to report a history of childhood abuse when none exists
(45;56), inconsistent reporters of childhood abuse are most likely individuals with a history of
childhood abuse (55). McKinney has therefore suggested that using any positive response
across multiple inquiries would seem a reasonable approach to obtaining a more accurate
estimate of the prevalence (45). Childhood abuse in paper III was therefore defined as a
positive response at either first or second measurement.

In the Bidens study, a validated instrument, NorAQ, was used to measure different
categories of childhood abuse (13;182). Each category of abuse was measured with several
descriptive questions. Thirtythree percent of the women reported having experienced mild
physical abuse in childhood. The validation of the NorAQ, performed in a Swedish non-
pregnant population, showed that mild physical abuse had low specificity (13), and this
category was therefore excluded from our measurements and calculations.

Childhood abuse is likely to occur in a social/familial context. Both the childhood
abuse itself and the context may separately or combined have a negative effect on adult health
(191). We have no specific information on contextual factors like neighbourhood
characteristics such as poverty and crime rate or familial characteristics like domestic

violence, substance abuse of caregiver and employment of parents. Neither did our study
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include questions about the age of onset, length of time and frequency of the abuse, nor did it
include information about other adverse childhood exposures. The influence of these and

other unknown factors on the results is unknown.

Information bias in the measurement of fear of childbirth and birth experience The questions
about fear of childbirth and preference for birth by CS in the MoBa study are non validated
single questions with 6 answering options. In paper I, fear of childbirth was one of the
common complaints of pregnancy and coded differently from paper IV where it was one of
the main outcomes.

In paper IIl, women were asked about their previous childbirth experience during
subsequent pregnancy. This information may be influenced by recall bias. It was thought that
recall bias should not have the same influence on the information on previous birth experience
in the MoBa study as this question was posed at around 6 months postpartum. However, the
question about birth experience in the MoBa study is based on women’s expectations. If a
birth was as expected, better or worse depends of course on the expectation a woman had.
This factor may have introduced differential information bias as the expectations of women

with a history of childhood abuse could be different from those without this history (192;193).

Information bias in the measurement of other variables The data from MBRN is based on
information usually provided by the midwife attending the birth, previously on a form and
since 2006 electronically. Missing data, incorrect information and previously misclassification
due to data-transformation problems might be an issue. However, several MBRN variables
have been validated and found to be satisfactory (194-197). Probably neither a
misclassification of a CS performed before labour as after, or vice versa, nor the registration
as a CS per se, should be related to childhood abuse. The same is true for any of the other
variables from MBRN. Thus to the extent misclassification of MBRN variables might have
influenced our results, it is most likely non-differential.

There are several problems with the measurement of the common complaints in
pregnancy in paper I. We have already mentioned the imprecision of the measurement. In
addition, attentional bias may have affected the reporting. According to Brosschot et al (91)
worry, rumination and anticipatory stress activate a cognitive process which involves
attentional bias, giving priority to thoughts and information related to fears and somatic
complaints. Women with a history of childhood abuse in our study were more likely to report

symptoms of mental distress. It is possible that women with a history of childhood abuse
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reported more common complaints due to attentional bias. As such our results represent
women’s subjective experience of common complaints during pregnancy and not their

objective health.

5.1.5. The reference group

When assessing the effect of a history of childhood abuse on mode of delivery we removed
the women who gave birth by CS before labour from the analyses of women who were either
induced or went into spontaneous labour. We then assessed the risk of birth by CS or
operative instrumental vaginal birth for all the participants who started labour. However, in
order to assess if a woman not achieving a spontaneous vaginal birth is more likely to give
birth by CS than operative vaginal birth, it might be more correct to exclude women who had
a spontaneous vaginal birth from the analyses. If we do this, and the choice is between CS
after onset of labour or operative vaginal birth, women with a history of any childhood abuse
have an increased risk for birth by CS, crude OR 1.24 (95% CI 1.10-1.41) and a decreased
risk for operative vaginal birth, crude OR 0.80 (95% CI 0.71-0.91).

5.1.6. Confounding

Confounding happens when the effect of the exposure is mixed together or confused with the
effect of another variable. There are three criteria for a variable to act as a confounder (187).
Firstly, a confounding factor must be associated with the outcome of interest, either as a cause
or a proxy for a cause, but not as an effect of the outcome (187). Secondly, the confounding
factor must be associated with the main exposure under study in the source population (187).
Thirdly, a confounding factor must not be affected by the exposure or the outcome (187). In
particular it can not be an intermediate step in the causal pathway between the exposure and
outcome.

There are several techniques for dealing with the bias confounding can cause:
restriction, stratification and controlling for the confounding factors in regression analyses
(187;188). In paper II, we excluded multiparous women from the MoBa data set as we had no
information on how they had previously given birth. We also excluded women with a multiple
pregnancy and those who gave birth preterm and post-term as these factors could influence
mode of delivery. In paper I, we performed stratified analyses for mental distress and adult
abuse. For all the papers, we performed logistic regression analyses controlling for a priori

selected potential confounders. Age and education were entered in all the logistic regression
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analyses. The other variables varied across the studies, depending on the outcome
investigated.

Mental distress and depressive symptoms may be intermediate factors. By adjusting
for them, we might reduce the effect of the exposure. To assess this, we performed stratified
analyses in paper I and III, with and without mental distress. We can not be sure that we have
properly accounted for confounding as other confounding factors may exist, not controlled for

in this study.

5.1.7. Generalizability — external validity

It is an important objective of epidemiological studies to obtain estimates of effect that are
valid for relevant target populations (187). Our studies are based on unselected populations of
pregnant women from all over Norway. The external validity of our results may be limited if
the estimates of association of interest are different between responders and non-responders.
Fairly good knowledge of the Norwegian language was essential for participation in both the
MoBa and Bidens study, which is one possible reason why only a limited number of non-
native Norwegian speakers took part in the studies. Therefore, the results may not be

generalizable to immigrant population groups living in Norway.

5.2. Causality in epidemiological studies

If the results of a study cannot be attributed to chance or to problems in the study design
resulting in any one of the major sources of bias, the results should be evaluated in the light of
being causal associations (187;188). What characterises a causal relationship? A set of
criteria, strength, consistency, specificity, temporality, biological gradient, plausibility and
experimental evidence, based on the “viewpoints” of Sir Austin Bradford Hill, is commonly

used (187).

5.2.1. Strength

The stronger the association is between exposure and outcome the more likely the relation is
causal. We found a strong association between a history of childhood abuse and the reporting
of >7 common complaints. We found a weak association between a history of childhood
abuse and CS after onset of labour. However, as Rothman points out, having a weak
association does not rule out a causal connection (187). We found a strong association, which
remained after adjustment, between a history of childhood abuse and fear of childbirth among

primiparous women in paper III and multiparous women in paper V.
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5.2.2. Consistency

When observed associations are consistent with previous research, this is thought to
strengthen the implication of causality. The results of paper I are in accordance with the
associations found in other research (33;84;198;199), showing that women with a history of
childhood abuse experience a poorer physical health compared to women without this history.
The results of paper III and IV agree with the other studies showing an increased risk for fear
of childbirth among women with a history of childhood abuse (9;183). The lack of
significance between a history of childhood abuse and fear of childbirth among multiparous

women in paper III is probably due to inadequate sample size.

5.2.3. Specificity

This criterion has two variants. One is that one cause leads to a single effect, not multiple
effects. The other is that an effect has one cause, not multiple causes. Rothman in his
discussion of the criteria for a causal relationship uses the example of smoking as a risk factor
for many diseases to highlight the weakness of this criterion. This criterion does not apply to
any of the associations investigated in our study. The exposure of childhood abuse is
associated with many negative health effects. All the outcomes in our thesis can have several

causes.

5.2.4. Temporality

This criterion is the only one which is inarguable. The exposure has to precede the outcome in
time. Paper I and III had a cross-sectional design. However, women were on average 29 years
old when they reported the common complaints of pregnancy which was linked to abuse in
childhood, i.e. before the age of 18. Similarly, in paper II the abuse happened long before the
mode of delivery became relevant. In paper III and IV, it is possible, but probably quite rare,

that fear of childbirth preceded or developed before a history of childhood abuse.

5.2.5. Biological gradient

A dose-response relationship between the exposure factor and outcome measure strengthens
the evidence of a causal relationship. In paper I, we found a graded effect of exposure to
several types of childhood abuse and the common complaints of pregnancy. Most of the

associations in paper II were negative and could not show a graded effect. In paper 11, there
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were too few women in the subgroups to properly assess the graded effect of severity in the

different categories of childhood abuse. Paper IV did not assess a dose-response relationship.

5.2.6. Plausibility — usually biological plausibility

Several theories have been presented on how childhood abuse can cause ill health in
adulthood (91-98). These theories can also be applied to the association between childhood
abuse and the different outcomes in this thesis. The physical common complaints of
pregnancy may be increased among women with a history of childhood abuse for several
reasons. Some complaints in pregnancy may be linked to obesity and smoking, which are
more prevalent among women exposed to childhood abuse (60;67;200). A second link may be
a psychological one. As with reporting of most physical complaints, psychological factors
may increase the reporting of common complaints in pregnancy (98;103). A third possible
pathway is a direct physiological one. The elevated levels of major pregnancy hormones
including oestrogen and progesterone may play a central role in the occurrence of some of the
common complaints of pregnancy. Although speculative, suggestive evidence indicates that
childhood abuse may be linked to changes in the central nervous system and hormonal
functioning thus rendering women more vulnerable to common complaints in pregnancy
(78;92).

The pathways from childhood abuse to mode of delivery could be through CS on
maternal request (9;183), increased interventions such as induction and use of EDA, which in
turn may lead to operative delivery. Changes in hormonal functioning due to neurobiological
changes caused by childhood abuse may effect the process of labour (78;107).

There may be several reasons why women with a history of childhood abuse score
high on the W-DEQ. Firstly, it is suggested that persistent changes occur in specific
neurobiological systems in response to early stress, which later mediate the adaptation to
subsequent stressful life events (102;106). Infants who are maltreated and traumatized might
later react with overwhelming stress to what others may consider as an only mildly stressful
situation. Secondly, the psychological effects of child maltreatment include low self-esteem,
hopelessness, helplessness, expectations of rejection or abandonment, self-criticism and

preoccupation with danger (192;193).
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5.2.7. Experimental evidence
As Rothman points out, experimental evidence from human experiments is seldom possible
for epidemiological research questions (187) and unthinkable and unethical in relation to the

exposure in our study.

5.3. Interpretation of the results

Prevalence of childhood abuse among pregnant women in Norway

The prevalence of childhood abuse was higher in the Bidens study than in the MoBa study.
This agrees with the observation that prevalences are higher in studies focused on abuse
compared to surveys designed with a broader purpose (46). The prevalence of sexual and
physical childhood abuse was approximately twice as high in the Bidens study compared to
the MoBa study. In the Bidens study the prevalence of the severe forms of childhood abuse
were less common than the moderate forms of childhood abuse. Nearly 10% reported
moderate childhood physical abuse, while only 3.3% reported severe childhood physical
abuse. Similarly, 8.6% reported moderate childhood sexual abuse, while only 4.3% reported
severe childhood sexual abuse. This same phenomenon of more severe abuse being less
common, is also reported by others (17;40). The low prevalence and the use of general
subjective questions, suggests that the prevalence of physical and sexual childhood abuse in
the MoBa study may represent severe childhood abuse.

The prevalences of sexual and physical childhood abuse in this thesis are comparable
to the ones we found in other Norwegian studies and surveys among non-obstetric and
obstetric women (24;38;40;41). Grimstad et al (24) found a slightly higher prevalence than
ours of 14% for sexual abuse. The 6% prevalence for severe physical abuse reported by
Mossige and Stefanson (40) is similar to the one we found in our MoBa studies. Differences
observed are likely due to the methodological issues already discussed. Our prevalence of
emotional abuse is much higher than reported for Norway in the Nordic study using the same
questionnaire among women visiting a hospital based gynaecologic clinic (17). The women in
the Nordic study were older than in our study, which could explain some of the differences as
the reporting of emotional abuse is less common among older women (201). Dong et al
reported a prevalence of 13% for emotional abuse using a similar definition to ours in a non-
clinical, American female population (20). The co-occurrence of different forms of childhood
abuse and revictimization in adulthood as shown in our study are well documented findings

also in other studies (22;88).
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Increased risk for common complaints of pregnancy

In our study women reporting childhood abuse are more likely to report more common
complaints in pregnancy. Studies have documented that women who have experienced
childhood abuse are more likely to evaluate their health to be poor (33;84;198;199). This
appears to be true also during pregnancy and for pregnancy related complaints. Our results
confirm the findings of one earlier, much smaller Norwegian study (24). Health perception is
thought to be related to anxiety (95;101;108). Surprisingly, in our study the stratification
analyses for mental distress showed hardly any difference between those with and without
mental distress for the association between the different categories of childhood abuse and the
reporting of >7 more common complaints of pregnancy. However, there is no consistency in
the literature as others report that depressive symptoms did not markedly change the influence

on subjective health (199).

Childhood abuse and mode of delivery

Most previous studies have focused on the association between a history of childhood sexual
abuse and effect on labour and mode of delivery (19;29;47;158;160;202). Some previous
studies indicate that a history of childhood abuse has minimal effect on complications during
labour and mode of delivery (19;115;202) There is a considerable amount of literature
suggesting the opposite (29;158;160;161;203-207). Most of this literature, however, is either
anecdotal (161;205-207) or based on qualitative research (160) (i.e. few participants) or on
small quantitive studies (29;158;203).

Our results are contradictory to the ones from the study from Trondheim, which
showed a significant difference between women with and without a history of childhood
abuse for the variable “uncomplicated vaginal delivery” (8). This Norwegian study included
both primiparous and multiparous women and therefore difficult to compare to our study,

which included only primiparous women.

Childhood abuse — a risk factor for fear of childbirth
To our knowledge no other studies have explicitly investigated the association between
childhood abuse and fear of childbirth. In agreement with other studies, both our papers show
that women’s experience of birth influences the level of fear of childbirth they present with in
a subsequent pregnancy (124;141).

In the cross-sectional Bidens study, 24% of childhood-abused multiparous women

reported a negative birth experience compared to 20% of the non-childhood-abused

51



multiparous women, a non-significant difference. In the longitudinal MoBa study women with
a history of childhood abuse significantly more often reported a worse than expected
experience of first birth, 28%, compared to non-childhood abused women, 22%. The number
of women reporting a better than expected birth experience was similar for both groups. Both
studies show that a larger proportion of women with a history of childhood abuse report a
negative or worse than expected birth experience compared to women without this history.

However, our studies do show contradictory results in relation to the role of a birth
experience for women with a history of childhood abuse. In the longitudinal study there is a
significant association between a history of childhood abuse and fear of childbirth, crude OR
1.45 (95% CI 1.20-1.74) during first pregnancy. Stratified analyses in this longitudinal study
showed that among women with a better than expected birth experience, the association
between a history of childhood abuse and fear of childbirth during second pregnancy was not
significant, crude OR 1.38 (95% CI 0.76-2.50). Among women with a worse than expected
experience of birth the association between a history of childhood abuse and fear of
childbirth, was significant, crude OR 2.06 (95% CI 1.51-2.81). Stratified analyses in the
Bidens cross-sectional study showed that among multiparous women with a positive birth
experience, the association between a history of childhood abuse and fear of childbirth was
significant, crude OR 1.82 (95% CI 1.08-3.09). Among multiparous women with a negative
birth experience there was no significant association between a history of childhood abuse and
fear of childbirth, crude OR 0.98 (95% CI 0.55-1.75). It is unclear why these two studies
show contradictory results in the effect of the birth experience on the association between
childhood abuse and fear of childbirth.

The results of the Bidens cross-sectional study are puzzling. A “positive birth
experience” does not appear to have the same effect as a “better than expected birth
experience” on the association between childhood abuse and fear of childbirth. The two
studies are different in design, sample size and method for measuring a history of childhood
abuse, fear of childbirth and birth experience. When the birth experience in the Bidens study
is recoded differently and only multiparous women who reported a purely positive birth
experience are included, the association between a history of childhood abuse and fear of

childbirth is not significant, crude OR 1.69 (95% CI1 0.71-4.01).

5.4. Clinical implications
Midwives and obstetricians need to be aware that a history of childhood abuse is common

among pregnant women in Norway. Norway has no national routine on screening for either
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current or previous abuse. However, when women present with many common pregnancy-
related health complaints, health professionals should be aware that this may indicate a history
of childhood abuse.

A history of self-reported abuse slightly increased the number of CS during childbirth,
while the number of operative vaginal birth was slightly decreased for women with a self-
reported history of childhood abuse. This might actually be good news for women with a
history of childhood abuse as an operative vaginal birth may be experienced as a more
traumatic experience than a CS during labour.

Health professionals working with women with fear of childbirth should be aware that
childhood abuse significantly increases the risk of severe fear of childbirth during first
pregnancy. Midwives and obstetricians, being experts on childbirth, may easily focus on the
aspects of labour and birth, providing additional information and/or individualised care plans
when trying to help women with fear of childbirth. Although this approach may be beneficial,
women with a history of childhood abuse may additionally require other professional help to
deal with the psychopathologic sequelae they may have as a result of abuse in childhood. As
for all women, it is important to make every effort to give women with a history of childhood

abuse a good birth experience.

5.5. Future research

The association between a history of childhood abuse and fear of childbirth deserves further
research, preferably a longitudinal study using a validated instrument for measuring fear of
childbirth and childhood abuse as well as a validated instrument to measure the birth
experience.

A study using a more precise measurement of the common complaints in pregnancy
might show more clearly the association between childhood abuse and these minor disorders
of pregnancy. Our study only showed that women with a history of childhood abuse suffered a
greater number of these subjective complaints. We lack information about whether there is a
difference between women with and without childhood abuse in the intensity and in the length
of the period women suffer from these complaints.

Childhood abuse and mode of delivery should be further investigated in larger
prospective cohort studies, as there are few studies which have investigated this research
question and the literature remains inconsistent.

Several questions remain unanswered about the relationship between a history of

childhood abuse and fear of childbirth for multiparous women. Does a history of childhood
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abuse increase the risk of a poor birthing experience? What role do expectations play in the
experience of fear of childbirth and the birth experience of women with a history of childhood
abuse? The results of paper Il and IV also raise the question how to prevent women with a
history of childhood abuse from having a negative birth experience and what elements a better
than expected or really positive birth experience consists of for these women. Studies are
needed to assess what kind of intervention could reduce fear of childbirth among women with

a history of childhood abuse.
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6. Errata

Paper I

The missing data in table 1 (page 193) for the variable smoking among women reporting
sexual abuse in childhood should be No smoking 3,111 (80.4%), Sometimes 197 (5.1) and
Daily 557(14.4%). In

Table 4 (page 196) 1,167 women with <4 years of higher education should be >4years as
printed.

55



7. References

(D)

2

3)

4)

)

(6)

(7

®)

€))

(10)

(In

(12)

(13)

(14)

Saisto T, Salmela-Aro K, Nurmi J-E, Halmesmaki E. Psychosocial characteristics of
women and their partners fearing vaginal childbirth. Br J Obstet Gynaecol
2001;108(5):492-8.

Saisto T, Halmesmaki E. Fear of childbirth: A neglected dilemma. Acta Obstet
Gynecol Scand 2003;82(3):201-8.

Sieber S, Germann N, Barbir A, Ehlert U. Emotional well-being and predictors of
birth-anxiety, self-efficacy, and psychosocial adaptation in healthy pregnant women.
Acta Obstet Gynecol Scand 2006;85(10):1200-7.

Skari H, Malt UF, Bjernland K, Egeland T, Haugen G, Skreden M, et al. Prenatal
diagnosis of congenital malformations and parental psychological distress - A
prospective longitudinal cohort study. Prenat Diagn 2006;26(11):1001-9.

Ryding EL, Wijma B, Wijma K, Rydhstrom H. Fear of childbirth during pregnancy
may increase the risk of emergency cesarean section. Acta Obstet Gynecol Scand
1998;77(5):542-17.

Kolas T, Hefoss D, Daltveit AK, Nilsen ST, Henriksen T, Héager R, et al. Indications
for cesarean deliveries in Norway. Am J Obstet Gynecol 2003;188(4):864-70.

Backe B, Heggestad T, Lie T. The epidemic of Caesarean section: has it reached
Norway? Tidsskr Nor Laegeforen 2003;123(11):1522-4.

Heimstad R, Dahloe R, Laache I, Skogvoll E, Schei B. Fear of childbirth and history
of abuse: implications for pregnancy and delivery. Acta Obstet Gynecol Scand
2006;85(4):435-40.

Nerum H, Halvorsen L, Serlie T, Qian P. Maternal request for cesarean section due to
fear of birth: Can it be changed through crisis-oriented counseling? Birth
2006;33(3):221-8.

Zar M, Wijma K, Wijma B. Relations between anxiety disorders and fear of childbirth
during late pregnancy. Clin Psychol Psychother 2002;9(2):122-30.

Scannapieco M, Connell-Carrick K. Understanding child maltreatment: an ecological
and developmental perspective. New York: Oxford University Press; 2005.

World Health Organization. Report of the Consultation on Child Abuse Prevention,
29-31 March 1999. Geneva: WHO; 1999. Report No.: WHO/HSC/PV1/99.1.

Wijma B, Swahnberg K, Schei B. NorAq The NorVold Abuse Questionnaire An
introduction. Division of Gender and Medicine, Faculty of Health Sciences,
Linkdping University, Sweden; 2004. Report No.: 2, 2nd Edition.

Krug EG. World report on violence and health. Geneva: World Health Organization;
2002.

56



(15)

(16)

(17)

(18)

(19)

(20)

21

(22)

(23)

(24)

(25)

(26)

27)

(28)

(29)

May-Chahal C, Cawson P. Measuring child maltreatment in the United Kingdom: a
study of the prevalence of child abuse and neglect. Child Abuse Negl 2005;29(9):969-
84.

Pereda N, Guilera G, Forns M, Gomez-Benito J. The prevalence of child sexual abuse
in community and student samples: a meta-analysis. Clin Psychol Rev
2009;29(4):328-38.

Wijma B, Schei B, Swahnberg K, Hilden M, Offerdal K, Pikarinen U, et al.
Emotional, physical, and sexual abuse in patients visiting gynaecology clinics: a
Nordic cross-sectional study. Lancet 2003; 21;361(9375):2107-13.

Gilbert R, Widom CS, Browne K, Fergusson D, Webb E, Janson S. Burden and
consequences of child maltreatment in high-income countries. Lancet
2009;373(9657):68-81.

Benedict M1, Paine LL, Paine LA, Brandt D, Stallings R. The association of childhood
sexual abuse with depressive symptoms during pregnancy, and selected pregnancy
outcomes. Child Abuse Negl 1999;23(7):659-70.

Dong M, Anda RF, Dube SR, Giles WH, Felitti VJ. The relationship of exposure to
childhood sexual abuse to other forms of abuse, neglect, and household dysfunction
during childhood. Child Abuse Negl 2003;27(6):625-39.

Finkelhor D, Ormrod RK, Turner HA. Poly-victimization: a neglected component in
child victimization. Child Abuse Negl 2007;31(1):7-26.

Dong M, Anda RF, Felitti VJ, Dube SR, Williamson DF, Thompson TJ, et al. The
interrelatedness of multiple forms of childhood abuse, neglect, and household
dysfunction. Child Abuse Negl 2004;28(7):771-84.

Wegman HL, Stetler C. A meta-analytic review of the effects of childhood abuse on
medical outcomes in adulthood. Psychosom Med 2009;71(8):805-12.

Grimstad H, Schei B. Pregnancy and delivery for women with a history of child sexual
abuse. Child Abuse Negl 1999;23(1):81-90.

Chung EK, Mathew L, Elo IT, Coyne JC, Culhane JF. Depressive symptoms in
disadvantaged women receiving prenatal care: the influence of adverse and positive
childhood experiences. Ambul Pediatr 2008;8(2):109-16.

Senior R, Barnes J, Emberson JR, Golding J, ALSPAC Study Team. Early experiences
and their relationship to maternal eating disorder symptoms, both lifetime and during
pregnancy. Br J Psychiatry 2005;187:268-73.

Jantzen K, Ball SA, Leventhal JM, Schottenfeld RS. Types of abuse and cocaine use
in pregnant women. J Subst Abuse Treat 1998;15(4):319-23.

Lang AJ, Rodgers CS, Lebeck MM. Associations between maternal childhood
maltreatment and psychopathology and aggression during pregnancy and postpartum.
Child Abuse Negl 2006;30(1):17-25.

Tallman N, Hering C. Child Abuse and Its Effects on Birth. New Research. Midwifery
Today Int Midwife 1998;(45):19-21.

57



(30)

€2y

(32)

(33)

(34)

(35)

(36)

(37)

(38)

(39)

(40)

(41)

(42)

(43)

(44)

Yampolsky L, Lev-Wiesel R, Ben-Zion IZ. Child sexual abuse: is is a risk factor for
pregnancy? J Adv Nurs 2010;66(9):2025-37.

Dube SR, Anda RF, Whitfield CL, Brown DW, Felitti VJ, Dong M, et al. Long-term
consequences of childhood sexual abuse by gender of victim. Am J Prev Med
2005;28(5):430-8.

Afifi TO, Enns MW, Cox BJ, de GR, ten HM, Sarecen J. Child abuse and health-related
quality of life in adulthood. J Nerv Ment Dis 2007;195(10):797-804.

McCauley J, Kern DE, Kolodner K, Dill L, Schroeder AF, DeChant HK, et al. Clinical
characteristics of women with a history of childhood abuse: unhealed wounds. JAMA
1997;277(17):1362-8.

MacMillan HL, Fleming JE, Streiner DL, Lin E, Boyle MH, Jamieson E, et al.
Childhood abuse and lifetime psychopathology in a community sample. Am J
Psychiatry 2001;158(11):1878-83.

Sanci L, Coffey C, Olsson C, Reid S, Carlin JB, Patton G. Childhood sexual abuse and
eating disorders in females: findings from the Victorian Adolescent Health Cohort
Study. Arch Pediatr Adolesc Med 2008;162(3):261-7.

Thompson MP, Kingree JB, Desai S. Gender differences in long-term health
consequences of physical abuse of children: data from a nationally representative
survey. Am J Public Health 2004;94(4):599-604.

Thombs BD, Bernstein DP, Ziegelstein RC, Scher CD, Forde DR, Walker EA, et al.
An evaluation of screening questions for childhood abuse in 2 community samples:
implications for clinical practice. Arch Intern Med 2006;166(18):2020-6.

Schei B. Prevalence of Sexual Abuse History in a Random Sample of Norwegian
Women. Scand J Soc Med 1990;(18):63-8.

Bendixen M, Muus KM, Schei B. The impact of child sexual abuse - a study of a
random sample of Norwegian students. Child Abuse Negl 1994;18(10):837-47.

Mossige S, Stefansen K. Vold og overgrep mot barn og unge. Oslo, Norway: Norsk
institutt for forskning om oppvekst, velferd og aldring; 2007. Report No.: 20.

Schou L, Dyb G, Graff-Iversen S. Voldsutsatt ungdom i Norge. Nydalen, Norway:
Nasjonalt folkehelseinstitutt; 2007. Report No.: 8.

Wyatt GE, Peters SD. Methodological considerations in research on the prevalence of
child sexual abuse. Child Abuse Negl 1986;10(2):241-51.

Carlin AS, Kemper K, Ward NG, Sowell H, Gustafson B, Stevens N. The effect of
differences in objective and subjective definitions of childhood physical abuse on

estimates of its incidence and relationship to psychopathology. Child Abuse Negl
1994;18(5):393-9.

Hulme PA. Retrospective measurement of childhood sexual abuse: a review of
instruments. Child Maltreatment 2004;9(2):201-17.

58



(45)

(46)

(47)

(43)

(49)

(50)

€1y

(52)

(33)

(54)

(35)

(56)

(57)

(58)

(39)

McKinney CM, Harris TR, Caetano R. Reliability of self-reported childhood physical
abuse by adults and factors predictive of inconsistent reporting. Violence Vict
2009;24(5):653-68.

Ellsberg M, Heise L, Pena R, Agurto S, Winkvist A. Researching domestic violence
against women: methodological and ethical considerations. Stud Fam Plann
2001;32(1):1-16.

Simkin P. When survivors give birth: understanding and healing the effects of early
sexual abuse on childbearing women. Seattle, Wash.: Classic Day; 2004.

Waymire V. A triggering time. Childbirth may recall sexual abuse memories.
AWHONN Lifelines 1997;1(2):47-50.

Pallitto CC, Murillo V. Childhood abuse as a risk factor for adolescent pregnancy in El
Salvador. J Adolesc Health 2008;42(6):580-6.

Lesser J, Koniak-Griffin D, Gonzalez-Figueroa E, Huang R, Cumberland WG.
Childhood abuse history and risk behaviors among teen parents in a culturally rooted,
couple-focused HIV prevention program. J Assoc Nurses AIDS Care 2007;18(2):18-
217.

Gilson KJ, Lancaster S. Childhood sexual abuse in pregnant and parenting
adolescents. Child Abuse Negl 2008;32(9):869-77.

Eggleston AM, Calhoun PS, Svikis DS, Tuten M, Chisolm MS, Jones HE. Suicidality,
aggression, and other treatment considerations among pregnant, substance-dependent
women with posttraumatic stress disorder. Compr Psychiatry 2009;50(5):415-23.

Haller DL, Miles DR. Victimization and perpetration among perinatal substance
abusers. J Interpers Violence 2003;18(7):760-80.

Castro R, Peek-Asa C, Ruiz A. Violence against women in Mexico: a study of abuse
before and during pregnancy. Am J Public Health 2003;93(7):1110-6.

Aalsma MC, Zimet GD, Fortenberry JD, Blythe M, Orr DP. Reports of childhood
sexual abuse by adolescents and young adults: stability over time. J Sex Res
2002;39(4):259-63.

Hardt J, Rutter M. Validity of adult retrospective reports of adverse childhood
experiences: review of the evidence. J Child Psychol Psychiatry 2004;45(2):260-73.

Maniglio R. The impact of child sexual abuse on health: a systematic review of
reviews. Clin Psychol Rev 2009;29(7):647-57.

Springer KW, Sheridan J, Kuo D, Carnes M. Long-term physical and mental health
consequences of childhood physical abuse: results from a large population-based
sample of men and women. Child Abuse Negl 2007;31(5):517-30.

Danese A, Moffitt TE, Harrington H, Milne BJ, Polanczyk G, Pariante CM, et al.
Adverse childhood experiences and adult risk factors for age-related disease:

depression, inflammation, and clustering of metabolic risk markers. Arch Pediatr
Adolesc Med 2009;163(12):1135-43.

59



(60)

(61)

(62)

(63)

(64)

(65)

(66)

(67)

(68)

(69)

(70)

(71)

(72)

(73)

(74)

Caspi A, Vishne T, Sasson Y, Gross R, Livne A, Zohar J. Relationship between
childhood sexual abuse and obsessive-compulsive disorder: case control study. Isr J
Psychiatry Relat Sci 2008;45(3):177-82.

Heim C, Wagner D, Maloney E, Papanicolaou DA, Solomon L, Jones JF, et al. Early
adverse experience and risk for chronic fatigue syndrome: results from a population-
based study. Arch Gen Psychiatry 2006;63(11):1258-66.

Chitkara DK, van Tilburg MA, Blois-Martin N, Whitehead WE. Early life risk factors
that contribute to irritable bowel syndrome in adults: a systematic review. Am J
Gastroenterol 2008;103(3):765-74.

Imbierowicz K, Egle UT. Childhood adversities in patients with fibromyalgia and
somatoform pain disorder. Eur J Pain 2003;7(2):113-9.

Widom CS. Posttraumatic stress disorder in abused and neglected children grown up.
Am J Psychiatry 1999;156(8):1223-9.

Allison KC, Grilo CM, Masheb RM, Stunkard AJ. High self-reported rates of neglect
and emotional abuse, by persons with binge eating disorder and night eating
syndrome. Behav Res Ther 2007;45(12):2874-83.

Spitzer C, Barnow S, Gau K, Freyberger HJ, Grabe HJ. Childhood maltreatment in
patients with somatization disorder. Aust N Z J Psychiatry 2008;42(4):335-41.

Williamson DF, Thompson TJ, Anda RF, Dietz WH, Felitti V. Body weight and
obesity in adults and self-reported abuse in childhood. Int J Obes Relat Metab Disord
2002;26(8):1075-82.

Dube SR, Fairweather D, Pearson WS, Felitti VJ, Anda RF, Croft JB. Cumulative
childhood stress and autoimmune diseases in adults. Psychosom Med 2009;71(2):243-
50.

Jun HJ, Rich-Edwards JW, Boynton-Jarrett R, Austin SB, Frazier AL, Wright RJ.
Child abuse and smoking among young women: the importance of severity,
accumulation, and timing. J Adolesc Health 2008;43(1):55-63.

Senn TE, Carey MP, Vanable PA. Childhood and adolescent sexual abuse and
subsequent sexual risk behavior: evidence from controlled studies, methodological
critique, and suggestions for research. Clin Psychol Rev 2008;28(5):711-35.

Colman RA, Widom CS. Childhood abuse and neglect and adult intimate
relationships: a prospective study. Child Abuse Negl 2004;28(11):1133-51.

Schuck AM, Widom CS. Childhood victimization and alcohol symptoms in women:
an examination of protective factors. J Stud Alcohol 2003;64(2):247-56.

Widom CS, Kuhns JB. Childhood victimization and subsequent risk for promiscuity,
prostitution, and teenage pregnancy: a prospective study. Am J Public Health
1996;86(11):1607-12.

Widom CS, White HR, Czaja SJ, Marmorstein NR. Long-term effects of child abuse
and neglect on alcohol use and excessive drinking in middle adulthood. J Stud Alcohol
2007;68(3):317-26.

60



(75)

(76)

(77)

(78)

(79)

(80)

81

(82)

(83)

(84)

(85)

(86)

(87)

(88)

(89)

Wilson HW, Widom CS. An examination of risky sexual behavior and HIV in victims
of child abuse and neglect: a 30-year follow-up. Health Psychol 2008;27(2):149-58.

Trent M, Clum G, Roche KM. Sexual victimization and reproductive health outcomes
in urban youth. Ambul Pediatr 2007;7(4):313-6.

Al Mamun A, Alati R, O'Callaghan M, Hayatbakhsh MR, O'Callaghan FV, Najman
JM, et al. Does childhood sexual abuse have an effect on young adults' nicotine

disorder (dependence or withdrawal)? Evidence from a birth cohort study. Addiction
2007;102(4):647-54.

Thurston RC, Bromberger J, Chang Y, Goldbacher E, Brown C, Cyranowski JM, et al.
Childhood abuse or neglect is associated with increased vasomotor symptom reporting
among midlife women. Menopause 2008;15(1):16-22.

Walling MK, O'Hara MW, Reiter RC, Milburn AK, Lilly G, Vincent SD. Abuse
history and chronic pain in women: II. A multivariate analysis of abuse and
psychological morbidity. Obstet Gynecol 1994;84(2):200-6.

Tietjen GE, Brandes JL, Digre KB, Baggaley S, Martin VT, Recober A, et al. History
of childhood maltreatment is associated with comorbid depression in women with
migraine. Neurology 2007;69(10):959-68.

Latthe P, Mignini L, Gray R, Hills R, Khan K. Factors predisposing women to chronic
pelvic pain: systematic review. BMJ 2006;332(7544):749-55.

Golding JM, Taylor DL, Menard L, King MJ. Prevalence of sexual abuse history in a
sample of women seeking treatment for premenstrual syndrome. J Psychosom Obstet
and Gynaecol 2000;21(2):69-80.

Golding JM. Sexual assault history and headache: five general population studies. J
Nerv Ment Dis 1999;187(10):624-9.

Eberhard-Gran M, Schei B, Eskild A. Somatic Symptoms and Diseases are more
Common in Women Exposed to Violence. J Gen Intern Med 2007;22(12):1668-73.

Davis DA, Luecken LJ, Zautra AJ. Are reports of childhood abuse related to the
experience of chronic pain in adulthood? A meta-analytic review of the literature. Clin
J Pain 2005;21(5):398-405.

Romans S, Belaise C, Martin J, Morris E, Raffi A. Childhood abuse and later medical
disorders in women. An epidemiological study. Psychother Psychosom
2002;71(3):141-50.

Classen CC, Palesh OG, Aggarwal R. Sexual revictimization: a review of the
empirical literature. Trauma Violence Abuse 2005;6(2):103-29.

Desai S, Arias I, Thompson MP, Basile KC. Childhood victimization and subsequent
adult revictimization assessed in a nationally representative sample of women and
men. Violence Vict 2002;17(6):639-53.

Coid J, Petruckevitch A, Feder G, Chung W, Richardson J, Moorey S. Relation
between childhood sexual and physical abuse and risk of revictimisation in women: a
cross-sectional survey. Lancet 2001;358(9280):450-4.

61



(90)

On

92)

(93)

(94)

95)

(96)

7

(98)

99)

(100)

(101)

(102)

(103)

(104)

(105)

Farley M, Patsalides BM. Physical symptoms, posttraumatic stress disorder, and
healthcare utilization of women with and without childhood physical and sexual abuse.
Psychol Rep 2001;89(3):595-606.

Brosschot JF, Gerin W, Thayer JF. The perseverative cognition hypothesis: a review
of worry, prolonged stress-related physiological activation, and health. J Psychosom

Res 2006;60(2):113-24.

Horan DL, Hill LD, Schulkin J. Childhood sexual abuse and preterm labor in
adulthood: an endocrinological hypothesis. Womens Health Issues 2000;10(1):27-33.

Hulme PA. Theoretical perspectives on the health problems of adults who experienced
childhood sexual abuse. Issues Ment Health Nurs 2004;25(4):339-61.

Kendall-Tackett K. The health effects of childhood abuse: four pathways by which
abuse can influence health. Child Abuse Negl 2002;26(6-7):715-29.

Kendall-Tackett K, Klest B. Causal mechanisms and multidirectional pathways
between trauma, dissociation, and health. J Trauma Dissociation 2009;10(2):129-34.

Sachs-Ericsson N, Cromer K, Hernandez A, Kendall-Tackett K. A review of
childhood abuse, health, and pain-related problems: The role of psychiatric disorders
and current life stress. J Trauma Dissociation 2009;10(2):170-88.

Seng JS. A conceptual framework for research on lifetime violence, posttraumatic
stress, and childbearing. J Midwifery Womens Health 2002;7(5):337-46.

Ursin H, Eriksen H. Cognitive activation theory of stress, sensitization, and common
health complaints. Ann N'Y Acad Sci 2007;1113:304-10.

Gibb BE, Chelminski I, Zimmerman M. Childhood emotional, physical, and sexual
abuse, and diagnoses of depressive and anxiety disorders in adult psychiatric
outpatients. Depress Anxiety 2007;24(4):256-63.

Kendall-Tackett KA. Inflammation, cardiovascular disease, and metabolic syndrome
as sequelae of violence against women: the role of depression, hostility, and sleep
disturbance. Trauma Violence Abuse 2007;8(2):117-26.

Yartz AR, Zvolensky MJ, Gregor K, Feldner MT, Leen-Feldner EW. Health
perception is a unique predictor of anxiety symptoms in non-clinical participants.
Cogn Behav Ther 2005;34(2):65-74.

Benoit D., Coolbear J., Crawford A. Abuse, Neglect, and Maltreatment of Infants. In:
Haith MM, Benson JB, editors. Encyclopedia of Infant and Early Childhood
Development. Amsterdam: Elsevier; 2008. p. 1-11.

Ursin H, Eriksen HR. Sensitization, subjective health complaints, and sustained
arousal. Ann N'Y Acad Sci 2001;933:119-29.

Watamura SE. Endocrine System. In: Marshall MH, Janette BB, editors. Encyclopedia
of Infant and Early Childhood Development.Oxford: Academic Press; 2008. p. 450-9.

Weber DA, Reynolds CR. Clinical perspectives on neurobiological effects of
psychological trauma. Neuropsychol Rev 2004;14(2):115-29.

62



(106)

(107)

(108)

(109)

(110)

(111)

(112)

(113)

(114)

(115)

(116)
(117)

(118)

(119)

(120)

(121)

Weiss EL, Longhurst JG, Mazure CM. Childhood sexual abuse as a risk factor for
depression in women: psychosocial and neurobiological correlates. Am J Psychiatry
1999;156(6):816-28.

Weissbecker I, Floyd A, Dedert E, Salmon P, Sephton S. Childhood trauma and
diurnal cortisol disruption in fibromyalgia syndrome. Psychoneuroendocrinology
2006;31(3):312-24.

Lekander M, Elofsson S, Neve IM, Hansson LO, Unden AL. Self-rated health is
related to levels of circulating cytokines. Psychosom Med 2004;66(4):559-63.

Springer KW, Sheridan J, Kuo D, Carnes M. The long-term health outcomes of
childhood abuse. An overview and a call to action. J Gen Intern Med
2003;18(10):864-70.

Erdmans MP, Black T. What they tell you to forget: from child sexual abuse to
adolescent motherhood. Qual Health Res 2008;18(1):77-89.

Courtois CA, Courtois RC. Pregnancy and childbirth as triggers for abuse memories:
implications for care. Birth 1992;19(4):222-3.

Grimstad H, Schei B, Backe B, Jacobsen G. Anxiety, physical abuse, and low birth
weight. Scand J Public Health 1999;27(4):296-300.

Dietz PM, Spitz AM, Anda RF, Williamson DF, McMahon PM, Santelli JS, et al.
Unintended pregnancy among adult women exposed to abuse or household
dysfunction during their childhood. JAMA 1999;282(14):1359-64.

Noll JG, Shenk CE, Putnam KT. Childhood sexual abuse and adolescent pregnancy: a
meta-analytic update. J Pediatr Psychol 2009;34(4):366-78.

Mohler E, Matheis V, Marysko M, Finke P, Kaufmann C, Cierpka M, et al.
Complications during pregnancy, peri- and postnatal period in a sample of women
with a history of child abuse. J Psychosom Obstet Gynaecol 2008;29(3):193-8.

Freeman WS. Common complaints in pregnancy. Med Times 1980;108(11):7s-13s.

Enkin M, Keirse MINC, Neilson J, Crowther C, Duley L, Hodnett E, et al. Unpleasant
symptoms in pregnancy. In: Enkin M, Keirse MINC, Neilson J, Crowther C, Duley L,
Hodnett E, et al., editors. A Guide to effective care in pregnancy and childbirth. 3rd
ed. Oxford: Oxford University Press; 2000. p. 95-107.

Draper L. Pregnant women in the workplace: distinguishing between normal and
abnormal physiologic changes. AAOHN J 2006;54(5):217-23.

Miller MM, Sewell FA. Common complaints of pregnancy and methods of treatment.
J La State Med Soc 1954;106(1):18-22.

Dann AT, Kenyon AP, Seed PT, Poston L, Shennan AH, Tribe RM. Glutathione S-
transferase and liver function in intrahepatic cholestasis of pregnancy and pruritus
gravidarum. Hepatology 2004;40(6):1406-14.

Owens K, Pearson A, Mason G. Symphysis pubis dysfunction--a cause of significant
obstetric morbidity. Eur J Obstet Gynecol Reprod Biol 2002;105(2):143-6.

63



(122)

(123)

(124)

(125)

(126)

(127)

(128)

(129)

(130)

(131)

(132)

(133)

(134)

(135)

(136)

(137)

Wijma K, Wijma B, Zar M. Psychometric aspects of the W-DEQ; A new
questionnaire for the measurement of fear of childbirth. J Psychosom Obstet Gynaecol
1998;19(2):84-97.

Huizink AC, Mulder EJ, Robles de Medina PG, Visser GH, Buitelaar JK. Is pregnancy
anxiety a distinctive syndrome? Early Hum Dev 2004;79(2):81-91.

Melender H-L. Experiences of fears associated with pregnancy and childbirth: A study
of 329 pregnant women. Birth 2002;29(2):101-11.

Saisto T, Salmela-Aro K, Nurmi J, Kononen T, Halmesmaki E. A randomized
controlled trial of intervention in fear of childbirth. Obstet Gynecol 2001 Nov;98(5
part 1):820-6.

Wijma K. Why focus on 'fear of childbirth'? J Psychosom Obstet Gynaecol
2003;24(3):141-3.

Nieminen K, Stephansson O, Ryding EL. Women's fear of childbirth and preference
for cesarean section - a cross-sectional study at various stages of pregnancy in
Sweden. Acta Obstet Gynecol Scand 2009;88:807-13.

Waldenstrom U, Hildingsson I, Ryding EL. Antenatal fear of childbirth and its
association with subsequent caesarean section and experience of childbirth. BJOG
2006;113(6):638-46.

Eriksson C, Westman G, Hamberg K. Experiential factors associated with childbirth-
related fear in Swedish women and men: a population based study. J Psychosom
Obstet Gynaecol 2005;26(1):63-72.

Laursen M, Hedegaard M, Johansen C. Fear of childbirth: predictors and temporal
changes among nulliparous women in the Danish National Birth Cohort. BJOG
2008;115(3):354-60.

Rouhe H, Salmela-Aro K, Halmesmaki E, Saisto T. Fear of childbirth according to
parity, gestational age, and obstetric history. BJOG 2009;116(1):67-73.

Eriksson C, Westman G, Hamberg K. Content of childbirth-related fear in Swedish
women and men — analysis of an open-ended question. J] Midwifery Womens Health
2006;51(2):112-8.

Sjogren B. Reasons for anxiety about childbirth in 100 pregnant women. J Psychosom
Obstet Gynaecol 1997;18(4):266-72.

Soéderquist J, Wijma K, Wijma B. Traumatic stress in late pregnancy. J Anxiety Disord
2004;18(2):127-42.

Zar M, Wijma K, Wijma B. Pre- and postpartum fear of childbirth in nulliparous and
parous women. Scand J Behav Ther 2001;30(2):75-84.

Areskog B, Uddenberg N, Kjessler B. Background factors in pregnant women with
and without fear of childbirth. J Psychosom Obstet Gynaecol 1983;2(2):102-8.

Hotberg K, Brockington I. Tokophobia: An unreasoning dread of childbirth. A series
of 26 cases. Br J Psychiatry 2000;176:83-5.

64



(138)

(139)

(140)

(141)

(142)

(143)

(144)

(145)

(146)

(147)

(148)

(149)

(150)

(151)

(152)

(153)

Jolly J, Walker J, Bhabra K. Subsequent obstetric performance related to primary
mode of delivery. Br J Obstet Gynaecol 1999;106(3):227-32.

Fisher C, Hauck Y, Fenwick J. How social context impacts on women's fears of
childbirth: a Western Australian example. Soc Sci Med 2006;63(1):64-75.

Ryding EL, Wijma K, Wijma B. Psychological impact of emergency cesarean section
in comparison with elective cesarean section, instrumental and normal vaginal
delivery. J Psychosom Obstet Gynaecol 1998;19(3):135-44.

Saisto T, Ylikorkala O, Halmesmaki E. Factors associated with fear of delivery in
second pregnancies. Obstet Gynecol 1999;94(5):679-82.

Green JM, Coupland VA, Kitzinger JV. Expectations, experiences, and psychological
outcomes of childbirth: a prospective study of 825 women. Birth 1990;17(1):15-24.

Sjogren B, Thomassen P. Obstetric outcome in 100 women with severe anxiety over
childbirth. Acta Obstet Gynecol Scand 1997;76(10):948-52.

Saisto T, Toivanen R, Salmela-Aro K, Halmesmaki E. Therapeutic group
psychoeducation and relaxation in treating fear of childbirth. Acta Obstet Gynecol
Scand 2006;85(11):1315-9.

Sjogren B. Fear of childbirth and psychosomatic support - A follow up of 72 women.
Acta Obstet Gynecol Scand 1998;77(8):819-25.

Alehagen S, Wijma B, Wijma K. Fear of childbirth before, during, and after childbirth.
Acta Obstet Gynecol Scand 2006;85(1):56-62.

Hofberg K, Ward M. Tokophobia: A profound dread and avoidance of childbirth
(when pathological fear effects the consultation). In: Cockburn JE, Pawson MEE,
editors. Psychological challenges in obstetrics and gynecology: The clinical
management.New York, US: Springer Science & Business Media; 2007. p. 165-72.

Laursen M, Johansen C, Hedegaard M. Fear of childbirth and risk for birth
complications in nulliparous women in the Danish National Birth Cohort. BJOG
2009;116(10):1350-5.

Saisto T, Kaaja R, Ylikorkala O, Halmesmaki E. Reduced pain tolerance during and
after pregnancy in women suffering from fear of labor. Pain 2001;93(2):123-7.

Fenwick J, Staff L, Gamble J, Creedy DK, Bayes S. Why do women request caesarean
section in a normal, healthy first pregnancy? Midwifery 2010 Aug;26(4):394-400.

Johnson R, Slade P. Does fear of childbirth during pregnancy predict emergency
caesarean section? BJOG 2002;109(11):1213-21.

Weaver JJ, Statham H, Richards M. Are there "unnecessary" cesarean sections?
Perceptions of women and obstetricians about cesarean sections for nonclinical
indications. Birth 2007;34(1):32-41.

Hildingsson I, Radestad I, Rubertsson C, Waldenstrom U. Few women wish to be
delivered by caesarean section. BIOG 2002;109(6):618-23.

65



(154)

(155)

(156)

(157)

(158)

(159)

(160)

(161)

(162)

(163)

(164)

(165)

(166)

(167)

(168)

(169)

(170)

Gamble JA, Creedy DK. Women's preference for a cesarean section: Incidence and
associated factors. Birth 2001;28(2):101-10.

Wax JR, Cartin A, Pinette MG, Blackstone J. Patient choice cesarean: an evidence-
based review. Obstet Gynecol Surv 2004;59(8):601-16.

Karlstrom A, Nystedt A, Johansson M, Hildingsson I. Behind the myth - few women
prefer caesarean section in the absence of medical or obstetrical factors. Midwifery
2010;July12.Epub ahead of print.

Haines H, Pallant JF, Karlstrom A, Hildingsson I. Cross-cultural comparison of levels
of childbirth-related fear in an Australian and Swedish sample. Midwifery 2010;July
3.Epub ahead of print.

Jacobs JL. Child Sexual Abuse Victimization and Later Sequelae During Pregnancy
and Childbirth. J Child Sex Abus 1992;1(1):103-12.

Noll JG, Schulkin J, Trickett PK, Susman EJ, Breech L, Putnam FW. Differential
pathways to preterm delivery for sexually abused and comparison women. J Pediatr
Psychol 2007;32(10):1238-48.

Rhodes N, Hutchinson S. Labor experiences of childhood sexual abuse survivors.
Birth 1994;21(4):213-20.

Rose A. Effect of childhood sexual abuse on childbirth: One woman's story. Birth
1992;19:214-8.

van der Hulst LA, Bonsel GJ, Eskes M, Birnie E, van Teijlingen E, Bleker OP. Bad
experience, good birthing: Dutch low-risk pregnant women with a history of sexual
abuse. J Psychosom Obstet Gynecol 2006;27(1):59-66.

Soet JE, Brack GA, Dilorio C. Prevalence and predictors of women's experience of
psychological trauma during childbirth. Birth 2003;30(1):36-46.

World Health Organization. Care in Normal Birth: a practical guide. Geneva: Safe
Motherhood Unit / Family and Reproductive Health; 1996.

Thomas J, Paranjothy S. The National Sentinel Caesarean Section Audit Report.
London, UK: RCOG Press; 2001.

Hanley GE, Janssen PA, Greyson D. Regional variation in the cesarean delivery and
assisted vaginal delivery rates. Obstet Gynecol 2010;115(6):1201-8.

van Dillen J, Lim F, van Rijssel E. Introducing caesarean section audit in a regional
teaching hospital in The Netherlands. Eur J Obstet Gynecol Reprod Biol
2008;139(2):151-6.

Low J. Caesarean section--past and present. JOGC 2009;31(12):1131-6.

Belizan JM, Althabe F, Cafferata ML. Health consequences of the increasing
caesarean section rates. Epidemiology 2007;18(4):485-6.

Althabe F, Sosa C, Belizan JM, Gibbons L, Jacquerioz F, Bergel E. Cesarean section
rates and maternal and neonatal mortality in low-, medium-, and high-income
countries: an ecological study. Birth 2006;33(4):270-7.

66



(171)

(172)

(173)

(174)

(175)

(176)

(177)

(178)

(179)

(180)

(181)

(182)

(183)

(184)

(185)

Hamilton BE, Martin JA, Ventura SJ. Births: Preliminary Data for 2008. 2010 Apr 6.
Report No.: Vol 58 no 16.

Government Statistical Services. NHS Maternity Statistics, England 2006-07. webb
2010Available from: URL: http://www.ic.nhs.uk/statistics-and-data-
collections/hospital-care/maternity/nhs-maternity-statistics-england:-2006-2007

Stjernholm YV, Petersson K, Eneroth E. Changed indications for cesarean sections.
Acta Obstet Gynecol Scand 2010;89(1):49-53.

Walker SP, McCarthy EA, Ugoni A, Lee A, Lim S, Permezel M. Cesarean delivery or
vaginal birth: a survey of patient and clinician thresholds. Obstet Gynecol
2007;109(1):67-72.

Fuglenes D, @ian P, Kristiansen IS. Obstetricians' choice of cesarean delivery in
ambiguous cases: is it influenced by risk attitude or fear of complaints and litigation?
Am J Obstet Gynecol 2009;200(1):48.

Tolldnes MC. Increased rate of Caesarean sections--causes and consequences. Tidsskr
Nor Laegeforen 2009;129(13):1329-31.

Minkoff H, Chervenak FA. Elective primary cesarean delivery. N Engl J Med
2003;348(10):946-50.

Coleman-Cowger VH, Erickson K, Spong CY, Portnoy B, Croswell J, Schulkin J.
Current practice of cesarean delivery on maternal request following the 2006 state-of-
the-science conference. J Reprod Med 2010;55(1-2):25-30.

Marx JW. A survey of the influence of patients' choice on the increase in the caesarean
section rate. Obstet Gynecol 2001;1;21(2):124-7.

Karlstrom A, Radestad I, Eriksson C, Rubertsson C, Nystedt A, Hildingsson I.
Cesarean section without medical reason, 1997 to 2006: a Swedish register study.
Birth 2010;37(1):11-20.

Magnus P, Irgens LM, Haug K, Nystad W, Skjaerven R, Stoltenberg C, et al. Cohort
profile: the Norwegian Mother and Child Cohort Study (MoBa). Int J Epidemiol
2006;35(5):1146-50.

Swahnberg IMK, Wijma B. The NorVold Abuse Questionnaire (NorAQ): validation
of new measures of emotional, physical, and sexual abuse, and abuse in the health care
system among women. Eur J Public Health 2003;13(4):361-6.

Kringeland T, Daltveit AK, Moller A. What characterizes women in Norway who
wish to have a caesarean section? Scand J Public Health 2009;37(4):364-71.

Strand BH, Dalgard OS, Tambs K, Rognerud M. Measuring the mental health status of
the Norwegian population: a comparison of the instruments SCL-25, SCL-10, SCL-5
and MHI-5 (SF-36). Nord J Psychiatry 2003;57(2):113-8.

Eberhard-Gran M, Eskild A, Samuelsen SO, Tambs K. A short matrix-version of the
Edinburgh Depression Scale. Acta Psychiatr Scand 2007;116(3):195-200.

67


http://www.ic.nhs.uk/statistics-and-data-collections/hospital-care/maternity/nhs-maternity-statistics-england:-2006-2007
http://www.ic.nhs.uk/statistics-and-data-collections/hospital-care/maternity/nhs-maternity-statistics-england:-2006-2007

(186)

(187)

(188)
(189)

(190)

(191)

(192)

(193)

(194)

(195)

(196)

(197)

(198)

(199)

(200)

Widom CS, Czaja SJ. Reactions to research participation in vulnerable subgroups.
Account Res 2005;12(2):115-38.

Rothman KJ, Greenland S, Lash TL. Modern epidemiology. Philadelphia: Lippincott
Williams & Wilkins; 2008.

Gordis L. Epidemiology. Philadelphia: Elsevier Saunders; 2009.

Nilsen RM, Vollset SE, Gjessing HK, Skjaerven RF, Melve KK, et al. Self-selection
and bias in a large prospective pregnancy cohort in Norway. Paediatr Perinat
Epidemiol 2009;23:597-608.

Hardt J, Sidor A, Bracko M, Egle UT. Reliability of retrospective assessments of
childhood experiences in Germany. J Nerv Ment Dis 2006;194(9):676-83.

Surtees PG, Wainwright NW. The shackles of misfortune: social adversity assessment
and representation in a chronic-disease epidemiological setting. Soc Sci Med
2007;64(1):95-111.

Briere J, Jordan CE. Childhood maltreatment, intervening variables, and adult
psychological difficulties in women: an overview. Trauma Violence Abuse
2009;10(4):375-88.

Sachs-Ericsson N, Verona E, Joiner T, Preacher KJ. Parental verbal abuse and the
mediating role of self-criticism in adult internalizing disorders. J Affect Disord
2006;93(1-3):71-8.

Borthen I, Lossius P, Skjaerven R, Bergsjo P. Changes in frequency and indications
for cesarean section in Norway 1967-1984. Acta Obstet Gynecol Scand
1989;68(7):589-93.

Melve KK, Lie RT, Skjaerven R, Van Der Hagen CB, Gradek GA, Jonsrud C, et al.
Registration of Down syndrome in the Medical Birth Registry of Norway: validity and
time trends. Acta Obstet Gynecol Scand 2008;87(8):824-30.

Lie RT, Heuch I, Irgens LM. Maximum likelihood estimation of the proportion of
congenital malformations using double registration systems. Biometrics
1994;50(2):433-44.

Rasmussen S, Albrechtsen S, Irgens LM, Dalaker K, Maartmann-Moe H, Vlatkovic L,
et al. Unexplained antepartum fetal death in Norway, 1985-97: diagnostic validation
and some epidemiologic aspects. Acta Obstet Gynecol Scand 2003;82(2):109-15.

McCauley J, Kern DE, Kolodner K, Derogatis LR, Bass EB. Relation of low-severity
violence to women's health. J Gen Intern Med 1998;13(10):687-91.

Golding JM, Cooper ML, George LK. Sexual assault history and health perceptions:
seven general population studies. Health Psychol 1997;16(5):417-25.

Anda RF, Croft JB, Felitti VJ, Nordenberg D, Giles WH, Williamson DF, et al.
Adverse childhood experiences and smoking during adolescence and adulthood.
JAMA 1999;282(17):1652-8.

68



(201)

(202)

(203)

(204)

(205)

(206)

(207)

Johnson JK, John R, Humera A, Kukreja S, Found M, Lindow SW. The prevalence of
emotional abuse in gynaecology patients and its association with gynaecological
symptoms. Eur J Obstet Gynecol Reprod Biol 2007;133(1):95-9.

Leeners B, Richter-Appelt H, Imthurn B, Rath W. Influence of childhood sexual abuse
on pregnancy, delivery, and the early postpartum period in adult women. J Psychosom
Res 2006;61(2):139-51.

Van der Leden M, Raskin V. Psychological Sequelae of Childhood Sexual Abuse:
Relevant in Subsequent Pregnancy. Am J Obstet Gynecol 1993;168(4):1336-7.

Simkin P. When survivors give birth: understanding and healing the effects of early
sexual abuse on childbearing women. Seattle, Wash.: Classic Day; 2004.

Howarth A. Child sexual abuse, labour and delivery. Mod Midwife
1995;Midwife.(6):20-2.

Tidy H. Care for survivors of childhood sexual abuse. Mod Midwife
1996;Midwife.(7):17-9.

Smith M. Modifying medical procedure for the trauma survivor. Midwifery Today Int
Midwife 2009;(90):13-5.

69



70



8. Appendices

Bidens study

The letter of information about the study
The consent form in the Bidens study
The questionnaire in the Bidens study
Approval from the ethics committee

Approval from the data inspectorate

Moba study
The questionnaires are extensive and easily accessible and therefore not included in full in this

thesis. They can be found at the following website:

http://www.thi.no/eway/default.aspx?pid=233&tre=MainArea 5661&MainArea 5661=5631:

0:15.2301:1:0:0:::0:0

The letter of information and consent form can be found at the following website (at the
bottom of the page):

http://www.thi.no/eway/default.aspx?pid=233&tre=MainArea 5661&MainArea 5661=5631:

0:15.2297:1:0:0:::0:0
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Belgie. Islend. Danmark, Estiand, Norge og Sverige

Svangerskap og fadsel — glede eller angst?
Informasjon og foresporsel om deltakelse i en europeisk vitenskapelig undersokelse

Svangerskapet er for de fleste en god opplevelse, men for noen overskygges forventningene av
bekymringer og endog angst for fedselen. Forskningsprosjektet om svangerskap og fedsel har til formal &
finne ut hvor mange gravide som har engstelse og bekymringer for fadselen. Vi vil ogsé studere arsakene
til dette.

Din deltakelse bestér i & fylle ut vedlagte sperreskjema og samtykkeerklering. De kan sé& innsendes i den
vedlagte frankerte konvolutten. Vi anbefaler at du fyller skjemaet pé et rolig sted der du kan sitte litt for
deg selv og veare uforstyrret. Den informasjonen du gir oss er kun til forskning og blir ikke formidlet
videre til noen. Alle opplysninger vil bli behandlet konfidensielt. Samtykkeerklaringen holdes atskilt fra
sporreskjemaet slik at ingen av de som arbeider med dataene kan identifisere svarene pa skjemaet. Det
lepenummeret som stér pa sperreskjemaet er kun til bruk ved koding og punching av data.

Vi vil senere hente opplysninger om fadselsforlopet fra sykehusjournalen og fra Medisinsk fodselsregister.
All personidentifikasjon og koblingen til personnummeret slettes ved studiens slutt 1 2010. Det er frivillig
4 delta og du kan trekke deg fra undersgkelsen og be om at data slettes inntil data anonymiseres.
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2
Bidens >

Belgia, Island, Danmark, Estland, Norge og Sverige

Finn et sted hvor du kan sitte i ro og fred. Besvar hvert spersmal s godt som mulig uten & fundere sa mye. Hvis du ikke finner et
alternativ som passer helt med det du helst ville ha svart, velg da det som ligger naermest det du ville ha svart. Bade positive og

negative svar er like viktige. _|_

Skjemaet skal leses av en maskin. Det er derfor viktig at du legger vekt pa felgende ved utfyllingen:

* Bruk bl3 eller sort kulepenn

* | de sma avkrysningsboksene setter du ett kryss slik X
e Hvis du mener at du har satt kryss i feil boks, kan du rette det ved a fylle boksen helt, slik |

* Tallboksene har to eller flere ruter. Nar du skriver et ett-sifret tall bruker du den heyre ruten. Eksempel: 5 skrives slik.........

e Vennligst skriv tydelig med store bokstaver nar du skriver fritt

Dag Maned  Ar

DATO FOR UTFYLLING AV SKJEMAET | | | | | | | I |

1. OM HELSEN DIN

101 Hvordan vurderer du din helse sann i alminnelighet? 104 Har du veert innlagt pa sykehus de siste 12 maneder?
Vildusiatdener Unntatt i forbindelse med fodsel!
L] svert god L] Nei L] Ja
[ Ganske god Hvis JA, antall dager (sammenlagt omtrent].............. |_I—_|
[ Ganske darlig
L] sveert darlig 105 Har du pga egne problemer noensinne hatt kontakt med
psykiater eller psykolog? Ett kryss
102 Hvor mange ganger har du oppsokt lege de siste 12 maneder? LI Nei
Ettkryss L Ja, tidligere, men ikke i lopet av det siste aret
o ganger L] sai lopet av det siste aret, for jeg ble gravid
[ 13 ganger L] Ja, ilopet av det siste aret, etter at jeg ble gravid
] 4-6 ganger
L1 7 eller flere ganger 106 Har du roykt/reyker du daglig? Ett kryss
L] Ja, na
103 Har du veert sykmeldt eller ikke vaert i stand til & utfore dine ] Ja, tidligere

daglige gjeremal i flere enn to uker sammenlagt

de siste 12 maneder? L1 Aldri

L1 Nei ] Ja

Hvis JA, antall uker (sammenlagt omtrent]............... |_I—_| 107 Hvor ofte drikker du alkohol?
LI A
O av og til

L] Regelmessig
L] Ikke siden jeg harvisst at jeg er gravid
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108 Kryss av for ditt forbruk av medisiner i lopet av det siste aret Ett kryss pr. linje _|_
Aldri  Ensjelden gang Kort periode Lengre periode  Fast

Sovetabletter ] ] L] ] ]
Smertestillende ] ] U] L] ]
Beroligende medisin ] ] ] ] L]
Medisin mot depresjon ] L] L] L] L]
Annen medisin for psykiske problemer ] L] L] L] L]

1.09 Var dette svangerskapet planlagt? _|_ 111 Erdu gravid med mer enn ett barn (tvillinger eller flere)?
L] Nei [ Ja L] Nei [ Ja

110 I hvilken svangerskapsuke er du na?

Antall uker |
2. HVILKE FORVENTNINGER HAR DU TIL DIN KOMMENDE FODSEL?

De neste spersmal handler om ulike folelser og tanker kvinner kan ha i tiden for fedselen. Svaret pa hvert sparsmal er konstruert som
en skala fra 0 til 5. Endepunktene pa skalaen (0 og 5] tilsvarer de motsatte ytterlighetene av én bestemt folelse eller tanke.

Legg merke til at svarene er formulert slik at i noen tilfeller betyr "szerdeles” noe seerdeles positivt, mens det for andre spersmal betyr
noe szerdeles negativt. For hvert enkelt sparsmal ma du derfor tenke gjennom hvilket tall du krysser av for!

Kryss av for det tallet som best svarer til hvordan du forestiller deg at fodselen din kommer til & bli. Svar slik du na forestiller deg at
fodselen din kommer til & bli — ikke slik du haper at den vil bli!

20t Hvordan tror du at fedselen din kommer til & bli som helhetsopplevelse?

0 1 2 3 4 5
Seerdeles fantastisk O 0000 0O Ikke fantastisk i det hele tatt
Seerdeles forferdelig O 0000 0 Ikke forferdelig i det hele tatt
2.02 Hvordan tror du at du kommer til & fole deg under fodselen?
o 1 2 3 4 5
Seerdeles ensom O 0000 0 Ikke ensom i det hele tatt
Seerdeles sterk O 0000 0 Ikke sterk i det hele tatt
Seerdeles sikker O OoOoddd Ikke sikker i det hele tatt
Seerdeles redd I I A I R N R I O lkke redd i det hele tatt
Seerdeles utlevert O 0000 0O Ikke utlevert i det hele tatt
Seerdeles svak O 0000 0O Ikke svak i det hele tatt
Seerdeles trygg O 0000 0 Ikke trygg i det hele tatt
Seerdeles selvstendig O 0000 0 Ikke selvstendig i det hele tatt
Seerdeles oppgitt O 0000 0 Ikke oppgitt i det hele tatt
Seerdeles anspent O OO0 Ikke anspenti det hele tatt
Seerdeles glad O OO0 Ikke glad i det hele tatt
Seerdeles stolt O 0000 O Ikke stolt i det hele tatt
Seerdeles forlatt O 0000 0O Ikke forlatt i det hele tatt
Seerdeles fattet O 0000 0 Ikke fattet i det hele tatt
Seerdeles avslappet O 0000 0 Ikke avslappeti det hele tatt
Seerdeles lykkelig O 0000 0 Ikke lykkelig i det hele tatt

- +
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2.03

2.05

Hva tror du at du kommer til a fole under fodselen?

Ekstrem panikk

Ekstrem hapleshet

Seerdeles stor lengsel etter barnet........ne

Seerdeles stor selvtillit

Seerdeles stor tillit

ODOoOOoOOe
nooooo- T
0DoOoooos

Ekstrem smerte

Hva tror du kommer til & skje nar fedselen er pa sitt mest intense?
0o 1 2

OO O

Vager a overgi meg helt til det som skjer i kroppen... O O O

Oppforer meg szerdeles ille

OO O

Mister totalt selvkontrollen

Hvordan tror du det kommer til a foles idet barnet kommer ut?

o 1 2
Seerdeles flott OO 0O
Seerdeles naturlig OO O
Seerdeles selvsagt O 0O d
Seerdeles farlig O O O
Har du i den siste maneden hatt...
...fantasier om at barnet der under fodselen? 0o 1 2
Aldri L1 O O

..fantasier om at barnet blir skadet under fodselen? 0 1 2

Aldri O OO

_I_

3 4 5
O O O Ikke panikk i det hele tatt
O O O Ikke haploshet i det hele tatt
O O O Ikke lengsel etter barnet i det hele tatt
OO O Ikke selvtillit i det hele tatt
O 0O d Ingen tillit i det hele tatt
OO O Ikke noen smerte i det hele tatt
3 4 5
O O Oppforer meg ikke ille i det hele tatt
OO 0O Vager ikke i det hele tatt & overgi meg
til det som skjer i kroppen
OO O Mister ikke selvkontrollen i det hele tatt
3 4 5
O 0O o Ikke flott i det hele tatt
O O O Ikke naturlig i det hele tatt
O 0O d Ikke selvsagt i det hele tatt
O O O Ikke farlig i det hele tatt
3 4 5
O O O Sveert ofte
3 4 5
O O O Sveert ofte

3. OM ULIKE OPPLEVELSER

Folgende spersmal handler om overgrep i helsevesenet. Vi ber deg krysse av hvis du har veert utsatt for en eller flere av folgende
hendelser, som barn eller voksen. Svarer du ja pa noen av spersmalene 3.01-3.03, regner vi — i denne undersekelsen — dette som

at du har veert utsatt for overgrep i helsevesenet.

Har du innen helsevesenet noen gang vaert utsatt for grov
fornedrelse eller krenkelse, folt at noen har presset deg eller
ikke vist respekt for dine synspunkter — slik at du i ettertid
har vart plaget av det som skjedde? Ett kryss

[ Nei
[] Ja, sombarn (yngre enn 18 ar)
] Ja, som voksen (18 areller eldre)

] Ja, bade som barn og voksen

3.02 Har dunoen gang opplevd at en "normal” hendelse innen
helsevesenet plutselig har blitt til en veldig ekkel opplevelse
uten at du riktig forstod hvordan det ble slik? Ett kryss

L] Nei
L] Ja,sombam (yngre enn 18 ar)
L] Ja, som voksen (18 areller eldre])

U] Ja, bade som barn og voksen
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303 Hardu opplevd at noen innen helsevesenet med vilje (slik du Om du har svart ja pa noen av sporsmalene 3.01-3.03, _I_

oppfattet det) har forgrepet seg fysisk eller psykisk, fortsetter du med spersmal 3.04

misbrukt deg, utnyttet kroppen din eller ditt avhengighets- Du som har svart nei pa spersmalene 3.01-3.03, kan ga
forhold til egen fordel? Ett kryss direkte til sporsmal 3.06

[T Nei —+

[] Ja, som barn {yngre enn 18 ar) 304 Har du opplevd noe slikt i lopet av de siste 12 manedene?

L] Nei ] Ja

(] Ja, som voksen (18 areller eldre)

D Ja, bade som barn og voksen

3.05 Hvor mye plages du na av & ha opplevd overgrep innen helsevesenet? Svar ved 3 sette kryss ved det tallet som best tilsvarer hvor

alvorlig plagene er
Ingen 8 9 10 Alvorlige

1 2 3 4 5 6 7
eer OO OO OOODO OO Pleeer

306 Harduilepet av de siste 12 maneder opplevd noe av det folgende? Hvis ja :
Hvis ja, hvor vondt eller vanskelig var det for deg? Ikke Vondt/ Veldig vondt/
saille  vanskelig vanskelig

Blitt skilt, separert eller avbrutt samlivet

Hatt alvorlige samlivsproblemer

Hatt problemer eller konflikter med familie, venner eller naboer.........crnce.
Hatt problemer pa arbeidsplassen eller der du utdanner deg...........ooccc.

Hatt okonomiske problemer

Veert alvorlig syk eller skadet

Veert utsatt for trafikkulykke, brann eller innbrudd/tyveri

En av dine naermeste har veert alvorlig syk eller skadet

Mistet en neer parerende/venn

I A -
I I IR I~
ODoooodgoggg
ODoooodoggg
ODoooogogogg

Annet:

Folgende spersmal handler om psykiske overgrep. Vi ber deg markere om du har veert utsatt for en eller flere av folgende hendelser,
som barn eller voksen. Svarer du ja pa noen av spersmalene mellom 3.07—-3.09, regner vi dette — i denne undersekelsen — som du har
veert utsatt for psykisk overgrep.

3.07 Har du opplevd at noen systematisk og over lengre 3.09 Har du opplevd at noen systematisk og med trusler eller
tid har forsokt a kue, fornedre eller ydmyke deg? tvang har forsekt a begrense din kontakt med andre eller
Ett kryss helt har regulert hva du far lov eller ikke far lov til 4 gjore?
(] Nei Ett kryss

L] Nei

[] Ja,sombam (yngre enn 18 ér)
L] Ja, sombam (yngre enn 18 &r)

] Ja, som voksen (18 areller eldre)

[] Ja bade som barn og voksen L] Ja, som voksen (18 areller eldre)

L] Ja, bade som barn og voksen

308 Hardu opplevd & leve i redsel pa grunn av at noen
systematisk og over lengre tid har truet eller forsokt
a skade deg eller noen som star deg naer?
Ett kryss

1 Nei

[ Ja, som barn (yngre enn 18 ar)

Om du har svart ja pa noen av spersmalene 3.07-3.09,
fortsetter du med sporsmal 3.10

Du som har svart nei pa spersmalene 3.07-3.09, kan ga
direkte til sporsmal 3.12

310 Harduveert utsatt for noe av dette i lopet av de siste
[ Ja, som voksen (18 areller eldre) 12 méneder?

D Ja, bade som barn og voksen D Nei D Ja
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311 Hvor store plager har du na som folge av de psykiske overgrepene du har opplevd? Svar ved & sette kryss ved tallet som best —I—
tilsvarer hvor alvorlig plagene er
Ingen g 10 Alvorlige

1 2 3 4 5 6 7 8
—+ Peer OO OO OOODO OO Pleeer

Folgende spersmal handler om kroppslige overgrep. Vi ber deg krysse av hvis du har opplevd noe av det felgende som barn eller
voksen. Svarer du ja pa noen av spersmalene 3.12—3.14, regner vi — i denne undersokelsen — dette som at du har veert utsatt for

kroppslige overgrep.

312 Hardu opplevd at noen har slatt deg, gitt deg en orefik eller 314 Har du opplevd at noen har truet deg slik at du har folt deg i
tatt hardt i deg? Ett kryss livsfare, ved f.eks. a forsoke a kvele deg, vise frem vapen/
|:| Nei kniv, eller noe liknende? Ett kryss

L] Nei

[] Ja,sombam (yngre enn 18 ér)
L] Ja, sombam (yngre enn 18 &r)

] Ja, som voksen (18 areller eldre)

(] Ja bade som barn og voksen L] Ja, som voksen (18 areller eldre)

U] Ja, bade som barn og voksen

313 Har noen slatt deg med knyttneve, med en hard
gjenstand, sparket deg, skubbet til deg pa en voldsom
mate, banket deg opp, eller gjort noe liknende?

Ett kryss

L] Nei

[ Ja,sombam (yngre enn 18 ér)

Om du har svart ja pa noen av spersmalene 3.12-3.14,
fortsetter du med sporsmal 3.15

Du som har svart nei pa spoersmalene 3.12-3.14, kan ga
direkte til sporsmal 3.17

315 Har du opplevd noe slikt i lopet av de siste
] Ja, som voksen (18 ar eller eldre]) 12 manedene?

D Ja, bade som barn og voksen D Nei D Ja

316 Hvor mye plages du na som folge av de kroppslige overgrepene? Svar ved 4 sette kryss ved det tallet som best tilsvarer hvor alvorlig

plagene er
Ingen g 10 Alvorlige

1 2 3 4 5 6 7 8
leer OO OO OOODO OO Pleeer

Folgende sporsmal handler om seksuelle overgrep. Vi ber om at du krysser av hvis du har opplevd noen av de folgende hendelsene,
som barn eller voksen. Svarer du ja pa noen av spersmalene 3.17—3.20, regner vi det — i denne undersekelsen — som at du har veert
utsatt for seksuelle overgrep.

317 Har noen mot din vilje befolt kjennsorganet ditt, brukt 319 Har noen mot din vilje berort deg pa andre kroppsdeler pa en
kroppen din for  tilfredsstille seg selv eller tvunget deg til 4 “seksuell mate”, eller tvunget deg til  berore andre deler av
ta pa noens kjonnsorgan? Ett kryss hans eller hennes kropp pa en "seksuell mate”? Ett kryss
L Nei L Nei
L1 Ja, som barn (yngre enn 18 ar) L] Ja, sombam (yngre enn 18 &r)

L] Ja, som voksen (18 areller eldre) L] Ja, som voksen (18 areller eldre)
D Ja, bade som barn og voksen D Ja, bade som barn og voksen

318 Harnoen hatt samleie med deg mot din vilje (dvs. fort penisinn ~ 3.20 Har du noen gang blitt seksuelt fornedret, f.eks. at du mot

i din skjede, munn eller endetarm), eller forsokt & ha samleie din vilje matte se en pornofilm eller liknende, matte med-
med deg, fort inn eller forsekt a fore inn gjenstander eller andre virke i en pornofilm eller liknende, matte vise din kropp frem
kroppsdeler i din skjede, munn eller endetarm? Ett kryss naken, eller matte se pa en annen som viste seg frem

] Nei naken? Ett kryss

L Nei

L1 Ja, som barn (yngre enn 18 ar)
L] Ja,sombarn (yngre enn 18 &r)

L] Ja, som voksen (18 areller eldre)

(] Ja bade som barn og voksen L] Ja, som voksen (18 &reller eldre)

L] Ja, bade som barn og voksen
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—I_ Om du har svart ja pa noen av spersmalene 3.17-3.20, 321 Har du opplevd noe slikt i lopet av de siste _I_

fortsetter du med sporsmal 3.21 12 manedene?
D h t nei pa alene 3.17-3.20,

u'som har svart nei pa spersmalene ] Nei [ Ja
kan ga direkte til sporsmal 4.01

322 Hvor store er dine plager nd som folge av de seksuelle overgrepene? Svar ved 4 sette kryss ved tallet som best tilsvarer hvor alvorlig

plagene er
Ingen g 10 Alvorlige

1 2 3 4 5 6 7 8
eer O OO OO0 OO OO Pleeer

401 Hvor gammel er du? 405 Hvilken utdanning har du? Ett kryss

L] Grunnskole, ungdomsskole (6-9 ar)
|

Antall ar [ Videregaende skole eller gymnas (10-13 &r)

L] Hogskole eller universitet, mindre enn 4 &r (inntil 15 &r)
402 Hva erdin sivilstand? Ett kryss

|:| Ektefelle/samboer

L] Hogskole eller universitet, 4 &r eller mer (mer enn 15 ar)

] Enslig 406 Hvaerdin hovedaktivitet? Ett kryss
(1 Annet: L] Lonnsmottaker
L] Selvstendig nzeringsdrivende/frilanser

403 Har du noen utenom din ektefelle/samboer/partner som du [ Under utdanning

virkelig kan betro deg til? Ett kryss L] Barsel/svangerskapspermisjon

[ Nei L] Hjemmevaerende
L] Arbeidsledig
L] Uferetrygdet/attforing

D Ja, 1-2 personer
D Ja, flere enn to personer

407 Dersom du fikk en uventet regning pa 23.500 kr, hvor lett

. s s
404 Erditt morsmal norsk? Ett kryss ville det vaere & betale den i lopet av en uke? Ett kryss

L1 s L] Ingen problemer
L1 Nei L] Litt vanskelig
Hvis nei, hva er ditt morsmal?: L] Meget vanskelig
501 Harduilepet av de siste 12 maneder hatt ulike kroppslige 503 Harduilopet av de siste 12 maneder opplevd at ubehagelige
plager som vondt i magen, hodepine, svimmelhet, muskel- minner har trengt seg pa og forstyrret deg uten at du har
verk av en slik grad at du har hatt vansker med a fungere i kunnet gjore noe med det? Ett kryss
dagliglivet? Ett kryss L] Nei
L1 Nei L] Ja, men sjelden
[] Ja, men sjelden ] Ja, av og til
[] Ja, av og til ] Ja, ofte
D Ja, ofte
504 Harduilopet av de siste 12 maneder bevisst unngatt
502 Harduilopet av de siste 12 maneder hatt sa sterk angst at situasjoner for 3 slippe ubehagelige minner eller folelser, pé en
du har hatt problemer med a fungere i dagliglivet? Ett kryss slik mate at det har hindret deg i & gjore det du vil? Ett kryss
[ Nei L] Nei
[ Ja,en sjelden gang [ Ja, men sjelden
[] Ja, av og til L Ja, av og til
L1 Ja, ofte L1 Ja, ofte

+ +
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505 Harduilopet av de siste 12 maneder opplevd en minsket
evne til & kjenne folelser over en lengre periode?
Ett kryss

L] Nei _|_
D Ja, men sjelden

D Ja, av og til

D Ja, ofte

5.06 Harduilopet avden siste uken hatt noen
avdisse folelsene

s.07 Foler du deg ensom? Ett kryss
L Aldri

L sjelden

L] Avogtil

[ som regel

L] Nesten alltid

Ja, nesten
hele tiden  ogtil

Folt deg nedfor eller ulykkelig

Veert nerves eller bekymret uten grunn

Veert s ulykkelig at du har hatt vanskeligheter med & sove

Bebreidet deg selv uten grunn nar noe gikk galt

Kunnet glede deg til ting som skulle skje

oood
Oooood

6. NOEN FLERE SPORSMAL OM SVANGERSKAPET DITT

601 Hvordan onsker du a fede? Ett kryss
] Vaginalt
] Trolig vaginalt
] Trolig keisersnitt
[ Keisersnitt

6.02 Har du veert til samtaler i forbindelse med redsel for & fode?
[ Nei
L] Ja, i dette svangerskapet
] Ja, for dette svangerskapet

6.03 Harduvart gravid tidligere? (Dette gjelder ogsa svangerskap

som endte med abort eller dodfedsel)
L] Nei, G4 direkte til sporsmal 9.01

D Ja, Fortsett nedenfor

7. OM DIN FORSTE FODSEL

701 Hvor gammel var du da du fikk ditt forste barn?

Alder |

703 Hvordan fodte du ferste gang?
Normal vaginal

Planlagt keisersnitt

Akutt keisersnitt

Vakuum

Tang

Sete vaginal —I—

Oooogd

6.04 Hvor mange barn har du fodt?

Antall barn

Ja,av Ikke Nei
seerlig ofte  aldri

Oooogod
Oooood

[ ]

6.05 Hvor mange barn leveridag?

Antall barn

[ ]

6.06 Har du noen gang hatt en spontan abort?

Y (1 sa

Hvis JA, antall ganger

[ ]

6.0 Hardu noen gang hatt en provosert abort?

D Nei D Ja

Hvis JA, antall ganger

[ ]

202 Vardet en tvilling-/flerlingfedsel?

D Nei D Ja

204 Hvordan opplevde du din forste fodsel? Ett kryss
L] Enudelt positiv opplevelse

En overveiende positiv opplevelse, men med negative
elementer

L] Enoverveiende negativ opplevelse, men med positive
elementer

En udelt negativ opplevelse

_I_
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8. OM DIN SISTE FODSEL

801 Hvor gammel var du da du fikk ditt siste barn? 802 Vardet en tvilling-/flerlingfodsel?

| L] Nei L] Ja _I_

Alder

503 Hvordan fodte du siste gang? 804 Hvordan opplevde du din siste fodsel? Ett kryss

Normal vaginal L] Enudett positiv opplevelse

[

Planlagt keisersnitt —I_

Akutt keisersnitt ]
[

En overveiende positiv opplevelse, men med negative
elementer

En overveiende negativ opplevelse, men med positive

Oooodo

Vakuum elementer
Tang En udelt negativ opplevelse
Sete vaginal

9. OM FODSEL

9.0 Har du andre opplevelser knyttet til svangerskap og fodsel
som er viktige?

D Nei D Ja

Hvis JA, vennligst spesifiser:

Om du trenger med plass skriv det under kommentarer

TIL SLUTT

Har du kommentarer til de spersmalene vi har stilt, vil vi gjerne at du skriver dem ned pa neste side. Om du etter & ha fylt ut dette
skjemaet kjenner behov & snakke med noen, anbefaler vi at du tar kontakt med din egen fastlege, gynekolog eller kommunejordmor,
eller du kan ringe poliklinikken ved det sykehuset der du har fatt fedeplass. Har du spersmal om studien, kan du ta kontakt med
stipendiat Mirjam Lukasse (jordmor) p4 tif 23 07 26 45 eller sende en e-post til bidens@ism.uit.no
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