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Background. The aim of this clinical evaluation was to study birth experience, post-
traumatic stress symptoms, and satisfaction with care in new mothers who had consulted
specially trained midwives because of a fear of childbirth during pregnancy.
Methods. Sixty-two women were eligible for the study, of whom 53 (85%) participated at 1–
14 months postpartum. For comparison, a group of 53 women were matched for parity and
mode of delivery. All 106 women completed two self-rating scales, the Wijma Delivery
Experience Questionnaire (W-DEQ) and the Impact of Event Scale (IES), and answered
several open questions about their opinion of the antenatal preparation given.
Results. Those women who had been treated for fear of childbirth reported a rather more
frightening experience of delivery, and more frequent symptoms of post-traumatic stress
related to delivery than did the women in the comparison group. Nevertheless, satisfaction
with care was manifest in the study group.
Conclusions. Women who seek help for fear of childbirth are a vulnerable group. Because
the counseling received by the women in this study did not accord them the same positive
experience of childbirth as the average parturient at the unit, more effective forms of
treatment may be necessary. However, as most of the women were very satisfied with their
care and with the outcome, one may assume that the care given had improved their situation
to some degree.
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Fear of childbirth during pregnancy is common.
Intense fear of the impending delivery affects the
daily life of about 6% of pregnant women (1).
Women may for instance fear pain, vaginal rup-
ture, losing one’s baby or one’s own life, losing self-
control and being left without assistance during
labor (2, 3). Fear of vaginal delivery is one reason
why an increasing number of Swedish women ask
for a cesarean section (CS) (4). Personality traits
such as being prone to anxiety and depression, and
also a lack of support and conjugal dissatisfaction,

Abbreviations:
CS: cesarean section; SG: study group; CG: comparison group;
W-DEQ: Wijma Delivery Expectancy/Experience Question-
naire; IES: Impact of Event Scale; PTSD: post-traumatic stress
disorder; OR: odds ratio; Cl: confidence interval.
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are more common in women who fear childbirth
(5). In a Swedish study from 1998, women re-
porting serious fear of childbirth at 32weeks’ ges-
tation were delivered by emergency CS two to three
times more often than women without fear of
childbirth (6). Women whose fear of childbirth was
more intense more frequently reported a negative/
frightening delivery experience and more post-
traumatic stress symptoms after an emergency CS
than women with less fear who had also undergone
emergency CS (7).

Thus, pregnant women with an intense fear of
childbirth experience mental suffering and need
help and support. They may also be prone to
having a complicated delivery and subsequently
suffering post-traumatic stress reactions. Treat-
ment of fear of childbirth is described elsewhere
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(2, 8–10), but the results need closer investigation.
According to Sjogren (8), 72 women treated for
fear of childbirth by a form of psychosomatic sup-
port were as pleased with their delivery as 72
women who had not expressed such fear. Ante-
natal clinics do not always employ a psychothera-
pist with the skills needed for treating these
women. Moreover, some pregnant women have no
wish to see a psychotherapist or cannot collabor-
ate in psychotherapy. However, many hospitals in
Sweden have recently instituted ‘fear of childbirth
teams’ which include experienced midwives and
obstetricians who receive supervision/consultation
by, for instance, a psychologist, social worker or
psychiatrist familiar with the field of obstetrics. At
out hospital, a team of delivery ward midwives has
been counseling pregnant women since 1997.

The aim of this clinical evaluation was to answer
the following questions:

1) Was the delivery experience of the women coun-
seled by midwives for fear of childbirth as good
as or more negative/frightening than the experi-
ence of the average parturient?

2) Did the women counseled by midwives for a
fear of childbirth report the same or a higher
prevalence and frequency of symptoms of post-
traumatic stress after childbirth compared with
the average parturient?

3) Were the women who asked for help because of
their fear of childbirth satisfied with the care
provided?

4) Was the CS rate of the women counseled by
midwives for fear of childbirth similar to or
higher than the overall CS rate at our hospital?

Materials and methods

The fear of childbirth team

The team consists of eight midwives who work on
the delivery ward and one specialist in obstetrics
and gynecology who has also undergone basic
training in psychotherapy. This consultant fulfills
a dual role of supervisor and team obstetrician.
The women attend their usual antenatal clinic for
pregnancy check-ups. Women with psychologic
difficulties other than fear of childbirth are re-
ferred for suitable care, for instance a child welfare
psychologist at the local antenatal clinic.

The team of midwives have been trained in
counseling. They encourage the women to talk
about the nature of their fear, and about previous
traumatic childbirth experiences. When the wo-
man has gained enough confidence to be able to
imagine the impending delivery in a more positive
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manner, an individual birth plan is made by the
woman/couple, by the midwife, or by the doctor,
depending on the obstetrical situation and the wo-
man’s needs. The parturients are prepared, during
counseling, for delivery by any midwife on duty,
and most accept this routine. On occasion, CS is
recommended, for psychological reasons. In se-
lected cases the woman is offered a ‘planned va-
ginal delivery’ (induction of labor at about term)
as an alternative to CS. Her named midwife may
then deliver the woman. The delivery ward staff
strive to follow birth plans, but the women are pre-
pared to accept alterations to the plan if compli-
cations should occur.

Women delivered at Helsingborg Hospital in
1999 consulted their fear of childbirth team mid-
wife 1–14 (mean 4) times during pregnancy, and
once after the birth (in a few cases 2 or 3 times).
One-third of them also consulted the team obstet-
rician or, in a few cases, another obstetrician. They
were referred to the team at 6–37 (mean 26) weeks’
gestation and came for their first visit at 8–37
(mean 28) weeks’ gestation.

The goal of the fear of childbirth team is to help
pregnant women (and couples) to enjoy as reward-
ing a childbirth experience as possible, irrespective
of mode of delivery.

Subjects

During 1999, a total of 66 Swedish-speaking
women (3.4% of the 1.948 women who gave birth
at the department) consulted midwives in the fear
of childbirth team. Thirty (46%) of them asked for
a CS even though they had no obstetrical indi-
cations warranting abdominal delivery. Four
women could not participate in this study, 2 be-
cause of another ongoing interview study at the
Department, one because of psychiatric illness and
one because of an ongoing child custody investiga-
tion. Thus, 62 were eligible for the study, of whom
30% were nulliparous compared with 43% of the
whole parturient population. Fifty-three women
(85%) returned the questionnaires 1–14months
postpartum. The comparison group (CG) women
were matched for parity and mode of delivery (va-
ginal delivery, emergency CS, or elective CS). Two
CG women were chosen from the delivery ward
register as soon as possible after each study group
(SG) woman. Ninety-seven (78%) completed the
questionnaire. Where both comparison group
women answered the questionnaires, the first wo-
man was accepted. The median age of the women
in both groups was 31years (and 30years in the
entire parturient population). Of the 53 women in
the study group, 20 asked for a CS when they first
contacted the fear of childbirth team.
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Methods of investigation

Obstetrical variables were identified from the hos-
pital records.

The questionnaires consisted of two self-rating
scales and four open questions about satisfaction
with preparations for birth and suggestions for
better care. Two authors (A.P. and L.K.), who are
not members of the fear of childbirth team, signed
the letters of invitation to the study.

The Wijma Delivery Expectancy/Experience
Questionnaire (W-DEQ) (11) measures the degree
of fear of childbirth/frightening or negative experi-
ence of delivery. Version W-DEQ B 20, used after
vaginal or cesarean childbirth, has 20 items each
with a scoring range of 0–5. The 2-item version
correlates 0.96 with the complete version of 33
items (7). A W-DEQ score of �100 on the 33-item
version is regarded as indicating a clinical problem,
i.e. a very frightening delivery experience (K.
Wijma, personal communication). A score of 60
on the W-DEQ B 20 corresponds to a score of 100
on the 33-item version. A score of 70 on the W-
DEQ B 20 corresponds to a score of 115 on the
33-item version.

The Impact of Event Scale (IES) (12) records the
presence and frequency of post-traumatic stress
symptoms following any trauma, in this study in
relation to childbirth. The scale has 15 items, each
with a scoring range of 0–5. A total score of 0–
19 indicates a normal or mild reaction, 20–30 a
moderate reaction, 30–40, 41–50, and 51–60 a
pathological post-traumatic stress reaction of in-
creasing severity, or a probable post-traumatic
stress disorder (PTSD) (13).

A statistical analysis of the results of the self-
rating was performed by calculating the odds ratio
(OR) with 95% confidence intervals (CI). The dif-
ference in mean scores on the W-DEQ 20 was also
analyzed applying the Student’s t-test. Given a
power of 80%, a clinically significant difference on
the W-DEQ scale of at least 10, and a standard
deviation of less than π20, we estimated the mini-
mum sample size to be about 60 in each group
(14). Thus, the number of women who consulted
the fear of childbirth team during 1999 (nΩ66)
appeared to be adequate as a basis for this study.
The difference in median scores on the IES was
analyzed by means of the Mann–Whitney U-test.
The difference in number of women with expec-
tations fulfilled was analyzed using Fisher’s Exact
Test.

The following open-ended questions were asked:

1) What did you expect from the fear of childbirth
team midwife or of the birth preparation at the
antenatal clinic?
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2) Were your expectations fulfilled?
3) If you could give us professionals some advice,

what would you like to say? What is important
for us to remember?

4) I would have wished that the following had
been different:...

The women’s answers were analyzed to discern
themes and patterns (15). The detailed results of
these analyzes will be published elsewhere. A sum-
mary of the results, as well as three case histories,
are given in this paper. The difference in fulfillment
of expectations between the two groups was ana-
lyzed by means of Fisher’s exact test. Alterations
were made in order to ensure confidentiality.

The study was approved by the regional commit-
tee for ethics in science.

Results

Childbirth experience

The degree of negative/frightening experience of
birth (W-DEQ score) was 44.3π20.5 in the study
group (SG) and 29.7π17.4 in the comparison
group (CG). The mean difference was 14.6 (95%
CI 9.4–19.7, p�0.0001). (Fig.1)

A W-DEQ 20 score of �60 is assumed to indi-
cate a clinical problem. The OR for the SG women
vis-à-vis the CG was 1.7 (95% CI 0.5–5.5). A W-
DEQ 20 score of �70 probably indicates a very
serious problem. The OR was 6.6 (95% CI 1.7–26.
1).

Primiparous women tended to experience the
birth less positively. The interval between delivery
and completion of the questionnaire did not influ-
ence the results. The ranges of W-DEQ scores in
the small groups of different delivery modes are
given in Table I.

Post-traumatic stress

The median degree and range of post-traumatic
stress (IES score) was 11.5 (0–60) in the SG and
9.0 (042) in the CG (pΩ0.058) (Fig.2).

Women with an IES score �30 might have
PTSD after a recent childbirth. Ten women in the
SG (19%) and one CG woman (2%) scored �30
on the IES (OR 12.1, 95% CI 2.2–66.6). The
women with a possible PTSD had been delivered
by emergency CS in 2 cases, elective CS in 1 case,
instrumental vaginal delivery in 2 cases, and non-
instrumental vaginal delivery in 5 cases (SG) and
non-instrumental vaginal delivery in the one case
in the CG.

Neither parity nor interval between delivery and
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Fig.1. Cumulative Wijma Delivery Expectancy/Experience Questionnaire (W-DEQ) B 20 scores (degree of negative delivery experi-
ence) in women who had consulted the fear of childbirth team (nΩ53) and in their counterparts for comparison (nΩ53).

Fig.2. Impact of Event Scale (IES) scores (degree of post-traumatic stress) in women who had consulted the fear of childbirth team
(nΩ53) and their counterparts for comparison (nΩ53).

completion of the questionnaire affected the re-
sults.

Satisfaction with care

Most of the women were satisfied with the ante-
natal preparations for birth and also seemed satis-
fied with their care during and after delivery.
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Expectations. The women in both groups ex-
pected ‘to be listened ‘to and to’ be taken seri-
ously’. Neither quality nor quantity of information
was mentioned. Expectations were fulfilled for 94%
of the SG and 69% of the CG (p�0.001). ‘It sur-
passed my expectations. I got some different
ideas...’

Advice. The women in both groups advised us
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Table I. Mean Wijma Delivery Expectancy/Experience Questionnaire (W-DEQ)
scores and ranges (degree of negative delivery experience) after different
modes of delivery

Mode of delivery Study group Comparison group
(n Ω 53) (n Ω 53)

Emergency cesarean (n Ω 6) 47.7 (17.2–100) 40.0 (19–66)
Elective cesarean (n Ω 8) 39.5 (8–54.2) 32.0 (5–68)
Vaginal delivery (n Ω 39) 44.7 (15–94) 27.5 (0–72)

7 of them instrumental vaginal 62.8 (40–94) 26 and 72
(5 index women and 2 controls)

professionals to listen, to be sensitive and affirm-
ative. Several women in the SG emphasized that
the staff on duty, during their delivery ought to
adhere to the plan and stipulations.

Wishes. The women in the SG had few sugges-
tions for better antenatal care. Rather, they took
the opportunity to say thank you. ‘You took care
of me in an unbelievable way and I will remember
it all my life.’ Also the CG women appeared
pleased with the care given. The most common
wish from both groups: ‘Spend more time with the
patient!’

Case histories

Three women in the SG were dissatisfied with the
care provided by the fear of childbirth team. Their
histories are presented below, including infor-
mation from the hospital records, and their results
on the self-rating scales.

Case 1 (Annie, W-DEQ score 59, IES score 60).

‘I don’t think that I got any help with my problems
at all...they should not treat young mothers and
fathers like shit but show respect this concerns all
doctors because we have feelings too.’Annie was a
20-year-old-woman with a history of a traumatic
abortion and of mistrust in health care providers.
She experienced vaginal birth after 34weeks of
pregnancy. Her baby was admitted to the neonatal
unit.

Case II (Betty, W-DEQ score 100, IES score 60).

‘The doctor on duty did not care at all about my
birth plan. So I had a terrible delivery, for the sec-
ond time...’Betty had previously undergone an
emergency CS after 6h of ineffective second stage
labor. After the birth she developed a panic dis-
order with Agoraphobia. During the present preg-
nancy she felt much better. After counseling with
a midwife and the team obstetrician she wanted a
vaginal delivery, but with a guarantee that a CS
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would be performed earlier rather than later if she
needed it. Her plan was made accordingly. Betty
went into spontaneous labor at term and was soon
fully dilated. Three hours later the fetus had failed
to descend the birth channel, and Betty began to
panic. The obstetrician on duty asked her to try
for another hour of second stage labor before he
finally decided on a cesarean.

Case III (Cindy, W-DEQ score 8, IES score
8).‘They should not try to persuade anyone to have
a vaginal delivery.’

Cindy was a nulliparous woman in her thirties.
She had suffered for many years from a breathing
disorder. Extensive investigations had not revealed
asthma or any anatomical defects. Cindy feared
physical and mental strain, but had managed a
normal social life, although somewhat restricted.
She was absolutely convinced that she had to have
a CS, for health reasons. Her obstetrician referred
her to a fear of childbirth team midwife in the
hope the she would change her decision. However,
Cindy was not motivated, and her doctor ulti-
mately agreed to perform a CS. Cindy’s feelings
about the birth were positive.

Cesarean section rate

Six SG women (nΩ53) underwent emergency CS
(5 on obstetrical and 1 on a psychosocial indi-
cation), and 8 others underwent elective CS (2 on
obstetrical and 6 on psychosocial grounds). Of the
20 women who had asked for CS at the initial con-
tact with the team, 11 underwent CS, 8 elective and
3 emergency operations. The CS rate was 26%, the
overall CS rate at the Department (nΩ1948) dur-
ing 1999 being 11%. The OR for CS in the SG was
2.63) (95% CI 1.12–6.17) compared with the whole
parturient population. (Our CG, used for other
comparisons, was matched for mode of delivery.)

Discussion

The women who consulted the fear of childbirth
team reported overall satisfaction with the care
given. However, a greater proportion of them re-
ported a frightening delivery experience and more
frequent post-traumatic stress symptoms than of a
comparison group, who were similar in age, parity,
and mode of delivery. The CS rate in the study
group was high, compared with the whole parturi-
ent population at the Department.

Were the 53 women participating in the study
group representative of women who are afraid of
giving birth? As only 3% of our population con-
sulted our team and the estimated rate of intense
fear of childbirth is 6%, it would appear that many
women had not expressed their fear or did not
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want our help. Those who seek help may constitute
a group more likely to experience a good delivery.
The results of our study must also be regarded with
caution because of the rather small number of
women investigated.

Was the study design adequate? The best way of
measuring the effectiveness of health care or treat-
ment is by conducting a randomized controlled
study. In our opinion, women who request help be-
cause of fear of childbirth cannot, for ethical rea-
sons, be offered or denied care in random fashion.
The fear of childbirth team had been operating for
several years at the time of the study. We therefore
chose to compare our study group with women
who had not requested help for fear of childbirth,
in order to see whether the study group had enjoy-
ed a delivery experience as good as women from
the general parturient population. Sjögren used
the same method in a previous study (8).

Were the methods of investigation adequate?
The self-rating scales were used in order to add an
objective assessment to the evaluation. The W-
DEQ has proved to be a helpful instrument as re-
gards measuring a distressing, frightening delivery
experience or ‘fear after childbirth’. Satisfaction
with delivery is another matter. A self-rating scale,
which measures the degree of satisfaction with
birth, could have been added. Evaluation of the
clinical meaning of the W-DEQ scores is difficult.
Perhaps the difference in mean scores between the
SG and the CG is not particularly important from
a clinical point of view? There was no significant
difference between the proportion of women in the
SG vs. the CG who reached a W-DEQ score of
�60, which is regarded as a clinical problem, but
there was a difference in the proportion of women
who had extremely high scores (�70), though the
numbers were small.

For evaluation of post-traumatic stress, the IES
is universally used and is considered very reliable
when used at least 1month after a traumatic event.
Even so, a self-rating scale especially designed for
the postpartum (16) period might have been more
to the point.

The comparison of CS rate in the study group
vs. the entire parturient population of the unit is
inconclusive. The women who had consulted the
fear of childbirth team were more often parous
than the whole population. Parous women with a
serious fear of childbirth have often peviously
undergone a complicated delivery (2, 17, 18). This
may have affected the CS rate of the study group.

How can our results be interpreted? The W-
DEQ questionnaire measures the degree of nega-
tive delivery experience. The mean W-DEQ scores
in this study, may, be compared with those re-
ported in an earlier, larger study (19) in which
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women delivered by differing modes and not
treated for fear of childbirth rated their experi-
ences 1month after delivery. The scores of our
comparison group after vaginal as well as after
elective cesarean delivery are almost identical with
those in the previous investigation. Emergency CS
and instrumental vaginal delivery were both as-
sociated with the most negative delivery experience
in the previous investigation as well as in the pres-
ent study, but the number of women so delivered
was very small in this study.

Sjögren (8) found that women who had been
treated for fear of childbirth at Karolinska Hospi-
tal were as pleased with their delivery as were the
women in a comparison group. The women in our
study group enjoyed not quite as good a delivery
experience as their counterparts in the comparison
group. What could explain this difference in our
findings? We used the W-DEQ B 20 instrument,
which measures the degree of negative/frightening
delivery experiences, whereas Sjögren utilized a
questionnaire designed especially for her study.
Also, in the Sjögren study, treatment during preg-
nancy was not by midwives, but consisted of con-
sultations with a gynecologist or with a social
worker, both trained psychotherapists. Midwives
who provide this kind of counseling may require
more extensive training.

As many as 19% of the women treated for fear
of childbirth reported considerable post-traumatic
stress, or possibly PTSD. This was surprising, but
the result may be reliable as the CG reported 2%
of possible PTSD after childbirth, which is a rate
to be expected, according to larger studies (16, 20).
We had certainly hoped that the women who had
consulted the fear of childbirth team would report
fewer PTSD symptoms. A possible explanation
may be that women who fear childbirth are sensi-
tive to trauma, as they already suffer from a post-
traumatic stress reaction to a previous childbirth
and/or sexual abuse or domestic violence.

The CS rate was high, as might be expected. Pre-
vious studies of women who fear childbirth have
shown that about half of the women who ask for a
CS at the first consultation are ultimately delivered
abdominally (2, 9, 21).

The SG women more often reported fulfilled ex-
pectations of their antenatal birth preparation
than did their CG counterparts. An explanation
for this may be that their expectations of help were
counteracted by their fear, and that the fear of
childbirth team midwives devoted much more time
to these frightened women than did the midwives
at the antenatal units for the average parturient. It
is important to remember that satisfaction with
care is not the same thing as effect of treatment.
In a study of midwife-led debriefing after operative
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delivery (22), no effect could be demonstrated on
post-partum depression when using another well-
known questionnaire, the Edinburgh Postnatal De-
pression Scale, yet the new mothers were satisfied
with the sessions and reported that talking with
the midwives had been helpful.

What then are the implications of our results for
future research? Our evaluation is incomplete as
we can not know what kind of delivery experience
our study group women would have had if the fear
of childbirth team had not existed. Measurement
of the degree of fear of childbirth in all pregnant
women within a catchment area may be a good
basis for future prospective studies on the outcome
for women who ask for vs. do not ask for counsel-
ing. Qualitative studies of women who ask for
help, and their fears, have been performed (2, 23).
Any future qualitative study should be linked to
outcome in terms of delivery experience and post-
traumatic stress. The issues of sexual abuse and
domestic violence need also to be tackled. Ran-
domized controlled studies can be performed at
hospitals were there was no previous care for
women who fear childbirth.

What are the implications of this study for clin-
ical work. The patients appreciated the fear of
childbirth team. It is impossible to say whether the
goal of the team – to prepare the pregnant woman
for the best possible delivery – was attained. We
suspect that most of them experienced a better de-
livery than they feared they would have, even if it
was a more frightening birth than for the average
woman at our hospital. The high prevalence of
probable PTSD is the most alarming result of this
study. It calls for better follow-up after delivery,
and for better selection of the cases suitable for
midwife-led counseling. Saisto (10) points out the
importance of finding the appropriate level of
treatment.

Many women in both the study group and the
comparison group wanted members of the staff to
‘spend more time with the patient’. Earlier research
(23) has illustrated the benefits of constant human
support during labor regarding mother–infant in-
teraction. Increased attendance in the delivery
room in not easily arranged in times of staff short-
age. It may be necessary to train labor ward assis-
tants, ‘doulas’ to accompany women during child-
birth.

The three case histories resemble other cases
from our clinical experience. They are examples of
failure regarding satisfaction with our form of
counseling. Women who mistrust health care pro-
viders, who have suffered other trauma than deliv-
ery, and who have other complicating factors than
fear of childbirth may need some other form of
care than can be provided by a delivery ward mid-
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wife (case history I). Women who give birth
prematurely have special postpartum care needs as
they have had insufficient time to prepare them-
selves for parenthood (24). The importance of ad-
hering to the plan agreed upon by the future par-
ents and the fear of childbirth team must be em-
phasized (case history II). The team must work in
close collaboration with the rest of the Depart-
ment, and never make promises that cannot be
kept by every colleague. To try to persuade a wo-
man who, after more than one counseling session,
is firmly against vaginal delivery to change her
mind is fruitless (case history III). It is another
matter if the woman herself is hesitant and wants
to try to prepare for a vaginal delivery, provided
that she can still choose a CS when approaching
term.

Women who seek help for fear of childbirth are
a vulnerable group. There is no evidence for best
treatment. A fear of childbirth team with specially
trained midwives under supervision is one model
that seems to suit many women who fear child-
birth. Hopes for the resulting delivery experience
should be realistic, as the delivery might be fright-
ening even though better than expected, and a
cesarean section might often prove necessary.
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associated with secondary fear of delivery. Obstet Gynecol
1999; 106: 679–82.

19. Ryding EL, Wijrna 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: 135–44.

C Acta Obstet Gynecol Scand 82 (2003)

20. Czarnocka J, Slade P. Prevalence and predictors of post-
traumatic stress symptoms following childbirth. Br J Clin
Psychol 2000; 39: 35–51.

21. Sjögren B, Thomassen P. Obstetric outcome in 100 women
xvith a severe anxiety over childbirth. Acta Obstet Gynecol
Scand 1997; 76: 948–52.

22. Small R, Lumley J, Donohue L, Potter A, Waldenström U.
Randomized controlled trial of midwife led debriefing to
reduce maternal depression after operative childbirth. BMJ
2000; 321: 1043–7.

23. Sosa R, Kenell J, Klaus M, Robertson S, Urrutia J. The
effect of a supportive companion on perinatal problems,
length of labor, and mother-infant relationship. N Engl J
Med 1980; 303: 597–600.

24. NordstrOm-Erlandsson B. Risk and resilience during the
neonatal period. Dissertation. Department of Psychology,
University of Goteborg, 1996.

Address for correspondence:
Elsa Lena Ryding
Department of Obstetrics and Gynecology
Helsingborg Hospital
SE-251 87
Helsingborg
Sweden
e-mail: elsa.lena/ryding.net


