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Objective. To investigate women’s experiences of attending existing counseling

programs for childbirth-related fear and the effect of this counseling over time.

Design. A longitudinal survey. Setting. Three hospitals in the central north of

Sweden. Sample. A selected sample of 936 women. Of these, 70 received coun-

seling due to fear of childbirth (study-group). Methods. Data were collected

with questionnaires 2 months and 1 year after giving birth with background

data collected during midpregnancy. Comparisons were made between women

with or without counseling. Crude and adjusted odds ratios (OR) were calcu-

lated. Main outcome measures. Self-reported childbirth fear, experience of

counseling, birth experience and preferred mode of birth. Results. Women in

the counseling group reported higher childbirth fear 1 year after giving birth

(OR 5.0, 95% confidence interval (95% CI) 2.6–9.3), they had a more negative

birth experience that did not change over time (OR 2.1, 95% CI 1.2–3.9) and

they preferred cesarean section to a greater extent (OR 12.0, 95% CI 5.1–28.1)
in the case of another birth. Also, they were more often delivered by planned

cesarean section (OR 4.7, 95% CI 2.4–9.1). However, 80% were satisfied with

the given support. Conclusion. Although women were satisfied with the treat-

ment, this study shows that counseling had a minor effect on fear of childbirth,

birth experiences or cesarean section rates. To help women with their fear of

childbirth, more effective methods of treatment are needed.

Abbreviations: CI, confidence interval; OR, odds ratio.

Introduction

Childbirth fear is strongly related to subsequent repro-

duction and women’s and children’s health. The majority

of studies on fear of childbirth have focused on maternal

characteristics and the reasons behind this condition.

Fewer studies have addressed treatment options. The

standard care for women with childbirth-related fear in

Sweden is usually counseling with specially trained teams

of midwives and obstetricians and sometimes such coun-

seling leads to an elective cesarean section. There are few

general guidelines that describe how the counseling teams

should work and there is lack of consensus about the best

way to perform treatment.

Fear of childbirth affects 6–10% of pregnant women

(1–3) and planned cesarean section without medical

reason is more common among women who have this

condition (4,5). A Swedish study shows that 8.2% of

pregnant women reported a wish for a planned cesarean

section. The most common reasons given were fear of

childbirth, a previous negative birth experience and

previous cesarean section (6).

Key Message

Existing counseling programs aiming to reduce fear

of childbirth, showed no effect on childbirth fear, the

experience of birth or for reducing cesarean section

rates. Further research is needed to find more effec-

tive methods for treating women with a fear of child-

birth.
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In previous research, different types of treatment have

been used in order to reduce childbirth-related fear.

Sj€ogren’s follow-up study of women who had received

psychotherapy in combination with relaxation therapy

showed that women in the study group had a birth expe-

rience that was similar to those in the reference group.

Women who had a vaginal birth after initially having

desired elective cesarean section were as satisfied as those

who had not expressed a wish for cesarean section (7).

Saisto et al. compared cognitive therapy and conventional

therapy. Both methods reduced unnecessary cesarean sec-

tions, but no reduction in childbirth fear was shown (8).

Saisto et al. have also explored group therapy with a psy-

chological understanding combined with relaxation in

nulliparous women. The trial resulted in more women

having a spontaneous vaginal birth compared with con-

ventional therapy, and the cesarean section rate decreased

(9). A randomized controlled study by Rouhe et al.

showed that the same group therapy as above also had a

positive effect for women’s birth experience and their

childbirth fear decreased (10). Nerum et al. found that

individualized crisis-oriented counseling for women with

childbirth fear and a wish for cesarean section resulted in

86% of the participants changing their wishes, and satis-

faction with the decision was high (11). In a further

analysis of the study mentioned above, Halvorsen et al.

found that the attitudes and the counseling approach

affected women’s propensity to change their preferences

about mode of birth. A coping attitude of the counselor

was strongly associated with change in the desire for a

cesarean section (12). Ryding et al. made an evaluation of

midwives’ counseling of women with childbirth fear and

showed that treated women had a more frightening birth

experience, but they were satisfied with the given care

(13).

In most Swedish hospitals, women who express child-

birth fear are offered counseling and treatment. Screening

for childbirth fear is recommended by the Swedish

National Board of Health and Welfare in their report,

Indication for Cesarean Section on the Mother’s Request

(14), but no national guidelines for screening have yet

been designed. The counseling is initially characterized by

an informal conversation where the women talk about

their thoughts and feelings about being pregnant and giv-

ing birth. Among parous women previous birth experi-

ences are central to the dialogue. Usually there are

specially trained midwives who meet the women on two

to four occasions. When needed there is collaboration

with obstetricians, psychologists, social workers and

sometimes psychiatrists. The goal of the counseling teams

is to reduce the fear and make the birth experience as

positive as possible, regardless of the mode of birth. By

support, information and preparation for childbirth, the

woman may be strengthened in her belief in herself and

her ability to give birth. Parous women with a negative

birth experience need support to understand what hap-

pened in the previous birth, and to accept and reconcile

themselves with the birth experience and the feelings it

brought (15). However, support and treatment are differ-

ently organized in different hospitals and the effect of this

treatment has not been fully investigated (13).

Given that the majority of hospitals in Sweden have

introduced counseling as a treatment for childbirth fear

without evidence of its effectiveness, the aim of this project

was to investigate women’s experiences of attending these

programs for childbirth-related fear in three hospitals in

Sweden and the effect of this counseling over time.

Material and methods

This study is one part of a regional longitudinal survey of

women’s expectations and experiences of pregnancy,

childbirth and the first year after giving birth. For the

purposes of this study, a selected sample of 936 women

was chosen. The sample group completed information

about counseling 2 months after giving birth and pro-

vided background information at midpregnancy and fol-

low-up information 1 year after giving birth. Detailed

information about the longitudinal survey is presented

elsewhere (16).

The women were recruited in midpregnancy at a rou-

tine examination in the ultrasound units of three hospi-

tals in the central north of Sweden during 2007. Two

weeks before they were sent information and an invita-

tion to participate in a longitudinal study. After the

examination, Swedish-speaking women with a normal

ultrasound examination were asked by the ultrasound

midwife who performed the examination if they were

willing to participate in the survey. Women who agreed

to participate signed a consent form and received the first

questionnaire to answer directly or take home and return

later in a stamped envelope. Two reminder letters were

sent to nonresponders after 2 and 4 weeks. The three fol-

lowing questionnaires were sent to the women’s home

address at 32–34 weeks of gestation, 2 months after giv-

ing birth and 1 year after giving birth, with two similar

reminders for nonresponders.

A total of 2512 women had the routine ultrasound

examination in 2007 of whom 2347 were eligible for par-

ticipation. Of 1506 women who consented to participate,

936 completed the third questionnaire 2 months after

giving birth. The 1-year follow-up questionnaires were

sent to 886 women who had completed all three previous

questionnaires and 763 responded (Figure 1).

Nonconsenting women were more likely to be

<25 years (p < 0.001) or >35 years (p < 0.01). They were
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also more often parous (p < 0.05), not living with a part-

ner (p < 0.05), born in a country other than Sweden

(p < 0.05), smokers (p < 0.001) and less likely to have a

university education (p < 0.001). The characteristics of

women who considered participating but did not return

the questionnaires were similar to the nonconsenting

women with the additional factor of unemployment

(p < 0.001).They were also more likely to have a cesarean

section on maternal request (p < 0.01) compared with

those women who remained in the study. Data regarding

the nonconsenting and nonparticipating women are based

on the number of mailings and notes made by the ultra-

sound midwives.

Background data were collected in midpregnancy and

the women were asked about their sociodemographic sta-

tus (age, civil status, country of birth, level of education,

smoking status) and obstetric background as parity, pre-

vious birth modes and infertility problems. The women

had the possibility to give several alternatives regarding

previous births. Also women’s self-rated childbirth fear

and preferences for mode of birth were collected from

this first questionnaire. The question regarding childbirth

fear was: “Worries and fears are common feelings among

women when facing childbirth. To what extent do you

experience worry and fear at present?” The women

answered using a four-point rating scale ranging from “a

great deal” to “not at all.” In the analysis the variables

were dichotomized into “a great deal/very much” and

“somewhat/not at all.” One year after giving birth the

question was repeated and slightly rephrased: “Worries

and fears are common feelings among women when fac-

ing childbirth. To what extent do you experience worry

and fear when thinking of a future birth?” The women

were asked to indicate their preferred mode of birth in

midpregnancy by the question: “If you had the possibility

to choose, how would you prefer to give birth to your

baby?” The response alternatives were “vaginal birth” or

“cesarean section.” One year after giving birth the ques-

tion was repeated and slightly rephrased: “If you consider

having more children, which mode of birth would you

prefer?” and the option “I cannot think of having more

children” was added.

Two months after birth, information about the actual

birth was collected and this included questions regarding

mode of birth, counseling and the birth experience. The

women were asked about birth mode and data were also

checked for accuracy in the birth records. The question

about counseling was: “Did you receive counseling due to

fear of giving birth,” with the response alternatives, “yes”

and “no.” If the participants answered “yes,” they were

given additional questions about who performed the

counseling and their level of satisfaction. The birth

experience was assessed on a five-point scale ranging from

“very positive” to “very negative” 2 months and 1 year

after giving birth. In the analysis, the variables were

dichotomized into very positive/positive and mixed feel-

Questionnaire 1
Pregnancy week 16–19

1212 out of 1506 (80%) 
answered 

Questionnaire 2 
Pregnancy week 32–34

1042 out of 1497 (70%) 
answered

2512 had a routine 
ultrasound

2347 were eligible

1506 consented to 
participate

Questionnaire 3
Two months after birth

Were only sent to women 
who had completed Q 1 or 2

936 out of 1242 (75%) 
answered

Questionnaire 4
One year after birth

Were only sent to women 
who had completed the first 
three questionnaires

763 out of 886 (86%) 
answered

Excluded
not Swedish speaking - 129
non-normal ultrasound - 22
moved from the area - 8
not asked – 6 

Moved – 3
Withdrew participation – 1
Misscarrige – 5

Intrauterine deaths – 5
Moved – 5
Withdrawal – 1

Figure 1. Flow-chart of recruitment and participation.
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ings/negative/very negative. This dichotomization was

based on the skewed nature of the data, with very few

women reporting negative birth experiences.

The questionnaires included previously used questions

from a national survey of Swedish-speaking women mod-

ified for the present study (17). All questionnaires were

validated in a pilot study with 12 pregnant women and

only minor wording changes were made.

Data analysis

Descriptive statistics were used to describe the sample.

For comparisons between women with or without coun-

seling, crude and adjusted odds ratios (OR) with 95% CI

were calculated (18). A p-value (two-sided) <0.05 was

interpreted as significant. To investigate change in child-

birth fear over time Friedman’s test was used (18). Statis-

tical analyses were conducted using the Statistical Package

for Social sciences, SPSS, version 20.0. The study was

approved by the Regional Research and Ethics Committee

at Ume�a University, Sweden (Dnr 05-134 €O).

Results

Two months after giving birth 70 women (7.5%) out of

936 participants reported that they underwent counseling

due to childbirth fear. A majority, 40 of the 70 women,

were given counseling support by a specially trained mid-

wife. The regular antenatal midwife gave counseling to 21

of the 70 women. Four women were given counseling

support by obstetricians, one woman was treated by a

psychologist and two women met a social worker for sup-

port. Satisfaction with the given support was high; 56 of

the 70 women reported on a five-point rating scale, that

they were satisfied or very satisfied.

The majority of women were between the ages of 25

and 35 years, born in Sweden, married or cohabiting and

had a college or university degree. Fifty-five per cent of

the women were parous and 45% were nulliparous. There

were no significant differences in age, civil status, level of

education, smoking status or infertility problems between

women who were given counseling and those who were

not. Women who underwent counseling were more likely

to be born outside Sweden. Childbirth fear during preg-

nancy occurred in both groups but was significantly

higher in the counseling group (69.1% vs. 7.8%). Fur-

thermore, it was almost 10 times more common that the

women in the counseling group preferred to be delivered

by elective cesarean section (Table 1).

Table 2 shows that parous women who received coun-

seling were five times more likely to have had a previous

emergency cesarean section compared with women not

receiving counseling due to childbirth fear. Also, previous

vaginal birth was negatively associated with receiving

counseling in the present pregnancy.

Women who received counseling due to childbirth fear

were more often delivered by planned cesarean section,

21.4% vs. 5.8%. There were no differences between the

groups regarding instrumental birth or emergency cesar-

ean section (Table 3).

Table 4 shows that women who received counseling

were still more fearful after 1 year than women without

counseling; 40.7% compared with 13%. There was no sig-

nificant change in fear from midpregnancy to 1 year after

birth (p = 0.198). Women who received counseling

expressed more negative birth experiences compared with

the group without counseling 2 months after giving birth

(not in table, adjusted OR 2.0, 95% CI 1.2–3.3). This

association remained 1 year after birth. In addition, they

preferred cesarean section to a greater extent in the case

of another birth and it was three times more likely that

the women in the counseling group did not want to have

more children. The differences between the groups were

significant. The associations remained significant after

adjusting for parity, mode of birth and country of birth.

Discussion

The main findings of this study were that although

women were satisfied with the counseling they received

because of childbirth fear, the fear remained 1 year after

birth. Women who received counseling reported a more

negative birth experience and preferred a cesarean section

in the case of a subsequent pregnancy. Also, it was more

likely that they did not want to have more children.

Women in the counseling group reported childbirth fear

to a greater extent, which was not surprising. A more sur-

prising result was that as many as 31% in the counseling

group reported no fear or fear to some extent during

pregnancy. Also, almost 8% of the women with severe

childbirth fear did not receive counseling. This result

raises questions about the indication for referrals to the

counseling team. Somehow there seems to be a misjudg-

ment when women are offered counseling and there

might be a misuse of the supportive teams, as previously

shown in a national cohort of women where counseling

was associated with more cesarean sections (17). Also,

Nyberg et al. showed in their study that midwives work-

ing with the counseling programs sometimes view them-

selves as providing the “ticket to a cesarean” (19).

It is not known if women were exposed to screening

procedures during their antenatal care to identify

childbirth fear. By screening for childbirth fear, it is pos-

sible to distinguish women in need of treatment. The

Swedish National Board of Health and Welfare in their

report, Indication for Cesarean Section on the Mother’s
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Request, recommend routine screening for fear of child-

birth in early pregnancy at the antenatal clinic. The

screening instrument should be simple and easy to use,

with a high degree of compliance (14). The best known

measuring instrument is the Wijma Delivery Expectancy/

Experience Questionnaire (WDEQ), which is a compre-

hensive questionnaire containing 33 items (20). However,

it has been criticised for being too complicated for clini-

cal use (21). Rouhe et al. used both the WDEQ and a

visual analogue scale to measure fear of childbirth and

found that the this scale was useful for prenatal screening,

as well as for a follow up after birth (21). Haines et al.

proceeded to develop a simple and reliable screening

method. By using two visual analogue scales, they

Table 2. Previous birth mode; multiparous only, several options availablea: data collected in midpregnancy (n = 473).

Received counseling

(n = 45)

Did not receive

counseling (n = 428)

OR 95% CIn % n %

Any normal vaginal birth 25 55.6 348 81.3 0.3*** 0.2–0.5

Any instrumental birth 11 24.4 67 15.7 1.7 0.8–3.6

Any planned cesarean section 2 4.4 27 6.3 0.7 1.6–3.0

Any emergency cesarean section 13 28.9 32 7.5 5.0*** 2.4–10.5

aReference women not exposed to the studied variable.

***p < 0.001.

Table 1. Sociodemographic and obstetric background data collected in midpregnancy.

Received counseling

(n = 70)

Did not receive

counseling (n = 866)

OR 95% CIn % n %

Age (years)

<25 7 10 104 12.8 0.8 0.3–1.7

25–35 50 71.4 565 69.3 1.0 Ref.

>35 13 18.6 146 17.9 1.0 0.5–1.9

Parity

Nulliparous 25 36 387 47.5 1.0 Ref.

Multiparous 45 64 428 52.5 1.6 1.0–2.7

Country of birth

Sweden 62 88.6 781 95.8 1.0 Ref.

Other 8 11.4 34 4.2 3.0** 1.3–6.7

Civil status

Living with partner 67 95.7 792 97.2 1.0 Ref.

Living without partner 70 4.3 23 2.8 1.5 0.5–5.3

Education

College/university 43 63.2 442 54.8 1.0 Ref.

Primary/high school 25 36.8 364 45.2 0.7 0.4–1.2

Smoking

Yes 4 5.7 43 5.3 1.1 0.4–3.1

No 66 94.3 772 94.7 1.0 Ref.

Infertility problem

Yes 9 13.2 98 12.2 0.9 0.4–1.9

No 59 86.8 706 87.8 1.0 Ref.

Childbirth fear

Somewhat/not at all 21 30.9 742 92.2 1.0 Ref.

Great deal/very much 47 69.1 63 7.8 26.4*** 14.8–46.9

Preferred mode of birth

Vaginal 46 68.7 757 95.6 1.0 Ref.

Planned cesarean section 21 31.3 35 4.4 9.9*** 5.3–18.3

**p < 0.01; ***p < 0.001.
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designed the Fear of Birth Scale, which has been shown

to have good validity in both Swedish- and English-

speaking settings (22).

Most of the women who underwent counseling were

satisfied with the given support, which was mainly pro-

vided by specially trained midwives, in line with a previous

Swedish study (13). However, even though they were

satisfied with the given support, after 1 year these women

were still five times more fearful than women in the group

without counseling. This finding indicates that the coun-

seling support these women received had no or at best a

moderate effect on their childbirth-related fear. The

decrease in the number of women reporting childbirth fear

in the counseling group from midpregnancy to 1 year

after giving birth could not be confirmed using Friedman’s

test and might be a result of the reduced number of

participants in the 1 year follow-up questionnaire.

There was a strong association between cesarean sec-

tion as a preferred birth mode for a future birth and

having received counseling due to childbirth fear. An

explanation may be the high rate of planned cesarean

section in this group. It is known from previous studies

that the main reasons for requesting a cesarean section

without medical reason is a previous cesarean and child-

birth fear (6,23). Therefore, it is important to try to avoid

the first cesarean section. Nerum et al. showed that 86%

of fearful women with a request for cesarean section

changed their wish of birth mode after crisis-oriented

counseling. These women were satisfied with their deci-

sion, as opposed to those who maintained their desire for

cesarean section. In the follow-up questionnaire after 2–
4 years, 93% of the responders who had given birth vagi-

nally stated that they would prefer a vaginal birth in the

future (11).

It was three times more common that the women in

the counseling group did not want to have any more

children. This finding could be a choice simply because

they already had the desired number of children. On the

other hand, this can also be a result of a negative birth

experience, which is in line with a previous study show-

ing that a negative birth experience was associated with

fewer subsequent children (24).

Table 3. Birth outcomes in the actual birth; data collected 2 months after birth.

Received counseling

(n = 70)

Did not receive

counseling (n = 866)

OR 95% CIn % n %

Normal vaginal birth 41 58.6 603 73.8 1.0 Ref.

Instrumental birth 4 5.7 79 9.7 0.7 0.3–2.1

Planned cesarean section 15 21.4 47 5.8 4.7*** 2.4–9.1

Emergency cesarean section 10 14.3 88 10.8 1.7 0.8–3.5

***p < 0.001.

Table 4. Associated factors between counseling during pregnancy and childbirth fear, birth experience and preferred birth mode 1 year after

birth.

Received

counseling

(n = 59)

Did not

receive

counseling

(n = 704)

Crude OR 95% CI Adjusted ORa 95% CIn % n %

Birth experience

Very positive/positive 29 49.2 434 65.5 1.0 Ref. 1.0 Ref.

Mixed feelings/negative/very negative 30 50.8 229 34.5 2.0* 1.1–3.3 2.1* 1.2–3.9

Childbirth fear

Somewhat/not at all 35 59.3 577 87.0 1.0 Ref. 1.0 Ref.

Great deal/very much 24 40.7 86 13.0 4.6*** 2.6–8.1 5.0*** 2.6–9.3

Preferred mode of birth in case of another pregnancy

Vaginal 26 44.1 557 84.0 1.0 Ref. 1.0 Ref.

Planned cesarean section 21 36.2 48 7.2 9.3*** 4.9–17.8 12.0*** 5.1–28.1

I cannot think of having more children 11 19 58 8.8 4.0*** 1.9–8.6 3.3** 1.5–7.4

aAdjusted for parity, country of birth and birth mode.

*p < 0.05; **p < 0.01; ***p < 0.001.
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Women in the counseling group expressed a more neg-

ative birth experience compared with women without

counseling, even though they received support for their

fear during pregnancy, which confirms the study by Ry-

ding et al. (13). Their negative feelings did not change

over time. Further, it has been shown that a woman’s

self-efficacy affects both her birth experience and the

presence of childbirth fear, which may be related to the

findings in this study. Childbirth fear is associated with

low self-efficacy (25,26) and strong self-efficacy beliefs

predict decreased pain and distress in labor and increased

birth satisfaction (27). Improved self-efficacy may be one

way to reduce childbirth fear and make the birth experi-

ence more positive. An Australian pilot study showed that

mindfulness-based childbirth education significantly

increased self-efficacy and decreased fear of childbirth

(28). By developing and offering support programs that

improve women’s self-efficacy, it is possible to give fearful

women confidence in themselves and their ability to give

birth. This can be a way to avoid the first cesarean sec-

tion and give the woman a positive birth experience. This

will benefit the woman in a future pregnancy and birth as

in life in general. Further, the results from this study sug-

gest that a previous vaginal birth protects women from

the need for counseling due to childbirth fear, which is in

line with a previous Australian study (29).

This study was compromised by its observational

design and the high dropout rate, which may be related

to the multiple questionnaires and the busy lives of new

mothers. Compared with other self-report questionnaire

studies on psychosocial aspects of birth the response rates

were, however, quite favorable (30). Another limitation

was the large number of women who decided not to par-

ticipate. The midwives were informed that it would be

valuable to provide notification about the number of

women who were not approached, but these numbers

could lack validity. In addition, the study was designed to

assess the experiences and expectations of all pregnant

women; so questions did not focus specifically on coun-

seling for childbirth fear.

The dropout rate and the decision of the research team

not to send the fourth questionnaire to those who did not

respond to the first three questionnaires, could have

affected the results, given that fewer women who received

counseling responded to the fourth questionnaire. Also, the

nonresponders were similar in characteristics to women

with childbirth fear reported in previous studies (17,31),

which means that there is a possibility that the prevalence

of fear of childbirth and counseling could be higher

than reported. There was also an exclusion of non-

Swedish-speaking women, which may have compromised

the results. This study showed that women born outside

Sweden were overrepresented among women with child-

birth-related fear. We know from a previous Swedish study

that requests for a planned cesarean section are more com-

mon among foreign-born, non-Nordic women (23).

Another limitation is how childbirth fear was assessed

by a four-point rating scale that was further dichotomized,

and this could have compromised the findings. The

strength of the present study was the longitudinal design

which makes it possible to compare groups over time and

allows follow up of women’s experiences of childbirth.

Conclusions

Although women were satisfied with the given support,

the study shows that counseling had a minor effect on

fear of childbirth and birth experience, which means that

counseling actually did not work as it was intended. Fur-

ther, the treatment did not affect the cesarean section

rate. An improved and individualized counseling program

would benefit both the woman as an individual and

women’s health from a public health perspective. A few

studies have shown evidence of the efficacy of specific

treatments, but more research is needed.
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