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Abstract		
This	 thesis	 explores	 women’s	 experiences	 of	 maternal	 birth	 injuries,	 focusing	 on	 how	 gender	 and	
sexuality	 norms	 affect	 diagnostics,	 everyday	 life	 and	 healthcare	 in	 Sweden.	 The	 empirical	 material	
consists	 of	 383	 answers	 to	 an	 online	 questionnaire.	 The	 theoretical	 approaches	 are	 centred	 on	 how	
bodies	are	viewed	and	valued	in	a	Western	society,	especially	in	connection	to	the	social	construction	of	
health	and	illness	in	relation	to	gender	and	reproduction.	Existing	medical	descriptions	of	maternal	birth	
injuries	are	explored	in	comparison	to	the	participants’	own	definitions.	No	clear	definition	is	found	and	
the	 analysis	 demonstrates	 that	 maternal	 birth	 injuries	 can	 cause	 both	 mental	 and	 physical	
injuries/consequences,	 arising	 from	 both	 vaginal	 and	 caesarean	 births,	 and	 a	 shift	 away	 from	mainly	
focusing	on	physical	damage	caused	by	vaginal	delivery	is	suggested.	Everyday	life	is	affected	in	several	
ways	 by	 the	 complications	 that	 the	 birth	 injuries	 lead	 to,	 and	many	 participants	 suffer	 severely,	 both	
physically	 and	 mentally.	 A	 majority	 of	 the	 participants	 seek	 care	 for	 these	 complications,	 and	 their	
experiences	 of	 Swedish	 healthcare	 reveal	 an	 attitude	 wherein	 maternal	 birth	 injuries	 are	 seen	 as	
something	normal.	Many	do	not	receive	sufficient	care,	 if	treated	at	all,	and	gender	and	sexuality	norms	
affect	 how	 medical	 personnel	 act	 and	 speak.	 This	 demonstrates	 patriarchal	 structures,	 medical	
hierarchies	 and	heterosexual	 norms	within	 Swedish	 healthcare,	which	 devalue	 female-coded	bodies	 as	
well	as	their	pain	and	pleasures.	Hence,	this	thesis	addresses	the	importance	of	researching	the	effect	of	
underlying	structures	on	care	of	women	in	general,	and	of	maternal	birth	injuries	in	particular.			
	
Key	words:	Maternal	birth	injuries,	obstetric	trauma,	sexual	and	reproductive	health,	women’s	health,	
healthcare,	gender,	sexuality		
	

	

Abstrakt		
Den	här	uppsatsen	handlar	om	 förlossningsskador	och	utgår	 från	kvinnors	 erfarenheter	 av	bemötande	
och	behandling	i	Sverige.	Materialet	består	av	383	enkätsvar.	De	teoretiska	utgångspunkterna	fokuserar	
på	hur	kroppar	är	värderade	samt	hur	sjukdom	och	hälsa	är	socialt	konstruerade,	speciellt	i	relation	till	
genus	 och	 reproduktion	 i	 västerländska	 kontexter.	 Existerande	 medicinska	 förklaringar	 av	
förlossningsskador	 jämförs	 med	 deltagarnas	 egna	 definitioner	 och	 det	 framkommer	 att	 ingen	 entydig	
definition	 existerar.	 Nuvarande	 fokus	 är	 främst	 på	 fysiska	 skador	 från	 vaginala	 förlossningar	 men	
eftersom	analysen	visar	att	kejsarsnittsförlossningar	också	kan	leda	till	förlossningsskador	samt	resultera	
i	 både	 mentala	 och	 fysiska	 komplikationer/skador,	 föreslås	 ett	 vidgande	 av	 innebörden	 i	 termen.	
Vardagen	 påverkas	 påtagligt	 för	 de	 flesta	 med	 förlossningsskador,	 och	 många	 lider	 både	 fysiskt	 och	
mentalt.	 En	majoritet	 av	deltagarna	har	 sökt	 vård	men	deras	 erfarenheter	 av	 svensk	 sjukvård	 visar	på	
flera	brister	och	främst	en	attityd	av	att	förlossningsskador	är	något	normalt.	Flertalet	får	bristfällig	vård	
om	de	ens	behandlas,	och	normativa	 föreställningar	om	genus	samt	sexualitet	påverkar	hur	personalen	
talar	och	agerar.	Underliggande	patriarkala	maktstrukturer	och	medicinska	hierarkier	som	nedvärderar	
kvinnligt-kodade	 kroppars	 erfarenheter,	 lust	 och	 smärta	 blir	 framträdande.	 Den	 här	 uppsatsen	 visar	
därför	 på	 vikten	 av	 att	 utforska	 underliggande	 strukturers	 påverkan	 på	 vård	 av	 kvinnor	 generellt	 och	
speciellt	i	relation	till	förlossningsskador.		
	

Nyckelord:	Förlossningsskador,	sexuell	och	reproduktiv	hälsa,	kvinnors	hälsa,	sjukvård,	genus,	
sexualitet,	reproduktion		
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1.	Introduction		
Swedish	maternity	care	is	of	high	medical	quality	in	comparison	to	other	countries,	but	

when	it	comes	to	injuries	to	women	caused	by	vaginal	delivery,	Sweden	has	among	the	

highest	 rates	 of	 all	 21	 OECD	 countries	 (OECD	 2015,	 146–47).	 Physical	 birth-related	

injuries	to	the	mother	are	common	in	Sweden,	and	most	women	obtain	some	degree	of	

tearing	when	 they	 give	 birth	 vaginally	 (Socialstyrelsen	2018a;	 SBU	2016b).	However,	

there	 are	 no	 existing	 statistics	 on	 other	 types	 of	 birth	 injuries	 and	 a	 deficiency	 of	

research	on	psychological	consequences	and	injuries	caused	by	caesarean	sections	(SBU	

2016b,	11;	Socialstyrelsen	2017b,	82).	According	to	both	SBU,	the	Swedish	Agency	for	

Health	 Technology	 Assessment	 and	 Assessment	 of	 Social	 Services	 (2016b)	 and	

Socialstyrelsen,	the	National	Board	of	Health	and	Welfare	(2017b),	postpartum	care	is	

lacking	in	Sweden,	and	more	research	as	well	as	new	knowledge	supports	are	needed,	

regarding	diagnostics,	postpartum	treatment	and	follow-up	of	maternal	birth	injures.		

My	interest	in	doing	research	on	the	social	implications	of	maternal	birth	injuries	

started	with	Siv,	the	mother	of	a	close	friend	of	mine.1	Siv	told	me	about	her	extremely	

serious	 birth	 injuries	 and	 the	 (lack	 of)	 treatment	 that	 had	 followed.	 Ever	 since	 her	

vaginal	delivery	in	the	1970s,	she	has	had	chronic	pain,	taken	morphine	on	a	daily	basis	

and	undergone	multiple	 operations.	No	doctor	 has	 confirmed	 that	 any	of	 her	 injuries	

were	caused	by	childbirth.	However,	the	pregnancy	went	smoothly	and	Siv	was	a	yoga	

teacher	who	had	never	had	problems	with	back	pain	before	her	daughter	was	born.	Her	

most	 severe	 injuries	 were	 treated	 two	 and	 half	 years	 after	 delivery,	 and	 her	 back	

problems	diagnosed	14	years	afterwards.	Her	pain	was	initially	classified	as	postpartum	

psychosis,	and	she	had	to	contact	a	private	clinic	in	order	to	receive	care.	Today,	almost	

40	years	 later,	Siv	 is	still	affected	severely	on	a	daily	basis	by	the	many	complications	

the	maternal	birth	injuries	have	caused.	

An	injury	sustained	during	vaginal	or	caesarean	birth	can	cause	both	mental	and	

physical	 problems.	 Different	 tears,	 urinary	 incontinence,	 fistulas,	 depression	 and	

dyspareunia	 (pain	 during	 intercourse)	 are	 some	 examples.	 If	 the	 injuries	 that	 cause	

such	 complications	 are	 detected	 and	 treated,	 they	 do	 not	 need	 to	 lead	 to	 long-term	

consequences,	 but	 for	 many	 women	 in	 Sweden	 they	 do,	 despite	 existing	 resources	

(Socialstyrelsen	 2017b).	 Within	 Sweden,	 the	 care	 and	 treatment	 of	 maternal	 birth	

																																																								
1	Siv	is	a	pseudonym,	and	all	the	participants’	names	used	in	this	thesis	are	made	up	by	the	author.	
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injuries	 also	 varies	 between	 regions	 and	 hospitals	 (Socialstyrelsen	 2017b,	 83;	 SBU	

2016b,	13).		

Midwives	and	other	medical	personnel	working	with	maternity	care	in	Sweden	

have	long	acknowledged	poor	and	unsustainable	working	conditions,	and	require	more	

resources,	 in	 order	 to	 guarantee	 good	 treatment	 and	 safety	 to	 their	 patients	 (Ribeiro	

2014;	 Vårdförbundet	 2016;	Gustafsson	 2017).	Hence,	 deficiencies	 in	 diagnostics,	 care	

and	postpartum	treatment	can	be	due	to	the	lack	of	resources.	However,	why	maternity	

care	and	specifically	birth	injuries	to	the	mother	are	not	prioritised	can	also	be	seen	as	a	

larger	 problem	 of	 unequal	 healthcare	 in	 general	 (Nyberg,	 Osika,	 and	 Evengård	 2008;	

Jarlbro	 and	 Erlanson-Albertsson	 2009;	 Carlstedt	 1992;	 Lorber	 1997;	 Roberts	 1981).	

The	Swedish	Government	has	acknowledged	that	women's	healthcare	tends	to	be	 less	

prioritised	than	men's	in	Sweden,	and,	despite	having	a	high	standard	of	maternity	care,	

one	 particular	 issue	 remains:	 complications	 and	 injuries	 to	 the	mother	 in	 relation	 to	

giving	birth	(Wikström	2015).		

In	regard	to	this	background,	it	is	important	to	explore	the	field	of	maternal	birth	

injuries	 and	 especially	 the	 experiences	 of	 those	 with	 birth	 related	 complications.	

Therefore,	 the	 aim	 of	 this	 study	 is	 to	 acquire	more	 knowledge	 about	 maternal	 birth	

injuries,	 in	a	Swedish	context,	based	on	experiences	of	women	who	have	or	have	had	

complications	related	to	giving	birth.	

	

Purpose	and	Research	Questions	

The	 purpose	 of	 this	 thesis	 is	 to	 explore	 the	 term	 of	maternal	 birth	 injuries	 and	 how	

gender	and	sexuality	norms	affect	diagnostics,	everyday	 life	and	healthcare	of	women	

with	 experiences	 of	 complications	 related	 to	 giving	 birth,	 in	 a	 Swedish	 context.	

Therefore,	the	research	questions	are:		

	

• What	does	the	term	“maternal	birth	injury”	imply,	according	to	medical	descriptions	

and	to	women	with	experiences	of	complications	related	to	giving	birth?			

• How	is	everyday	life	affected	by	the	birth	injuries	for	those	with	complications?		

• What	are	women’s	experiences	of	Swedish	healthcare	when	seeking	help	for	problems	

related	to	giving	birth?		
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Defining	Maternal	Birth	Injuries	

No	 clear	 definition	 exists	 of	what	 a	maternal	 birth	 injury	 is	 and	 therefore,	 one	 of	 the	

aims	of	 this	 thesis	 is	 to	 explore	 the	 term	based	on	perspectives	 from	 the	people	who	

have	or	have	had	complications	related	to	giving	birth.	An	open-ended	question	in	the	

questionnaire	inquires	how	the	participants	define	their	birth	injury/injuries.	By	letting	

the	 women	 define	 it	 themselves	 and	 not	 a	 medical	 profession,	 new	 injuries	 and	

complications	 can	 come	 to	 light	 (Hildingsson	 and	 Thomas	 2007).	 In	 their	 study	 on	

women’s	perspectives	on	maternity	care,	Ingegerd	Hildingsson	and	Jan	Thomas	suggest	

that	care	should	be	patient-centred,	and	that	subjective	experiences	are	needed	in	order	

to	improve	healthcare	(2007).	An	open-ended	question	inquiring	what	a	birth	injury	is,	

for	the	people	who	have	or	have	had	complications	related	to	giving	birth,	can	therefore	

expand	the	term	and	hopefully	meet	women’s	needs	better.		

In	 this	 paper	 the	 term	maternal	 birth	 injury	 (injuries)	 is	 used,	 in	 combination	

with	birth	injury	(injuries),	 focusing	on	damage	to	the	person	who	has	given	birth	and	

not	the	baby.	The	equivalent	word	in	Swedish	is:	förlossningsskada	(förlossningsskador	

in	plural).	These	terms	will	be	understood,	used	and	discussed	similarly	if	nothing	else	

is	stated.	A	more	thorough	discussion	of	the	terms	used	and	what	they	imply	are	held	in	

the	first	chapter	of	the	analysis:	Definitions	and	Diagnoses.	

	

Previous	Research		
This	thesis	is	created	in	relation	to	research	on	women’s	health,	especially	in	connection	

to	reproduction	as	well	as	on	treatment	and	care	of	maternal	birth	 injuries.	Since	this	

study	 takes	place	 in	a	Swedish	context	a	majority	of	 the	previous	 research	addressed	

here	relates	to	Sweden,	though	some	works	from	other	contexts	are	presented	as	well.		

	

Women’s	Health,	Reproduction	and	Healthcare	

Women’s	health	is	an	extensive	field	that	many	researchers	have	addressed	(Carlstedt	

1992;	 Oinas	 and	 Ahlbeck-Rehn	 2007;	 Jarlbro	 and	 Erlanson-Albertsson	 2009;	 Roberts	

1981;	 Lorber	 1997;	 Hellmark	 Lindgren	 2006;	 Bordo	 2003).	 All	 of	 these	 works	

demonstrate	 to	 a	 varying	 degree	 that	 illnesses	 connected	 to	 female-coded	 bodies	 are	

less	researched	than	male-coded	bodies	as	well	as	treated	differently	by	the	healthcare	

system.	Several	works	focus	specifically	on	reproduction	in	connection	to	medicine,	and	

explores	 how	 women	 experience	 treatment	 when	 seeking	 care	 (Graham	 and	 Oakley	
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1981;	Hellmark	Lindgren	2006;	Lorber	1997).	Power	is	central	in	many	of	these	works	

and	 how	 hierarchical	 structures	 result	 in	 patients’	 experiences	 and	 knowledge	 about	

their	 own	 illnesses	 many	 times	 are	 ignored	 or	 not	 taken	 seriously	 by	 medical	

professionals.	 This	 phenomenon	 is	 related	 to	 gender	 as	 well	 as	 other	 categories	 of	

differentiations,	like	race,	class	and	sexuality.	These	works	are	used	in	order	to	explore	

the	structures	present	in	the	participants’	experiences	of	treatment	and	care	in	Sweden.		

	 In	 connection	 to	 Swedish	 healthcare,	 several	 medical	 studies	 have	 addressed	

women’s	 experience	 of	 treatment	 and	 care	 in	 relation	 to	 pregnancy	 and	 birth	

(Örtenstrand	 and	 Waldenström	 2005;	 Borgehed	 and	 Sjölin	 2016;	 Jacobsson	 2018;	

Hildingsson	 and	 Thomas	 2007;	 Hellström	 2007;	 Barimani	 et	 al.	 2014;	 Lindqvist,	

Persson,	 and	 Mogren	 2018).	 These	 studies	 demonstrate	 that	 Swedish	 mothers	 are	

satisfied	with	the	attention	and	care	given	to	their	babies,	but	that	their	own	needs	are	

many	times	neglected.	They	also	address	that	postpartum	care,	in	general,	is	lacking	in	

several	 ways.	 These	 studies	 are	 of	 great	 importance	 in	 order	 to	 compare	 how	 the	

participants	in	my	study	experience	Swedish	healthcare.	However,	they	are	all	made	in	

a	medical	context	and	do	not	address	underlying	structures	to	why	treatment	and	care	

are	the	way	they	are,	hence	the	importance	of	my	research.		

Two	works	that	have	a	gender	perspective	on	experiences	of	treatment	and	care,	

related	 to	 pregnancy	 and	 birthing	 in	 Sweden,	 are	 Swedish	 anthropologist	 Birgitta	

Hellmark	Lindgren’s	 “Pregnoscape”	(2006)	and	Gunilla	Carlstedt’s	Kvinnors	hälsa	–	En	

fråga	om	makt	(1992).	Hellmark	Lindgren	connects	 the	 fields	of	biomedicine,	medical	

technique	 and	 medicalization	 with	 a	 gender	 perspective	 in	 order	 to	 explore	 “how	

different	perspectives	on	pregnancy	and	birth	shape	agency	of	reproduction	for	women	

in	 Sweden”	 (2006,	 231).	 Pregnancy	 and	 giving	 birth	 are	 not	 to	 be	 seen	 as	 solemnly	

biological	matters	but	also	sociocultural	constructs	that	affect	the	view	on	and	further	

understanding	 of	 birthing.	 The	 dissertation	 is	 based	 on	 participant	 observation	 at	 a	

maternity	 care	 center	 in	 Uppsala,	 Sweden,	 as	 well	 as	 collected	 data	 from	 discussion	

groups	on	the	Internet	and	debates	in	mass	media	regarding	pregnancy	and	birth.	The	

results	show	different	norms	regarding	what	a	natural	birth	is	(vaginally	in	a	hospital)	

and	how	this	 is	connected	 to	assumptions	of	how	a	 female	woman	should	be	and	act.	

Hellmark	 Lindgren’s	 study	 is	 important	 since	 it	 investigates	 the	 pregnant	 body	 and	

views	on	risk	and	gender	in	connection	to	medical	techniques	and	has	many	aspects	in	

common	 with	 my	 research.	 However,	 her	 work	 mainly	 focuses	 on	 pregnancy	 and	
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birthing	and	not	postpartum	experiences,	which	is	were	my	study	contributes.		

Carlstedt,	doctor	in	psychiatry	and	general	medicine,	explores	women’s	health	in	

a	broad	manner	and	addresses	historical	changes	within	Sweden.	Her	main	conclusion	

is	 that	health	 is	political	 and	 that	 care	 is	not	 equally	distributed,	 resulting	 in	unequal	

care	 as	 well	 as	 women’s	 life	 conditions,	 such	 as	 unpaid	 labour	 and	 childcare,	 being	

ignored	(1992,	24–25).	Carlstedt	addresses	 the	Swedish	healthcare	system,	which	she	

argues	is	built	on	a	hierarchical	model	where	few	people	on	the	top,	mostly	men,	have	

power	 of	 large	 working	 groups,	 mainly	 women,	 in	 low-status	 and	 low-wage	 jobs.	

Patriarchal	 structures	 in	general,	 and	especially	 in	 relation	 to	healthcare,	have	 severe	

consequences	for	women’s	life	situation	and	health.	Carlstedt’s	work	is	used	in	order	to	

grasp	 the	 context	 in	 which	 the	 participants	 in	 my	 study	 are	 centred	 as	 well	 as	 to	

understand	how	underlying	structures	affect	women’s	health.	Carlstedt	does	not	focus	

specifically	on	maternal	birth	 injuries	and	hence	my	research	aims	at	using	her	broad	

analysis	on	a	specific	area	of	women’s	health.		

The	 National	 Board	 of	 Health	 and	 Welfare	 (Socialstyrelsen)	 has	 been	

commissioned	by	the	Swedish	government	to	describe	how	care	after	childbirth	appear	

today	 in	 Sweden	 and	 assess	 whether	 new	 knowledge	 support	 is	 needed	 of	 the	 field	

(2017b).	In	their	report,	Vård	efter	förlossning,	which	focuses	on	postpartum	treatment	

of	 the	woman	and	not	 the	baby,	 several	 shortcomings	are	 found:	 lack	 in	continuity	 in	

care,	 ambiguity	where	women	with	 complications	 after	 giving	birth	 should	 turn	once	

the	 hospital	 is	 left,	 and	 a	 lack	 of	 knowledge	 regarding	 mental	 health	 in	 relation	 to	

pregnancy	 and	 birth	 (2017b,	 7).	 Since	 diagnostics,	 treatment	 and	 follow-up	 varies	

among	regions,	municipalities	and	hospitals	 in	Sweden,	Socialstyrelsen	suggests	more	

education	 of	 all	 personnel	 and	 new	 knowledge	 supports	 in	 order	 to	 make	 Swedish	

healthcare	more	patient	oriented,	accessible,	safe	and	equal.	This	major	report	gives	a	

thorough	 presentation	 of	 care	 and	 treatment	 postpartum	 in	 Sweden	 as	 well	 as	

addresses	 several	 areas	 where	 healthcare	 is	 lacking,	 which	 is	 useful	 for	 my	 study.	

However,	 though	Socialstyrelsen	addresses	that	 lack	 in	care	and	treatment	are	mainly	

structural,	these	structures	are	not	explored	in	depth	and	not	with	a	gender	perspective.		

	

Maternal	Birth	Injuries		

In	 their	 mapping	 of	 systematic	 reviews,	 The	 Swedish	 Agency	 for	 Health	 Technology	

Assessment	 and	Assessment	of	 Social	 Services	 (SBU)	evaluates	 treatment	of	maternal	
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birth	 injuries	 following	vaginal	 childbirth	and	highlights	 scientific	uncertainties	 in	 the	

area	(2016b).	The	report	 focuses	on	treatment	of	maternal	birth	 injuries	after	vaginal	

delivery	 and	 other	 potential	 consequences	 are	 not	 addressed,	 like	 postpartum	

depression	 and	 injuries	 caused	 by	 caesarean	 sections.	 The	 main	 finding	 from	 this	

governmental	 commission	 is	 that	 there	 are	 scientific	 uncertainties	 in	 all	 identified	

areas.	This	mapping	is	very	important	since	it	explores	the	current	research	situation.	

In	conclusion;	more	research	in	all	areas	of	the	field	is	requested	as	well	as	an	emphasis	

on	the	importance	of	taking	patients’	perspectives	into	account	(2016b,	19,	26).		

Maternal	birth	injuries	can	occur	due	to	several	factors,	such	as	the	woman	being	

overweight	or	obese,	high	birthweight	of	the	baby,	use	of	obstetrical	tools,	like	vacuum	

extractors,	 fundal	 pressure	 by	 the	 midwife	 during	 labour	 or	 deliveries	 in	 lithotomy	

positions	(Socialstyrelsen	2018a;	Gyhagen	2013;	Mattsson	and	Ladfors	2003;	Björkman	

and	 Bucht	 2016;	 Edqvist	 et	 al.	 2018).	 However,	 there	 are	 several	 uncertainties	 and	

disagreements	 regarding	 the	 amount	of	 impact	 these	 factors	have	on	 causing	 injuries	

(Gyhagen	2013,	61;	Edqvist	 et	 al.	 2018,	21;	Björkman	and	Bucht	2016,	35).2	All	 these	

studies	 centre	 on	perineal	 trauma	and	different	 tears,	 but,	 in	 Socialstyrelsen’s	 report,	

Komplikationer	 efter	 förlossning,	 different	 consequences	 of	 vaginal	 delivery	 and	

caesarean	 sections	 are	 explored	 (2018a).	 By	 summarising	 the	 results	 from	 several	

studies,	this	report	demonstrates	that	C-sections	lessen	the	risk	for	perineal	trauma	but	

that	other	possible	complications	are	more	common	and	more	severe	(2018a,	7).		

Several	 studies	 centre	 on	 mental	 aspects	 of	 pregnancy	 and	 birth,	 especially	

postnatal	 depression	 (Bågedahl-Strindlund	 and	 Börjesson	 1998;	 Habel	 et	 al.	 2015;	

Norhayati	et	al.	2015;	Brummelte	and	Galea	2016;	Rubertsson	et	al.	2005;	Delatte	et	al.	

2009;	Örtenstrand	 and	Waldenström	2005).	However,	 none	of	 these	works	name	 the	

psychological	 consequences	 as	 maternal	 birth	 injuries	 and	 as	 mentioned	 above,	 a	

majority	 of	 other	 research	 focus	 on	 physical	 injuries	 caused	 by	 vaginal	 delivery.	

Therefore,	 there	 is	a	 lack	of	research	that	explore	maternal	birth	 injuries	 in	a	broader	

sense,	 addressing	 injuries	 caused	 by	 both	 vaginal	 and	 caesarean	 births	 as	 well	 as	

resulting	in	both	mental	and	physical	consequences.	This	is	where	my	study	is	situated.	

Two	studies	will	be	presented	in	more	depth,	due	to	their	significance	to	my	research.		

																																																								
2	Since	 this	 thesis	 focuses	 on	 care	 and	 treatment	 after	 delivery,	 how	 the	 injuries	 occur	 will	 not	 be	
addressed	in	further	depth,	though	it	is	a	very	important	field	to	explore	for	future	studies.	The	cause	of	
the	injuries	will	be	mentioned	when	relevant	in	the	participants’	stories	or	when	affecting	diagnostics.	
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In	“Long-term	consequences	of	vaginal	delivery	on	the	pelvic	floor:	A	comparison	

with	 caesarean	 section	 in	 one-parae	 women”,	 data	 from	 5236	 women	 in	 Sweden	 is	

analysed	 by	 the	 Swedish	 gynaecologist	 and	 researcher	 Maria	 Gyhagen	 (2013).	 The	

study	 shows	 that	 vaginal	 delivery	 is	 associated	with	 a	 higher	 prevalence	 of	 the	 three	

most	 common	pelvic	 floor	disorders	 (urinary	 incontinence,	 symptomatic	pelvic	 organ	

prolapse,	and	faecal	incontinence)	than	caesarean	section,	20	years	after	delivery.	This	

study	was	made	using	a	questionnaire,	which	had	several	inquiries	about	how	everyday	

life	had	been	affected	by	the	birth	injuries,	such	as	if	the	ability	to	perform	housework,	

go	 to	 the	movies	or	 in	general	 take	part	of	social	events	had	been	affected	by	 leakage	

and	 gas	 (2013,	 88–95).	 Questions	 also	 inquired	 if	 the	 respondents	 had	 sought	 help.	

However,	there	is	no	discussion	of	the	outcomes	of	these	questions	in	the	dissertation	

and	because	of	 this	my	 study	 is	 relevant	 in	order	 to	highlight	 the	effects	on	women’s	

daily	life	as	well	as	if	and	how	they	have	been	treated	when	seeking	care.		

In	 “Aspects	 of	 psychosocial	 problems	 of	 patients	 with	 vesico-vaginal	 fistula”	

obstetricians	 and	 gynaecologists	 Etedafe	 Gharoro	 and	 Kingsley	 Agholor	 evaluate	

psychosocial	 problems	 with	 VVF-patients	 and	 their	 relatives	 (2009).3	In	 this	 study	 a	

questionnaire	was	 followed	by	 in-depth	 interviews,	 and	 a	 total	 of	 20	patients	 and	10	

relatives	 took	 part.	 Gharoro	 and	 Agholor’s	 study	 shows	 that	 birth	 related	 problems	

could	 have	 severe	 consequences	 physically	 as	 well	 as	 mentally	 due	 to	 social	 stigma.	

They	conclude:	“In	spite	of	the	seeming	enormity	of	the	problem,	few	studies	have	been	

undertaken	 from	patients’	 and	 their	 relatives’	perspective”	 (2009,	644).	They	address	

that	psychosocial	problems	have	been	neglected	with	vesico-vaginal	fistulas,	which	can	

be	compared	with	how	mental	aspects	of	maternal	birth	 injuries	have	been	neglected.	

Though	this	is	a	relatively	small	study	from	Nigeria,	and	despite	the	difference	in	origin	

of	 VVF	 in	 developing	 and	 developed	 countries,	 it	 will	 be	 interesting	 to	 see	 if	 similar	

experiences	can	be	found	among	their	participants	and	the	participants	my	study.		

Though	all	presented	works	in	this	section	centre	on	women’s	experiences	and	

treatment	 in	 connection	 to	 maternal	 birth	 injuries,	 very	 few	 are	 applying	 a	 gender	

perspective	or	analyse	underlying	structures.	Therefore,	my	study	is	of	importance.		

	

																																																								
3	Vesico-vaginal	 fistula	 (VVF)	 is	 an	 abnormal	 fistulous	 tract	 extending	 between	 the	 bladder	 and	 the	
vagina.	 It	 is	 one	 of	 the	 “most	 sever	 pregnancy-related	 morbidities	 characterised	 by	 total	 urinary	
incontinence”	(Gharoro	and	Agholor	2009,	644).		
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2.	Theoretical	Framework	
The	 theoretical	 approaches	 for	 this	 thesis	 are	 centred	on	how	bodies	 are	 viewed	and	

valued	in	a	Western	society,	especially	in	connection	to	the	construction	of	health	and	

illness	in	relation	to	gender	and	reproduction.	The	main	themes	of	the	chosen	theories,	

and	how	they	will	be	used,	are	presented	in	three	parts:	Gender,	Sexuality	and	Woman	as	

the	Other,	Bodies	and	Leakages	 and	The	Social	Construction	of	Illness	and	Reproduction.	

The	 theories	 presented	 here	 will	 be	 used	 in	 relation	 to	 how	 the	 participants	 in	 this	

study	have	experienced	treatment	and	care	in	Sweden.	

	

Gender,	Sexuality	and	Woman	as	the	Other	 	

In	Western	societies,	there	has	been	a	long	tradition	of	regarding	the	mind	as	split	from	

the	body	(Cartesian	dualism)	and	seeing	humans	as	divided	into	two	separate	sexes	and	

genders	 (Grosz	 1994;	 Longhurst	 2001;	 Butler	 2007;	 Beauvoir	 2012;	 Bordo	 2003;	

Scheper-Hughes	and	Lock	1987).	This	dualistic	worldview	has	connected	male	bodies	

with	the	mind,	creating	a	superior,	rational	intellect	in	opposition	to	female	bodies	who,	

by	this	logic,	have	been	seen	as	inferior,	bodily	objects	and	Others	to	men	(Grosz	1994,	

3–7;	 Longhurst	 2001,	 13;	 Bordo	 2003,	 5;	 Beauvoir	 2012).	 This	 binary	 thinking	

dominating	Western	societies	since	 the	Enlightenment	has	had	consequences	 for	how	

bodies	have	been	perceived	and	 treated,	on	an	 individual	 and	structural	 level.	Within	

Western	medicine,	 the	body/soul	divide	has	affected	 the	definition	of	what	 is	 seen	as	

healthy	and	hence	normal,	whereas	the	connection	of	male-coded	bodies	with	intellect	

have	 lead	 to	 the	 situation	 where,	 structurally,	 white	 men	 in	 particularly	 have	 more	

power	(Beauvoir	2012;	Grosz	1994;	Longhurst	2001;	Scheper-Hughes	and	Lock	1987).	

A	 view	 of	 a	 clear	 and	 distinct	 difference	 between	 feminine,	 female-coded	 bodies	 and	

masculine,	male-coded	bodies	has	also	created	a	normative	construction	of	sexuality	as	

heterosexual.	Hence,	heteronormativity	implies	a	belief	in	differences	between	men	and	

women	 and	 that	 they	 are	 expected	 to	 be	 heterosexual,	 which	 excludes	 all	 other	

potential	genders	and	sexualities	(Butler	2007).		

Due	 to	 an	 understanding	 of	 the	 Cartesian	 split	 creating	 overly	 simplistic	 and	

deterministic	 views	on	bodies,	 sex	and	gender,	 this	 thesis	has	a	 social	 constructionist	

approach,	which	implies	that	a	societal	phenomenon	is	understood	as	gaining	meaning	

through	 context	 (Butler	 2007;	 Bordo	 1998).	 The	 American	 philosopher	 and	 theorist	

Judith	Butler	addresses	how	bodies	and	nature	are	not	to	be	seen	as	stable	facts	since	
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our	understanding	of	nature	itself	is	created	by	society	(2007,	8–10).	Butler,	therefore,	

departs	 from	earlier	definitions	of	gender	and	sex,	where	sex	has	been	understood	as	

something	stable	on	which	the	cultural	construction	of	gender	has	been	inscribed.	Even	

though	I	do	not	perceive	Butler	as	following	radical	social	constructionism,	a	theoretical	

movement	that	has	been	critiqued	for	reducing	“everything”	into	language	and	culture,	

others	 do	 and	 hence	 I	 want	 to	 clarify	 the	 importance	 of	 also	 acknowledging	 the	

materiality	of	bodies	(Ahmed	2008;	Haraway	1988).	As	American	cultural	historian	and	

feminist	 scholar,	 Susan	 Bordo,	 phrases	 it;	 materiality	 is	 “our	 inescapable	 physical	

locatedness	 in	 time	 and	 space,	 in	 history	 and	 culture,	 both	 of	 which	 not	 only	 shape	

us…but	also	limits	us”	(1998,	90;	italics	in	original).	Bodies	are	thus	understood	in	this	

thesis	 as	 constituted	 by	 physical	 flesh	 and	 biology,	 but	 which	 gain	meaning	 through	

context	affected	by	cultural	norms.		

A	dualistic	worldview	still	dominates	Western	societies,	which	has	consequences	

on	several	levels.	Unequal	healthcare	is	one,	resulting	in	men	receiving	faster	and	better	

treatment	than	women,	for	example	(Jarlbro	and	Erlanson-Albertsson	2009,	19;	Nyberg,	

Osika,	 and	 Evengård	 2008;	 Carlstedt	 1992,	 45).	 Diseases	 and	 illnesses	 connected	 to	

female-coded	 bodies	 are	 also	 less	 researched	 and	 general	 health	 recommendations	

usually	based	on	male-coded	bodies,	which	lead	to	less	effective	or	accurate	treatment	

for	 bodies	 coded	 differently	 (Carlstedt	 1992;	 Roberts	 1981).	 Consequently,	 it	 is	

important	to	comprehend	how	this	worldview	affects	behaviours	and	perceptions	in	the	

West,	and	more	specifically	 in	Sweden,	 in	order	to	grasp	the	context	where	treatment	

and	care	of	maternal	birth	injuries	takes	place	in	this	study.	However,	factors	other	than	

gender	 and	 sexuality,	 such	 as	 class,	 religion,	 geographical	 position,	 age	 and	 race,	 also	

affect	one’s	life	situation	and	care	(Carlstedt	1992;	Lorber	1997;	Freund,	McGuire,	and	

Podhurst	 2003).	 Though	 other	 aspects	 will	 be	 addressed,	 the	 main	 focus	 will	 be	 on	

gender	 and	 sexuality	 in	 this	 thesis	 since	 they	 appear	 to	 be	 the	 most	 prominent	

categories	in	the	empirical	material	that	affects	the	participants’	situations.			

In	order	to	understand	the	situations	of	the	participants,	the	theoretical	work	by	

the	 French	 writer	 and	 philosopher,	 Simone	 de	 Beauvoir,	 is	 used	 in	 tandem	with	 the	

previously	presented	theories.	According	to	Beauvoir,	the	situation	of	women	is	affected	

by	many	factors,	but	since	 it	 is	 through	the	body	we	perceive	ourselves	as	well	as	are	

perceived	by	others,	it	is	a	very	important	aspect	to	address	(2012,	67).	Beauvoir	argues	

that	 women	 within	 patriarchal	 societies	 are	 enslaved	 because	 of	 their	 specific	
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embodiment,	 particularly	 because	 of	 their	 reproductive	 functions.	 However,	 biology	

alone	cannot	give	a	satisfactory	answer	to	why	women	are	seen	as	the	Other	in	relation	

to	men	(2012,	71).	Women	are	therefore,	no	matter	if	they	want	to	or	can	have	children,	

affected	 by	 reproductive	 functions	 like	 menstruation,	 pregnancy	 and	 menopause,	

especially	in	contexts	where	the	norm	is	a	male-coded	body	without	these	functions.4		

With	the	above-mentioned	theories	in	mind,	I	want	to	clarify	my	view	on	bodies	

as	physical	actualities,	which	gain	meaning	through	context.	However,	I	will	mainly	use	

the	term	woman	for	bodies	that	can	and	have	given	birth.	This	I	do	despite	the	fact	that	

some	people	do	not	define	themselves	as	women	with	these	reproductive	functions,	and	

that	others	define	themselves	as	women	without	being	able	to	give	birth	(Bremer	2013;	

Kessler	1998;	Butler	2004).	It	is	a	problematic	term	and	by	using	the	word	woman	for	

people	who	 give	 birth	 I	 uphold	 a	 binary	worldview	 that	 I	want	 to	 challenge.	 I	 use	 it	

despite	 this	because	 the	 term	 is	still	wildly	used	and	has	a	political	history	of	specific	

treatments	and	experiences	(Griffin	2006).	It	is	not	my	intention	to	exclude	people	with	

other	gender	identifications	or	maintain	gender	binaries,	therefore	I	also	use	phrasings	

such	 as	 “female-coded	 bodies”,	 “people”,	 “persons”	 as	well	 as	 a	mix	 of	 gendered	 and	

gender	 neutral	 names	 for	 the	 participants,	 as	 a	 way	 of	 also	 questioning	 hegemonic	

assumptions.			

	

Bodies	and	Leakages		

In	Purity	 and	Danger	 (1966),	 the	 British	 anthropologist	Mary	 Douglas	 examines	 how	

societal	 norms	 affect	 understandings	 of	 what	 is	 considered	 as	 unclean	 in	 various	

cultures.	 Douglas	 means	 that	 something	 that	 is	 perceived	 as	 dirty	 implies	 a	 sign	 of	

disorder,	which	has	different	meanings	depending	on	context.	The	body	is	understood	

as	 a	 symbol	 for	 society,	 and	 views	 on	 bodily	 openings	 have	 a	 specific	 place	 within	

Douglas	work.	Since	purity	and	danger	are	based	on	categorical	systems	and	dirtiness	

symbolises	disorder,	borders	implies	uncertainty.	Body	leakages,	which	cross	borders,	

are	with	this	logic	potential	threats	and	also	treated	as	such	(1966,	172–73,	197).		

Robyn	Longhurst,	feminist	geographer	from	New	Zeeland,	discusses	how	bodies	

and	spaces	are	socially	constructed	and	what	implications	that	have	in	her	work	Bodies:	

Exploring	Fluid	Boundaries	(2001).	Since	the	human	body-norm	is	a	white,	abled-bodied	

																																																								
4 	For	 more	 theory	 on	 philosophical	 views	 on	 bodies	 and	 consequences	 for	 women	 regarding	
reproduction,	see	Elizabeth	V.	Spelman	(1982).		
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male,	 who	 is	 understood	 as	 a	 rational	 subject	 that	 does	 not	 leak,	 body	 fluids	 are	

associated	with	 female-coded	bodies	(2001,	15–16).	Based	on	Julia	Kristeva	and	Anne	

McClintock,	Longhurst	present	 the	 term	abject,	 for	 things	 that	are	upsetting	 the	order	

(2001,	28).	According	to	Kristeva	herself,	it	is	not	the	“lack	of	cleanliness	or	health	that	

causes	 abjection	 but	 what	 disturbs	 identity,	 system,	 order.	 What	 does	 not	 respect	

borders,	positions,	rules.	The	in-between,	the	ambiguous,	the	composite”	(1982,	4).	The	

abject	hence	provokes	fear	and	is	found	disturbing	because	it	challenges	structures	and	

by	doing	that	also	proves	the	fragility	of	borders.	Body	fluids	such	as	urine	and	faeces	

are	abjects,	but	even	bodies	can	have	this	status.	Pregnant,	disabled	and	lactating	bodies	

can	for	example	be	understood	as	abjects,	since	they	are	out	of	control	in	a	world	where	

a	solid,	male	rationale	is	privileged	(Longhurst	2001,	26).		

Australian	 gender	 and	 litterateur	 professor	 Elizabeth	Grosz	 discusses	 different	

views	on	the	human	body	 in	her	work	Volatile	Bodies	 (1994).	Grosz	uses	Douglas	and	

Kristeva	in	her	discussion	on	body	fluids,	just	like	Longhurst.	She	concludes	that	there	

has	been	little	writing	and	theorising	about	male	body	fluids,	such	as	semen,	which	has	

created	 a	picture	of	men	as	 intact	 (1994,	 198).	Male-coded	bodies	have	 to	 accept	 the	

fact	that	their	bodies	leak	too,	in	order	to	not	devalue	and	see	women	as	abjects	(1994,	

202).	Menstruation	 is	what	 characterises	 a	 female	 body	most,	 according	 to	 Grosz,	 as	

well	 as	 fluids	 and	 body	 parts	 that	 are	 connected	 to	 reproduction	 (1994,	 203).	 Grosz’	

theories	 on	 the	 understandings	 and	 valuing	 of	 bodies	 are	 relevant	 for	 this	 thesis	 in	

order	 to	grasp	more	deeply	how	and	why	bodies	 that	have	given	birth	are	 treated	as	

they	 are.	 With	 Douglas’,	 Longhurst’s,	 Kristeva’s	 and	 Grosz’	 theories	 on	 how	 bodies,	

fluids	and	borders	get	meaning	in	Western	society,	the	different	problems	addressed	by	

the	participants	can	be	analysed,	such	as	leakage	of	urine	and	faeces.			

	

The	Social	Construction	of	Illness	and	Reproduction	

The	situation	of	female-coded	bodies	needs	to	be	understood	in	relation	to	power	and,	

in	 this	 section,	 the	 focus	 will	 be	 on	 how	 the	 reproductive	 functions	 of	 female-coded	

bodies	have	been	viewed	and	treated	within	Western	medicine.	This	is	connected	to	the	

social	construction	of	illness	and	health	in	general,	which	is	highly	related	to	gender.		

Deciding	 on	 what	 is	 understood	 as	 an	 illness	 is	 influenced	 by	 power	 and	

dependent	 on	 cultural	 context	 (Lorber	 1997;	 Freund,	 McGuire,	 and	 Podhurst	 2003;	

Nichter	1998).		Medicalization	refers	to	the	social	practise	of	deeming	symptoms,	pains	
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and	people	as	healthy	or	ill,	which	further	constructs	what	is	understood	as	normal	or	

not	(Freund,	McGuire,	and	Podhurst	2003,	133–37;	Nichter	1998,	327).	Diagnoses	need	

to	be	understood	 in	context	since	 for	some	a	diagnosis	might	be	a	relief,	while	others	

might	be	devastated,	depending	on	how	that	particular	diagnosis	is	understood	in	that	

particular	 environment	 (Freund,	 McGuire,	 and	 Podhurst	 2003,	 136–37).	 American	

sociology	 professor	 Judith	 Lorber	 explains	 how	 the	 process	 of	 constructing	 illnesses	

works	as	well	as	what	consequences	it	can	lead	too:		
	
In	every	society,	the	symptoms,	pains,	and	weaknesses	called	illness	are	shaped	by	cultural	
and	moral	values,	experienced	through	interaction	with	members	of	one’s	immediate	social	
circle	 and	 visits	 to	 health	 care	 professionals,	 and	 influenced	 by	 beliefs	 about	 health	 and	
illness.	 The	 result	 is	 a	 transformation	of	 physiological	 symptoms	 into	diagnoses	or	 illness	
names,	 socially	 appropriate	 illness	 behaviour,	 and	 heroic	 and	 stigmatized	 social	 statuses.	
This	transformation	is	heavily	influenced	by	power	differences	and	moral	 judgements.	Not	
all	 patients	 (nor,	 for	 that	 matter,	 health	 care	 workers)	 are	 equal	 –	 gender,	 racial	 ethnic	
category,	 social	 class,	 sexual	 orientation,	 and	 type	 of	 illness	 produce	 differences	 in	 social	
worth	 and	 social	 power.	 These	power	differences	permeate	 research	priorities,	 treatment	
modes,	and	production	of	medical	knowledge	(Lorber	1997,	1–2).	

	

Illness	 and	 therefore	 also	 health	 are	 to	 be	 understood	 as	 constructions,	 shaped	 by	

power,	 affected	 by	 norms	 and	 dependent	 on	 context,	 all	 of	 which	 affect	 diagnostics,	

healthcare	workers’	 attitudes	 toward	patients’	 different	 social	 characteristics	 and	 if	 a	

person	will	 receive	 a	 diagnosis	 and	what	 kind.	 On	 a	 practical	 level,	 having	 an	 illness	

officially	named	means	access	to	treatment	and	the	possibility	to	request	sick	leave	and	

other	benefits	(Freund,	McGuire,	and	Podhurst	2003,	136–37).	On	another	level,	naming	

an	 illness	can	be	seen	as	creating	order	 in	a	previously	chaotic	environment,	which	 is	

desirable	for	both	the	healthcare	worker	and	the	patient	(2003,	141,	229).	However,	it	

is	 important	 to	 remember	 that	 diagnostics	 is	 a	 simplifying	 process	 that	 implies	 the	

naming	 of	 often	 complex	 problems.	 So	 despite	 goals	 of	 “precision,	 certainty,	 and	

control”	for	medical	practitioners,	“diagnoses	have,	at	best,	only	a	certain	probability	of	

accuracy”	(2003,	229).	Another	aspect	to	consider	is	the	hierarchy	between	patient	and	

the	 healthcare	 worker,	 where	 the	 latter	 usually	 has	 the	 power	 due	 to	 the	 control	 of	

deeming	someone	 ill	or	not,	despite	 the	person’s	own	opinion	on	 the	matter	 (Freund,	

McGuire,	and	Podhurst	2003,	232;	Lorber	1997,	10;	Carlstedt	1992,	210).		

That	 the	 process	 or	 transformation,	 as	 Lorber	 defines	 it,	 is	 affected	 by	 the	

healthcare	worker’s	 status	 as	well	 as	 the	patient’s	 social	 characteristics	 is	 relevant	 to	

this	 thesis	 in	 order	 to	 understand	 how	 women,	 who	 are	 seeking	 care	 for	 problems	
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related	 to	 their	 birth	 injuries,	 are	 treated	 and	 if	 diagnoses	 are	 given	 or	 not.	 For	 this	

purpose	it	is	also	important	to	address	that	medical	norms,	to	a	great	extent,	are	based	

on	 white,	 male	 and	middle	 class	 values	 (Freund,	 McGuire,	 and	 Podhurst	 2003,	 239).	

Norms,	 which	 have	 created	 a	 view	 of	 female	 reproductive	 functions,	 such	 as	

menstruation,	pregnancy	and	menopause,	as	sicknesses,	at	the	same	time	as	women	as	

mothers	reproducing	the	human	race,	are	highly	valued	(Lorber	1997,	2;	Eduards	2012,	

16).	This	debate	relates	to	the	question	if	pregnancy	is	to	be	seen	as	a	natural	or	medical	

process,	which	 further	affects	 the	understanding	of	whom	 is	 seen	as	 in	 control	of	 the	

childbearing:	 the	medical	 personnel	 specialised	 in	 the	 field,	 like	 obstetricians,	 or	 the	

pregnant	 woman	 (Graham	 and	 Oakley	 1981).	 Just	 as	 with	 menstruation	 and	

menopause,	pregnancy	and	birthing	are	mostly	understood	as	natural	processes	within	

Western	 societies	 (Carlstedt	 1992,	 186;	 Hellmark	 Lindgren	 2006,	 112;	 Lorber	 1997,	

58).	 However,	 despite	 this	 view	 of	 female-coded	 functions	 as	 natural,	 menstruation,	

pregnancy	 and	 menopause,	 are	 still	 medicalised	 (Hellmark	 Lindgren	 2006;	 Lorber	

1997;	Carlstedt	1992;	Liljeroth	2007).	Hence,	women	who	are	going	through	processes	

that	are	understood	as	natural	are	also	seen	as	ill,	and	in	need	of	care	and	monitoring.		

This	 is	 connected	 to	 an	 overarching	 theme	 that	 is	 central	 for	 this	 thesis:	 that	

women	in	patriarchal	societies	are	not	the	ones	in	control	of	their	bodies	and	their	lives	

(Roberts	 1981;	 Lorber	 1997;	 Hellmark	 Lindgren	 2006;	 Carlstedt	 1992;	 Bordo	 2003;	

Eduards	2012;	Beauvoir	2012).	Bordo	writes:	“Some	of	the	most	resilient	inequalities	in	

our	 [Western]	 legal	 and	 social	 treatment	of	women	 lie	 in	 the	domain	of	 reproductive	

control”	(2003,	71).	This	can	be	understood	in	relation	to	abortion	where	foetuses	have	

been,	and	still	are,	more	valued	than	the	mother	carrying	it,	resulting	in	abortion	being	

illegal	or	controlled	under	restrictive	laws	worldwide	(Bordo	2003,	88;	Eduards	2012).	

This	line	of	thought,	how	women	are	viewed	and	valued	as	well	as	how	mothers’	issues	

are	reduced	in	relation	to	the	their	babies,	will	be	explored	in	the	analysis.		

The	social	construction	of	 illness	and	the	negative	view	of	 female-coded	bodies	

and	its	reproductive	functions,	all	relate	to	questions	regarding	power	and	knowledge.	

Therefore,	as	a	base	for	this	study	the	works	of	the	French	philosopher	Michel	Foucault	

and	American	feminist	philosophy	professor,	Nancy	Tuana,	will	be	considered.	Foucault	

names	 the	 process	 of	 how	 we	 gain	 knowledge	 and	 talk	 about	 certain	 matters	 as	

discourse	 (2002,	 40–41).	 How	 we	 address	 some	 things	 and	 leave	 out	 others	 are	

regulated	by	structures	of	power,	which	also	produces	what	we	know	in	the	first	place.	
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Foucault’s	 view	 on	 power	 is	 that	 it	 can	 be	 found	 everywhere	 and	 come	 from	 all	

directions;	 it	 is	not	a	static	 force	but	constantly	changing	(2002,	102–5).	Foucault	has	

been	critiqued	for	leaving	out	the	body	in	his	theories,	or	rather	that	bodily	differences	

do	 not	matter	 (Hartsock	 1989;	 Bartky	 1990).	However,	 his	 theoretical	 framework	 on	

the	construction	of	knowledge	is	still	important	to	this	thesis	since	the	construction	of	

meaning	affect	both	the	healthcare	personnel	and	the	women	with	birth	injuries.		

Tuana	 expands	 Foucault’s	 theories	 on	 power	 and	 knowledge	 in	 connection	 to	

ignorance	 and	 focuses	 on	 female	 sexuality	 and	 orgasms	 since	 women’s	 bodies	 and	

pleasures	 “provide	a	 fertile	 lens	 for	understanding	 the	working	of	power/knowledge-

ignorance	in	which	we	can	trace	who	desires	what	knowledge;	that	is,	we	can	glimpse	

the	construction	of	desire	(or	lack	thereof)	for	knowledge	of	women’s	sexuality”	(2004,	

197).	 Ignorance	 is	not	 to	be	seen	as	a	simple	 lack	but	as	a	construction,	often	used	 in	

order	 to	maintain	or	 restore	power.	 Since	knowledge	 is	 power,	 it	 is	 important	 to	 ask	

who	is	benefiting	and	who	is	disadvantaged	by	ignorance	(2004,	196).	The	point	is	that	

“we	cannot	fully	account	for	what	we	know	without	also	offering	an	account	of	what	we	

do	not	know”	 (2004,	196).	Tuana’s	work	will	be	used	both	 in	 connection	 to	views	on	

female	sexuality	and	pleasure	as	well	as	when	exploring	power/knowledge/ignorance-

relations	between	women	with	birth	injuries	and	medical	personnel.			

		 These	theories	explore	the	health	and	illness’	constructions	of	and	how	they	lead	

to	norms	of	what	 is	considered	as	normal,	which	 is	related	to	gender	and	sexuality	as	

well	as	other	social	categorisations.	The	purpose	of	using	these	theoretical	frameworks	

is	to	grasp	the	complexity	of	the	participants’	experiences,	being	interwoven	in	a	matrix	

of	power	structures	and	norms,	which	together	create	their	situation.	

	

3.	Method	and	Material	
The	 main	 material	 for	 this	 study	 consists	 of	 answers	 to	 an	 online	 questionnaire,	

containing	both	multiple	 choice	and	open-ended	questions	 (Appendix	1).	This	 section	

addresses	 methodological	 choices	 and	 before	 a	 discussion	 of	 the	 strengths	 and	

weaknesses	of	the	method	used,	the	importance	of	self-reflection	as	a	researcher	will	be	

addressed.	Thereafter,	the	processes	that	led	to	the	finalised	questionnaire	and	how	the	

distribution	was	made	will	 be	presented.	Before	 the	 chapter	 ends	with	 reflections	on	

language	use	and	limitations,	the	methods	for	analysing	the	material	and	an	overview	of	

participant	characteristics	are	given.		
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The	Researcher's	Role	in	Conducting	a	Study		

“Knowledge	claims	are	always	socially	situated”,	states	American	feminist	philosopher	

Sandra	Harding	(1993,	54).	Who	you	are	and	what	you	do	affect	what	knowledge	you	

can	 acquire	 and	 how	 you	 interpret	 it.	 Therefore,	 knowledge	 is	 always	 situated	 and	

never	 objective.	 Donna	 Haraway,	 American	 professor	 and	 feminist	 theoretician,	

addresses	this	fact	as	well	with	the	term	god	trick,	which	refers	to	the	phenomenon	of	

when	someone	is	"seeing	everything	from	nowhere"	(1988,	581).	The	researcher	needs	

to	admit	their	role	in	creating	knowledge	in	order	to	avoid	the	god	trick.	In	practice,	this	

means	 that	 the	 researcher	 should	 be	 honest	 and	 open	 with	 how	 the	 work	 has	 been	

done,	 as	 well	 as	 sincerely	 reflect	 on	 how	 their	 position	 can	 affect	 their	 research	

(Thomsson	2010,	37).	To	 this	end,	 I	will	 explain	how	 I	have	conducted	 the	study	and	

keep	 the	 analysis	 transparent	 throughout	 as	 well	 as	 address	 potential	 limitations.	

Firstly,	I	will	address	my	own	positioning	and	my	reasons	for	doing	this	study.			

I	have	no	personal	experience	of	maternal	birth	injuries	and	my	interest	in	doing	

research	 on	 the	 social	 implications	 of	 maternal	 birth	 injuries	 started	 with	 Siv,	 as	

mentioned	 in	 the	 introduction.	 Siv	 has	 been	 treated	 extremely	 badly	 by	 Swedish	

healthcare	 and	 still,	 almost	 40	 years	 later,	 in	 all	 of	 her	 frequent	 visits	 to	 clinics	 and	

hospitals	all	over	Sweden,	no	one	has	acknowledged	 that	her	 injuries	were	caused	by	

childbirth.	 Siv	 opened	up	my	eyes	 to	 this	 extremely	 important	 topic,	which	 affects	 so	

many	women	every	day	in	Sweden	and	worldwide.	

This	thesis	has	its	base	in	the	social	sciences	and	aims	at	exploring	how	gender	

and	 sexuality	 norms	 affect	 understandings	 and	 hence	 treatment	 and	 care	 of	 women	

with	maternal	birth	injuries.	It	 is	important	to	analyse	these	phenomenon	outside	of	a	

medical	lens	in	order	to	grasp	underlying	structures.	With	this	in	mind	I	want	to	clarify	

that	I	am	not	medically	trained	and	that	the	purpose	of	this	research	is	not	to	evaluate	if	

the	care	and	treatment	were	medically	correct,	but	rather	explore	the	experiences	of	the	

participants	in	contact	with	Swedish	healthcare.			

	 I	come	from	a	small	village,	in	the	countryside	in	the	northwest	of	Sweden.	This	

is	 important	 to	 address	 since	 my	 interest	 in	 highlighting	 the	 difference	 in	 care	 and	

treatment	available,	depending	on	where	one	lives,	is	built	on	my	own	experiences.	The	

urban	norm	existing	in	Sweden	today	has	led	to	more	resources	being	concentrated	in	

cities	 in	 the	 south,	whether	 it	 be	 culture,	 capital	 or	 care	 (Hela	 Sverige	 ska	 leva	2018;	

Jonsson	2015).	An	example	is	the	closing	of	a	maternity	ward,	Sollefteå	BB,	in	the	north	
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east	of	Sweden.	Due	to	this	closure,	many	pregnant	women	in	the	region	have	at	 least	

100	kilometres	 to	 the	 closest	maternity	 clinic,	 and	 courses	on	 “how	 to	give	birth	 in	 a	

car”	have	been	provided	(Alex	2017;	Roos	2017).	Hence,	my	perspective	on	how	one's	

location	affects	treatment	and	care	is	present	in	the	study.	Other	ways	in	which	my	own	

position	affects	the	research	are	presented	throughout	the	text.		

	

Methodological	Considerations		

When	using	a	method	that	creates	both	qualitative	and	quantitative	material,	both	how	

often	and	how	many	as	well	as	why	and	how	can	be	 interrogated	(Plano	Clark	2017).	

Hence,	both	structural	patterns	as	well	as	depth	in	how	experiences	are	perceived	can	

be	 explored.	 Using	 the	 strengths	 of	 having	 mixed	 data,	 can	 nowadays	 also	 be	

understood	as	the	only	way	to	"truly	grasp	complex	phenomena"	(Spierings	2012,	344).	

Therefore,	the	choice	was	made	to	use	an	online	questionnaire	with	multiple	choice	and	

open-ended	questions	as	the	main	method	for	this	thesis.		

By	using	a	questionnaire,	more	people	can	be	reached	and	take	part	 in	a	study	

than	 if	 conducting	 personal	 interviews.	 On	 the	 other	 hand,	 nuances	 in	 speech,	 the	

possibility	of	asking	follow-up	questions	and	to	clear	out	potential	misunderstandings,	

will	be	lost	(Thomsson	2010).	Though	it	is	impossible	to	retrieve	the	same	richness	in	

the	 material,	 as	 an	 interview	 would	 bring,	 a	 survey	 with	 follow-up	 and	 open-ended	

questions	 does	 allow	 for	 the	 participants	 to	 expand	 on	 a	 certain	matter	 in	 their	 own	

words	(Trost	and	Hultåker	2007,	76–77).	However,	material	collected	from	open-ended	

questions	requires	additional	 time	and	 is	more	difficult	 to	handle	 than	questions	with	

pre-set	answers,	and	follow-up	questions	are	problematic	based	on	the	common	pattern	

of	 low	 answer	 frequency,	 due	 to	 an	 assumption	 that	 people	 feel	 uncertain	 of	 the	

importance	of	their	own	opinion	that	they	do	not	write	anything	(2007,	74–78).	I	do	not	

deny	 that	 using	 open-ended	 questions	 produce	 more	 time	 consuming	 and	 difficult	

material	to	handle,	but	I	disagree	with	the	degrading	view	of	the	potential	participants.	

If	 a	 survey	 is	 constructed	 in	 a	way	 to	 ensure	 that	 the	 subject	 studied	 is	 important,	 I	

believe	that	the	participants	will	feel	that	their	opinions	are	of	great	importance,	which	

will	 lead	 to	 them	 answering	 the	 questions.	 Therefore,	 open-ended	 and	 follow-up	

questions	were	used	in	the	questionnaire.	

Using	 the	 Internet	 for	 distributing	 the	 questionnaire	 and	 finding	 respondents	

mean,	 despite	 the	 low	 distribution	 cost	 and	 access	 to	 automatic	 coding	 tools,	 that	 a	
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larger	scale	research	can	be	made	in	a	shorter	time	than	with	a	postal	survey	(Van	Selm	

and	 Jankowski	 2006,	 438;	 Pecáková	 2016,	 14).	When	 researching	 a	 sensitive	 subject,	

like	maternal	birth	 injuries,	 online	 surveys	are	also	 seen	as	preferable	because	of	 the	

possible	 anonymity	 that	 the	 Internet	 provides	 (Van	 Selm	 and	 Jankowski	 2006,	 437).	

Distributing	 digitally	 have	 limitations	 though;	 people	 without	 internet	 access	 will	 be	

excluded,	 generalisation	 can	 be	 difficult	 if	 at	 all	 possible,	 technical	 problems	 can	 be	

frequent	 and	 the	 response	 lower	 than	 with	 postal	 questionnaires	 (Van	 Selm	 and	

Jankowski	2006;	Pecáková	2016,	14;	Trost	and	Hultåker	2007,	127–36).	A	risk	of	people	

trying	to	misuse	and	disturb	the	data	is	possible	as	well,	something	that	together	with	

potential	exclusion	and	lower	answer	frequency	need	to	be	addressed	in	context.		

Depending	 on	where	 the	 study	 takes	 place,	 internet	 access	 and	 hence	 answer	

frequency,	 will	 vary.	 The	 Internet	 Foundation	 in	 Sweden,	 IIS,	 is	 an	 independent	

organisation	 that	 every	 year	 conveys	 a	 report	 about	 internet	 use	 in	 Sweden	

(Svenskarna	och	internet).	They	found	that	in	2015,	93%	of	the	Swedish	population	had	

access	 to	 internet	 and,	 over	 95%	 of	 people	 in	 the	 ages	 8-55	 used	 it	 (Davidsson	 and	

Findahl	2015,	4).	The	usage	of	the	Internet	also	increases	every	day.	This	means	that	a	

majority	of	people	in	Sweden	have	and	use	internet	regularly,	which	imply	less	risk	of	

exclusion	 in	 a	 Swedish	 context.	 The	 survey	 for	 this	 thesis	 also	 addresses	 a	 sensitive	

subject,	which	means	that	it	is	unlikely	that	people	by	purpose	take	the	survey	several	

times	 and	make	 up	 answers	 in	 order	 to	 disturb	 the	 results.	 One	 person	 did	 however	

answer	 the	 survey	 in	 a	 very	 unusual	manner,	 choosing	 the	 highest	 option	whenever	

possible	 as	 well	 as	 only	 writing	 one	 word	 in	 all	 open	 fields,	 which	 led	 to	 that	 this	

participant	was	 taken	away.	Despite	 this	 incident,	 the	positive	 aspects	with	 an	online	

survey	outweigh	the	negative	ones,	since	this	is	a	solitary	project	with	limits	of	finance	

and	time,	taking	place	in	a	context	where	many	people	have	access	to	the	Internet.		
	

The	Questionnaire	
The	 questionnaire	 was	 constructed	 during	 three	 phases	 before	 it	 was	 launched	 and	

distributed.	The	first	phase	consisted	of	extensive	research	on	the	subject	of	maternal	

birth	 injuries	 in	academic	 texts,	newspapers	and	social	media.	A	research	 journal	was	

kept	during	this	process,	collecting	information	about	blogs,	Facebook	groups,	articles,	

TV	programs,	books	and	radio	talks.	From	this	varied	material	some	questions	kept	on	

returning	to	me:	the	 lack	of	a	clear	definition	of	maternal	birth	 injuries,	how	and	how	
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much	everyday	life	 is	affected	for	people	with	injuries,	 issues	with	treatment	and	care	

as	 well	 as	 that	 the	 subject	 of	 maternal	 birth	 injuries	 appear	 to	 be	 taboo.	 This	 initial	

research	led	to	the	three	research	questions	and	the	creation	of	the	questionnaire.		

During	 the	 second	 phase,	 drafts	 of	 the	 survey	 questions	 were	 sent	 out	 to	 a	

number	of	people,	in	order	to	receive	feedback.5	By	discussing	the	process	with	others,	

the	 researcher	 can	 get	 aware	 of	 potential	 issues,	 such	 as	 strange	 formulations	 or	

stereotypical	assumptions	(Thomsson	2010,	47).	The	comments	received	proved	very	

helpful	in	order	to	improve	the	questionnaire.	One	of	the	major	issues	addressed	was	if	

there	should	be	examples	provided	or	not.	The	first	draft	contained	examples,	in	order	

to	both	guide	the	participants	as	well	as	demonstrate	that	many	options	are	available.	

However,	 due	 to	 several	 comments	 about	 the	 examples	 being	 too	 directorial,	 the	

decision	was	made	to	take	them	away.	During	this	second	phase,	a	web-survey	platform	

was	also	selected,	EasyQuest.	This	platform	was	chosen	because	it	had	the	tools	needed	

in	order	to	conduct	the	study	the	way	I	pictured	it,	it	was	free	of	charge	and	did	not	have	

a	limitation	on	how	many	answers	to	collect	(EasyQuest	2017).				

After	several	drafts	had	been	worked	through,	the	third	phase	started	and	a	first	

version	 of	 the	 questionnaire	was	 sent	 to	 three	women	with	 experiences	 of	maternal	

birth	 injuries.	 This	 was	 done	 in	 order	 to	 acquire	 feedback	 from	 people	 with	 actual	

experiences	of	complications	after	giving	birth,	find	out	how	long	time	that	was	needed	

to	 answer	 the	 questions	 as	 well	 as	 to	 see	 if	 there	 were	 any	 technical	 issues.	 These	

answers	 are	 not	 included	 in	 the	 final	 results	 since	 the	 survey	was	 changed	 after	 the	

feedback	 was	 received.	 The	 pre-round	 proved	 helpful	 in	 many	 aspects,	 especially	 in	

order	to	see	how	the	answers	could	look	like.	I	am	very	thankful	to	these	three	women,	

that	 they	 took	 their	 time	 to	 both	 answer	 the	 survey	 and	 give	 comments	 on	 how	 to	

improve	 it.	 Based	on	 their	participation	 I	 realised	 that	 one	 specific	 section,	 about	 the	

childbirths,	was	not	working	well	 technically	 and	hence	 that	part	was	 changed.	Their	

input	also	made	me	develop	 some	questions	and	 re-formulating	others.	The	 trial	 also	

proved	 that	 most	 questions	 worked	 well	 without	 examples.	 However,	 three	 were	

understood	as	difficult	or	unclear	and	examples	were	added	to	these	questions.		

A	 second	 trial	 was	 made	 with	 three	 of	 my	 family	 members.	 They	 made	 up	

																																																								
5	I	am	thankful	to	all	participants	of	the	Interdisciplinary	Research	Methods	and	Writing-seminars	at	the	
Centre	 for	Gender	Research	 at	Uppsala	University,	who	helped	me	with	 great	 comments	during	 a	 long	
process.	My	family	and	partner	were	also	extremely	helpful	in	this	process	as	well	as	my	supervisor	and	
other	researchers	specialised	in	the	field	of	women’s	health.		
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answers,	 in	 order	 to	 find	 grammar	 typos	 and	 to	 see	 that	 the	 survey	 was	 working	

technically.	 This	 round	 also	 proved	 very	 helpful	 and	 small	 adjustments	 were	 made	

before	 the	 final	 version	was	 completed.	During	 the	 final	 phase	 of	making	 the	 survey,	

different	email	templates	were	also	conducted	(Appendix	2).	

	

Distribution		

When	 the	 survey	was	 finalised	 the	 distribution	 phase	 started.	 The	 questionnaire	was	

launched	on	the	2nd	of	May	2018	and	organisations,	sites	and	people	found	as	potential	

distributors	were	contacted	and	encouraged	to	distribute	the	survey,	such	as	bloggers,	

nursing	 clinics	and	centres,	 all	 specialised	 in	or	 related	 to,	maternal	birth	 injuries.	By	

distributing	 the	survey	 in	 locations	already	 focused	on	maternal	birth	 injuries,	people	

who	have	not	looked	for	help	would	not	be	reached.	Hence,	the	questionnaire	was	also	

distributed	 through	sites	 that	not	explicitly	address	birth	 injuries.	These	sites	centred	

on	 topics	 like	parenthood,	women’s	health,	pregnancy	and	childbirth.	The	survey	was	

also	distributed	in	online	forums	that	connect	women	with	relations	to	the	countryside,	

in	order	to	actively	reach	people	outside	of	urban	areas.	This	was	done	since	an	urban	

norm	 exists	 in	 Sweden,	 which	 makes	 a	 majority	 of	 resources,	 media	 coverage	 and	

research	focus	on	cities,	resulting	 in	that	experiences	and	opinions	from	people	 in	the	

countryside	 are	 many	 times	 ignored	 (Jonsson	 2015;	 Hela	 Sverige	 ska	 leva	 2018).	 In	

order	to	address	these	issues	in	the	survey	as	well,	four	questions	related	to	geography	

and	distance	(See	the	survey	for	more	details:	Appendix	1).	

Swedish	sociologist	 Jan	Trost	 together	with	associate	professor	Oscar	Hultåker	

explain	different	ways	 to	 collect	 samples	 in	 their	work	on	 surveys,	 and	 the	 “snowball	

method”	implies	that	just	as	when	a	snowball	is	rolling	in	the	snow,	it	becomes	bigger	

and	bigger	(2007,	32).	In	relation	to	an	online	survey,	this	means	that	once	the	link	to	

the	survey	has	been	sent	to	some,	they	will	in	turn	send	it	to	others	and	so	the	sample	

expands.	With	 this	method,	you	cannot	control	 the	sample	but	on	 the	other	hand,	 the	

study	is	spread	fast	and	can	reach	a	lot	of	people	otherwise	hard	to	find.	Upon	launching	

the	questionnaire	the	snowball	effect	was	clearly	visible	since	140	people	answered	the	

survey	on	the	first	day.	When	using	this	strategy	no	external	validity	can	be	claimed	but	

patterns	can	still	be	found,	indicating	structures	and	norms.	

A	deadline	for	participation	had	been	set	before	launching	to	the	31st	of	May,	in	

order	 to	have	 enough	 time	 for	distribution	 as	well	 as	make	people	 feel	 that	 they	had	
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options	of	when	to	fill	it	out.	Since	it	is	hard	to	anticipate	the	response	it	was	difficult	to	

decide	 on	 a	 timeframe.	 During	 the	 first	 four	 days,	 almost	 250	 people	 answered	 the	

survey,	and	information	about	the	study	and	a	link	to	the	questionnaire	was	published	

on	blogs	and	 in	several	Facebook	groups.	By	 this	 time	 I	was	able	 to	 read	some	of	 the	

participants’	answers,	and	it	turned	out	that	many	had	written	a	lot	in	the	open-ended	

questions,	leading	to	a	large	amount	of	material	to	analyse.6	This	made	me	realise	that	I	

would	not	be	able	to	read	through,	code	and	analyse	more	than	a	few	hundred	answers.	

Therefore,	 in	 order	 to	not	 receive	more	material	 than	 I	would	be	 able	 to	handle,	 and	

with	the	knowledge	that	the	snowball	effect	was	working	since	the	questionnaire	was	

spreading	 fast,	 no	 further	 distribution	 efforts	 were	 made	 after	 the	 first	 week	 since	

launching.	More	answers	could	potentially	have	been	received	but	with	the	limits	that	

come	with	writing	a	master	thesis,	the	possibly	smaller	sample	was	accepted	in	order	to	

be	able	to	treat	the	already	gathered	information	sincerely.		

The	great	 response	 rate	 indicates	 that	 the	 topic	of	maternal	birth	 injuries	 is	 in	

need	 of	 attention	 since	 many	 have	 experiences	 to	 share.	 Karin	 Borgehed	 and	 Nadja	

Sjölin’s	 survey	 study	 on	 women’s	 sexual	 health	 postpartum	 in	 Sweden	 also	 received	

great	 response,	 implying	 the	 importance	of	addressing	postpartum	care	and	women’s	

experiences	(2016,	25).	Moreover,	several	participants	in	my	material	explicitly	wrote	

in	the	survey	that	they	appreciated	that	this	study	was	being	made.	The	questionnaire	

closed	on	the	31st	of	May	2018,	by	then	it	had	been	distributed	by	individuals,	bloggers	

and	Facebook	groups	as	well	as	shared	62	 times	on	my	own	Facebook	page.7	In	 total,	

387	people	 completed	 the	 survey	and	an	overview	of	 the	participants’	 characteristics	

will	now	be	presented.		

	 	

Participant	Characteristics	

This	 section	 contains	 an	 overview	 of	 the	 participants’	 characteristics	 while	 more	

detailed	 findings	will	 be	 discussed	 in	 each	 chapter	 of	 the	 analysis.	 The	 questionnaire	

was	answered	by	a	total	of	387	people,	but	four	were	discarded	due	to	their	ineligibility	

																																																								
6	The	questionnaire	contained	of	65	questions	in	total,	whereof	four	were	open-ended	and	eight	follow-
ups,	 leaving	 several	 opportunities	 for	 the	 participants	 to	 develop	 on	 their	 experiences	 and	 thoughts.	
Though	no	one	answers	all	of	 the	65	questions,	due	 to	 the	use	of	 conditional	branching	 (depending	on	
reply	the	following	question	will	vary),	the	amount	of	text	to	go	through	was	still	extensive.		
7	To	“share”	something	on	Facebook	means	that	someone	re-publishes	selected	information	on	their	own	
Facebook	page,	which	in	turn	leads	to	that	more	people	can	be	reached.			
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to	the	criteria	of	participation.8	Therefore,	the	answers	from	a	total	of	383	participants	

constitute	the	main	material	for	this	study.		

Of	 the	 383	 participants,	 93%	 are	 born	 in	 Sweden,	 78%	 earn	 more	 than	 SEK	

25,000	a	month	and	81%	have	completed	a	higher	education,	such	as	university	(Table	

1).	Experiences	of	births	from	five	decades	are	part	of	the	material,	though	a	majority	of	

the	 deliveries	 took	 place	 during	 the	 2010s,	 which	 could	 be	 due	 to	 that	 most	 of	 the	

participants	are	between	31-40	years	old	(60%).	This	reflects	the	average	age	of	when	

women	give	birth	in	Sweden,	at	30,8	years	old	(Persson	2013).			

	

Table	1.	Description	of	the	participants'	age,	place	of	birth,	education	level		

and	income	(N	=	383)	

	

Age
21-30 52 14%
31-40 230 60%
41-50 80 21%
51-60 16 4%
61-70 5 1%

Place	of	birth
Sweden 355 93%
Abroad 28 7%

Highest	level	of	eduaction	completed
Elementary/Primary	School	 4 1%
Secondary/High	School	 68 18%
University/College	 311 81%
No	school 0 0%

Monthly	salary	(before	tax)
Less	than	25	000	SEK 75 20%
Between	25	000	SEK	and	35	000	SEK 175 46%
More	than	35	000	SEK 124 32%
No	salary 9 2% 	

	
																																																								
8	Two	of	 the	 respondents	had	neither	 given	birth	nor	 sought	 treatment	 in	 Sweden	and	were	 therefore	
taken	away.	I	am	very	grateful	for	their	participation	and	sorry	that	they	cannot	be	used	in	this	material.	
One	participant	did	not	have	or	ever	had	a	maternal	birth	injury	and	was	hence	disqualified	(the	person	
criticised	the	study	for	being	biased	when	only	focusing	on	people	with	injuries).	Finally,	one	person	had	
responded	 in	 such	 an	 unusual	manner	 (the	 highest	 options	were	 chosen	 for	 all	 questions:	 born	 2018,	
given	birth	to	12	children	all	in	2018	and	so	on),	that	it	was	clear	that	the	survey	was	not	taken	seriously.		
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A	majority	of	the	participants	have	given	birth	vaginally	in	hospitals	and	most	acquired	

birth	 injuries	during	 their	 first	delivery,	84%	(Table	2).	This	 reflects	demographics	at	

large	in	Sweden,	where	vaginal	birth	in	a	hospital	is	both	the	most	common	practice	and	

the	 norm	 (Hellmark	 Lindgren	 2006;	 Socialstyrelsen	 2017a;	 Lundgren	 et	 al.	 2015).	

Research	also	demonstrates	that	it	is	more	common	to	acquire	a	maternal	birth	injury	

during	the	first	delivery	(Gyhagen	2013;	Hellström	2007;	Socialstyrelsen	2018b).		

	

Table	2.	Description	of	way	of	delivery,	location	and	if	the	delivery	caused	a	birth	injury	

Child	1 Child	2 Child	3 Child	4 Child	5
(N=383) (n=224) (n=57) (n=11) (n=3)

Vaginal 352 92% 180 80% 43 75% 8 73% 2 67%
Ceasarean 31 8% 44 20% 14 25% 3 27% 1 33%

Hospital 380 99% 219 98% 57 100% 10 91% 3 100%
Home 3 1% 5 2% 0 0% 1 9% 0 0%

Caused	birth	injury 320 84% 108 48% 25 44% 7 64% 1 33%
Did	not	cause	injury 63 16% 116 52% 32 56% 4 36% 2 67% 	
	

Of	 the	 383	 participants,	 308	 (80%)	 experience	 problems	 today	 related	 to	 their	 birth	

injuries	 and	 284	 (74%)	 have	 sought	 professional	 healthcare	 in	 Sweden	 for	 their	

problems.	Of	the	people	who	have	sought	care,	a	majority	come	from	the	south	part	of	

Sweden,	89%	(Svealand	and	Götaland,	referring	to	geographical	regions)	and	have	lived	

most	of	their	time	in	cities	while	seeking	treatment,	78%	(Table	3).		

	

Table	3.	Where	participants	have	lived	most	of	their	time	and	sought	most	of	their	care	

	

Of	the	284	participants	who	have	sought	care,	a	doctor,	midwife	or	gynaecologist	have	

confirmed	 213	 (75%)	 with	 having	 a	 maternal	 birth	 injury.	 When	 asked	 if	 the	

participants	always	have	been	treated	well	when	asking	for	help	related	to	their	birth	

injury,	187	(66%)	have	answered	“no”.	These	findings	and	many	more	will	be	explored	

in	the	different	chapters	of	the	analysis,	but	first	some	clarification	on	how	the	analysing	

process	proceeded	and	discussion	of	language	usage	and	limitations.		
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Analytical	Methodology	
Since	 the	 study	 is	 built	 on	 both	 quantitative	 and	 qualitative	 data,	 the	 analytical	

methodology	is	also	mixed.	However,	though	the	qualitative	data	is	handled	differently	

from	 the	 quantitative	 to	 a	 certain	 extent,	 thematic	 analysis	 is	 the	main	methodology	

used	for	all	material.	This	 is	a	 flexible	method,	aiming	at	 finding	"repeated	patterns	of	

meaning"	 (Braun	and	Clarke	2006,	86).	The	 researcher	always	plays	an	active	 role	 in	

identifying	 themes	 and	 the	 process	 should	 be	 reflexive,	 choices	 are	 constantly	 made	

that	 leads	 to	certain	 findings,	 rejecting	other	outcomes	 (2006,	81–82).	Several	phases	

constitute	 this	 method;	 general	 familiarisation	 with	 the	 data,	 coding,	 searching	 for,	

reviewing	and	later	defining	themes	as	well	as	constantly	going	back	and	forth	between	

the	 sections	 chosen	 from	 coding	 and	 the	 greater	 material.	 The	 different	 phases	 of	

analysis	for	both	the	quantitative	and	qualitative	findings	will	now	be	presented.	

	

The	Qualitative	Data	

When	all	material	was	collected,	the	answers	were	read	in	detail.	In	Virginia	Braun	and	

Victoria	 Clarke’s	work	 on	 thematic	 analysis,	 it	 is	 recommend	 that	 the	 first	 reading	 is	

done	without	coding	and	then	to	re-read	the	material	several	times	while	taking	notes	

(2006,	 87).	 It	 is	 also	 suggested	 to	 read	 through	 the	 entire	material	 once	more	 in	 full,	

when	themes	and	sub-themes	have	been	refined,	to	ascertain	that	the	themes	do	work,	

as	well	as	to	code	additional	data	that	was	missed	earlier	(2006,	91).	Since	it	was	clear	

early	on	that	it	would	not	be	possible	to	re-read	the	entire	data	several	times,	due	to	its	

size,	 coding	were	done	 from	 the	 start	 and	different	 colours	used	 to	highlight	 areas	of	

interest,	related	to	the	research	questions.	9	Due	to	the	amount	of	material,	the	decision	

was	also	made	to	go	through	all	the	findings	when	approximately	half	the	material	had	

been	 read,	 coded	and	counted	 (200	answers).	This	decision	proved	helpful	 and	while	

going	 through	 the	 findings,	 quotes	 and	 comments	 were	 organised	 into	 themes.	 The	

findings	from	the	remaining	187	answers	were	coded	and	commented	in	a	similar	way	

as	 during	 the	 first	 round.	 When	 all	 answers	 had	 been	 read,	 a	 new	 review	 and	

organisation	 phase	 took	 place.	 Some	 themes	 became	more	 apparent	 and	 quotes	 and	

comments	were	arranged	under	refined	topics	and	sub-themes.		
																																																								
9	Each	participant	produced	on	average	2,5	pages	of	material,	which	resulted	 in	a	1073-page	 long	PDF-
document.	 This	 document	 contained	 all	 the	 387	participants’	 answers	 to	 the	 questionnaire,	 both	 short	
and	long	ones.	Though	I	had	expected	it,	the	participants’	many	times	sensitive	and	difficult	stories	also	
made	the	material	heavy	to	read,	despite	the	amount	of	actual	text	to	work	through.		
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	 One	of	the	final	questions	in	the	survey	inquires	what	the	participants	think	can	

be	improved	regarding	treatment	and	care	of	maternal	birth	injuries	in	Sweden.	Due	to	

not	 wanting	 to	 direct	 the	 answers,	 this	 was	 made	 as	 an	 open-ended	 question	 and,	

therefore,	 no	 quantitative	 data	 existed	 on	which	 particular	 issues	 that	 acquired	most	

attention.	 I	realised	early	when	going	through	the	answers	to	this	question	that	many	

participants	wanted	improvements	of	similar	things	and,	hence,	I	started	counting	how	

many	that	expressed	similar	thoughts.	These	numbers	are	presented	in	Appendix	3.	The	

outcome	 of	 counting	 clearly	 demonstrated	 that	 some	 improvements	 were	 addressed	

more	than	others,	and	these	are	presented	and	discussed	in	the	analysis.		

Quotes	were	written	down	during	 the	whole	process	and	each	participant	was	

given	a	number	that	was	put	in	brackets	next	to	a	quote,	comment	or	theme,	in	order	to	

be	 able	 to	 go	 back	 and	 contextualise	 afterwards.	 To	 lose	 context	 when	 coding	 is	

otherwise	 a	 common	 criticism	 (Braun	 and	 Clarke	 2006,	 89).	 In	 the	 analysis,	 each	

participant	has	been	given	a	name	but	I	have	also	kept	the	participant	number,	in	order	

to	be	able	to	go	back	to	the	data	set	as	well	as	to	demonstrate	that	there	are	different	

participants	 quoted. 10 	Hence,	 a	 name	 will	 always	 be	 presented	 together	 with	 a	

participant	number,	except	 in	a	 few	cases	where	only	 the	participant	number	 is	used.		

Most	of	the	time,	a	short	presentation	of	the	participant	and	her/hir	situation	is	given	

before	or	after	a	quote	in	order	to	provide	context.		

	

The	Quantitative	Data	

EasyQuest,	the	programme	used	for	conducting	the	questionnaire,	has	functions	to	get	

the	data	summarised.	All	material	received	can	be	downloaded	in	graphs	and	extracted	

to	Excel	format.	This	made	it	easy	to	get	an	overview	of	quantitative	findings	early	on	in	

the	 process.	 However,	 all	 results	 were	 downloaded	 into	 Excel,	 verified,	 adjusted	 and	

made	 into	 new	 graphs	 in	 order	 to	 obtain	 greater	 control	 of	 the	 data.	 As	 mentioned	

earlier,	four	participants	were	taken	away	from	the	total	amount	of	respondents	and	the	

results	from	the	test	round	were	not	included	either.	Errors	found	among	the	remaining	

answers	 have	 been	 adjusted	 to	 a	 zero	 (0).	 Therefore,	 unless	 a	 participant	 was	

																																																								
10	Participants	had	 the	option	 to	provide	 their	 email	 address	 if	 they	wanted	 to	 be	 contacted	when	 the	
thesis	 is	 finished;	 no	 other	 contact	 information	 was	 gathered.	 Some	 of	 the	 email	 addresses	 contained	
names	but	since	everybody	who	 took	part	 in	 the	study	was	granted	anonymity	all	names	part	of	email	
addresses	or	presented	in	the	material,	of	locations,	hospitals	and	clinics,	have	been	changed.		
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disqualified	from	the	total	data	set,	inaccuracies	have	been	adjusted	if	possible.11		

Quantitative	 findings	 can	 provide	 insights	 into	 how	much	 and	 how	many,	 but	

prevalence	alone	does	not	explain	why	or	how	(Plano	Clark	2017).	It	is	when	combined	

with	qualitative	results	that	the	material	gets	both	depth	and	width.	Qualitative	data	can	

be	used	as	a	follow-up	to	initial	quantitative	results	and	vice	versa	or	used	concurrently	

(2017,	 305).	 In	 this	 study,	 the	 qualitative	 and	 quantitative	 data	were	 used	 alongside	

each	other	and	later	divided	into	themes,	now	constituting	the	chapters	in	this	analysis.		

	

Language	Considerations		

Socialstyrelsen	acknowledges	 that	women	who	are	not	born	 in	Sweden	have	a	higher	

risk	of	obtaining	sphincter	ruptures,	and	that	there	are	specific	challenges	for	Swedish	

maternity	care	with	non	Swedish-speaking	women,	due	to	both	 language	barriers	and	

cultural	differences	(2017b,	70).	Because	of	this,	and	due	to	a	will	of	trying	to	reach	as	

many	 people	 as	 possible,	 the	 survey	 was	 conducted	 in	 both	 Swedish	 and	 English.		

Though	another	language	could	have	attracted	more	responses,	English	was	chosen	as	

an	option	to	Swedish	since	it	is	the	second	language	I	know	best.	In	the	end,	only	a	few	

people	answered	in	English,	but	these	participants	expressed	gratitude	and	addressed	

issues	with	language	barriers	so	the	choice	of	creating	a	bilingual	survey	was	motivated.		

In	order	to	be	able	to	reach	outside	of	Swedish	borders	and	have	the	possibility	

to	 be	 compared	with	 research	 on	 experiences	 related	 to	maternal	 birth	 injuries	 from	

other	contexts,	the	thesis	is	written	in	English,	despite	that	a	majority	of	the	empirical	

material	 is	 in	 Swedish	 and	 the	 geographical	 context	 the	 study	 addresses	 is	 Sweden.	

Writing	 in	 English	 can	 be	 problematic,	 especially	 when	 translating	 the	 participants'	

answers	 since	 some	 nuances	 and	 meanings	 always	 get	 lost	 in	 a	 translation	 process	

(Thomsson	2010,	96–97).	However,	slight	changes	to	the	content	while	still	keeping	the	

core	meaning	maintained	would	have	been	needed	to	do	with	the	material	in	Swedish	

as	well,	in	order	to	make	the	text	more	coherent.	An	additional	analytical	process	took	

place	 when	 translating	 the	 participants'	 words	 since	 the	 extra	 work	 required	 for	

translation	meant	that	each	word	had	to	be	even	more	thought	through.	For	example,	

questions	of	interpretation	of	a	certain	phrasing	lead	to	developments	in	the	analytical	

																																																								
11	One	 participant	 stated	 clearly,	 in	 the	 open	 section	 for	 comments,	 that	 one	 error	 had	 been	 made	
regarding	geography	and	thus	that	particular	answer	was	adjusted	in	the	data.	When	other	errors	have	
been	detected	but	it	has	not	been	clearly	stated	what	the	actual	answer	should	have	been	that	particular	
that	answer	has	been	taken	away.		
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process,	which	I	think	would	not	have	been	the	same	if	using	the	quotes	in	Swedish.	

	

Limitations		

This	 study	 mainly	 focuses	 on	 negative	 experiences	 of	 Swedish	 healthcare	 services,	

regarding	 treatment	and	care	of	maternal	birth	 injuries.	This	 is	not	 to	say	 that	all	 the	

existing	 treatment	 is	 bad	 in	 Sweden.	 Many	 nurses,	 midwives,	 doctors	 and	 other	

professionals	who	deal	with	 these	 issues	every	day	are	doing	amazing	work.	This	can	

also	 be	 seen	 in	 the	 survey	 results	 since	 many	 participants	 are	 satisfied	 with	 their	

treatment	 and	 write	 with	 gratitude	 about	 the	 healthcare	 personnel	 they	 have	 met.	

Hence,	it	is	important	to	not	forget	or	reduce	all	the	work	that	actually	is	great.	Also,	as	

shown	 in	 the	 introduction,	 problems	 with	 how	 care	 is	 affected	 by	 stressful	 working	

conditions	and	lack	of	resources	have	been	brought	up	by	part	of	the	medical	workforce	

as	well	(Vårdförbundet	2016;	Gustafsson	2017).	However,	previous	research	suggest	a	

shift	 towards	 a	 focus	 on	 dissatisfaction	 in	 surveys,	 “due	 to	 lack	 of	 variability	 in	

responses	 of	 satisfaction,	 and	 because	 such	 a	 focus	 would	 better	 highlight	 possible	

problems	 that	 may	 warrant	 consideration”	 (Örtenstrand	 and	 Waldenström	 2005,	

1286).	Therefore,	this	study	mainly	focuses	on	negative	experiences.			

In	 the	 study,	more	people	who	had	 finished	higher	 education	 took	part,	which	

could	be	due	 to	 the	number	of	questions	asked	as	well	 as	 the	number	of	open-ended	

inquiries,	 a	 reason	 for	 less	 participation	 among	 less	 educated	 according	 to	 Trost	 and	

Hultåker	 (2007,	 32).	However,	 it	 could	 also	 be	 connected	 to	 that	women	with	 higher	

education	 are	 diagnosed	more	 frequently	 than	women	with	 lower	 educational	 levels	

(Socialstyrelsen	2018a,	13).	Socialstyrelsen	believes	this	could	be	due	to	that	diagnosing	

and	 reporting	 of	 severe	 bursts	 increase	with	women’s	 education	 level.	 This	 is	 a	 very	

interesting	 finding	 that	 needs	 further	 investigation.	Whether	 the	 reasons	 for	 the	high	

participation	of	educated	women,	my	study	follows	this	pattern	and,	hence,	experiences	

from	more	varied	socioeconomic	backgrounds	are	needed	in	future	studies.		

Few	people	over	60	years	old	took	part	of	the	survey,	which	could	be	because	of	

the	 channels	 used	 for	 distribution	 or	 the	 fact	 that	 fewer	 people	 over	 65	 use	 internet	

(Davidsson	and	Thoresson	2017,	122).	The	Swedish	National	Pensioners’	Organisation	

(PRO)	was	contacted	during	the	distribution	phase,	in	order	to	direct	the	distribution	to	

potential	 participants	 over	65	 years	 old.	However,	 the	main	organisation	 replied	 that	

they	 would	 not	 share	 or	 publish	 information	 about	 the	 study	 and	 suggested	 me	 to	
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contact	each	and	every	local	association	separately.	This	would	have	been	preferred	to	

do	in	order	to	obtain	more	responses	from	people	above	65,	but	since	the	large	amount	

of	answers	already	received	at	the	time	in	the	process,	no	further	contact	was	made.		

In	 summary:	 despite	 that	 some	 efforts	 were	 made	 to	 acquire	 a	 more	 diverse	

sample	 regarding	 age,	 socioeconomic	 background	 and	 geographical	 area,	 the	

participants	 form	a	 relatively	homogenous	 group	 from	predominantly	middle	 classes,	

born	in	the	1970s	and	1980s,	living	mainly	in	cities	in	the	south	of	Sweden.	Hence,	the	

results	from	this	study	cannot	be	said	to	represent	the	population	at	large.	However,	it	

is	vital	to	understand	that	each	story	part	of	the	material	represents	an	individual	and	

therefore	the	results	are	still	relevant.	

I	 am	 very	 grateful	 that	 so	 many	 people	 took	 part	 in	 the	 study,	 producing	 an	

incredibly	 rich	 material.	 All	 participants	 have	 taken	 their	 time	 to	 share,	 many	 times	

difficult,	 very	 personal	 stories	 and	 experiences	 from	 their	 lives,	 stories	 that	 together	

create	 the	 heart	 and	 soul	 of	 the	 analysis.	 Before	 the	 analysis	 begins,	 a	 contextual	

introduction	to	Sweden	and	its	healthcare	system	focused	on	maternity	care.	

	

Health	and	Maternity	Care	in	Sweden	

The	 Swedish	 healthcare	 system	 is	 largely	 tax-funded	 and	 accessible	 to	 all	 people	 in	

Sweden	 (Swedish	 Institute	 2018b).	 The	 central	 government,	 county	 councils	 and	

municipalities	together	share	the	responsibility	for	healthcare	services.	Despite	having	

to	 pay	 about	 30%	 in	 tax,	 going	 to	 the	 hospital	 costs	 between	 SEK	 100-300	 per	 visit.	

However,	patients	never	have	to	pay	more	than	a	total	of	SEK	1,100	per	year,	a	benefit	

called	 the	 high-cost	 ceiling	 (2018b).12	A	 similar	 protection	 exists	 for	 prescription	

medication,	where	a	maximum	of	SEK	2,250	is	paid	during	a	12-month	period.	

	 Swedish	 maternity	 and	 prenatal	 care	 is	 for	 free	 and	 the	 midwives,	 doctors,	

nurses	and	gynaecologists	working	at	the	clinics,	called	barnmorskemottagningar	(BVC)	

and	mödravårdscentraler	 (MVC),	have	professional	 secrecy	 (1177	Vårdguiden	2018b).	

The	 midwife	 is	 the	 primary	 caregiver	 (Hildingsson	 and	 Thomas	 2007,	 127).	 During	

pregnancy,	 frequent	visits	 to	 the	MVC	or	BVC	are	common.	During	 these	visits,	where	

partner/s	 can	 come	 along	 too,	 ultrasonography	 and	 health	 checks	 are	 carried	 out	 on	

baby	and	mother	together	with	possibilities	to	talk	about	issues	and	concerns.	Free	or	

subsidised	courses	and	coaching	sessions,	with	or	without	others	who	are	expecting,	on	
																																																								
12	On	2018-10-18,	SEK	100	equals	EUR	9.7	(Valutaomvandlare	2018).			
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how	to	handle	the	pregnancy	and	prepare	for	delivery	are	accessible	as	well	(Swedish	

Institute	2018a;	1177	Vårdguiden	2018b).	Some	clinics	also	provide	courses	especially	

for	prospective	fathers,	called	“Pappagrupper”	(“Daddy	groups”).		

After	the	baby	is	born	follow-up	sessions	are	offered	to	a	varying	degree,	ranging	

from	 phone	 call	 contact	 to	 physical	 examinations	 as	 well	 as	 counselling.	 Regional	

differences	occur,	regarding	how	many	visits	are	made	both	before	and	after	delivery	as	

well	 as	 the	 amount	 of	 personnel	 available	 at	 the	 local	 clinics,	 due	 to	 the	 divided	

responsibility	 of	 healthcare	 among	 the	 government,	 counties	 and	 municipalities	 in	

Sweden.	 Even	 though	 all	MVC	 and	BVC	 clinics	 offer	 check-ups	 (efterkontroller)	 six	 to	

eight	weeks	after	delivery,	follow-up	routines	vary	all	over	Sweden	(SBU	2016b,	13).		

Despite	issues	with	unequal	care	and	high	levels	of	obstetric	trauma,	Sweden	has	

among	the	lowest	maternal	mortality	rates	in	the	world	and	is	ranked	number	five	on	

Save	the	Children’s	report,	State	of	the	World’s	Mothers	(Swedish	Institute	2018b,	146–

47;	OECD	2015;	Esscher	2014,	12;	Save	the	Children	2015).		

	

4.	Analysis	
The	analysis	is	divided	into	three	chapters:	Definitions	and	Diagnoses,	Everyday	Life	and	

Experiences	 of	 Swedish	 Healthcare,	 of	 which	 all	 derive	 from	 the	 thesis	 research	

questions:	 What	 does	 the	 term	 “maternal	 birth	 injury”	 imply?	 How	 is	 everyday	 life	

affected	 by	 the	 birth	 injuries?	What	 are	women’s	 experiences	 of	 Swedish	 healthcare?	

Each	chapter	has	the	same	structure;	firstly	introducing	the	issues	addressed,	followed	

by	sub-themes	that	focus	on	specific	areas	from	the	main	theme.	The	empirical	material	

is	 continuously	 intertwined	 with	 previous	 research	 and	 theoretical	 discussions,	 and	

each	 section	ends	with	a	 summary	of	 the	 findings.	The	 thesis	 ends	with	a	 conclusion,	

where	the	findings	from	each	chapter	are	summarised.		

Definitions	 and	 Diagnoses	 aims	 at	 exploring	 how	 maternal	 birth	 injuries	 are	

defined	as	well	as	investigate	the	process	of	diagnostics.	If	existing	medical	descriptions	

reflect	the	participants'	own	experiences	will	also	be	addressed	and	three	sub-themes	

guide	 the	 chapter:	 “Diagnosed	 or	 Not”,	 “Mental	 versus	 Physical”	 and	 “Vaginal	 versus	

Caesarean”.	 The	 second	 chapter,	Everyday	Life,	 focuses	 on	 demonstrating	what	 living	

with	 a	 maternal	 birth	 injury	 implies,	 emphasising	 some	 particularly	 affected	 areas.	

These	 areas	 are	 divided	 into	 the	 three	 sub-themes:	 “The	 Multitude	 of	 Problems”,	

“Feelings	of	Failure”	and	“Other	Consequences	and	Severe	Complications”.	 In	 the	 final	
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chapter,	Experiences	of	Swedish	Healthcare,	 the	 participants’	 stories	 of	 how	 they	 have	

been	 treated	 or	 ignored	 are	 central	 and	 explored	 under	 the	 sub-themes:	

“Communication”,	 “Neglect”	and	 “Sexuality	and	Gender	Norms”.	Underlying	structures	

potentially	affecting	certain	behaviours	are	addressed	as	well	as	the	participant’s	own	

analyses	regarding	treatment	and	care	of	maternal	birth	injuries.		

	

Definitions	and	Diagnoses	
	

This	 chapter	 centres	 on	 diagnoses	 and	 definitions	 of	 maternal	 birth	 injuries	 and	 is	

related	to	the	first	research	question:	What	does	the	term	“maternal	birth	injury”	imply,	

according	 to	 medical	 descriptions	 and	 to	 women	 with	 experiences	 of	 complications	

related	to	giving	birth?	The	answers	received	from	the	survey	query	“how	do	you	define	

your	birth	 injury?”	 together	with	 other	 relevant	 quantitative	 and	qualitative	 findings	

connected	to	diagnostics,	will	be	analysed	against	a	background	of	the	descriptions	of	

maternal	birth	injuries	available	in	other	sources.		

“Birth	 injuries”	 are	 defined	 as	 “mechanical	 or	 anoxic	 trauma	 incurred	 by	 the	

infant	 during	 labour	 or	 delivery”	 in	 Mondofacto’s	 online	 dictionary,	 a	 database	 with	

descriptions	 of	 medical	 terms	 (2018).	 Similar	 explanations	 exists	 in	 several	 other	

medical	 dictionaries	 online,	 both	 for	 the	 terms	 “birth	 injury”,	 “birth	 trauma”	 and	 the	

Swedish	equivalent	“förlossningsskada”	(TheFreeDictionary	2018;	Svensk	MeSH	2018a;	

Merriam-Webster	Medical	Dictionary	2018;	MSD	Manual	2018;	MediLexicon	2018).	No	

description	exists	for	“maternal	birth	injury”	or	“obstetric	trauma”,	in	any	of	the	above	

mentioned	dictionaries	as	well	as	Swedish	counterparts:	Praktisk	Medicin	 (2018)	and		

Medicinsk	ordbok	(2018)	Hence,	 the	 few	definitions	available	 focus	on	 injuries	by	 the	

child	and	not	on	the	mother.		

In	SBU’s	mapping	of	systematic	 reviews,	no	clear	definition	 is	presented	either	

(2016b).	However,	 the	report	clarifies	 that	 the	 focus	 is	on	physical	damage	caused	by	

vaginal	 birth,	 and	 a	 list	 of	 current	 scientific	 knowledge	 about	 areas	 related	 to	

complications	 that	 can	 follow	vaginal	birth	 is	presented	 (2016b,	7).13	In	 the	executive	

summary	of	the	report,	in	English,	SBU	concludes	that	“there	are	scientific	uncertainties	
																																																								
13	The	 areas	 presented	 in	 the	 list	 are:	 different	 levels	 of	 vaginal	 tearing,	 injury	 caused	 by	 episiotomy,	
injury	 to	 the	 levator	 muscle	 and	 pelvic	 bones,	 acute	 uterine	 prolapse,	 diastasis	 of	 pubic	 symphysis,	
haemorrhoid,	 fistula,	 perineal	 pain,	 dyspareunia,	 urine	 and	 anal	 incontinence,	 defecation	 difficulties,	
uterus	rupture	and	specific	injuries	in	genitally	mutilated	(SBU	2016a,	2).					
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regarding	 treatment	 of	maternal	 birth	 injuries	 in	 all	 identified	 areas”	 (2016a,	 1).	 It	 is	

stated	 in	 the	 report	 that	 this	 specific	 systematic	 review	 has	 not	 included	 caesareans,	

postpartum	depression,	damage	caused	by	medication	used	during	delivery,	or	bleeding	

(SBU	2016b,	17).	Whether	this	means	that	these	should	be	part	of	the	birth	injury-term	

or	not	is	unclear.		

The	Organisation	for	Economic	Co-operation	and	Development	(OECD)	uses	the	

term	 obstetric	 trauma	 and	 defines	 it	 in	 two	 categories:	 obstetric	 trauma	 caused	 by	

vaginal	delivery	with	or	without	instruments	(OECD	2015,	146).	No	further	explanations	

are	 given,	 but	 they	 use	 obstetric	 trauma	 similarly	 to	 the	 way	 maternal	 birth	 injury	

(förlossningsskada)	 is	 used	 in	 the	 SBU’s	 report:	 as	 physical	 damage	 in	 the	 form	 of	

tearing,	 which	 in	 turn	 can	 lead	 to	 different	 complications	 such	 as	 urine-	 and	 faecal	

incontinence.	Perineal	tears	are	divided	into	four	degrees:	a	first-degree	tear	implies	an	

injury	 to	 the	 perineal	 skin	 and/or	 vaginal	mucosa.	 Second-degree	 tearing	 refers	 to	 a	

perineum	injury	involving	perineal	muscles	but	not	the	anal	sphincter.		An	injury	to	the	

perineum	 involving	 the	 sphincter	 complex	 classifies	 a	 third-degree	 tear	 and	 a	 fourth-

degree	tear	is	defined	as	an	injury	to	the	perineum	involving	the	anal	sphincter	complex	

and	anorectal	mucosa	(White	2018).14	

The	Swedish	website	1177	Vårdguiden	presents	information	and	services	about	

healthcare	 (2018c).	 In	 their	 information	 sheet	 on	maternal	 birth	 injuries,	 no	 general	

definition	 is	 given,	 but	 they	 do	 provide	 a	 list	 of	 complications	 that	 can	 occur	 from	

vaginal	birth	(2018a).	Vaginal	tears,	issues	with	bladder	and	bowel	functions	as	well	as	

vaginal	pain	are	some	of	the	problems	mentioned.	They	emphasise	throughout	the	text	

that	 all	 these	 issues	 and	 injuries	 usually	 improve	 after	 a	 while.	 My	 material	 mainly	

reflects	experiences	in	which	these	problems	have	not	improved.		

From	 the	 above-mentioned	 descriptions	 it	 is	 evident	 that	 no	 clear	 definition	

exists	 for	 what	 a	 maternal	 birth	 injury	 is.	 However,	 it	 is	 suggested	 to	 be	 a	 physical	

injury,	or	several	injuries,	caused	by	vaginal	birth	that	can	lead	to	numerous	problems	

such	as	pain,	incontinence,	haemorrhoids	and	fistulas.		

		 All	the	people	taking	part	in	the	study	had	to	define	their	own	birth	injury	in	the	

questionnaire.	 Some	 gave	 thorough	 descriptions	 of	 what	 had	 happened	 including	 all	

problems	that	had	occurred	since	delivery;	others	just	wrote	a	few	words,	for	example:	

"sphincter	rupture",	"scar	tissue",	"incontinence",	"prolapse"	or	"PTSD"	(Post-traumatic	
																																																								
14	For	more	details	on	the	different	tears	and	classifications,	see	Gyhagen	(2013).			
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stress	 disorder).	 Some	 described	 the	 different	 injuries	 received	 from	 different	

deliveries,	 the	numbers	 implying	the	degree	of	a	tear:	"With	the	first	child	 level	2	and	

with	 the	 second	child	 level	1"	 (239).	Others	gave	a	more	general	definition	of	what	a	

maternal	birth	injury	is:	"An	injury	that	has	occurred	during	childbirth"	(137)	or	"Injury	

that	 limited	my	life	afterwards"	(224).	Participants	also	used	terms	like	"easy",	"hard"	

or	"difficult",	suggesting	to	what	degree	the	injury/injuries	had	affected	their	lives.			

	 According	 to	 the	 answers	 from	 the	 questionnaire,	 a	 maternal	 birth	 injury,	 or	

rather	maternal	birth	 injuries	can	be	many	things.	All	potential	definitions	will	not	be	

explored	 in	this	 thesis.	However,	some	particularly	prevalent	themes,	which	challenge	

or	uphold	existing	descriptions,	will	be	addressed.	These	are	divided	 into	 three	parts:	

“Diagnosed	or	Not”,	“Mental	versus	Physical”	and	“Vaginal	versus	Caesarean”.		

	

Diagnosed	or	Not	

Receiving	 an	 official	 diagnosis	 implies	 a	 process,	 with	 many	 operators	 involved	

(Johannisson	2008,	3129).	Depending	on	context,	a	diagnosis	can	have	one	meaning	or	

another,	 and	 represents	 how	 an	 individual	 should	 perceive	 themselves	 as	 well	 how	

society	should	perceive	that	person	(2008,	3132).	Diagnostics	is	a	simplifying	process	of	

complex	problems,	and	does	not	have	 to	mean	a	 “correct”	understanding	of	a	disease	

(Freund,	 McGuire,	 and	 Podhurst	 2003,	 229).	 Patients,	 doctors,	 caregivers,	 health	

insurance	 actors	 and	 the	 pharmaceutical	 industry,	 among	 others,	 are	 part	 of	 creating	

diagnoses,	 but	 it	 is	 usually	 the	 biomedical	 definition	 of	 a	 disease	 that	 gets	 most	

recognition	 (Johannisson	 2008).	 The	 social	 construction	 of	 diagnoses,	 as	 well	 as	 of	

health	and	illness,	is	important	to	keep	in	mind	through	out	this	section	since	it	explains	

the	background	to	the	uncertainty	to	what	a	maternal	birth	injury	is	and	hence	if	people	

get	 diagnosed	 or	 not.	 I	 will	 now	 explore	 definitions	 of	 maternal	 birth	 injuries	 and	

connect	these	understandings	to	how	diagnoses	are	made.		

In	 order	 to	 see	 if	 existing	 medical	 descriptions	 are	 relevant,	 the	 participants	

were	asked	if	they	had	been	confirmed	with	having	a	maternal	birth	injure	by	a	doctor,	

midwife	or	gynaecologist.	Of	the	383	people	with	injuries,	284	(74%)	had	sought	care	

for	their	 issues	related	to	giving	birth,	and	25%	of	them	had	not	been	confirmed	with	

having	a	maternal	birth	injury	(Table	4).		
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Table	4.	Amount	of	participants	who	have	sought	care	and	been	diagnosed	

Have	sought	care	(N=383) Diagnosed	with	having	a	maternal	birth	injury	(n=284)
Yes 284 74% Yes 213 75%

No 71 25%
No 99 26% 	

	

A	majority	of	the	people	taking	part	in	this	study	have,	therefore,	had	complications	that	

have	 been	 diagnosed	 as	 maternal	 birth	 injuries.	 However,	 several	 have	 not	 received	

their	diagnoses	until	years	after	delivery,	after	numerous	visits	to	different	clinics	and	

clinicians.	 These	 findings	 demonstrate	 a	 certain	 disparity,	 of	 what	 a	 maternal	 birth	

injury	is,	between	the	women	experiencing	issues	and	the	healthcare	personnel.		

That	 one-fourth	 of	 the	 participants	 seeking	 care	 has	 not	 been	 diagnosed	with	

having	 a	maternal	 birth	 injury	 could	 be	 due	 to	 that	 diagnostics	 varies	 depending	 on	

where	and	from	whom	one	seeks	care.	Socialstyrelsen	declares	in	a	recent	report	that	

the	occurrence	of	serious	ruptures	varies	greatly	in	Sweden	and	that	this	can	be	due	to	

differences	in	diagnostics	(2017a).	This	is	confirmed	by	the	fact	that	numerous	women	

in	the	study	have	sought	care	in	many	places	and	during	several	years,	before	receiving	

a	 diagnosis.	 Astrid	 is	 one	 example,	 she	 got	 a	 sphincter	 rupture,	 nerve	 damage,	 a	

rectocele	and	 injuries	 to	 the	 levator	muscle,	when	giving	birth	 to	her	 first	baby.	15	She	

has	had	problems	 for	nine	years	 and	 sought	professional	help	20	 times	 the	 first	nine	

months,	but	did	not	receive	any	care	or	treatment	until	long	later:	“8	years	after	giving	

birth	 I	 finally	 came	 to	 a	 gynaecologist	who	 discovered	 that	 the	whole	 perineum	was	

broken,	which	had	been	missed	for	many	years…”	(267).	Astrid’s	story	is	not	unique	in	

the	material.	Saida	defines	her	maternal	birth	injuries	as	a	broken	pelvic	floor	with	torn	

muscles,	 no	muscles	 in	 the	perineum	and	prolapse	 (60).	 For	 Saida,	 it	 took	over	 three	

years	 and	nine	 gynaecologists	 before	 she	was	 referred	 to	 a	 specialist,	who	 confirmed	

the	injuries.	These	stories	exemplify	the	great	number	of	women	with	injuries	who	have	

received	a	diagnosis,	or	several,	but	have	had	to	work	hard	in	order	to	do	so.	Therefore,	

that	25%	of	all	participants	seeking	care	have	not	received	a	diagnosis	at	all	could	be	

connected	to	the	fact	that	diagnostics	varies.	

The	 disparity	 in	 diagnosing	 could	 be	 due	 to	 that	 the	 complications	 women	
																																																								
15	There	are	many	types	of	prolapse,	each	affecting	organs	differently	(Women’s	Health	Concern	2018).	A	
rectocele	 implies	a	hernia	of	 the	rectum	 into	 the	vagina,	which	can	cause	"a	sensation	of	bulging	 in	 the	
vagina",	 pain,	 difficulties	 with	 the	 bowl	 function	 and	 complications	 with	 faeces	 (Svensk	MeSH	 2018b;	
Women’s	Health	Concern	2018).	
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experience	are	not	seen	as	maternal	birth	 injuries,	and	not	defined	as	such.	A	general	

finding,	 apparent	 in	 almost	 every	 answer,	 is	 that	 the	 participants'	 problems	 and	

complications	 after	 giving	 birth	 very	 often	 are	 neglected	 or	 seen	 by	 healthcare	

personnel	as	"normal".	This	can	be	related	to	the	high	status	of	biomedical	definitions,	

which	reduces	the	importance	and	value	of	patients’	experiences	of	a	disease	or	medical	

condition	(Johannisson	2008).	What	“normal”	implies	will	be	analysed	in	more	depth	in	

the	final	chapter,	but	it	is	mentioned	here	as	well	since	it	affects	if	one	gets	a	diagnosis	

or	not.	If	the	complications	that	women	have	after	giving	birth	are	seen	as	normal,	it	is	

likely	 that	 no	 diagnosis	 will	 be	 given,	 which	 makes	 it	 even	 more	 difficult	 to	 receive	

proper	care.	A	correct	diagnosis	 in	an	early	stage	 is	vital	 in	order	 to	 receive	 the	right	

treatment	and	 to	avoid	additional	complications	 (Hellström	2007;	Mårtensson	2016b;	

Mårtensson	2016a).		

An	example	of	delayed	treatment	and	neglect	can	be	found	in	Gunn's	story.	She	

has	given	birth	three	times	and	after	her	first	delivery	in	the	1970s,	no	one	told	her	that	

she	 had	 a	 severe	 injury,	 a	 sphincter	 rupture.	 During	 the	 follow-up,	 she	was	 told	 that	

everything	 was	 normal.	 Not	 until	 almost	 40	 years	 later,	 in	 2017,	 was	 the	 injury	

confirmed.	However,	Gunn	still	had	to	pay	for	her	own	surgery	and	spent	SEK	60,000	on	

treating	her	urine	 incontinence.	On	how	the	 injury	has	affected	her	 life,	 she	writes:	 "I	

have	peed	myself,	always	kept	extra	underwear	and	pants	with	me.	Big	pads.	It	affected	

my	 sexual	 relationship	 since	 I	 did	 not	 feel	 so	 much,	 due	 to	 that	 I	 was	 so	 wide	 [the	

vagina].	 It	 is	sad	to	have	 lost	so	many	years	of	good	sex"	(308).	A	diagnosis	 in	Gunn's	

case	 would	 probably	 have	 meant	 that	 she	 would	 not	 have	 suffered	 for	 almost	 four	

decades.	Her	story	also	demonstrates	that	some	treatment	still	can	be	done	years	after	

obtaining	an	injury	(Mellberg	2013;	Haavisto	2017).	Today	she	never	pees	herself	and	

"has	good	sex",	thanks	to	the	acknowledgement	of	the	injury	and	her	own	initiative	to	

treat	it	with	surgery.16	 	

What	 is	defined	as	 illness	or	a	disease	 is	shaped	by	context	and	 its	values.	The	

social	 construction	 of	 what	 is	 understood	 as	 healthy	 or	 not,	 is	 based	 on	 power	

structures	that	affect	decisions	of	whom	is	to	be	seen	as	sick,	where	research	should	be	

prioritised	 and	 further	 the	 production	 of	 medical	 knowledge	 (Lorber	 1997;	 Freund,	

																																																								
16	Treating	urine	incontinence,	which	is	a	common	issue	after	giving	birth,	can	be	done	quite	easily	with	
TVT	 surgery	 (Tension-free	 Vaginal	 tape)	 when	 pelvic	 floor	 exercises	 have	 been	 proved	 non-effective.	
However,	some	side	effects	are	to	be	taken	into	consideration,	for	more	information	see:	Gyhagen	(2013),	
Fernando	(2017)	and	Socialstyrelsen	(2018a).			



	 37	

McGuire,	and	Podhurst	2003;	Lock	and	Kaufert	1998;	Oinas	and	Ahlbeck-Rehn	2007).	

This	process	can	be	seen	in	the	examples	mentioned	above.	There	is	no	clear	definition	

of	what	a	maternal	birth	injury	is	and	even	though	some	descriptions	exist,	on	how	to	

grade	 different	 tears,	 for	 example,	 the	 actual	 practices	 of	 doing	 so	 varies	 all	 over	

Sweden.	The	consequences	are	that	only	some	get	diagnosed	and	often	many	times	after	

years	of	struggle,	but	also	that	wrong	diagnoses	are	given.		

Receiving	 a	 diagnosis	 is	 not	 always	 something	 positive	 though,	 since	 the	

understanding	of	a	diagnosis	is	dependent	on	context	(Freund,	McGuire,	and	Podhurst	

2003;	 Johannisson	 2008).	 Medicalization	 refers	 to	 the	 social	 practise	 of	 deeming	

symptoms,	 pains	 and	 people	 as	 healthy	 or	 ill,	 which	 further	 constructs	 what	 is	

understood	 as	 normal	 or	 not	 (Freund,	McGuire,	 and	 Podhurst	 2003,	 133–37;	 Nichter	

1998,	 327).	 Hence,	 to	 receive	 a	 certain	 diagnosis	 can	 be	 devastating.	 It	 can	 imply	 a	

certification	of	deviance,	which	in	turn	can	lead	to	stigmatisation	(Freund,	McGuire,	and	

Podhurst	2003,	136).	However,	 a	diagnosis	 can	also	be	 a	 relief.	Receiving	 a	diagnosis	

confirms	experienced	issues,	can	lead	to	social	support	and	the	possibility	to	ask	for	sick	

leave,	disability	pay	or	health	insurance	(2003,	136–37).	Elin	has	given	birth	three	times	

and	 got	 a	 sphincter	 rupture	 during	 one	 of	 the	 births,	 which	 was	 sutured	 right	 after	

delivery	and	also	treated	a	few	months	afterwards.	While	explaining	what	happened	to	

her	and	how	the	maternal	birth	injury	has	affected	her	life,	she	remembers	that	she	got	

another	 injury	as	well,	nerve	damage	 in	 the	vagina.	When	seeking	care	 for	 this	 injury	

the	response	was	different	than	when	seeking	care	for	the	sphincter	rupture:	
	
I	 sought	 care	 a	 couple	 of	 times	 but	 the	 doctors	 said	 that	 everything	 was	 normal.	 Then	 I	
turned	to	a	specialist,	who	 found	the	 injury	and	confirmed	 it.	 I	 felt	so	happy	that	 I	cried.	 I	
KNEW	that	something	was	wrong,	but	the	doctors	said	it	was	a	mental	block.	NOT!	She	[the	
specialist]	 couldn't	 treat	 the	 injury	 but	 just	 to	 know	 that	 I	 had	 an	 injury	made	 life	 easier	
(303;	emphasis	in	original).	

	
Elin	expresses	feelings	of	relief	when	receiving	a	diagnosis,	even	though	it,	in	this	case,	

did	not	lead	to	treatment.	Many	of	the	other	participants	that	have	had	issues	for	years	

but	 not	 been	 acknowledged	 with	 having	 a	 birth	 injury,	 also	 express	 gratitude	 when	

finally	coming	a	specialist	or	to	one	of	the	few	specialist	centres	that	exists	in	Sweden.	

Another	aspect	 in	her	answer	 is	 the	"mental	block",	 that	 the	doctors	have	seen	as	 the	

reason	 for	 her	 issues.	 Elin	 is	 not	 the	 only	 one	 who	 has	 been	 told	 that	 her	 pain	 and	

suffering	 is	 a	mental	 illusion.	This	happened	 to	Siv	as	well,	whom	 I	 introduced	 in	 the	
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beginning	of	the	thesis,	her	severe	pain	was	initially	classified	as	postpartum	psychosis.	

Another	 example	 is	 Sana,	 who	 during	 her	 first	 delivery	 obtained	 a	 prolapse,	 which	

causes	her	severe	problems	with	defecation.	When	asked	if	she	can	explain	how	she	has	

been	 treated	when	 asking	 for	 help,	 she	writes	 about	 an	 encounter	with	 two	 doctors,	

who	ended	up	 sending	her	 to	 the	psychiatric	 emergency	department	when	 she	asked	

for	help	regarding	her	 injuries.	The	doctors	had	"crossed	 their	arms,	 rolled	 their	eyes	

and	 shrugged",	 when	 Sana	 questioned	why	 she	 had	 such	 issues	 if	 everything	 looked	

normal	 (155).	 To	 call	 a	 person's	mental	 health	 into	question	 implies	 that	 "the	 rest	 of	

society	 does	 not	 have	 to	 take	 that	 person	 seriously"	 (Freund,	McGuire,	 and	 Podhurst	

2003,	136).	To	deem	fear	or	pain	as	psychological,	as	done	in	these	examples,	devalues	

the	person's	own	experiences	and	shows	disrespect.	This	is	a	gendered	practice.	

To	deem	women	as	hysterical	has	been	done	since	 the	1800s	when	 the	 female	

body	 became	 a	 medical	 field	 (Ahlbeck-Rehn	 2007,	 45).	 Ahlbeck-Rehn	 means	 that,	

according	to	Foucault,	the	process	of	making	women	hysterical	was	part	of	a	project	to	

control	families	and	populations,	through	the	disciplining	of	reproductive	female-coded	

bodies	 (2007,	 45).	 Hence,	 women	 were	 described	 as	 sick	 and	 put	 under	 medical	

surveillance.	Two	possible	consequences	thus	become	apparent:	to	either	be	deemed	as	

crazy	and	not	taken	seriously,	or	to	be	deemed	mentally	ill	and	put	under	observation.	

These	patterns	can	be	found	in	the	two	examples	above:	Elin's	experiences	were	seen	as	

just	a	mental	block	and	not	acknowledged	at	first	while	Sana's	problems	with	defecation	

were	judged	as	hysterical	fabrications.	Similar	findings	are	found	by	Pia	Liljeroth,	in	her	

work	on	tokophobia,	fear	of	giving	birth	(2007).	Women	who	expressed	this	fear	were	

understood	 as	 unreliable,	 problematic	 or	 neurotic	 (2007,	 78).	 This	 also	 means	 that	

those	who	 are	 given	 psychological	 diagnoses	 or	 are	 deemed	 crazy,	 receive	 unwanted	

diagnoses,	that	does	not	describe	their	actual	problems	(Carlstedt	1992,	257–58).			

Since	there	it	 is	no	clear	definition	of	what	a	maternal	birth	injury	is,	problems	

regarding	diagnostics	are	not	unexpected,	but	still	problematic.	The	unclear	definition	

causes	uncertainty	of	what	counts	as	a	maternal	birth	injury	and	hence	what	diagnoses	

to	be	given,	but	an	open	definition	could	also	mean	more	flexibility.	Liljeroth	has	similar	

findings	in	her	research.	The	term	tokophobia	(förlossningsrädsla)	does	not	have	a	clear	

definition	as	well,	but	is	used	as	an	umbrella	term	covering	several	possible	aspects	of	

fear;	for	being	pregnant,	to	give	birth	and	to	become	a	parent	(2007,	71).	However,	two	

aspects	seem	more	accepted	than	others	regarding	maternal	birth	injuries:	the	focus	on	



	 39	

physical	 injuries	 and	 injuries	 caused	by	 vaginal	 delivery,	which	has	 consequences	 for	

the	potential	flexibility	of	the	term.	These	two	aspects	will	now	be	explored.		

	

Physical	versus	Mental		

Linn	 gave	 birth	 vaginally	 in	 2016	 and	 was	 diagnosed	 with	 a	 third-degree	 tear,	

postpartum	depression	and	fatigue	syndrome.17	When	asked	how	she	defines	her	birth	

injury	 she	writes:	 "I	 had	 a	 sphincter	 rupture,	 third	degree.	 I	 also	 experienced	 trauma	

during	delivery	but	I	am	unsure	if	mental	scars	can	be	counted	as	injuries?"	(110).	Linn	

is	 certain	 that	 her	 physical	 problems	 are	 seen	 as	 birth	 injuries	 but	 uncertain	 if	 her	

mental	trauma	qualifies	as	an	injury	too.	Uncertainty	about	what	counts	as	a	birth	injury	

can	 be	 found	 among	 other	 participants	 as	well.	 Karin,	 for	 example,	 has	 never	 sought	

professional	care	related	to	her	injury	but	she	sometimes	has	pain	in	the	scar	from	her	

two	vaginal	deliveries.	At	the	end	of	the	survey	she	comments:	"Since	I	did	not	burst	but	

got	an	episiotomy,	I	am	not	sure	if	it	actually	can	be	counted	as	a	birth	injury.	But	since	

it	has	affected	my	vagina	(underliv)	I	still	feel	that	it	should	be	here"	(52).	18	She	is,	just	

as	Linn,	unsure	about	what	counts	as	a	maternal	birth	injury.		

Karin’s	thoughts	reflect	an	uncertainty	regarding	if	her	injury	can	be	understood	

as	a	maternal	birth	 injury	since	her	tear,	 that	 later	turned	into	a	painful	scar	affecting	

her	 life,	 was	 caused	 by	 medical	 instruments.	 This	 relates	 to	 OECD’s	 use	 of	 the	 term	

obstetric	 trauma,	 as	 divided	 in	 two,	 depending	 on	 if	 the	 trauma	 was	 caused	 by	 an	

instrument	 or	 not	 (2015,	 146).	 Understanding	 maternal	 birth	 injuries	 as	 different	

depending	on	the	use	of	instruments	can	be	found	in	other	definitions	as	well	(Manitoba	

Centre	 for	 Health	 Policy	 2018b;	 Manitoba	 Centre	 for	 Health	 Policy	 2018a).	 Hence,	

Karin’s	uncertainty	reflects	different	aspects	of	maternal	birth	injuries.		

A	 majority	 of	 research	 on	 maternal	 birth	 injuries	 focus	 on	 physical	 aspects	

(Gyhagen	2013;	SBU	2016b;	Hellström	2007;	1177	Vårdguiden	2018a;	Socialstyrelsen	

2018b;	 OECD	 2015;	 Manitoba	 Centre	 for	 Health	 Policy	 2018b).	 Different	 degrees	 of	

tears,	prolapse,	 fistulas,	haemorrhoids,	 incontinence,	scar	tissues	and	other	damage	to	

the	pelvic	floor	are	some	of	the	injuries	and	complications	mentioned	in	these	works,	all	
																																																								
17	Postpartum	depression	implies	a	maternal	mental	 illness	that	appears	during	the	first	year	following	
childbirth,	and	occurs	in	about	10-20%	of	women	worldwide	(Brummelte	and	Galea	2016,	153;	Delatte	et	
al.	2009,	63;	Örtenstrand	and	Waldenström	2005,	1285).		
18	Several	participants	have	used	the	Swedish	term	underliv,	a	word	that	covers	both	the	outer	and	inner	
parts	of	 the	 female-coded	genitals.	There	 is	no	equivalent	 term	 in	 the	English	 language,	and	because	of	
this	the	word	vagina	is	used	as	a	temporary	equivalent	in	this	thesis.		
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of	which	are	part	of	my	material	as	well.	Physical	birth-related	 injuries	 to	 the	mother	

are	 common	 in	 Swedish	maternity	 care,	 and	most	women	experience	 some	degree	of	

tearing	when	they	give	birth	vaginally	(Socialstyrelsen	2018a;	Bäckenbottenutbildning	

2018;	SBU	2016b).	In	Sweden,	almost	40%	obtain	a	second-degree	tear	and	about	3%	

an	 anal	 sphincter	 rupture,	 referring	 to	 both	 third-	 and	 fourth-degree	 tears	

(Socialstyrelsen	 2018a,	 9;	 Bäckenbottenutbildning	 2018,	 1).	 However,	 this	 number	 is	

probably	 underestimated	 since	 midwives	 and	 doctors,	 in	 Sweden,	 have	 been	 found	

lacking	to	recognise	obstetric	sphincter	ruptures	clinically	(Gyhagen	2013,	63–64).		

Certain	physical	problems	seem	to	be	addressed	only	by	the	participants	and	not	

by	the	healthcare	system.	Some	examples	are;	broken	spine,	nerve	damage,	headaches	

caused	 by	 spinal	 CSF	 leaks	 as	 well	 as	 wrongly	made	 sutures,	 causing	 skin	 flaps	 that	

chafe	and	cause	pain.19	Sia	represents	one	example.	She	has	given	birth	twice	vaginally	

and	got	severe	back	pain	after	both	deliveries,	but	was	 told	 that	 it	was	normal	 (185).	

The	pain	 stayed	 for	 about	 seven	months	 and	damage	 to	 the	 abdominal	muscles	were	

detected	later	as	well	as	a	hernia,	which	Sia	suspects	were	the	reasons	for	her	back	pain.	

She	was	not	diagnosed	with	having	a	maternal	birth	 injury.	Another	example	 is	Lena,	

who	gave	birth	vaginally	in	2017	and	defines	her	injury	as	a	broken	spine.	She	was	not	

able	to	sit	for	eight	months	after	giving	birth	vaginally	and	is	still	under	investigation	for	

what	 her	 injury	 can	 be	 defined	 as.	 She	 has	 not	 received	 a	 confirmation	 of	 having	 a	

maternal	 birth	 injury	 either	 (199).	 These	 examples	 reflect	 the	 social	 construction	 of	

illness	and	the	common	power	imbalance	between	physicians’	and	patients’	opinions	of	

what	 should	be	defined	 as	 a	 certain	disease,	where	 the	physician	usually	has	 the	 last	

word	(Johannisson	2008;	Lorber	1997;	Graham	and	Oakley	1981).		

	In	 relation	 to	 Linn’s	 doubts	 about	 counting	 “mental	 scars”	 as	 injuries,	 several	

participants	do	address	psychological	aspects	as	injuries,	such	as	PTSD	(Post-traumatic	

stress	disorder)	and	depression.	Alba	for	example,	who	has	had	issues	related	to	giving	

birth	for	five	years,	explains	that	she	has	pain	on	a	daily	basis	and	is	waiting	for	surgery.	

She	writes:	"I	hope	that	my	life	will	change	after	the	surgery.	It	is	not	only	physical	pain	

but	mental	too"	(36).	Noor	is	another	example,	she	has	given	birth	vaginally	twice	and	

explains	 the	 injuries	 she	 received	 during	 the	 first	 delivery	 like	 this:	 "I	 split	 a	 lot	 [the	

vagina]	and	 it	 took	ages	 for	 it	 to	heal.	Moreover,	 the	delivery	was	 traumatic	and	 long,	

																																																								
19	Spinal	 cerebrospinal	 fluid	 (CSF)	 leak	 is	 an	 under-diagnosed	 cause	 of	 severe	 headache	 when	 being	
upright,	and	it	can	arise	from	medical	procedures	or	an	injury	(Spinal	CSF	Leak	Foundation	2019). 
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which	 lead	 to	my	 postpartum	 depression	 that	 I	 also	 define	 as	 a	 birth	 injury	 but	 of	 a	

mental	kind"	(367).	Alba	addresses	her	pain	as	both	physical	and	mental	and	hopes	that	

both	 will	 be	 better	 after	 her	 surgery.	 Noor	 divides	 her	 injuries	 into	 different	 kinds,	

mental	and	physical,	but	sees	both	as	maternal	birth	injuries.	Together,	they	exemplify	

how	psychological	aspects	can	be	understood	as	injuries	too.	

Others	 define	 their	 maternal	 birth	 injury	 as	 physical	 but	 further	 describe	 the	

severe	 mental	 difficulties	 that	 the	 physical	 injuries	 have	 caused.	 Sometimes	 the	

psychological	aspects	are	seen	as	 the	worst	ones.	Bella	gave	birth	 for	 the	 first	 time	 in	

2014	and	obtained	a	sphincter	rupture,	fourth	degree.	At	the	end	of	the	questionnaire,	

she	writes:	"The	thing	that	has	affected	me	the	most	from	the	injury	is	on	a	mental	level"	

(111).	 Hence,	 several	 participants	 see	 mental	 aspects	 as	 maternal	 birth	 injuries.	

However,	seeing	maternal	birth	injuries	as	physical	damage	seem	to	be	the	norm,	which	

further	 affects	what	 care	 that	 is	 given.	Numerous	participants	 address	 that	 they	have	

received	 physical	 care	 but	 not	 psychological,	 even	 though	 both	 have	 been	 highly	

needed.	This	reflects	the	current	state	of	Swedish	maternity	care,	where	resources	and	

knowledge	regarding	care	and	treatment	of	mental	health	after	giving	birth	are	lacking	

(Socialstyrelsen	2017b,	68).		

In	 relation	 to	 the	 previous	 discussion,	 on	 how	 women’s	 problems	 were	

sometimes	described	as	“only	mental	issues”,	these	findings	prove	a	potential	paradox.	

In	 this	 part,	 women	 have	 issues	 with	 their	 mental	 injuries	 not	 being	 acknowledged,	

since	the	main	focus	in	on	physical	damage.	These	seemingly	oppositional	aspects	relate	

to	 each	 other	 though.	 Both	 medicalization	 of	 women	 as	 hysterical	 or	 insane,	 and	

ignorance	 of	 mental	 injuries	 when	 giving	 birth,	 relates	 to	 an	 undermining	 of	 the	

women’s	own	experiences	and	needs	in	general.		

A	reason	to	why	female	experiences	are	undermined	can	be	because	patriarchal	

structures	affect	healthcare.	As	explained	 in	the	 introduction	of	 the	thesis,	 the	body	 is	

seen	 as	 separate	 form	 the	 mind	 in	 Western	 societies	 based	 on	 dualistic	 thinking.	

Female-coded	bodies	are	within	this	worldview	perceived	as	objects,	without	a	rational	

intellect	of	their	own,	which	have	contributed	to	that	others	have	historically,	as	well	as	

today,	taken	the	liberty	to	decide	over	women’s	bodies	for	them	(Eduards	2012;	Lorber	

1997;	Oinas	and	Ahlbeck-Rehn	2007).	One	of	 the	 final	question	 in	the	survey	 inquires	

what	the	participants	think	can	be	improved	regarding	treatment	and	care	of	maternal	

birth	injuries,	and	a	great	majority	answered:	to	listen	to	and	take	the	woman/patient	
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seriously	(Appendix	3).	So,	many	express	a	clear	concern	with	not	being	shown	respect.		

Judith	 Lorber	means	 that	Western	modern	medicine	 is	 based	 on	 a	 biomedical	

model,	 “which	 locates	 the	 illness	 to	 the	body,	not	 the	 social	 environment”	 (1997,	40).	

This	result	 in	 that	 the	experiences	of	 illness	are	given	 little	attention	and	that	doctors	

and	 others	 within	 the	 medical	 workforce,	 mainly	 focus	 on	 symptoms	 and	 medical	

evidence	 instead	 of	 the	 patient’s	 narrative.	 A	 vaginal	 tear	 is	 easier	 to	 recognise	 and	

classify	than	postpartum	depression	when	using	this	logic.	By	not	listening	to	the	voices	

of	 the	ones	with	 the	actual	problems,	 several	 are	 left	unheard	and	do	not	 receive	 the	

care	they	need.	This	pattern	does	not	only	relate	to	female-coded	bodies	but	all	bodies	

that	diverge	from	the	norm	of	a	middle-class,	able-bodied	and	white	male	(1997,	2).	

Broadening	 the	 definition	 of	what	 counts	 as	maternal	 birth	 injuries	 to	 include	

mental	 aspects	 is	 one	 of	 all	 things	 that	 the	 participants	 think	 can	 improve	 regarding	

treatment	and	care	in	Sweden.	So,	why	are	not	mental	aspects	understood	as	injuries?	

Could	it	be	that	the	strict	division	between	body	and	mind	is	challenged	when	maternal	

birth	 injuries	are	claimed	to	be	both?	The	 injuries	go	together,	 the	mental	aspects	are	

connected	 with	 the	 physical	 and	 the	 other	 way	 around,	 and	 claiming	 that	 both	 are	

injuries	 disturbs	 a	 system	where	 they	 never	 can	 be	 both	 (Scheper-Hughes	 and	 Lock	

1987,	10).	Other	binaries	are	still	present	when	defining	maternal	birth	injuries,	and	the	

vaginal	versus	caesarean	divide	will	now	be	addressed.		

	

Vaginal	versus	Caesarean		

Just	as	with	physical	complications,	previous	research	and	existing	descriptions	mainly	

focus	on	maternal	birth	injuries	caused	by	vaginal	delivery	(Gyhagen	2013;	SBU	2016b;	

Hellström	2007;	1177	Vårdguiden	2018a;	Socialstyrelsen	2018b;	OECD	2015;	Manitoba	

Centre	 for	Health	 Policy	 2018a).	However,	 nine	 people	write	 that	 they	 have	 received	

maternal	birth	 injuries	 from	giving	birth	by	caesarean.	This	only	 represents	2%	of	all	

the	people	taking	part	of	the	study,	but	since	there	is	almost	no	information	on	maternal	

birth	injuries	in	connection	to	caesareans,	these	findings	will	be	explored	and	analysed	

in	more	depth.	A	reason	to	why	so	few	with	injuries	caused	by	C-section	are	part	of	the	

study	 could	 be	 due	 to	 the	 assumption	 that	 birth	 injuries	 are	 only	 caused	 by	 vaginal	

birth.	Hence,	people	who	have	 received	 injuries	 from	caesarean	sections	do	not	 think	

that	 they	 are	 eligible.	 I	 tried	 to	 prevent	 this	 from	 happening,	 by	 clarifying	 that	 the	

participants	 did	 not	 have	 to	 have	 received	 a	 diagnosis,	 but	 define	 themselves	what	 a	
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maternal	 birth	 injury	 is.	 However,	 since	 there	 is	 more	 focus	 on	 injuries	 caused	 by	

vaginal	 delivery	 in	 the	 public	 debate,	 it	 is	 understandable	 that	 fewer	 people	 with	

injuries	caused	by	caesareans	participated.	

Several	 complications	 are	 mentioned	 when	 the	 nine	 people	 are	 defining	 their	

injuries:	 PTSD,	 stroke,	 scar	 tissue	 that	 has	 grown	 together,	 nerve	 damage	 that	 have	

caused	partial	 invalidity,	hernia,	pudendal	neuralgia	(a	damage	to	the	pudendal	nerve,	

causing	pain	to	genital	areas	and	when	sitting	down)	and	abdominal	muscle	diastasis.	

Six	 of	 the	 participants	 giving	 birth	 by	 caesarean	 section	 have	 been	 confirmed	 with	

having	 a	 maternal	 birth	 injury,	 and	 three	 have	 not.	 This	 means	 that	 even	 though	 a	

majority	 of	 the	 research	 focuses	 on	 injuries	 caused	 by	 vaginal	 birth,	 people	 do	 get	

maternal	birth	injuries	from	C-sections,	which	is	also	confirmed	as	such	in	most	cases	in	

this	 study.	 Why	 is	 not	 damage,	 physical	 or	 mental,	 caused	 by	 caesareans	 addressed	

more	in	other	research	on	maternal	birth	injuries?	Why	are	the	injuries	from	caesarean	

births	not	understood	as	injuries,	like	vaginal	ones?		

Complications	related	to	deliveries	by	C-section	are	known	to	be	more	frequent	

and	 more	 severe	 (Socialstyrelsen	 2018a).	 Caesareans	 lessen	 the	 risk	 for	 perennial	

damage,	like	tears	and	sphincter	ruptures,	but	can	instead	lead	to	infections,	thrombus	

(blood	 clot),	 injuries	 to	 the	 bowl	 or	 bladder	 and	 adhesions	 (scar	 tissue	 forming	 and	

growing	 together),	 among	 other	 complications	 (2018a).	 The	 risk	 for	 postpartum	

depression	is	also	higher	among	women	who	undergo	caesarean	sections	compared	to	

vaginal	deliveries	(Jacobsson	2018,	4).	Women	who	have	had	a	caesarean	can	develop	

some	injuries	usually	connected	to	vaginal	delivery	too,	such	as	vaginal	wall	weakness,	

since	pregnancy	 is	 a	bodily	 stress	 in	 itself	 (Women’s	Health	Concern	2018;	Hellström	

2007).	 Hence,	 these	 complications,	 which	 can	 be	 understood	 as	 injuries,	 are	 both	

common	and	severe.	To	highlight	all	 the	dangerous	complications	that	caesareans	can	

cause,	at	the	same	time,	as	they	are	not	recognised	as	maternal	birth	injuries,	proves	a	

paradox.	I	will	not	develop	on	positive	and	negative	aspects	of	these	two	ways	of	giving	

birth	further,	but	rather	focus	on	the	consequences	that	a	norm	of	vaginal	delivery	has	

for	 the	participants,	 as	well	 as	why	 injuries	 from	C-sections	 are	not	 acknowledged	as	

maternal	birth	injuries.20		

In	Sweden,	 there	 is	a	norm	of	giving	birth	vaginally,	 the	“natural”	way,	and	the	

																																																								
20	For	more	 information	 about	 current	 debates	 on	 vaginal	 and	 caesarean	 births,	 in	 Sweden,	 see	Maria	
Gyhagen	(2013),	Birgitta	Hellmark	Lindgren	(2006)	and	Socialstyrelsen	(2018a).	
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risks	 with	 caesarean	 sections	 are	 more	 highlighted	 than	 the	 risks	 caused	 by	 vaginal	

delivery	 (Hellmark	 Lindgren	 2006).	 Several	 participants	 in	my	 study	 address	 this	 as	

well,	 and	 some	 request	 that	 there	 should	 be	 as	 much	 information	 about	 potential	

implications	related	to	giving	birth	vaginally	as	there	is	when	giving	birth	by	caesarean.	

Numerous	also	describe	how	they	have	been	forced	or	persuaded	to	give	birth	vaginally,	

even	though	they	wanted	a	caesarean,	something	that	is	not	uncommon	within	Swedish	

healthcare	(Hellmark	Lindgren	2006,	192–95;	Liljeroth	2007,	83–87).		

Kia	got	a	third-degree	tear	after	a	long	and	traumatic	birth.	She	writes:	“I	think	

that	 the	 pressure	 from	 doctors	 to	 give	 birth	 vaginally,	 no	 matter	 what,	 have	 to	 be	

evaluated.	A	caesarean	had	in	the	long	run,	in	my	case,	both	saved	the	healthcare	money	

and	 spared	 me	 a	 traumatic	 experience”	 (282).	 Kia	 reflects	 over	 birthing	 norms	 and	

thinks	that	it	would	probably	have	been	better	for	her,	and	the	Swedish	taxpayers,	with	

a	 caesarean,	which	 she	believes	was	not	 chosen	due	 to	views	on	vaginal	birth	always	

being	the	best	option.	Clara	also	expresses	this	norm	when	explaining	what	she	thinks	

can	be	improved	regarding	treatment	and	care	in	Sweden:		
	

More	 information	about	both	postpartum	depression	and	physical	 injuries,	 as	well	as	 that	
the	woman	should	not	have	to	give	birth	vaginally	at	any	cost.	I	could	have	died	of	anaemia,	
having	 had	 contractions	 for	 days,	 contractions	 that	 were	 not	 effective.	 My	 body	 did	 not	
manage	and	they	knew	it	[the	medical	personnel].	Despite	this,	I	had	to	give	birth	vaginally,	
with	the	risk	of	losing	my	life	(314).		

	

Clara,	 just	as	Kia,	means	that	vaginal	delivery	was	not	the	best	option	for	her	and	that	

this	method	was	chosen	due	to	a	norm	and	not	with	her	wellbeing	in	mind.	This	reflects	

gendered	structures	where	women,	historically	and	today,	do	not	have	power	over	their	

own	 bodies,	 especially	 in	 connection	 to	 reproduction	 (Eduards	 2012;	 Bordo	 2003;	

Hellmark	Lindgren	2006).	Bordo	understands	this	phenomenon	as	part	of	how	women	

in	patriarchal	societies	are	not	seen	as	subjects	and,	therefore,	withdrawn	the	right	to	

personhood	 and	 the	 possibility	 to	 make	 choices	 (2003,	 71–97).	 In	 relation	 to	 the	

difficulties	 in	 obtaining	 a	 caesarean,	 both	 when	 medical	 reasons	 are	 given	 or	 not,	

Hellmark	Lindgren	stresses	the	lack	of	influence	that	women	have	over	the	decision	of	

how	to	give	birth	(2006,	195).		

A	belief	that	vaginal	delivery	is	the	best	way	to	give	birth,	to	almost	any	cost,	can	

cause	 severe	 injuries	 to	 the	 one	 giving	 birth.	 Milena	 wanted	 a	 C-section,	 due	 to	 a	

medical	condition	that	potentially	could	make	the	delivery	go	too	fast	and,	hence,	cause	
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her	 injuries.	 She	 recalls	 the	 conversation	 with	 a	 doctor:	 "He	 said,	 absolutely	 no	

caesarean	section.	Women	should,	if	possible,	give	birth	naturally"	(301).	She	gave	birth	

vaginally	 in	 the	 end,	 which	 the	 doctor	 had	 wanted	 and	 she	 writes:	 "What	 I	 feared	

happened…	The	 son	 had	 a	 hurry	 to	 get	 out	 and	 I	 burst	 on	 the	 inside…”	Milena	 got	 a	

sphincter	 rupture	 and	 had	 severe	 problems	 for	 years	 afterwards,	 did	 not	 meet	

understanding	doctors	or	received	sufficient	care.	This	caused	her	so	much	mental	and	

physical	distress	that	she	had	planned	to	kill	herself,	but	changed	her	mind	in	the	last	

minute,	 due	 to	 finally	meeting	 a	 doctor	 that	 understood	 and	 helped	 her.	 Milena	 still	

suffers	 today,	 20	 years	 after	 the	 delivery	 that	 caused	 the	 sphincter	 rupture,	 both	

mentally	and	physically.	She	describes	her	situation	like	this:	"I	live	but	have	no	life".	

Another	 example	 is	 Caroline.	 She	 obtained	 a	 second-degree	 tear	 from	her	 first	

delivery,	and	when	giving	birth	to	her	second	child,	she	had	an	acute	allergic	reaction	

(anaphylaxis).	Caroline	explains	how	she	remembers	the	delivery:	"…they	were	on	their	

way	[the	medical	personnel]	to	give	me	a	caesarean	but	the	midwife	decided	to	put	two	

fingers	in	my	vagina	and	open	me	to	10cm,	which	resulted	in	nerve	damage.	Later	when	

reading	the	journals,	this	has	been	revised,	which	feels	even	worse	since	we	were	three	

people	who	saw	what	happened	and	could	witness	against	it"	(234).	Caroline,	just	like	

Milena,	still	has	issues	today	and	suffers	from	faecal	incontinence,	daily	pain	and	severe	

fear	of	giving	birth.	Neither	she	nor	Milena	blame	the	nurses	or	doctors	or	say	 that	 it	

was	 due	 to	 a	 norm	 of	 vaginal	 delivery	 that	 caused	 their	 injuries,	 that	 is	 my	

interpretation	 of	 potential	 consequences	 when	 C-sections	 are	 seen	 as	 something	 to	

avoid	in	almost	any	situation.		

Being	 denied	 the	 way	 you	 wish	 to	 give	 birth	 can	 also	 cause	 stress	 (Hellmark	

Lindgren	2006;	Liljeroth	2007).	Louisa	gave	birth	 in	2014	and	 the	delivery	went	 fine,	

despite	that	the	child	came	out	fast	and	with	the	arm	bent,	which	caused	her	a	tear.	Her	

problems	came	afterwards	when	 it	was	decided	 that	 she	needed	surgery.	She	did	not	

have	 a	 good	 experience	 and	 felt	 afraid,	worried	 and	 lonely	when	no	 information	was	

given	to	her	and	she	was	left	alone	for	hours,	without	the	baby:		
	
I	had	terrible	pain	for	months	afterwards	and	isolated	myself	at	home	and	did	not	dare	to	go	
out	 unless	 I	 had	 been	 on	 the	 toilet	 just	 before.	 I	 was	 just	 out	 for	 short	 periods	 of	 time.	
Terrified	of	having	sex	and	to	do	another	gynaecological	exam.	The	surgeon	recommended	a	
caesarean	 section	 for	 upcoming	 births.	 I	 was	 denied	 this	 during	 my	 second	 pregnancy,	
which	led	to	psychology	sessions	and	heavy	anxiety	(220).		
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Louisa	managed	to	get	her	will	through	in	the	end	though,	and	gave	birth	to	her	second	

child	 by	 caesarean,	 without	 physical	 complications.	 This	 demonstrates	 that	 being	

denied	a	C-section	can	lead	to	severe	stress	and	anxiety	as	well	as	physical	implications.	

It	 is	 important	 to	 acknowledge	 that	 none	 of	 the	medical	 personnel	 present	 at	

either	of	these	deliveries	have	the	possibility	to	give	their	point	of	view.	They	might	be	

able	 to	motivate	 in	 a	 different	way	why	 caesarean	 sections	were	not	 chosen	 in	 these	

specific	 situations	 or	 why	 Louisa	 and	 Milena	 were	 denied	 theirs.	 The	 frequency	 of	

performing	 C-sections	 also	 varies	 among	 the	 Swedish	 regions	 (Socialstyrelsen	 2018a,	

7).	 However,	 fact	 remains	 that	 several	 of	 the	 participants	 in	 this	 study,	 and	 in	 other	

studies,	have	addressed	the	norm	of	vaginal	delivery	and	its	complications.	This	norm	

can	 potentially	 lead	 to	maternal	 birth	 injuries	 since	 drastic	 actions	made	 to	 avoid	 C-

sections	can	cause	severe	damage	to	the	one	giving	birth,	both	mentally	and	physically.	

This	 norm	 also	 proves	 the	 power	 of	 the	 medical	 profession,	 since	 women	 are	 not	

allowed	to	decide	the	way	of	birthing	themselves.	Of	course,	the	opposite	is	possible	too,	

that	deciding	to	do	a	caesarean	can	cause	severe	damage,	which	leads	to	my	other	main	

point:	that	injuries	caused	by	caesareans	should	be	seen	as	maternal	birth	injuries,	just	

as	injuries	caused	by	vaginal	delivery.	They	can	be	physical,	like	a	hernia	or	scar	tissue	

grown	 together,	 causing	 pain	 and	 bowel	 issues.	 They	 can	 also	 be	 psychological,	 like	

postpartum	depression	and	PTSD.	That	these	injuries	are	not	defined	as	maternal	birth	

injuries,	therefore,	proves	a	problem.		

	

Summary		

This	chapter	has	addressed	how	maternal	birth	injuries	are	defined	and	understood	by	

both	official	institutions	and	the	participants.	No	clear	definition	exists	as	of	today,	but	a	

majority	of	research	on	maternal	birth	injuries	and	a	majority	of	the	participants	focus	

on	physical	damage	caused	by	vaginal	delivery.	However,	 this	 study	shows	 that	other	

aspects	 should	 be	 considered.	 A	 maternal	 birth	 injury	 can	 be	 caused	 by	 caesarean	

sections	 as	 well	 as	 result	 in	 psychological	 injuries.	 Of	 the	 284	 participants	 who	 had	

sought	care,	25%	were	never	confirmed	with	having	a	maternal	birth	injury,	and	several	

of	 those	who	had	received	 the	diagnosis	had	struggled	 for	years,	visiting	many	clinics	

and	clinicians.	Depending	on	what	is	understood	and	acknowledged	as	a	maternal	birth	

injury,	 different	 care	 and	 treatment	 follow,	 which	 can	 have	 severe	 consequences	 for	

people	whom	never,	or	very	long	after	the	delivery,	are	diagnosed.			



	 47	

Since	 this	 material	 demonstrates	 that	 a	 maternal	 birth	 injury	 can	 cause	 both	

mental	and	physical	consequences,	springing	form	both	vaginal	and	caesarean	births,	a	

shift	 away	 from	 mainly	 focusing	 on	 physical	 damage	 caused	 by	 vaginal	 birth	 is	

suggested.	A	common	theme	for	almost	everyone	taking	part	in	the	questionnaire	is	that	

maternal	 birth	 injuries	 lead	 to	 several	 complications.	 These	 problems	 and	 difficulties	

will	now	be	addressed	in	the	upcoming	chapter,	centring	on	everyday	life	experiences.		

	

Everyday	Life	
	

Cilla	has	scar	tissue	that	re-opens	every	day	when	going	to	the	bathroom,	leakages,	anal	

cramps	and	chronic	pain	in	the	pelvic	floor,	which	causes	her	long	hours	in	the	restroom	

as	well	as	severe	pain	affecting	her	work,	everyday	habits	and	sex	life.	Cilla	is	30	years	

old	and	explains	her	situation	like	this:		
	
I	 gave	 birth,	 obtained	 a	 medical	 invalidity	 and	 fight	 every	 day	 to	 reduce	 the	 pain,	 to	 do	
things,	find	a	bathroom	before	we	go	somewhere,	to	be	on	time.	I	had	to	change	my	job.	My	
children	are	4	and	6	years	old,	they	have	been	deprived	of	the	mother	they	should	have	had.	
I	am	deprived	of	being	the	mom	I	wanted	to	be.	It	is	better	now	but	it	will	never	be	fine.	It	
goes	up	 and	down,	 even	 the	 sorrow	of	 having	 lost	myself.	 I	want	myself	 back	 and	 I	work	
everyday	to	not	disappear	into	sadness	and	instead	get	to	know	my	new	self.	My	new	body.	
The	body	that	does	not	match	with	who	I	actually	am.	The	pain	is	transitory	but	the	loss	of	
myself	is	constant	(190).		
	

The	 injuries	Cilla	 obtained	during	both	her	 vaginal	deliveries	 affect	 her	 everyday	 life,	

constantly.	 She	 has	 physical	 pain	 and	 cannot	 be	 as	 active	 as	 she	 was	 before	 but	 the	

injuries	also	cause	mental	stress.	The	situation	she	is	in	affects	her	self-perception,	her	

children,	the	way	she	plans	daily	activities,	her	work	as	well	as	her	sex	life.	She	is	one	of	

hundreds	in	my	material	that	explain	how	much	maternal	birth	injuries	affect	daily	life.		

	 This	 chapter	 relates	 to	 the	 second	 research	 question	 and	 addresses	 how	

everyday	 life	 is	 affected	 for	 those	 with	 maternal	 birth	 injuries.	 As	 Cilla’s	 words	

demonstrate,	such	injuries	can	have	a	massive	impact	both	physically	and	mentally.	Of	

all	 the	383	participants,	308	(80%)	have	problems	related	 to	 their	birth	 injury	 today.	

Some	of	 them	gave	birth	 last	 year	 and	have,	 therefore,	 had	problems	 for	 one	 year	 or	

less,	while	others	have	had	problems	 for	decades.21	Out	of	all	participants,	111	(29%)	

																																																								
21	Some	 participants	 commented	 that	 there	 was	 no	 possibility	 to	 choose	 "less	 than	 one	 year"	 when	
answering	 how	 many	 years	 they	 have	 had	 problems	 up	 until	 today.	 Hence,	 some	 of	 the	 people	 who	
answered	"1	year"	actually	had	issues	less	time,	which	is	why	no	exact	data	is	presented	for	this	inquiry.	
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have	had	complication	for	more	than	10	years,	some	for	as	many	as	20	or	30	years.	The	

amount	 of	 years	 that	 a	 person	 has	 had	 problems	 is	 of	 course	 related	 to	 when	 that	

person	gave	birth.	In	my	study	a	majority	of	the	participants	have	given	birth	within	the	

last	 10	 years	 and,	 hence,	 the	 amount	 of	 years	 with	 problems	 reflect	 that	 number.	

Regardless	of	when	the	injury	was	obtained,	these	numbers	prove	that	many	live	with	

complications	 for	 a	 long	 time.	 Every	 participant’s	 story	 is	 unique	 and	 there	 are	

numerous	 examples	 of	 how	 different	 lives	 are	 affected.	 However,	 all	 cannot	 be	

addressed	so	 three	 themes	structure	 the	chapter,	addressing	some	of	 the	aspects	 that	

have	been	frequently	mentioned	in	the	material:	“The	Multitude	of	Problems”,	“Feelings	

of	Failure”	and	“Other	Consequences	and	Severe	Complications”.		

	

The	Multitude	of	Problems	

The	 different	 injuries	 obtained	 by	 giving	 birth,	 vaginally	 or	 by	 caesarean,	 can	 cause	

several	complications.	In	the	questionnaire	there	is	a	question	asking	specifically	what	

problems	 the	participants	experiencing	 issues	 today	are	 still	having.	However,	 almost	

all	 participants	 have	 described	 their	 problems	 in	 several	 parts	 of	 the	 questionnaire.	

Some	have	small	injuries	that	only	affect	their	everyday	habits	on	a	minor	scale,	while	

others	explain	how	almost	their	entire	life	has	changed.	Several	express	that	everyday	

habits	 are	affected	 in	many	ways,	 just	 as	Cilla	 explained	above.	Lo	also	addresses	 the	

multitude	of	problems	that	maternal	birth	injuries	can	cause.	She	has	given	birth	twice	

and	 it	 was	 during	 her	 second	 delivery	 that	 she	 obtained	 her	 injuries,	 which	 were	

diagnosed	 as	 “cystocele,	 rectocele,	 torn	 muscles	 in	 perineum	 and	 bilateral	 levator	

injury”	(112).	Lo	explains	how	the	injuries	have	affected	her	life:		
	

The	injury	has	destroyed	my	life	since	I	can’t	lift,	run	or	jump.	The	whole	family	is	affected	
by	my	injury.	I	have	not	been	able	to	take	care	of	my	children	or	the	home,	my	relationship	
with	my	partner	is	affected	as	well	as	my	relationships	with	friends	due	to	depression.	My	
parental	leave	was	used	to	search	for	information	and	help	[about	maternal	birth	injuries],	
disturbed	 sleep,	 no	 sex	 drive…all	 of	 this	 together	 with	 the	 physical	 problems	 I	 have	
mentioned	earlier	(112).	
	

Lo	expresses	how	the	injuries	affect	her	physical	activities	and	mental	wellbeing	as	well	

as	 relationships	 to	 her	 partner,	 children	 and	 friends.	 Numerous	 participants	mention	

concerns	about	sex	life	and	relationships	and	this	important	topic	will	be	addressed	in	

the	next	chapter	as	well	as	in	this	one.	From	Lo’s	answer	I	will	mainly	focus	on	the	effect	

on	surroundings	while	other	quotes	will	address	other	impacts	by	the	injuries.		
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As	mentioned	 in	 the	previous	chapter,	 there	 is	more	 focus	on	physical	damage	

regarding	 maternal	 birth	 injuries.	 However,	 Socialstyrelsen	 recognises	 that	 more	

knowledge	 is	 needed	 regarding	 mental	 health	 as	 well,	 both	 concerning	 education	 of	

personnel	working	with	postpartum	care	and	research	in	general	(2017b).	The	lack	of	

focus	on	how	mental	health	is	affected	after	giving	birth,	and	particularly	in	relation	to	

birth	injuries,	is	therefore	something	that	the	Swedish	state	has	started	to	acknowledge.	

Gharoro	and	Agholor	explore	aspects	of	psychosocial	problems	of	patients	with	

vesico-vaginal	 fistula	 and	 their	 close	 relatives	 (2009).	 They	 found	 that	 45%	 felt	

“ostracised	 by	 society”;	 not	 feeling	 able	 to	 participate	 in	 social	 activities	 or	 going	 to	

public	 places,	 and	 the	 divorce	 rate	 was	 25%	 among	 their	 participants	 (2009,	 646).	

Context	needs	to	be	taken	into	consideration	here,	and	their	study	does	not	focus	on	a	

developed	country	in	the	West.	However,	these	findings	are	relatable	to	Swedish	society	

too	since	participants	in	my	study	also	share	stories	about	divorces	and	feelings	of	not	

being	able	to	function	as	they	used	to	in	society,	like	Lo,	for	example.			

Urine	 and	 faecal	 incontinence	 following	 childbirth	 are	 common	 worldwide	

(Gyhagen	2013,	68).	There	are	no	exact	numbers	on	how	many	people	suffering	 from	

different	types	of	incontinences	related	to	pregnancy	and	childbirth	in	Sweden,	but	it	is	

understood	as	a	public	health	problem	that	affects	many	 (Gyhagen	2013,	20;	Franzén	

and	Samuelsson	2018).	The	different	kinds	of	postpartum	incontinence	are	addressed	

several	times	in	my	material.	Participants	explain	how	they	avoid	certain	social	settings	

or	going	outside	 the	home	at	 all,	due	 to	 fears	of	not	 reaching	a	 toilet	 in	 time,	 causing	

leakages	and	smelling	in	public	or	private	spaces.	 Jenna	is	one	example:	she	has	given	

birth	 once	 and	 had	 several	 issues	 for	 three	 years,	 after	 her	 episiotomy	 led	 to	 faecal	

incontinence.	She	explains	her	everyday	life	like	this:		
	
I	have	 faecal	 leakages,	 I	do	not	dare	 to	go	 to	work	or	 leave	 the	home	 if	 I	 feel	 the	slightest	
issue	with	my	stomach	since	I	can’t	assess	if	I	need	to	fart	or	poop.	This	uncertainty	can	lead	
to	catastrophic	accidents.	 I	also	have	a	 really	hard	 time	holding	 in	gas,	 so	 I	 can	 fart	 in	 the	
most	embarrassing	places.	Since	I	am	a	teacher	this	is	very	problematic,	I	am	very	stressed	
over	this	when	working.	 I	am	more	socially	 introverted	now	[than	before	the	birth	 injury]	
and	 don’t	 want	 to	 go	 anywhere.	 I	 do	 not	 want	 to	 swim.	 Absolutely	 not	 go	 to	 public	
swimming	 complexes.	 My	 child	 suffers,	 since	 he	 wants	 to	 go	 there.	 The	 self-image	 is	
catastrophic,	I	feel	unsexy	and	not	fresh,	my	relationship	suffers	since	sex	is	so	frightening	–	
partly	 because	my	 body	 feels	 different	 but	 also	 because	 I	 am	 afraid	 that	 I	will	 fart	 in	 the	
middle	[of	a	sexual	act]	or	poop	or	smell	bad.	I	have	tried	therapy	but	it	only	works	until	the	
next	time	I	poop	myself.	How	can	one	live	a	dignified	life	with	destroyed	genitals,	when	one	
is	pooping	their	pants	every	day	and	farting	as	soon	as	one	bends	over?	(291).	
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Jenna’s	 life	 is	 affected	 in	many	ways	 due	 to	 her	 anal	muscles	 being	 damaged	 during	

delivery.	 She	 is	 one	 of	 many	 in	 my	 material	 that	 express	 feelings	 of	 shame	 and	

embarrassment	due	to	leakages.	This	can	be	understood	in	relation	to	Longhurst’s	work	

on	bodies	and	fluids	as	well	as	Douglas’s	work	on	dirt	and	danger.	As	explained	in	the	

theory	section,	what	is	understood	as	dirty	depends	on	context.	Due	to	societal	norms	

and	 structures	valuing	a	non-leaking	body,	 coded	male,	 others	not	 conforming	 to	 this	

ideal	are	understood	as	abjects,	 threatening	borders	and	hence	challenging	structures	

(Douglas	1966;	Longhurst	2001;	Kristeva	1982;	Grosz	1994).	Even	though	all	humans	

leak,	 women’s	 fluids	 are	 understood	 as	more	 dangerous	 and	 thus	more	 problematic.	

Jenna	is	performing	the	feared	function	of	the	abject	by	leaking	fluids	that	should	not	be	

leaked.	Hence,	her	body	is	out	of	control	in	a	context	where	a	non-leaking,	male-coded	

body	is	the	norm.		

The	multitude	of	problems	that	Lo,	Cilla	and	Jenna	voice	has	several	impacts	on	

their	lives.	Many	physical	movements	and	activities	that	before	the	childbirth	was	part	

of	 everyday	 life	 are	 now	 impossible	 to	 do.	 Babies	 cannot	 be	 lifted,	many	participants	

cannot	sit	on	hard	surfaces	or	carry	heavy	things,	like	grocery	bags,	and	training	(taking	

walks,	 running	 or	 jumping)	 is	 unbearable.	 Having	 these	 issues	 can	 lead	 to	 different	

fears:	fear	of	having	sex,	having	to	go	to	the	bathroom,	fear	of	giving	birth	again,	fear	of	

the	healthcare	system	and	fear	of	that	the	injuries	and	complications	will	get	worse.	All	

of	these	examples	are	taken	from	the	participants’	answers.	The	fear	further	affects	the	

person	 with	 the	 anxiety,	 making	 her	 avoid	 certain	 activities	 (walking,	 sitting,	 having	

sex),	institutions	(hospitals,	clinics)	and	even	people	(partner/s,	friend/s,	relative/s).			

In	part	of	her	work	on	bodies	and	fluids,	Longhurst	explores	pregnant	bodies	in	

public	spaces	(2001,	33–65).	She	concludes	that	in	Western,	patriarchal	societies	based	

on	dualistic	thinking,	pregnant	bodies	are	perceived	as	especially	dangerous	abjects	in	

need	of	controlling	since	they	always	threatens	to	contaminate	and	trespass	borders.22	

Though	the	situation	of	the	pregnant	body	is	unique	since	it	threatens	to	split	in	two,	I	

still	find	similarities	with	the	participants’	experiences	in	my	material	and	the	pregnant	

ones	in	Longhurst’s	study,	and	argue	that	the	structures	in	work	in	relation	to	pregnant	

bodies	can	be	applied	to	women	with	maternal	birth	injuries	too.	Longhurst	found	that	

many	 pregnant	 women	 withdrew	 from	 public	 spaces	 the	 longer	 the	 pregnancy	

prolonged	and	that	some	avoided	sports,	paid	employment,	bars	and	restaurants	(2001,	
																																																								
22	For	other	works	on	the	double	role	of	pregnant	women	in	patriarchal	contexts	see	Beauvoir	(2012).	
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36–37).	 The	 reason	 for	 avoiding	 these	 public	 spaces	 was	 mainly	 due	 to	 physical	

discomfort,	 “some	 of	 the	 pregnant	 women	 claimed	 that	 seats	 were	 unavailable	 or	

uncomfortable,	others	noted	the	lack	of	toilet	facilities	in	public	spaces”	but,	expressions	

of	fear	and	embarrassment	was	also	given	as	reasons	(2001,	40).	These	behaviours	can	

be	 found	 in	 many	 of	 the	 participants’	 stories	 from	 this	 study	 as	 well,	 as	 mentioned	

above.	 Jenna	 for	example,	 is	more	 introverted,	does	not	want	 to	go	anywhere,	 refuses	

visiting	public	swimming	complexes	and	is	stressed	at	work.			

Longhurst	 argues	 that	 power	 relations	 in	 connection	 to	 environment	 create	

spaces	 as	 uncomfortable	 for	 women	 and	 that	 their	 “physical,	 material,	 corporeal	

demands”,	 like	 leaking	 fluids	 or	 feeling	 pain,	 needs	 to	 be	 understood	 in	 relation	 to	

structures	 that	value	male-coded	bodies	 that	are	perceived	as	non-leaking	 (2001,	40–

41).	 The	 difficult,	 sometimes	 painful	 and	 shameful	 situations	 of	 women,	 who	 are	

pregnant	or	have	a	maternal	birth	injury,	are,	therefore,	affected	by	societal	norms	that	

create	these	bodies	and	their	leakages	as	problematic	in	combination	with	the	physical	

actualities	 causing	 discomfort.	 In	 relation	 to	 shame,	 which	 Hungarian	 philosopher	

Agnes	 Heller	 defines	 as	 a	 feeling	 that	 is	 triggered	 by	 “the	 eye	 of	 others”,	 in	 order	 to	

make	 us	 conform	 to	 our	 cultural	 environment	 (1982,	 215),	 Jenna’s	 feelings	 of	

embarrassment	 reflects	 both	 her	 fear	 of	 being	 judged	 by	 others,	 as	 well	 as	 her	 own	

judging	remarks	caused	by	internalising		societal	structures	and	norms.			

	

Feelings	of	Failure	

Expressions	of	failure	when	obtaining	injuries	during	birth	are	frequent	in	the	material.	

Participants	express	that	they	are	not	being	able	to	take	care	of	the	baby/babies	and	the	

home	 “properly”	 after	 the	 delivery,	 due	 to	 the	 complications	 that	 the	 injuries	 have	

caused,	just	like	Lo	and	Cilla	mentioned	earlier.	Judith	is	another	example,	she	obtained	

a	 sphincter	 rupture	when	 giving	 birth	 to	 her	 first	 child,	 and	 leaked	 faeces	 for	 a	 year	

afterwards	as	well	as	could	not	have	sex	due	to	her	pain.	She	writes:	“I	was	scared	and	

had	 almost	 given	 up	 the	 thought	 of	 being	 able	 to	 have	 a	 child	 again.	 I	 felt	 a	 little	 bit	

ashamed	 that	 my	 body	 couldn’t	 ‘make	 it’,	 the	mission	 to	 give	 birth.	 Many	 have	 easy	

deliveries	 and	 I	was	 a	 bit	 sad	 that	 it	was	 hard	 for	me”	 (310).	 Judith	 feels	 guilty	 over	

obtaining	 a	 birth	 injury	 and	 not	 being	 able	 to	 give	 birth	 “successfully”.	 For	 her,	 this	

seems	 to	prove	 that	 she	did	not	 live	up	 to	norms	about	how	a	birth	 should	be.	Maria	

expresses	 similar	 feelings:	 “The	delivery	 feels	 like	a	 failure	 for	me.	That	 I	have	 failed.	
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This	 is	what	the	staff	pointed	out	during	delivery	too.	 I	should	 ‘calm	down’	and	 ‘get	 it	

together’,	when	all	I	wanted	was	to	die	since	I	had	a	panic	attack”	(235).	She	had	a	long	

and	 traumatic	 delivery	 whereupon	 her	 baby	 almost	 died,	 all	 due	 to	 “avoiding	 a	

caesarean”,	according	to	Maria.	She	still	has	pain	when	having	sex	and	urine	 leakages,	

12	years	after	the	delivery.		

Feeling	guilt	 and	shame	 for	not	being	a	 “good”	parent	 in	general,	 and	a	 “good”	

mother	in	particular,	is	common	(Gustafsson	and	Sedin	2014,	1).	When	not	living	up	to	

motherhood	 ideals,	 feelings	 of	 not	 wanting	 to	 talk	 about	 one’s	 issues	 can	 also	 occur	

(2014,	27).	Maria	feels	as	if	she	has	failed	and	the	quote	above	is	her	answer	to	why	she	

has	not	spoken	to	anyone	about	her	problems.	To	give	birth	is	seen	as	a	natural	thing	to	

do	as	a	woman	(Carlstedt	1992,	186;	Hellmark	Lindgren	2006,	112;	Lorber	1997,	58;	

Beauvoir	2012;	Soper	1998).	But	as	several	authors	have	pointed	out,	giving	birth	might	

be	understood	culturally	as	“natural”	but	 it	 is	still	one	of	 the	most	dangerous	things	a	

woman	can	go	through	(Hellmark	Lindgren	2006,	33–37).	Judith	expresses	shame	of	not	

being	able	to	accomplish	the	“mission”	of	giving	birth,	which	in	relation	to	theories	on	

how	women	 are	 defined	 as	mainly	 reproductive	 objects,	make	 sense.	 Judith	 does	 not	

only	 fail	 as	 an	 individual	 but	 she	 fails	 the	 task	 that	women	 “were	made	 for”:	 to	 give	

birth,	 preferable	 vaginally,	 since	 it	 is	 understood	 as	 more	 natural	 according	 to	

normative	values	in	Sweden	(2006,	194–95).	Maria	expresses	similar	feelings,	and	the	

comments	from	the	personnel	working	during	her	delivery,	about	her	not	being	able	to	

keep	calm,	further	enhance	her	feelings	of	failing	as	a	woman.			

An	 understanding	 of	 that	 happy	 mothers	 equals	 happy	 and	 healthy	 children,	

implies	that	if	the	mother	is	unhappy	this	will	have	negative	consequences	on	the	child,	

which	in	turn	can	lead	to	feelings	of	guilt	if	the	mother	is	not	able	to	perform	happiness	

(Elvin-Nowak	and	Thomsson	2001,	417).	In	their	work	on	postpartum	depression,	Linn	

Gustafsson	 and	 Johanna	 Sedin	 found	 that	 feelings	 of	 guilt	 and	 shame	 among	 Swedish	

mothers	with	depression	after	delivery	are	common	(2014,	27–28).	Choosing	not	to	talk	

about	one’s	depression	occurred,	due	 to	a	 fear	of	being	 judged	by	others	 since	one	 is	

stepping	away	from	the	picture	of	the	ideal	mother	as	happy	and	caring.	Another	norm	

found	in	Elvin-Nowak	and	Thomsson’s	work	was	the	obligation	to	“always	be	accessible	

to	your	child	either	physically	or	mentally”	(2001,	424).	Therefore,	if	the	mother	cannot	

take	care	of	her	child	due	to,	for	example,	severe	back	pain	or	depression	caused	by	the	

childbirth,	 she	 is	 challenging	 the	 image	 of	 the	 ideal	mother	who	 is	 always	 accessible.	
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Having	maternal	birth	injuries	can	with	this	logic	be	understood	as	challenging	norms	of	

idealised	motherhood	and,	therefore,	also	womanhood.	But,	 if	the	woman	herself	feels	

guilt	and	shame	 for	 the	position	she	 is	 in,	 the	potentially	subversive	affect	 is	 lost.	She	

will	feel	as	a	failure	when	not	living	up	to	the	norm	and	others	will	agree	on	this	failure,	

hence	no	subversive	potential	in	not	re-creating	the	“always	accessible”-mother.		

Other	 feelings	 of	 failure	 relates	 to	 sex	 and	 sexuality	 among	 the	 participants,	

addressing	 norms	 of	 how	 to	 be	 an	 ideal	 woman	 in	 a	 heteronormative	 society.	 In	

research	on	vestibulitis,	a	painful,	long-term	genital	condition	that	mainly	affect	young	

women,	both	Swedish	social	anthropologist	Renita	Sörensdotter	 (2013)	and	Canadian	

sociologist	Amy	Kaler	(2006),	address	how	the	women’s	sense	of	self	is	affected	by	the	

chronic	 vulvar	 pain.	 By	 not	 being	 able	 to	 take	 part	 in	 the	 central	 heterosexual	 act	 of	

vaginal-penile-penetration,	informants	in	their	research	expressed	that	they	did	not	feel	

like	“real	women”	(Sörensdotter	2013,	66;	Kaler	2006,	59–60).		

Many	of	the	participants	in	my	study	express	that	they	have	issues	with	sex	and	

relationships	due	to	their	birth	injuries.	A	view	of	sex	as	partly,	or	mainly,	consisting	of	

vaginal	 intercourse	 is	 present	 as	 well.	 One	 example	 comes	 from	 Kerstin,	 who	 is	 still	

experiencing	 pain	 in	 the	 vagina	 due	 to	 scar	 tissue,	 after	 her	 vaginal	 delivery	 in	 the	

1990s:	 “During	 4	 years	me	 and	my	husband	 could	 not	 have	 normal	 intercourse	 even	

once	 since	 the	 pain	was	 too	 strong”	 (263).	 Though	 the	 actual	 practise	 is	 not	 further	

explained,	“normal	intercourse”	in	Kerstin’s	answer	suggests	vaginal-penile-penetration	

since	 the	Swedish	words	she	used,	 “vanligt	 samlag”,	 indicate	 this	practise.	Gunilla	has	

similar	problems;	she	gave	birth	twice	in	the	1980s	and	defines	her	injury	as	a	vaginal	

split,	which	caused	her	prolapse	and	further	urine	incontinence.	She	still	has	pain	today	

and	 writes:	 “The	 damage	 has	 lead	 to	 that	 I	 can	 no	 longer	 have	 intercourse	 with	my	

husband	since	15	years”	(349).	Gunilla	and	Kerstin	demonstrate	how	a	maternal	birth	

injury	can	affect	one’s	ways	of	having	sex,	which	in	their	cases	is	understood	as	a	 loss	

and	 something	 problematic.	 Their	 injuries	 mean	 that	 they,	 for	 a	 long	 time,	 have	 not	

been	able	to	do	the	sexual	activities	that	they	want	to.	

The	norm	of	vaginal	intercourse	is	so	strong	that	it	sometimes	is	understood	as	

something	 one	 is	 supposed	 to	 endure,	 no	 matter	 what.	 In	 Eva	 Elmerstig’s	 work	 on	

young,	 Swedish	 women’s	 views	 on	 ideal	 sexual	 situations	 and	 experiences	 of	 pain	

during	vaginal	intercourse,	47%	of	the	1,566	female	senior	high	students	in	the	sample	

continued	to	have	vaginal	intercourse	despite	feeling	pain	(2009,	37).	Sörensdotter	has	
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similar	findings	in	her	work	on	Swedish	women	suffering	from	vestibulitis,	and	suggests	

that	the	reason	for	why	women	are	having	vaginal	intercourse	despite	pain	is	“that	they	

want	 to	behave	as	normal	women”	 (2013,	67).	 In	my	material	 some	participants	also	

express	obligatory	feelings	of	having	to	endure	certain	kinds	of	sex.	Cecilia	is	25	years	

old	and	has	given	birth	once.	Her	vaginal	delivery	resulted	in	a	second-degree	tear	and	a	

prolapse.	 She	 was	 sutured	 after	 delivery	 but	 suspects	 that	 it	 was	 not	 done	 properly	

since	 the	 injuries	 have	 become	 worse.	 Now	 she	 hardly	 dares	 to	 lift	 her	 baby	 and	

explains	how	the	injuries	affect	her:	“My	sex	life	consists	of	having	to	force	myself	a	few	

times	 a	month	 (desire	 and	 love	 exists,	 but	 a	 lot	 of	 fears	 too)…”	 (195).	 Hence,	 Cecilia	

wants	to	be	able	to	have	a	certain	kind	of	sex	but	this	type	of	sex	causes	her	anxiety	and	

probably	 pain.	 She	 does	 however	 “force”	 herself	 once	 in	 a	while,	 suggesting	 different	

motivations	than	experiencing	pleasure.		

In	Elmerstig’s	material	the	women	gave	different	reasons	for	why	they	continued	

to	 have	 sex	 despite	 feeling	 pain,	 all	 conforming	 to	 normative	 views	 on	 gender	 and	

sexuality.	The	main	reasons	were:	a	perception	of	an	ideal	woman	and	perfect	girlfriend	

as	willing	to	have	vaginal	intercourse,	a	fear	of	hurting	the	partner	and	a	feeling	of	not	

being	 able	 to	 satisfy	 the	partner	 (2009,	37).	Hence,	 to	have	vaginal	 intercourse	when	

feeling	pain,	despite	the	risk	of	causing	long-term	complications,	can	be	seen	as	part	of	

conforming	 to	 heterosexual	 norms	 of	 penetration,	 in	 combination	 with	 gender	 roles	

deriving	from	views	of	women	as	passive,	sensitive,	and	satisfying	in	relation	to	active	

and	demanding	men	(2009).		

Not	 being	 able	 to	 have	 vaginal	 intercourse	 as	 a	 heterosexual	 woman	 can,	

therefore,	be	understood	as	problematic	and	lead	to	doubts	of	oneself.	Not	being	able	to	

perform	activities	 connected	 to	motherhood,	 such	as	 taking	care	of	 the	home	and	 the	

baby	 can	 also	 cause	 feelings	 of	 self-doubt,	 or	 as	 in	 Cilla’s	 case	 that	 was	 mentioned	

earlier,	as	a	constant	and	complete	“loss	of	self”.	What	it	means	to	be	a	woman	will	not	

result	in	a	clear	answer.	Several	factors	are	part	in	creating	the	situation	in	which	one’s	

identity	 is	 built.	 But,	 in	 a	 heteronormative	 society	 some	 rules	 are	more	 present	 than	

others,	vaginal	intercourse	being	one.	In	a	society	like	Sweden,	where	gender	equality	is	

understood	as	a	societal	goal,	norms	about	femininity	and	motherhood	are	still	strong	

(Elvin-Nowak	and	Thomsson	2001).	Not	being	able	to	live	up	to	one	or	several	of	these	

unwritten	rules	for	how	to	be	a	woman	or	a	mother	is	the	reality	for	many	of	the	women	

suffering	from	complications	after	giving	birth.		
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In	relation	to	shame	and	guilt,	over	20%	of	the	participants	answered	“no”	when	

asked	 if	 they	 feel	 that	 that	 they	 have	 been	 able	 to	 talk	 about	 their	 birth	 injury	 with	

people	around	them.	“Shame”,	“private”,	“taboo”,	“embarrassing”	and	“uncomfortable”,	

are	some	of	the	words	used	when	the	participants	described	why	they	have	not	spoken	

to	 anyone.	 Shame	 can	 be	 understood	 as	 an	 internal	 feeling	 that	 always	 correlates	 to	

external	 norms	 and	 values	 (Heller	 1982).	 In	 her	 work	 on	 vulvar	 pain,	 Sörensdotter	

expands	on	Heller’s	 understanding	of	 shame	and	 explores	how	pain	 is	 understood	 as	

shameful	when	related	to	private	parts:	“To	talk	about	vestibulitis	is	to	talk	about	one’s	

sex	 life	and	genitals,	which	 is	experienced	as	embarrassing	and	shameful”	 (2013,	64).	

The	 participants	 in	 Sörensdotter’s	 study	 express	 similar	 feelings	 as	 several	 of	 mine.	

Many	 of	 the	 consequences	 of	 maternal	 birth	 injuries	 also	 relate	 to	 body	 parts	

considered	 private,	 which	 explains	 why	 many	 women	 in	 my	 study	 use	 the	 above	

mentioned	words	when	explaining	their	silence.	However,	this	does	not	mean	that	it	has	

to	continue	this	way	and	many	participants	have	written	that	they	want	the	taboo	to	go	

away	and	that	people	should	talk	about	and	acknowledge	maternal	birth	injuries	more.		

It	is	also	important	to	address	that	almost	80%,	301	participants,	have	confirmed	

that	 they	do	 feel	 that	 they	have	been	able	 to	 talk	about	 their	birth	 injury	with	people	

around	 them	(Graph	1).	23	A	majority	of	 these	301	participants	have	 felt	 that	 they	can	

talk	to	partner/s	(84%)	and	friend/s	(79%).	Many	have	also	been	able	to	talk	to	doctors	

(43%)	and	midwives	(52%)	as	well	as	parent/s	and	sibling/s	(52%).	

	

Graph	1.	To	whom	participants	feel	that	they	have	been	able	to	talk	to	about	

their	birth	injuries	(n	=	301).	

	
																																																								
23	This	was	a	multiple	option	question	and	the	participants	could	fill	in	more	than	one	option	as	well	as	
write	their	own	answer.	Hence,	several	have	spoken	to	many	and	also	added	categories	missing,	such	as	
physiotherapist/s,	work	colleague/s	and	psychologist/s.		
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Several	 participants,	 94	 (31%),	 have	 shared	 their	 experiences	 with	 others	 through	

different	Internet	forums,	such	as	Facebook	groups	that	connect	people	with	maternal	

birth	 injuries.	 This	 finding,	 together	 with	 that	 a	 majority	 of	 the	 participants	 gain	

knowledge	 about	 maternal	 birth	 injuries	 online,	 demonstrates	 that	 the	 Internet	 and	

especially	 online	 forums	 have	 a	 major	 part	 in	 many	 participants’	 lives.	 Some	

participants	 wrote	 that	 they	 have	 talked	 to	 everyone	 around	 them	 while	 others	

explained	that	they	have	only	been	able	to	talk	to	a	few	friends	and	one	or	two	doctors.	

So,	 even	 though	 a	majority	 of	 the	 participants	 have	 been	 able	 to	 talk	 freely	 to	many	

around	them,	a	feeling	of	taboo	still	exist	in	certain	settings	for	some.	

The	taboo	surrounding	maternal	birth	injuries	and	its	consequences	is	related	to	

something	 else	 than	 shame	 as	 well:	 the	 risk	 of	 worrying	 others	 who	 will	 give	 birth.	

Sabina,	who	did	not	know	about	birth	 injuries	before	her	very	traumatic	delivery	that	

resulted	 in	 many	 physical	 and	 mental	 complications,	 formulates	 a	 common	 thought	

among	 the	 participants:	 “I’m	 experiencing	 that	 there	 is	 a	 strong	 norm	 of	 not	 talking	

about	these	issues.	We	cannot	talk	about	our	experiences	and	injuries	because	then	we	

might	scare	others”	(204).	Sabina	feels	as	if	she	should	not	talk	about	what	she	is	going	

through	due	to	potentially	causing	a	fear	in	others	who	will	give	birth.	This	connects	to	

the	 paradox	 that	 Birgitta	Hellmark	 Lindgren	 addresses	 in	 her	work	 on	 how	different	

perspectives	 on	pregnancy	 and	birth	 shape	 the	 agency	of	 reproduction	 for	women	 in	

Sweden	 (2006).	 The	 paradox	 implies	 that	 pregnancy	 and	 giving	 birth	 is	 seen	 as	

something	 natural,	 that	most	 of	 the	 time	 does	 not	 lead	 to	 complications,	 at	 the	 same	

time	as	several	risks	are	addressed,	which	is	enhanced	by	all	the	medical	appointments	

and	 repeated	 samplings	 (2006,	 225).	 Hellmark	 Lindgren	 means	 that	 it	 is	 a	 complex	

situation	 since	 more	 knowledge	 about	 risks	 before	 the	 delivery	 can	 lead	 to	 better	

preventive	 actions,	 at	 the	 same	 time	 as	 focusing	 on	 complications,	 that	 might	 never	

occur,	can	cause	unnecessary	anxiety	and	worry	(2006,	230).		 	

In	 my	 study,	 221	 of	 the	 383	 participants	 (58%)	 did	 not	 have	 any	 previous	

knowledge	 about	 maternal	 birth	 injuries	 before	 giving	 birth.	 Not	 knowing	 what	 can	

happen	 after	 giving	 birth,	 foremost	 vaginal	 ones	 since	 the	 risks	 about	 caesareans	 are	

more	often	addressed,	seems	to	be	causing	a	 lot	of	stress	and	anxiety	 for	many	of	 the	

participants.	Several	address	that	if	they	had	had	more	knowledge	before	delivery	about	

potential	 injuries	 and	 complications	 that	 can	 occur	 after	 giving	 birth,	 they	would	 not	

have	 been	 so	 worried	 about	 what	 was	 happening	 to	 them.	 Many	 of	 the	 participants	
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specifically	 address	 that	 they	would	 have	wanted	more	 information	 both	 before	 and	

after	 delivery,	 on	 both	 potential	 complications	 as	 well	 as	 what	 to	 do	 if	 they	 occur.	

According	 to	 my	 own	 counting	 when	 reading	 the	 participants	 answers,	 45	 people	

literally	suggested	that	health	care	personnel	should	stop	to	“romanticise”	giving	birth	

and	 be	 clearer	with	 how	 one	 can	 prepare	 for	what	 is	 to	 come	 (Appendix	 3).	 In	 their	

work	 on	 medical	 and	 maternal	 perspectives	 on	 pregnancy,	 Ann	 Oakley	 and	 Hilary	

Graham,	 found	 that	 many	 mothers	 in	 their	 study	 “usually	 require	 much	 fuller	

information	than	the	medical	staff	are	prepared	to	give”	(1981,	64).	That	people	would	

prefer	 to	 be	 spared	 information	 about	 potential	 complications	 that	 can	 occur	 after	

delivery,	such	as	maternal	birth	injuries,	therefore,	seems	to	be	incorrect.		

	

Other	Consequences	and	Severe	Complications		

Having	 all	 the	 issues	 mentioned	 in	 the	 previous	 sections	 can	 result	 in	 other	

consequences	as	well.	 Some	participants	have	been	on	sick	 leave	 for	years	due	 to	 the	

problems	that	the	 injuries	have	caused.	Gharoro	and	Agholor	acknowledge	this	aspect	

in	 their	study	since	50%	of	 their	participants	were	economically	 impoverished	by	 job	

loss	and	relatives	“complained	about	the	heavy	hospital	bill”	(2009,	645–46).	Job	loss	or	

denial	of	benefits	can	cause	severe	stress	(Carlstedt	1992,	256–58).	Cia	has	given	birth	

twice,	 and	 obtained	 her	 injuries	 during	 her	 first	 delivery.	 She	 cannot	 stand	 without	

feeling	discomfort	and	can	only	walk	 for	about	10	minutes	before	 the	pain	makes	her	

cry.	The	father	of	the	children	is	on	parental	leave	halftime	and	Cia	fulltime,	because	her	

injury	makes	it	impossible	for	her	to	take	care	of	both	children	by	herself.	She	writes:		
	
Our	economy	is	terrible.	I	worry	about	how	it	will	work	with	future	jobs.	I	have	been	on	sick	
leave	part	time	but	been	informed	that	“one	is	not	entitled	to	paid	sick	leave	when	having	a	
prolapse,	so	it	will	be	because	of	the	depression”.	I	feel	a	lot	of	stress	having	to	be	in	contact	
with	the	governmental	authority	dealing	with	sick	 leave	and	payment	[Försäkringskassan]	
since	they	pressure	me	to	work	more	hours	(228).	

	

As	discussed	in	the	first	chapter,	diagnostics	is	a	process	that	contains	of	many	actors,	

and	 in	Sweden	 it	 is	 the	governmental	 authority	Försäkringskassan	 that	decides	which	

diseases	that	entitle	sickness	benefits.	If	a	disease	is	officially	recognised,	it	is	easier	to	

claim	sickness	benefits	than	if	the	diagnosis	is	built	on	symptoms	(Carlstedt	1992,	257).	

Women’s	 illnesses	are	more	often	unexplored	and	undefined	 in	comparisons	to	men’s	

illnesses,	which	is	reflected	in	the	uncertainty	regarding	the	definition	of	maternal	birth	
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injuries	(1992,	257–58).	The	consequence	of	this	is	that	it	is	generally	more	difficult	for	

women	 to	 receive	 sickness	benefits.	 Carlstedt	 addresses	 that	 this	 has	 lead	 to	women,	

more	 often	 than	 men,	 having	 to	 accept	 physiological	 diagnoses	 in	 order	 to	 receive	

benefits,	 just	 as	with	 Cia.	Her	 physical	 birth	 injury	was	 not	 recognised	 as	 a	 sufficient	

injury	for	sickness	benefits	and	she	had	to	claim	benefits	through	her	depression.	This	

reconnects	 to	 the	previous	 chapter,	where	 the	need	 for	 a	diagnosis	 sometimes	meant	

accepting	an	unwanted	diagnosis.		

	 This	 further	 relates	 to	 the	earlier	discussion	on	 the	dilemma	of	pregnancy	and	

birthing	 being	 understood	 as	 natural	 processes	 at	 the	 same	 time	 as	 they	 can	 lead	 to	

disease-like	 symptoms,	 which	 can	 affect	 the	 ability	 to	 work.	 According	 to	

Försäkringskassan,	pregnancy	 is	not	understood	as	a	disease	and,	 therefore,	does	not	

entitle	 to	 sick	 leave	 (Hellmark	 Lindgren	 2006,	 99).	 In	 Hellmark	 Lindgren’s	 study,	

participants	 also	 experienced	 difficulties	 when	 trying	 to	 claim	 sickness	 benefits,	 and	

many	expressed	that	they	had	fallen	“between	two	chairs”,	as	we	say	in	Sweden.	Since	

you	are	neither	sick	nor	healthy	but	in	a	state	in	between	when	being	pregnant,	or	after	

giving	 birth,	 a	 dilemma	 is	 created.	 This	 dilemma	 further	 affects	 the	 right	 to	 sickness	

benefits,	which	can	impact	on	one’s	financial	situation.		

Bella	 expresses	 her	 view	 on	 how	 norms	 about	 gender	 affect	 the	 possibility	 to	

receive	benefits.	She	has	had	problems	for	seven	years	related	to	her	sphincter	rupture,	

eats	 medicine	 on	 a	 daily	 basis	 and	 has	 constant	 pain	 in	 her	 perineum:	

“Försäkringskassan	 has	 to	 recognise	 this	 [maternal	 birth	 injury]	 as	 a	 ‘disease’	 if	 it	 is	

going	 to	 be	 possible	 to	 claim	 sickness	 benefits.	 Men	 with	 lumbago	 [back	 pain]	 get	

sickness	 benefits	 but	 women	 with	 torn	 vaginas	 get	 nothing”	 (222).	 Bella	 urges	 the	

importance	of	being	able	to	claim	benefits	when	having	birth	injuries	and	suggests	that	

men’s	 problems	 and	 pains	 are	 differently	 valued	 than	 women’s.	 Several	 other	

participants	have	done	 this	comparison	 too	and	 this	 is	addressed	 in	 the	 final	 chapter.	

Newspapers	 in	 Sweden	 have	 acknowledged	 that	 few	women	with	 birth	 injuries	who	

claim	benefits	 receive	 them	(Johansson	2017;	TT	2017).	This	means	 that	people,	who	

are	 already	 in	 financial	 hardship	 will	 be	 further	 affected,	 which	 enhances	 the	

importance	of	always	understanding	people’s	situation	in	context	and	that	obtaining	a	

maternal	birth	injury	has	an	impact	on	several	areas	in	different	ways.		

Other	 consequences	 deriving	 from	 the	multitude	 of	 problems	 that	 the	 injuries	

have	caused	are	decisions	to	not	have	any	more	children,	a	serious	fear	of	giving	birth	
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or	regretting	given	birth	all	 together.	 In	my	study,	159	participants	 (42%)	have	given	

birth	 to	one	child	and	though	 it	was	not	asked	 in	 the	questionnaire,	 I	cannot	help	but	

think	about	how	many	of	these	women	that	decided	not	have	any	more	children	due	to	

their	experiences	of	traumatic	deliveries	and	complications	after	giving	birth.	Susan	is	

one	who	directly	addresses	this	issue.	She	gave	birth	a	few	years	ago,	at	the	age	of	23,	

and	obtained	a	fourth-degree	tear.	Susan	does	not	feel	like	she	can	“endure”	to	write	her	

whole	 story,	 but	 summarises	 what	 happened	 to	 her:	 “…I	 never	 had	 time	 with	 my	

daughter	when	she	was	born	since	I	lost	so	much	blood	that	I	fainted,	it’s	been	hell	ever	

since.	The	fear	of	getting	pregnant	again	is	total,	 I	will	get	sterilised.	 I	used	to	want	to	

have	more	 children”	 (207).	 Susan	 does	 not	 want	 to	 get	 pregnant,	 give	 birth	 or	 have	

children	again.	For	her,	the	trauma	of	giving	birth	and	what	happened	after	has	lead	to	

this	 decision.	 Others	 express	 similar	 thoughts,	 being	 terrified	 of	 giving	 birth	 again	 or	

afraid	 that	 the	 injuries	will	get	worse.	Sabrin	got	a	second-degree	tear	when	she	gave	

birth	 in	2017,	and	 the	complications	 following	affected	her	everyday	very	much,	both	

physically	and	mentally.	After	describing	all	the	physical	consequences,	Sabrin	writes:		
	
Mentally	it	has	been	devastating.	I	feel	exhausted,	in	periods	like	my	life	is	over,	I	am	angry,	
disappointed,	I	feel	it	is	unfair.	I	have	a	lot	of	anxiety	about	the	future	(will	it	be	worse?	how	
much	worse?).	I	feel	isolated,	like	I	am	destroying	the	mood	all	the	time	when	I	have	to	say	
that	I	can’t	do	things	due	to	the	injury.	Sometimes	I	regret	that	I	gave	birth.	It	 feels	almost	
impossible	to	write	since	I’m	at	the	same	time	love	my	child	so	completely	that	I	don’t	regret	
HER,	only	the	injury	(122;	emphasis	in	original).			
	

Sabrin	 feels	 that	 it	 is	 almost	 impossible	 to	 write	 that	 she	 sometimes	 regrets	 having	

given	 birth.	 Several	 other	 participants	 express	 feelings	 of	 regret	 too,	 and	 they	 also	

clarify	that	it	is	of	course	not	the	children	themselves,	but	the	injuries	caused	by	giving	

birth	that	causes	this	difficult	emotion.	Some	address	that	their	everyday	life	has	been	

so	affected	that	they	are	thinking	of	ending	their	lives.	Ann,	who	has	given	birth	twice	

and	 obtained	 her	 injuries	 during	 her	 second	 delivery,	 is	 devastated	 of	 how	 her	 life	

turned	out:		
	
I	truly	regret	two	vaginal	deliveries	my	life	is	completely	destroyed.	I	will	have	to	put	down	
the	horses	and	move	to	the	city	because	I	can	neither	lift	nor	carry	and	I’m	also	going	to	be	
reported	sick	since	I	can’t	lift.	I	am	thinking	of	suicide	since	I	have	chronic	pain	in	the	pelvic	
floor	and	can’t	do	any	physical	activities	that	I	like	to	do	(216).		

	

Ann	regrets	giving	birth	vaginally,	her	everyday	habits	are	utterly	affected	and	she	feels	
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that	she	has	to	do	big	changes	in	her	life	due	to	her	injuries.	Ann	has	suicidal	thoughts,	

which	unfortunately	is	present	in	other	stories	as	well	in	the	material.	Women	describe	

traumatic	births,	depression,	panic	attacks	and	injuries	that	are	affecting	their	everyday	

life	 so	 severely	 that	 they	 are	 considering	 suicide.	 This	 proves	 that	 maternal	 birth	

injuries	and	their	consequences	can	have	a	massive	impact	on	both	the	person	with	the	

injuries	as	well	as	the	surrounding,	indicating	the	seriousness	of	the	matter.		

	

Summary	

Maternal	 birth	 injuries	 affect	 everyday	 life	differently	depending	on	 life	 situation	 and	

the	 injuries	obtained.	However,	 a	majority	 is	 affected	somehow	and	numerous	 severe	

and	 in	a	multitude	of	ways,	causing	both	physical	and	psychological	problems.	People	

around	the	one	with	the	injury	are	also	affected	and	the	perception	of	self	can	change	

with	 the	 limitations	 that	 the	 injuries	 cause.	 The	 impact	 on	 one’s	 life	 can	 also	 cause	

identity	 crises	 or	 feelings	 of	 failure	 and	be	 so	 serious	 that	 suicide	 is	 seen	 as	 the	only	

way.	 Others	 feel	 that	 they	 never	want	 to	 give	 birth	 again.	 Due	 to	 all	 these	 affects	 on	

everyday	 life,	 it	 is	not	strange	that	many	seek	professional	care.	How	they	are	treated	

when	doing	this	will	be	addressed	in	the	upcoming	chapter.		

	

Experiences	of	Swedish	Healthcare	
	

This	chapter	addresses	research	question	number	three:	What	are	women’s	experiences	

of	Swedish	healthcare	when	seeking	help	for	problems	related	to	giving	birth?	Both	SBU	

(2016b)	 and	 Socialstyrelsen	 (2017b)	 acknowledge	 in	 their	 recent	 reports	 there	 are	

several	 shortcomings	 regarding	 treatment	 and	 care	 after	 delivery	 and	 especially	 of	

maternal	birth	injures	in	Sweden.	More	research	and	education	of	personnel	is	needed	

in	all	fields	related	to	pregnancy	and	birth,	with	a	special	focus	on	complications	after	

delivery.	Hence,	several	flaws	and	issues	exist,	which	my	material	also	demonstrates.		

	 Of	the	284	participants	who	have	sought	care,	66%	answered	“no”	when	asked	if	

they	feel	that	they	have	always	been	treated	well	when	asking	for	help	related	to	their	

birth	 injuries.	 What	 “well”	 means	 for	 each	 and	 everyone	 varies,	 of	 course,	 but	 with	

follow-up	 questions	 more	 details	 of	 what	 it	 implies	 was	 found.	 Several	 participants	

clarified	 that	 treatment	had	varied,	some	medical	personnel	being	extremely	nice	and	

helpful	while	other	 less	so,	 the	same	goes	 for	different	hospitals	and	clinics,	reflecting	
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that	Swedish	postpartum	care	varies	(Socialstyrelsen	2017b).	Some	of	the	participants,	

who	generally	seemed	satisfied	with	how	they	have	been	treated,	pointed	out	that	even	

though	 personnel	 had	 been	 respectful	 and	 friendly	 they	 had	 not	 provided	 any	

treatment;	 their	 injuries	 and	 issues	 were	 still	 seen	 as	 something	 normal.	 Of	 the	

participants	who	had	sought	care,	175	 (62%)	had	received	 treatment,	but	108	 (62%)	

felt	that	the	treatment	had	not	led	to	a	desired	result.	Most	participants,	202	(71%)	had	

not	paid	for	care	related	to	the	birth	injuries,	in	addition	to	the	high-cost	protection,	but	

82	(29%)	had	(Table	4).	

	

Table	4.	If	participants	have	received	treatment,	if	it	led	to	a	desired	result	and	

payment	for	care.	

Received	treatment	(n=284) Lead	to	desired	result	(n=175)
Yes 175 62% Yes 67 38%

No 108 62%
No 109 38%
Paid	for	care	(n=284) Amount	paid	(n=82)
Yes 82 29% Less	than	5000	SEK 58 71%

Between	5000-10	000	SEK 10 12%
More	than	10	000	SEK 14 17%

No 202 71% 	
	

As	mentioned	in	the	methodology	chapter,	notes	of	the	answers	from	the	last	question,	

regarding	what	 the	 participants	 think	 can	 be	 improved,	were	 taken	 in	 order	 to	more	

clearly	see	which	areas	that	were	addressed.	This	resulted	in	a	document	where	some	

requests	 were	 clearly	 demanded	 more	 than	 others,	 reflecting	 the	 most	 problematic	

areas	 according	 to	 the	 participants	 (Appendix	 3).	24 	The	 areas	 that	 became	 most	

apparent	all	 connected	 to	a	 common	 theme	of	better	postpartum	care	with	more	and	

improved	check-ups.	Many	expressed	the	importance	of	listening	to	the	woman/patient	

and	 that	 her/hir	 problems	 needs	 to	 be	 taken	 seriously.	 Numerous	 participants	 also	

requested	 better	 knowledge/competence	 among	 healthcare	 personnel	 working	 with	

maternity	 care	 and	 birth	 injuries.	 Another	 prominent	 theme	 related	 to	 the	 need	 for	

more	information	before,	during	and	after	giving	birth.	These	findings	will	be	explored	

in	this	chapter	since	they	express	how	the	participants	experience	care	and	treatment.		

																																																								
24 	Several	 participants	 gave	 suggestions	 and	 comments	 on	 improvements	 in	 other	 parts	 of	 the	
questionnaire	as	well,	but	the	themes	presented	in	Appendix	3	relates	to	one	question	only.	
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Socialstyrelsen	concludes	that	most	of	the	problems	with	healthcare	for	women	

after	 giving	 birth	 are	 structural,	 and	 organisational	 changes	 are	 needed	 in	 both	

municipalities	and	larger	regions,	in	order	to	create	a	more	patient	oriented,	accessible,	

safe	and	equal	healthcare	 (2017b,	7).	Some	of	 the	structural	problems	addressed	are:	

the	practise	differences	between	regions	and	municipalities,	the	lack	of	patient	oriented	

care,	the	gap	between	the	care	provided	at	hospital	and	at	home	as	well	as	the	lack	in	

continuity	of	personnel	that	women	meet	during	pregnancy,	birth	and	postpartum	care	

(2017b,	 81).	 New	 knowledge	 supports	 and	 national	 guidelines	 are	 warranted,	 and	

several	 areas	 are	 addressed	 as	 in	 need	 of	 improvement:	 the	 follow-up	 of	 women’s	

health	postpartum	and	her	access	to	support	and	care,	hospitals	organisation	of	care	so	

that	parents	and	children	can	be	together	and	possibilities	for	women	who	have	given	

birth	 to	 stay	 longer	 at	 hospital,	 in	 order	 to	 rest	 and	 receive	 proper	 information	 and	

support,	both	for	mental	and	physical	needs	(2017b,	82–88).		

I	agree	that	the	problem	appears	to	be	structural,	but	argue	that	these	structures	

needs	 to	 be	 taken	 a	 step	 further	 than	 the	 organisational	 changes	 Socialstyrelsen	

proposes.	 Why	 is	 the	 care	 for	 women	 who	 have	 given	 birth	 not	 patient	 oriented,	

accessible,	 safe	 and	equal?	Why	do	187	of	 the	participants	 in	my	 study	 feel	 that	 they	

have	not	always	been	treated	well	when	seeking	care	 in	Sweden,	 for	 issues	related	 to	

their	 birth	 injuries?	 How	 have	 they	 been	 treated?	 Different	 societal	 norms	 affect	

healthcare	 personnel	 and	 the	 patients,	 norms	 that	 in	 connection	 to	 organisational	

changes	 need	 to	 be	 addressed	 if	 healthcare	 for	 women	who	 are	 seeking	 postpartum	

care	are	to	improve.	In	this	chapter	some	of	these	structures	will	be	explored	in	relation	

to	 recurring	 issues	mentioned	 in	 the	material	 under	 three	 themes:	 “Communication”,	

“Neglect”	and	“Sexuality	and	Gender	Norms”.	

	

Communication		

From	 the	material	 it	 is	 clear	 that	 communication	 is	 a	 very	 central	 aspect	 of	 how	 the	

participants	experience	their	treatment,	both	during	the	delivery	itself	and	afterwards,	

and	the	importance	of	communication	is	addressed	in	other	studies	as	well	(Lindqvist,	

Persson,	and	Mogren	2018;	Graham	and	Oakley	1981;	Freund,	McGuire,	and	Podhurst	

2003).	 Hence,	 this	 section	 will	 address	 knowledge	 production	 and	 communication,	

focusing	 on	 the	 participants’	 answers	 in	 relation	 to	 Socialstyrelsen’s	 mapping	 of	

Swedish	 postpartum	 care.	 Communication	 structures	 are	 addressed	 in	 the	 two	 other	
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themes	as	well,	but	then	in	relation	to	specific	topics.	

Of	the	383	participants,	221	(58%)	did	not	have	any	knowledge	about	maternal	

birth	 injuries	 before	 giving	 birth.	 Of	 the	 participants	 that	 did	 have	 knowledge,	 a	

majority	 had	 acquired	 information	 from	 the	 Internet,	 mainly	 from	 online	 forums	

(66%).25	The	 second	most	 common	way	of	 receiving	knowledge	 about	maternal	 birth	

injuries	was	from	friend/s	(35%),	and	the	third	most	common	way	was	from	midwives	

(33%).	 These	 findings	 open	 up	 for	 several	 questions.	 Why	 do	 not	 more	 of	 the	

participants	have	knowledge	about	maternal	birth	injuries,	considering	all	meetings	and	

preparations	provided	in	Sweden	before	giving	birth?	How	come	Internet	forums	are	a	

more	 common	 source	 than	 midwives,	 when	 retrieving	 information?	 Have	 the	

participants	been	given	information	but	the	communication	was	lacking	in	some	way,	or	

do	healthcare	personnel	not	share	information	on	purpose?	

According	to	national	recommendations	in	Sweden,	all	parents	should	be	offered	

the	possibility	 to	 talk	 to	 a	midwife	 after	delivery	 (förlossningssamtal),	 regarding	how	

the	 delivery	 went	 as	 well	 as	 experiences	 and	 questions	 about	 complications	

(Socialstyrelsen	2017b,	44).	At	 all	 Swedish	hospitals	 information	 to	all	parents,	 about	

where	 to	 turn	 for	 more	 information	 and	 support	 once	 returning	 home	

(utskrivningssamtal)	 are	 also	 supposed	 to	 be	 provided	 (2017b,	 45).	 Even	 though	 a	

majority	 of	 hospitals	 in	 Sweden	 provide	 this	 type	 of	 follow-up	 sessions,	 many	

participants	in	my	material	express	that	a	major	problem	with	care	after	giving	birth	is	

the	lack	of	information.	Several	have	explicitly	written	that	they	want	more	and	better	

information	 on	 the	 injuries	 obtained,	 as	 well	 as	 what	 to	 do	 and	 where	 to	 turn	 if	

problems	occur	once	at	home.	Hence,	a	disparity	exists	between	the	healthcare	aimed	at	

being	providing	and	the	actual	experience	of	women	who	have	given	birth.		

In	Socialstyrelsen’s	national	mapping	of	postpartum	care,	they	conclude	that	the	

amount	of	information	given	to	women,	as	well	as	how	(orally,	written	down	or	both),	

varies	in	Sweden	(2017b).	The	report	also	shows	that	19%	of	all	hospitals	part	of	their	

survey	 give	 neither	 oral	 nor	written	 information	 about	where	 the	woman	 can	 turn	 if	

feeling	 depressed	 or	 experiencing	 any	 other	mental	 health	 issue	 (2017b,	 45–47).	 All	

hospitals	 are	 also	 supposed	 to	 follow-up	 on	 sphincter	 ruptures	 (3rd	 and	 4th–degree	

																																																								
25	This	data	was	retrieved	from	a	multiple	option	question,	and	the	participants	had	the	option	to	choose	
more	 than	one	answer	 for	how	they	had	acquired	 their	knowledge	about	birth	 injuries.	There	were	six	
options	as	well	as	an	open	field	(see	Appendix	1	for	details).		
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tears),	but	other	tears	are	not	part	of	this	mandatory	routine	(2017b,	48–49).	According	

to	this,	information	is	supposed	to	be	given	to	the	parent/s	after	delivery	as	well	as	after	

returning	home,	but	it	 is	also	clear	that	the	amount	of	information	and	how	it	is	given	

varies	all	over	Sweden.	A	reason	for	why	it	is	like	this,	is	due	to	lack	in	communication	

and	transfer	of	data	between	different	care	units	when	the	woman	has	left	the	hospital,	

according	to	Socialstyrelsen’s	report	(2017b,	63).	

Not	knowing	about	potential	complications	and	injuries,	especially	after	vaginal	

delivery,	 has	 for	 many	 of	 the	 participants	 been	 difficult,	 as	 mentioned	 earlier,	 and	

several	 request	more	 information	 that	 is	not	embedded	 in	a	 romantic	glow	of	how	to	

give	birth.	Therefore,	part	of	this	issue	seems	to	relate	to	difficulties	in	communication	

between	healthcare	workers	and	the	women	seeking	care.	An	issue	that	is	documented	

in	other	research	on	maternity	care	as	well	(Graham	and	Oakley	1981,	63–71).			

Graham	 and	 Oakley	 suggest	 that	 unsatisfactory	 communication	 is	 related	 to	

several	factors,	always	seeing	different	healthcare	workers	when	being	in	contact	with	

the	hospital	or	health	clinic	being	one.	In	their	study,	over	80%	of	the	mothers	said	they	

would	 have	 preferred	 to	 see	 the	 same	 doctor	 every	 time	 they	 went	 to	 the	 hospital	

(1981,	66).	Though	not	many	participants	in	my	study	state	it	directly,	several	express	

feelings	of	frustration	with	having	to	meet	so	many	different	healthcare	workers	in	so	

many	different	clinics	when	seeking	care.	Socialstyrelsen	addresses	this	issue,	focusing	

on	midwives,	and	notes	that	34	out	of	43	Swedish	hospitals	(79%)	lack	routines	for	how	

to	 create	 continuity	 between	 midwives	 and	 the	 person	 giving	 birth	 (2017b,	 32–33).	

Their	goal	being	 that	 the	person	giving	birth	should	meet	 the	same	midwife	or	only	a	

small	group	of	midwives,	during	delivery	as	well	as	afterwards.	These	deficiencies	could	

be	due	to	a	lack	of	resources,	affecting	the	personnel	working	with	postpartum	care	and	

the	 possibility	 to	 perform	 the	 care	 they	 want	 to	 provide	 (Gustafsson	 2017;	

Vårdförbundet	2016;	Ribeiro	2014).		

It	could	also	be	due	to	differences	 in	communication	style	between	patient	and	

medically	 trained	 personnel	 in	 general.	 These	 difficulties	 are	 “rooted	 in	 medical	

definitions	of	 the	 ideal	mode	of	 interaction	with	patients	 in	which	patient-passivity	 is	

central;	the	patient	asks	no	questions	and	co-operates”	(Graham	and	Oakley	1981,	68).	

This	 means	 that	 it	 will	 be	 problematic	 for	 a	 patient	 who	 wants	 to	 have	 more	

information	than	what	is	provided.	This	is	addressed	by	some	of	the	participants	in	my	

material,	Ida	for	example.	She	got	a	sphincter	rupture	when	giving	birth	to	her	first	child	
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and	has	had	varied	experiences	of	care,	first	great	but	then	bad:		
	
When	 I	 contacted	 the	 healthcare	 again	 I	 was	 met	 by	 a	 male	 surgeon	 and	 a	 female	
gynaecologist	whom	made	me	feel	physically	and	mentally	“raped”.	They	operated	me	and	
have	 continued	 their	 horrible	 treatment	 because	 they	 think	 that	 I	 am	 questioning	 them	
when	I	ask	questions	that	they	are	not	willing	to	understand,	they	just	want	me	to	nod	and	
go	home	(129).				

	
Ida	experienced	the	treatment	from	the	surgeon	and	gynaecologist	as	extremely	hostile.	

Her	story	expresses	the	norm	of	patient-passivity,	which	when	disturbed	causes	issues.	

Other	 reasons	 for	 difficulties	 in	 communication	 can	 be	 the	 use	 of	 technical	 language,	

which	is	sometimes	use	in	order	to	encourage	a	patient	that	is	perceived	as	unwilling	to	

agree	to	a	particular	procedure,	to	do	so.	It	could	also	be	the	use	of	lay	language,	which	

affects	the	medical	personnel’s	phrasings	depending	on	how	the	patient’s	social	class	is	

perceived.	 Communication	 difficulties	 can	 also	 occur	 when	 medical	 personnel	 are	

trivialising	 or	 being	 non-specific,	 which	 Graham	 and	 Oakley	 argue	 that	 especially	

doctors	 use	 due	 to	 an	 “underlying	 typification	 of	 the	 patients	 as	 anxious”	 (1981,	 69).	

However,	 not	 wanting	 to	 answer	 questions,	 trivialise	 or	 being	 non-specific	 when	

patients	asks	for	information	can	also	be	related	to	a	will	of	upholding	power	structures	

between	the	medically	trained	and	the	patient.		

Why	a	majority	of	the	participants	did	not	have	information	about	maternal	birth	

injuries	can	be	understood	with	Nancy	Tuana’s	theoretical	framework,	where	ignorance	

in	 relation	 to	 knowledge	 is	 not	 a	 simple	 lack,	 but	 a	 tool	 of	 power	 (2004).	 Since	

knowledge	is	power,	 leaving	out	 information	can	be	a	way	of	exercising	authority	and	

control	 (2004,	 196).	 If	 women	 have	 more	 knowledge	 it	 is	 likely	 that	 the	 power	 of	

patriarchal	 structures,	 aiming	 at	 controlling	 women’s	 bodies,	 sexuality	 and	

reproduction,	would	be	lessened	since	having	more	knowledge	imply	less	dependence	

on	others	(Tuana	2004;	Carlstedt	1992,	154).	That	pregnant	women	are	not	told	about	

possible	 consequences	 and	 injuries	 can,	 therefore,	 be	understood	as	part	 of	 a	 greater	

aim	of	keeping	patriarchal	and	biomedical	power	intact.	However,	it	could	also	be	that	it	

is	 the	 medical	 personnel	 that	 do	 not	 have	 enough	 knowledge	 in	 order	 to	 tell	 the	

pregnant	 women	 about	 potential	 consequences.	 Though	 this	 seems	 unlikely	 since	

injuries	after	giving	birth	 is	not	a	new	phenomenon.	Nevertheless,	vocational	 training	

and	education	in	general	of	personnel	working	with	postpartum	care	is	understood	by	

Socialstyrelsen	as	highly	needed	(2017b,	67).		
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Normality	and	Neglect	

One	 of	 the	 most	 commonly	 expressed	 frustrations	 in	 the	 whole	 material	 is	 that	 the	

participants’	difficult	complications	have,	to	a	great	extent,	been	neglected	or	treated	as	

something	normal.	Whether	it	is	leakages	of	urine	or	faeces,	pain	in	various	parts	of	the	

body,	difficulties	having	sex,	cramps,	depression,	suicide	 thoughts	or	 the	 impossibility	

to	be	physically	active,	a	majority	of	the	participants	in	this	study	share	the	experience	

of	 not	 being	 taken	 seriously	 when	 seeking	 help.	 This	 has	 lead	 to	 none	 or	 delayed	

treatment	and	women	with	 injuries	having	 to	 fight	 for	 care.	 Several	also	address	 that	

they	have	not	been	listened	to	during	their	delivery	and	that	 if	 they	would	have	been,	

maybe	complications	could	have	been	avoided	in	the	first	place.	As	discussed	in	the	first	

chapter	of	the	analysis,	the	norm	of	vaginal	delivery	led	to	participants	feeling	neglected	

in	their	will	to	give	birth	by	caesarean.	Others	might	express	anger	over	having	to	do	a	

caesarean,	as	well	as	have	opinions	on	where	to	give	birth,	in	a	hospital	or	at	home,	but	

these	 opinions	 are	 not	 common	 in	 my	 material	 and,	 therefore,	 not	 addressed.26	

Together	they	all	relate	to	the	same	theme	of	neglecting	what	the	woman	wants.		

Martina	wanted	to	give	birth	standing	up,	since	she	had	read	in	scientific	studies	

that	 laying	down	on	the	back	 increases	the	risk	of	 tearing.	She	had	written	this	 in	her	

letter	of	requirements	for	how	the	delivery	should	proceed	(förlossningsbrev),	but	the	

midwife	 in	charge	during	 the	delivery	denied	her	request.	Martina	obtained	tears	and	

writes	that	she	was	not	satisfied	with	how	the	delivery	went	and	how	she	was	treated	

afterwards	 when	 seeking	 care	 (189).	 Another	 example	 is	 Lovisa,	 who	 obtained	 a	

second-degree	 tear	 when	 giving	 birth	 and,	 just	 as	 Martina,	 had	 expressed	 a	 wish	 to	

stand	 up	 during	 delivery	 but	 was	 told	 to	 lay	 down	 in	 the	 lithotomy	 position	 (175).	

Lovisa	explains	her	thoughts	on	what	happened:	
	
It	 took	weeks	before	 I	understood	 that	 a	2nd	degree	 tear	 is	 actually	quite	 a	big	 injury	 too.	
Muscles	are	torn	and	needs	healing.	It	took	time	for	me	to	actually	feel	that	I	“had	the	right”	
to	suffer	and	feel	sorry	for	myself.	For	long	I	thought	that	it	was	my	fault	that	I	was	injured.	
That	 I	 should	 had	 taken	more	 control	 over	my	 body	 or	 relaxed	more.	 “Slowly	 breath	 out	
your	child	and	you	will	not	obtain	any	injuries”	was	practically	what	my	delivery	book	said.	
Then	 I	 started	 to	 think	 if	 it	 was	 anything	 that	 the	 healthcare	 personnel	 could	 have	 done	
differently.	For	example	had	me	in	another	position	or	used	more	anaesthesia	in	the	outer	
parts	so	I	could	have	relaxed	more	(175).	

	

																																																								
26	For	 debates	 about	 the	 norm	 of	 hospitalised	 births	 in	 Sweden	 and	 its	 affect	 on	 home	 births,	 see	
Hellmark	Lindgren	(2006).		
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Lovisa	explains	how	she	at	 first	 felt	guilty	over	what	happened,	a	 theme	addressed	 in	

the	previous	chapter,	then	the	questioning	started	to	centre	on	the	medical	personnel.	

Just	as	Martina,	Lovisa’s	wish	 to	give	birth	standing	was	 ignored,	and	maybe	 this	was	

one	of	the	reasons	to	why	it	went	as	it	did.27	There	is	no	unity	on	which	labour	position	

that	is	the	best	one,	and	more	research	is	needed	on	the	subject	(Björkman	and	Bucht	

2016).	However,	the	woman	giving	birth	should	be	encouraged	to	try	different	positions	

during	 labour,	 in	 order	 to	 find	one	 that	works	best	 for	her	 and	personnel	need	 to	be	

educated	 in	 helping	 women	 to	 deliver	 in	 other	 positions	 than	 laying	 or	 half	 sitting,	

which	 are	 the	 most	 frequently	 used	 positions	 (Björkman	 and	 Bucht	 2016,	 2;	

Vårdomsorg	2018).		

That	both	Lovisa	and	Martina	were	denied	to	give	birth	in	another	position	than	

laying	on	 their	backs	 is,	 therefore,	problematic	but	probably	not	unusual,	 considering	

that	it	is	one	of	the	most	common	birthing	positions.	Having	the	knees	bent	helps	with	

expanding	the	pelvis	and	it	 is	a	good	position	for	the	healthcare	personnel,	but	 in	this	

position	 gravity	 will	 not	 help	 since	 the	 canal	 the	 baby	 is	 coming	 out	 from	 is	 facing	

upwards.	It	is	sometimes	needed	for	the	birthing	person	to	lay	down	or	half	sit	though,	

especially	if	the	birth	is	complicated	and	extra	help	is	required,	but	this	is	not	a	majority	

of	 the	 cases	 (Carlstedt	 1992,	 187).	 The	 use	 of	 lithotomy	 positions	 in	 Martina	 and	

Lovisa’s	cases	rejects	their	wishes	to	give	birth	standing,	which	can	be	understood	as	a	

need	 for	 the	midwife	or	doctor.	However,	 it	 could	also	be	 that	 the	will	of	 the	birthing	

woman	is	less	valued	than	the	will	of	the	healthcare	personnel	and,	hence	not	respected.	

Another	way	of	being	neglected	is	when	your	injuries	and	complications	are	not	

taken	seriously	when	asking	for	help,	which	is	very	common	among	the	participants	in	

my	 study.	 This	 relates	 to	what	 is	 considered	 normal	 and	 not.	 Helena	 has	 given	 birth	

once	and	obtained	a	second-degree	tear	according	to	her	medical	record.	But,	the	suture	

after	 the	delivery	was	poorly	made	 and	Helena’s	 clitoris	was	 covered	by	 the	 stitches,	

which	is	not	mentioned	in	the	records.	This	consequently	affects	her	sex	life	and	causes	

her	 pain.	 Stitching	 together	 her	 outer	 labia	 over	 the	 clitoris	 resulted	 in	 severe	

suppuration,	which	she	had	to	empty	every	day:	

																																																								
27	In	a	recent	study,	Amanda	Björkman	and	Hedvig	Bucht	do	a	systematic	review	of	13	scientific	articles	
on	 birthing	 positions	 and	 their	 effect	 on	 perineal	 damage	 (2016).	 They	 found	 that	 lateral	 delivery	
positions,	laying	on	your	side	and	standing	on	the	knees,	reduce	the	risk	for	perineal	trauma	while	giving	
birth	in	the	lithotomy	position,	laying	down	or	half	sitting	with	legs	spread,	is	less	preferable	in	order	to	
avoid	ruptures	(2016,	35).		
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The	 hospital	 did	 not	 believe	me	when	 I	 told	 them	 during	 the	 check-up.	 According	 to	 the	
doctor,	my	 vagina	 looked	 completely	 normal	 and	 there	was	 no	 reason	 to	 feel	 pain.	 I	was	
once	again	not	believed	until	I	one	day	ignored	to	empty	the	pus	and	hence	emptied	the	pus	
in	 front	 of	 the	 doctor	 and	 also	 fainted	 in	 the	 gynecological	 chair	 –	 whereupon	 the	
obstetrician	directly	called	and	booked	me	for	a	surgery	(250).		
	

Helena	has	since	this	event	had	two	surgeries,	unfortunately	none	of	them	leading	to	a	

desired	result:	“They	[the	medical	personnel]	have	completely	destroyed	my	sex	life	and	

no	one	takes	responsibility	over	it.	The	obstetrician	further	argues	that	she	has	not	put	

any	stitches	over	my	clitoris,	but	I	lived	with	stitches	over	the	clitoris	for	months”.	She	is	

now	waiting	for	a	third	surgery.	Helena’s	story	shows	what	it	can	look	like	when	one	is	

not	believed.	She	had	to	empty	her	pus	in	front	of	a	doctor	in	order	to	acquire	a	surgery.	

The	doctor	performing	the	suturing	does	not	acknowledge	the	wrongdoing	either	and	it	

is	not	part	of	Helena’s	medical	records.	This	is	a	unique	case	in	my	material	but	similar	

stories	with	other	complications	and	injuries	are	present,	where	the	medical	personnel	

have	 neither	 trusted	 the	 woman	 nor	 had	 all	 injuries	 or	 events	 documented	 in	 the	

medical	records.	Helena’s	example	demonstrates	that	medical	records	are	not	objective	

documents	 free	 from	 social	 constructions,	 which	 other	 studies	 also	 acknowledge	

(Carlstedt	1992;	Freund,	McGuire,	and	Podhurst	2003;	Lorber	1997).	Medical	personnel	

have	 pre-set	 assumptions	 about	 their	 patients,	 which	 have	 consequences	 for	 how	 a	

situation	 is	understood	and	what	gets	written	 in	 the	medical	 records	(Carlstedt	1992,	

254–55;	Freund,	McGuire,	and	Podhurst	2003,	238–39;	Lorber	and	Moore	2002,	41).	

	 Edith	 represents	 another	 example	 of	 neglect	 and	 its	 consequences;	 she	 had	 a	

caesarean	and	got	oedema	all	 over	 the	body	afterwards.	When	asking	 for	diuretics	 at	

the	 hospital	 three	 days	 after	 the	 delivery	 she	 was	 told	 to	 stay	 physically	 active	 and	

exercise.	She	tried	to	do	this	but	things	got	worse	and	she	called	the	hospital	again	a	few	

days	 later,	 receiving	 the	 same	 instructions.	 Then	 she	had	 a	 stroke:	 “The	 incident	was	

very	traumatic	and	I	had	repercussions	during	almost	a	year	afterwards	as	well	as	a	lot	

of	fears…	I	wish	that	the	personnel/doctors	had	listened	to	my	request	for	diuretics	so	it	

wouldn’t	have	gone	this	far	and	become	so	severe.	Sometimes	you	know	your	own	body	

best”	(257).		

Edith	 almost	 died	 due	 to	 that	 she	 was	 either	 misunderstood	 or	 not	 taken	

seriously.	I	am	not	medically	trained	so	I	cannot	judge	if	the	symptoms	that	Edith	had	

are	 considered	 serious	 after	 having	 a	 caesarean.	 However,	 she	 addressed	 her	 issues	

several	times	and	since	stroke	is	a	complication	that	can	occur	after	a	caesarean	section	
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the	 healthcare	 personnel	 should	 have	 reacted	 (Socialstyrelsen	 2018a,	 17–18).	 Edith’s	

last	words	in	the	quote	suggest	that	she	believes	that	she	was	not	listened	to	due	to	that	

the	medically	 trained	personnel	 assumed	 to	know	her	body	and	 situation	better	 than	

her.	Edith	expresses	something	that	other	women	also	express	in	their	stories;	that	the	

person	with	the	issues,	injuries	and	complications	might	know	their	own	body	best,	or	

at	 least	 better,	 than	 anyone	 else.	 This	 is	 connected	 to	 previous	 examples	 of	 norms	

regarding	vaginal	delivery	and	deliveries	in	specific	positions,	where	the	women’s	will	

also	have	been	set	aside.		

That	 there	 is	 a	 difference	 in	 perspectives	 between	 patients	 and	 medical	

personnel	resulting	in	conflicts	over	expertise	is	not	unusual	(Graham	and	Oakley	1981;	

Lorber	1997;	Freund,	McGuire,	and	Podhurst	2003).	The	doctor,	midwife	or	nurse	might	

focus	on,	or	value	other	aspects	 than	 the	person	who	 is	 seeking	care,	due	 to	different	

frames	 of	 reference.	When	medical	 personnel	 do	 not	 find	 a	 symptom	 having	 clinical	

significance,	 a	 “patient’s	 statement	 of	 pain	 may	 be	 ignored	 or	 dismissed	 in	 a	 joking	

manner”	(Graham	and	Oakley	1981,	59).	Something	that	Lovisa,	Helen	and	Edith	as	well	

as	several	other	participants	demonstrate.	In	connection	to	power	hierarchies	amongst	

medical	personnel	and	patients,	especially	doctors	have	the	most	authority	and	power	

within	Western	 medicine,	 which	 affects	 if	 a	 patient	 is	 listened	 to	 or	 trusted	 (Lorber	

1997,	41).	To	be	trusted	and	taken	seriously	is	also	related	to	gender.	So,	even	though	a	

woman	 might	 know	 her	 own	 body	 best,	 her	 knowledge	 is	 not	 valued	 or	 respected,	

demonstrating	 patriarchal	 structures	 that	 devalue	 female-coded	 bodies	 (Bordo	 2003;	

Beauvoir	2012;	Roberts	1981;	Carlstedt	1992;	Grosz	1994;	Lorber	1997).		

In	 Oakley	 and	 Graham’s	 work	 on	 the	 interaction	 between	 obstetricians	 and	

mothers	 during	 antenatal	 care	 in	 Great	 Britain,	 a	 gendered	 aspect	 is	 acknowledged:	

“patients	 in	 antenatal	 clinics	 are	 always	women	 and	 the	doctors	 predominately	men”	

(1981,	65).	Many	women	are	understood	as	unreliable	sources	by	the	doctors	 in	their	

material,	which	 in	 turn	affects	 if	 the	women	are	 trusted	or	not.	Gunilla	Carlstedt	 also	

addresses	 that	 the	most	 common	meeting	within	 healthcare	 in	 Sweden	 is	 between	 a	

male	doctor	and	a	female	patient,	something	that	affects	power	structures	and	further	

the	 treatment	 of	 women	 (1992,	 246).	 In	 a	 more	 recent	 study,	 on	 how	 gender	 and	

sexuality	 norms	 affect	 Swedish	 medical	 students’	 first	 pelvic	 examination,	 Renita	

Sörensdotter	and	Karin	Siwe,	conclude	that	female	and	male	students	relate	differently	

to	examining	female	genitals,	and	that	a	too	simplistic	view	on	gender	prevents	variety	
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in	their	understanding	of	others	bodies	as	well	as	their	own	(2016).	“A	heteronormative	

model	of	gender,	 involving	 fundamental	differences	between	men	and	women,	clearly	

emerged”	 when	 the	 medical	 students	 talked	 about	 themselves	 and	 the	 pelvic	

examination	 (2016,	 1303).	 This	 understanding	 resulted	 in	 female	 genitals	 being	

perceived	 as	 special,	 intimate	 and	 connected	 to	 sexuality,	 leading	 to	 female-coded	

bodies	 being	 seen	 as	 vulnerable	 as	 well	 as	 leaving	 out	 possible	 bodily	 varieties,	

excluding	transgender	and	intersex	bodies.			

The	above-mentioned	studies	relates	back	to	previous	discussions	of	traditional	

views	 on	 gender	 following	 a	 heteronormative	 model,	 which	 is	 also	 connected	 to	 a	

dualistic	 worldview,	 where	 women	 are	 seen	 as	 inferior	 to	 men.	 Hence,	 that	 several	

participants	 have	 either	 been	 ignored	 or	 treated	 disrespectful	 proves	 that	 power	

structures	 between	 patients	 and	 medical	 personnel	 are	 still	 upheld	 as	 well	 as	

worldviews	 where	 women	 are	 seen	 as	 inferior,	 not	 only	 to	men	 but	 also	 to	medical	

personnel	 in	 general.	 As	 Sörensdotter	 and	 Siwe	 suggest,	 I	 also	 find	 it	 fruitful	 to	

implement	a	more	complex	model	of	gender	and	according	to	Graham	and	Oakley	there	

are	 two	possible	 solutions:	 either	 to	work	within	 the	 existing	 structures	of	maternity	

care,	for	example	redesigning	clinics	to	avoid	a	feeling	of	rush	and	anonymity	as	well	as	

educate	 medical	 personnel	 “to	 be	 less	 dogmatic”;	 or,	 it	 is	 the	 system	 that	 needs	

changing,	 entailing	 “development	 of	 neighbourhood	 maternity	 centres,	 a	 move	 back	

towards	home	deliveries,	a	transfer	of	medical	responsibility	from	doctors	to	midwives,	

and	 a	 less	 task-oriented	 and	more	 patient-oriented	maternity	 care”	 (1981,	 71).	 Even	

though	 these	 specific	 suggestions	 might	 not	 apply	 to	 a	 Swedish	 context,	 midwives	

already	 have	 a	 lot	 of	 responsibility	 here,	 the	 idea	 to	 change	 the	 cause	 and	 not	 only	

address	 the	 symptoms	 seems	 like	 a	 more	 sustainable	 way	 to	 proceed	 if	 norms	 that	

structures	present	healthcare	are	to	be	changed.			

	

Sexuality	and	Gender	Norms				

In	 the	previous	 chapter,	 experiences	of	how	sex	 life	 and	 relationships	 are	 affected	by	

maternal	 birth	 injuries	 were	 addressed	 and	 just	 as	 several	 participants	 saw	 vaginal-

penile-penetration	as	“the	real	sex	act”,	a	heterosexual	norm	is	strong	among	healthcare	

personnel	as	well.	In	this	section	I	will	explore	participants’	experiences	of	how	doctors,	

midwifes	and	gynaecologists	have	reacted	when	issues	regarding	sex	and	relationships	

have	been	brought	up	during	healthcare	visits.	Their	stories	demonstrate	that	societal	
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norms	about	gender	and	sexuality	highly	affect	people	with	maternal	birth	 injuries	as	

well	as	how	they	are	treated	and	spoken	to	by	healthcare	personnel.		

In	several	participants’	stories	heteronormative	language	have	been	used	by	the	

healthcare	 personnel,	 something	 that	 is	 problematic	 for	 numerous	 reasons.	 Elli,	 for	

example,	records	being	met	with	this	comment,	by	a	gynaecologist,	when	seeking	care	

for	severe	pain	when	sitting	or	having	intercourse:	“It	looks	great,	it	is	big	enough	for	a	

penis”	(288).	Elli	might	have	pointed	out	that	the	issues	were	related	to	vaginal-penile	

intercourse	but	it	is	not	for	sure	and	no	matter	how	the	problem	was	formulated,	saying	

to	a	person	that	has	severe	pain	that	all	is	fine	and	that	the	vagina	is	“big	enough	for	a	

penis”	shows	a	degrading	view	of	 female-coded	genitals.	American	social	psychologist	

Suzanne	Kessler	explores	how	gender	and	sexuality	norms	affect	case	management	of	

intersexed	infants	(1998).	In	her	important	work	it	is	clear	that	what	is	perceived	as	a	

normal	penis	and	a	normal	vagina	 is	highly	constructed.	The	physicians,	 in	her	study,	

built	 their	 decisions	 on	 phallocentric	 and	 heteronormative	 views,	 implying	 that	 “the	

most	 serious	 mistake	 in	 gender	 assignment”	 is	 to	 create	 a	 person	 that	 cannot	 have	

vaginal-penile-sex	 and	 that	 the	main	 requirement	 for	 female	 genitals	 relates	 to	 if	 the	

vagina	 can	 receive	 a	 penis	 or	 not	 (1998,	 251–52).	 The	 comment	 that	 Elli	 recalls	

demonstrates	this	degrading	view	of	female	genitals,	as	reduced	only	to	their	function	of	

accommodating	a	penis,	as	part	of	the	main	heterosexual	act	of	penetration.		

A	similar	example	comes	from	Alexis,	who	gave	birth	vaginally	in	2012	and	felt	

very	offended	after	a	check-up	visit	with	a	male	doctor	part	of	a	LBTQ-project:	“He	said	

that	 he	 was	 going	 to	 examine	 me	 and	 that	 if	 I	 felt	 frighten	 I	 should	 think	 of	 it	 [the	

examine	 tool]	 as	 a	 small	 penis”	 (173).	 What	 Alexis	 recalls	 experiencing	 is	 very	

problematic,	 and	 even	 more	 so	 when	 being	 part	 of	 an	 LBTQ-project,	 where	 the	

personnel	working	should	be	even	more	aware	of	language	use.28	A	patient	might	have	

a	history	of	being	sexually	abused	or	might	not	find	it	reassuring	to	think	of	a	medical	

tool	 as	 a	 penis	 in	 general.	 Other	 participants	 also	 address	 issues	 with	 a	 strong	

heterosexual	norm	 inflicting	on	not	 just	 the	 care	 and	 treatment,	 but	 also	 the	birthing	

environment:	“Pictures	of	happy	families	were	everywhere	in	the	corridors…I	think	it	is	

important	 that	 those	who	are	 ‘LBTQ’	or	single	parents	see	themselves	represented	on	

																																																								
28	LBTQ	 stands	 for	 lesbian,	 bisexual,	 transgender	 and	 queer	 and	 the	 LBTQ-project	 within	 Swedish	
healthcare	implies	that	different	clinics	and	hospitals	receive	education	in	how	to	improve	their	work	to	
become	 more	 safe	 and	 accessible	 for	 everyone,	 despite	 a	 patient’s	 gender,	 gender	 identity,	 gender	
expression	or	sexual	orientation	(Sll	2015).		
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these	walls	as	well”,	writes	Kari	who	has	given	birth	twice	(356).	Hence,	language	use	as	

well	as	decorations	reflects	heterosexuality	as	norm.		

Other	participants	explain	how	they	 feel	mistreated	by	healthcare	personnel	 in	

other	ways.	Kerstin,	who	 I	have	mentioned	before,	has	had	 issues	 for	27	years	due	 to	

scar	tissue	in	her	vagina,	springing	from	her	first	delivery.	She	has	sought	care	several	

times	and	recalls	that	female	doctors	and	nurses	have	treated	her	with	respect,	but	that	

one	male	doctor	behaved	so	badly	that	she	broke	down:		
	
The	male	doctor	put	different	instruments	in	my	vagina	and	triumphantly	said,	“look,	you’re	
just	imagining”,	while	I	was	crying	and	almost	fainted	from	the	pain.	A	female	nurse	held	my	
hand	and	showed	me	with	her	eyes	that	she	understood	how	painful	it	was	for	me	(263).		
	

Kerstin	has	refused	to	see	male	doctors	since	this	incident.	It	is	not	only	stories	of	male	

doctors	treating	the	participants	badly,	but	they	are	more	frequently	mentioned	in	my	

material.	That	treatment	and	care	is	affected	by	the	gender	of	the	doctor	is	addressed	in	

several	 studies	 (Lorber	 1997;	 Carlstedt	 1992;	 Sörensdotter	 and	 Siwe	 2016;	 Roberts	

1981).	In	relation	to	pelvic	examinations,	being	a	woman	oneself	does	not	automatically	

have	 to	 result	 in	a	better	understanding	and	 treatment	 (Sörensdotter	and	Siwe	2016,	

1303).	 However,	 research	 shows	 that	 women	 physicians	 are	 perceived	 as	 more	

responsive	 to	 participants’	 social	 and	 emotional	 problems,	 hence,	 perceived	 as	more	

“humane”	 than	 men	 physicians	 (Lorber	 and	 Moore	 2002,	 41).	 Freund,	 McGuire	 and	

Podhurst	 argue	 that	 “responses	 to	 other	 people’s	 pain	 expressions	 are	 influenced	 by	

cultural	assumptions”,	so	 the	background	of	a	physician	affects	 the	 interpretation	of	a	

patient’s	expression	of	pain.	They	 found	 that	women	were	given	 less	medication	 than	

men	and	that	physicians	took	women’s	pain	less	seriously	(2003,	155).	Kerstin’s	as	well	

as	other	participants’	experiences	of	degrading	or	straight	out	inhumane	treatment	can,	

therefore,	 be	 related	 to	 the	 healthcare	worker	 examining	 being	male,	 but	 it	 does	 not	

have	to	be	so.	Others	write	that	female	nurses,	midwifes	and	doctors	have	treated	them	

disrespectfully	or	in	a	sexist	way,	again	demonstrating	that	it	is	a	structural	issue	where	

female-coded	bodies	are	mistreated	in	general.		

A	 view	 of	 sexuality	 as	 not	 being	 important	 for	 the	 women	 who	 seek	 care	 is	

expressed	by	some	of	 the	participants.	Healthcare	personnel	have	either	reacted	with	

surprise	 or	 with	 an	 attitude	 implying	 that	 it	 should	 not	 be	 such	 a	 big	 issue	 when	

questions	about	sex	have	been	brought	up.	Miriam	has	had	problems	for	six	years	since	

her	second-degree	tear,	that	was	poorly	treated,	led	to	incontinence,	lack	of	sensitivity,	
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and	 feeling	of	wideness	 in	 the	vagina,	as	well	as	great	mental	suffering.	When	Miriam	

sought	care,	she	recalls	being	mostly	met	with	the	comment	that	everything	“looked	fine	

and	 was	 normal”	 (315).	 When	 addressing	 sexual	 issues,	 “all	 doctors	 were	 very	

surprised	over	my	questions	regarding	sex	after	delivery,	like	I	was	the	first	person	who	

had	ever	brought	up	this	matter”.	That	the	doctors	reacted	with	surprise	to	the	topic	of	

sex	is	interesting	since	it	is	known	that	sexual	dysfunction	after	delivery	is	common,	and	

that	episiotomy	and	tears	have	a	negative	impact	on	sexual	health	(Borgehed	and	Sjölin	

2016).	29		

In	their	work	on	women’s	sexual	health	within	six	months	after	vaginal	delivery	

in	 Sweden,	 Karin	 Borgehed	 and	Nadja	 Sjölin	 found	 that	 healthcare	 personnel	 seldom	

ask	about	 the	woman’s	 sex	 life	during	 the	mandatory	 check-ups.	Borgehed	and	Sjölin	

suggest	that	this	lack	of	focus	on	such	a	vital	part	of	the	women’s	lives	could	be	due	to	

several	reasons:	either	 that	 the	woman	has	not	resumed	having	sex	and	does	not	 feel	

that	it	is	relevant	to	talk	about	it,	or	that	the	midwife	does	not	have	enough	knowledge	

and	 feel	 uncertain	 about	 addressing	 the	 subject,	 or	 it	 could	 be	 due	 norms	 and	

traditional	views	on	women’s	sexual	health	as	not	being	important,	especially	not	after	

giving	birth	(2016,	24).	Even	if	a	woman	has	not	resumed	having	sex	during	the	check-

up	 she	 is	 likely	 to	 do	 so	 soon,	 and	 hence	midwives	 should	 address	 issues	 regarding	

sexual	health	as	well	as	have	the	competence	to	do	so	(Svenska	Barnmorskeförbundet	

2018;	Borgehed	and	Sjölin	2016,	2).	That	healthcare	personnel	react	with	surprise	or	do	

not	address	sex	at	all	can,	 therefore,	be	related	to	the	stereotypical	view	of	women	as	

not	being	as	sexual	beings	as	men,	which	result	in	their	problems	not	being	addressed	

accurately	(Lennerhed	1994,	102;	Tuana	2004,	215).		

Vivian	 is	 another	 example	 of	 how	 norms	 about	 gender	 and	 sexuality	 affect	

medical	 treatment.	 She	 has	 given	 birth	 once	 and	 the	 vaginal	 delivery	 resulted	 in	 a	

second-degree	 tear	 as	 well	 as	 complications	 from	 poor	 suturing.	 When	 asked	 what	

problems	 she	 has,	 she	writes:	 “Sexual	 limitation/involuntary	 celibacy,	 peeing	 straight	

forward	and	up,	post	traumatic	stress”	(250).	When	Vivian	sought	care,	the	damage	was	

dismissed	 as	 purely	 aesthetical,	 and	 her	will	 to	 have	 a	 functional	 sexual	 life	 ignored.	

																																																								
29	In	Borgehed	and	Sjölin’s	study,	sexual	dysfunction	implies	that	the	participants	scored	≤26	points	on	
the	 Female	 Sexual	 Function	 Index	 (FSFI).	 This	 is	 a	 multidimensional	 self-assessment	 form	 where	 the	
participants	 themselves	 rate	 their	 sexual	 function	 in	 six	 different	 areas:	 lust,	 excitement,	 lubrication,	
orgasm,	satisfaction	and	pain	(2016,	8).	 



	 74	

Further,	 her	 partner	 was	 questioned	 as	 someone	 who	 was	 pushing	 her	 to	 have	 sex	

against	her	will,	which	Vivian	means	was	completely	wrong	since	she	was	the	one	who	

wanted	 to	 have	 the	 right	 to	 a	 functional	 sexual	 organ,	 “with	 or	 without	 a	 partner”.	

Vivian’s	story	demonstrates	how	assumptions	about	gender	in	connection	to	sexuality	

can	affect	care	and	treatment.	Her	 injuries	and	will	 to	have	sex	are	 ignored,	while	her	

partner	is	accused	for	forcing	Vivian	to	have	sex,	reflecting	stereotypical	views	of	men	

with	naturally	strong	sex	drive	in	contrast	to	passive	women	(Tuana	2004,	215).	

Following	 the	 theme	 of	 gender	 and	 sexuality	 in	 relation	 to	 healthcare,	 Jenna	

gives	 another	 example.	 She	 has	 several	 problems	 related	 to	 her	 delivery,	 resulting	 in	

both	 anal	 incontinence	 and	 smelly	 vaginal	 discharge.	 In	 the	 section	 where	 the	

participants	 can	 add	 or	 comment	 whatever	 they	 want,	 she	 writes:	 “When	 I	 have	

addressed	 that	my	sex	 life	doesn’t	work	anymore	no	one	has	seemed	 to	 think	 it	 is	an	

issue,	 not	 until	 I	 have	 pointed	 out	 that	 it	 also	 affects	my	 partner.	 Then	 it	 has	 been	 a	

completely	different	treatment.	God	forbid	that	a	man	should	have	to	suffer	because	of	a	

woman’s	birth	injuries…”	(291).	She	further	analyses	why	it	is	like	this:	
	
I	 am	 sure	 that	 if	 the	 attitude	 towards	 women’s	 bodies	 would	 change,	 that	 they	 were	
appreciated	for	something	else	than	the	visual,	it	would	not	be	like	this.	It	is	like	the	female	
body	becomes	worthless	when	you	have	given	birth.	You	are	no	longer	a	woman	that	needs	
to	 be	 attractive,	 who	 needs	 to	 please	 a	man,	 least	 of	 all	 enjoy	 your	 own	 body.	 You	 are	 a	
mother,	only	alive	to	take	care	of	the	baby	and	then	it	doesn’t	matter	how	you	feel	(291).	
	

Jenna’s	words	contain	many	layers	and	heavy	societal	critique.	She	means	that	the	view	

on	women	is	problematic	since	a	woman’s	value	is	mainly	springing	from	her	looks.	If	

we	 did	 not	 live	 in	 an	 objectifying	 society	 the	 situation	 would	 not	 be	 as	 it	 is	 now,	

regarding	how	women	 are	 treated.	When	 giving	birth,	 the	 role	 of	women	 changes,	 in	

one	 way	 she	 does	 not	 have	 to	 be	 an	 attractive	 object	 for	 men	 in	 a	 patriarchal	 and	

heteronormative	context,	but	she	also	 loses	her	right	 to	enjoy	her	own	body,	as	 Jenna	

phrases	it.	As	a	mother	you	live	for	others,	only,	and	the	needs	of	the	woman	is	set	aside.	

I	will	focus	on	two	aspects	from	Jenna’s	rich	quote:	the	unimportance	of	female	pleasure	

and	the	focus	on	the	baby	on	behalf	of	the	mother’s	wellbeing.		

	 Nancy	 Tuana	 argues	 that	 since	 sexuality	 in	 general	 is	 mainly	 focused	 on	

reproduction,	female	pleasure	has	been	ignored	(2004).	The	importance	of	the	clitoris	

to	 feel	 pleasure	 and	 reaching	 orgasm	 for	 female-coded	 bodies	 has	 been	 seen	 as	 non-

important	 due	 to	 female	 orgasms	 being	 inessential	 to	 reproduction	 and,	 therefore,	
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actively	not	 studied	or	 addressed	 (2004,	218).	 “God	 forbid	 that	 a	man	 should	 suffer”,	

Jenna	writes,	 voicing	 Tuana’s	 theory	 of	women’s	 sexual	 pleasure	 not	 being	 valued	 as	

high	as	their	male	partner/s,	which	results	in	that	vaginal	pain	and	other	problems	are	

not	seen	as	 important	since	 they	are	non-significant	 in	a	heterosexual	and	patriarchal	

context,	focused	on	reproduction	and	men’s	pleasure.		

When	healthcare	personnel	share	this	worldview,	consciously	or	unconsciously,	

it	 has	 consequences	 for	 the	 woman	 seeking	 care.	 Her	 issues	 might	 not	 be	 seen	 as	

important	and	no	care	will	be	given,	or	as	 in	Meraf’s	case,	 treatment	might	be	denied	

due	 to	 a	 will	 of	 not	 affecting	 the	 husband’s	 sexual	 pleasure.	 Meraf	 has	 given	 birth	

vaginally	once	and	obtained	a	second-degree	 tear,	which	causes	her	several	problems	

and	pain.	When	seeking	care,	she	recalls	that	the	surgeon	diminished	her	problems	and	

that	he	dismissed	her	will	 to	have	a	ring	pessary	because	“her	husband	would	feel	 it”,	

when	they	have	sex,	without	even	asking	if	Meraf	has	sex	at	all,	which	she	did	not	at	the	

time	“due	to	the	injury”	(122).	The	ignorance	of	female	pleasure	is	clear	in	both	Jenna’s	

and	Meraf’s	 cases,	 demonstrating	 the	 impact	of	 gender	 and	 sexuality	norms.	This	 can	

also	be	understood	as	related	to	the	focus	on	the	baby’s	health	instead	of	the	mother’s.		

A	general	pattern	of	more	 focus	on	 the	child	 than	 the	mother	 is	present	 in	my	

material,	 but	 also	 addressed	 in	 other	 research	 (Borgehed	 and	 Sjölin	 2016,	 2;	

Örtenstrand	and	Waldenström	2005,	1285;	Socialstyrelsen	2017b,	72,	77;	Barimani	et	

al.	 2014,	 63).	 Within	 Swedish	 maternity	 care	 fewer	 resources	 are	 oriented	 towards	

postpartum	care	than	before	the	delivery,	and	when	the	baby	is	born	a	change	in	focus	

away	 from	 the	mother	appears,	 reflecting	 Jenna’s	 analysis	 (Socialstyrelsen	2017b,	72,	

77).	An	understanding	of	a	newborn	baby	 in	need	of	a	 lot	of	care	and	attention	 is	not	

strange,	but	problematic	when	many	mothers	 feel	 that	 their	own	needs	are	neglected	

due	to	this.	In	relation	to	reproductive	control	and	debates	about	abortion,	the	right	of	

the	pregnant	woman	are	many	times	ignored	or	put	aside	in	favour	to	the	unborn	foetus	

(Bordo	 2003;	 Eduards	 2012;	 Longhurst	 2001).	 This	 phenomenon	 is	 related	 to	 how	

women	are	not	seen	as	subjects	in	patriarchal	societies	and	thus	withdrawn	the	right	to	

personhood	 and	 the	 possibility	 to	make	 choices	 (Bordo	 2003,	 71–97).	 I	 connect	 this	

with	to	the	focus	on	babies	and	not	mothers,	when	it	comes	to	maternity	care	in	general	

and	maternal	birth	injuries	in	particular.	This	is	not	to	say	that	it	should	be	less	focus	on	

the	child	but	that	equal	amount	of	resources	and	time	should	be	spent	on	the	mother.		

Several	 participants	 express	 gratitude	 when	 everything	 went	 fine	 in	 their	
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particular	 cases	 when	 seeking	 care,	 indicating	 that	 being	 provided	 with	 sufficient	

healthcare	in	relation	to	childbirth	is	nothing	that	should	be	taken	for	granted.	They	are	

“lucky	 being	 operated	 by	 a	 very	 knowledgeable	 doctor”	 (105),	 or	 having	 “a	 very	

meticulous	midwife”	(182)	or	“fortunate	that	a	very	competent	doctor	happened	to	be	

there	that	particular	week”	when	that	person	gave	birth	(276).	Denise,	who	obtained	a	

tear	during	her	delivery	develops	on	the	theme	of	gratefulness:	“It	feels	like	I	was	lucky	

in	comparison	to	friends,	and	one	should	not	have	to	be	lucky	in	order	to	receive	decent	

treatment	and	especially	not	decent	care”	(182).	Hence,	Denise	feels	fortunate	since	the	

midwife	 she	 met	 did	 the	 suturing	 carefully	 and	 checked	 for	 injuries	 several	 times,	

treatment	that	she	also	suggest	that	everyone	with	birth	injuries	should	be	entitled	to.	

Simone	gives	another	example.	She	had	a	partial	 sphincter	 rupture	but	does	not	have	

any	 problems	 related	 to	 the	 birth	 injury	 today,	 and	 she	 connects	 the	 feelings	 of	

gratefulness	with	gender:		
	
When	I	sought	care	half	a	year	after	delivery	the	doctor	said	that	I	should	be	grateful	that	it	
was	such	a	good	surgeon	that	had	done	the	stitches.	Thankful,	I	do	not	understand	how	you	
can	say	that	to	a	patient.	I	wish	that	no	one	would	say	that	to	a	patient.	I	don’t	think	that	a	
man	would	 be	 encouraged	 to	 be	 thankful	 if	 his	 genitals	 had	 been	 stitched	 together	 in	 an	
adequate	way	(186).		

	

Simone	 suggests	 that	what	 happened	 to	 her	would	 probably	 not	 have	 happened	 to	 a	

man	 in	a	 similar	 situation	and,	 just	 like	her,	numerous	other	participants	 connect	 the	

insufficient	 treatment	 and	 care	 they	 have	 received	 with	 structural	 views	 on	 gender,	

where	men	and	their	bodies	are	more	valued	than	women	and	their	bodies:	“If	it	would	

have	been	men	who	were	having	these	problems	the	healthcare	would	probably	have	

taken	them	seriously	and	done	something	immediately!”	(20).	“Try	to	imagine	that	it	is	

a	45	year	old	man	who	can’t	walk,	poops	his	pants	or	can’t	have	sex	due	to	pain,	how	

would	the	healthcare	have	tried	to	help	him?”	(23).	“If	it	were	men	who	gave	birth,	the	

healthcare	would	not	be	like	it	is	now”	(36).		

These	 participants	 all	 express	 an	 understanding	 of	 a	 structure	where	 they	 are	

treated	differently,	many	times	ignorant	or	badly,	mainly	because	of	their	gender.	They	

believe	 that	men	would	 not	 have	 been	 treated	 the	way	 that	 they	 have	when	 seeking	

care,	 reflecting	what	 several	 other	 studies	demonstrate,	 that	 female-coded	bodies	 are	

less	 prioritised	 within	 healthcare	 (Nyberg,	 Osika,	 and	 Evengård	 2008;	 Jarlbro	 and	

Erlanson-Albertsson	 2009;	 Carlstedt	 1992;	 Lorber	 1997).	 And	 as	 mentioned	 in	 the	
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introduction,	even	the	Swedish	Government	has	explicitly	acknowledged	that	women's	

healthcare	 is	 less	 prioritised	 than	men's	 in	 Sweden	 (Wikström	 2015).	 Therefore,	 the	

participants’	analyses	are	not	wrong	and	it	is	likely	that	other	injuries,	mainly	affecting	

male-coded	bodies,	are	more	researched	and	given	more	resources	than	female-coded	

ones,	like	maternal	birth	injuries.		

This	reflects	a	degrading	view	of	female-coded	bodies	in	patriarchal	societies	in	

general,	echoing	feminist	work	on	the	situation	of	women	by	Simone	de	Beauvoir,	Susan	

Bordo,	Robyn	Longhurst	 and	Elisabeth	Grosz,	 among	others.	The	dualistic	worldview,	

dividing	humans	into	two	separate	beings	that	are	valued	differently	can,	hence,	be	seen	

as	 affecting	 female-coded	 bodies	 in	 society	 in	 general,	 and	 treatment	 and	 care	 of	

maternal	 birth	 injuries	 in	particular,	which	have	 severe	 consequences	 for	 the	women	

who	obtain	these	injuries.	Everyday	life	habits	have	to	be	changed,	for	some	to	a	great	

extent	 and	 if	 seeking	 care	 at	 all,	 treatment	 might	 not	 be	 provided,	 implying	 that	

women’s	pain	and	suffering	are	seen	as	something	normal.	This	worldview	also	affects	

what	 is	understood	as	a	maternal	birth	 injury,	 and	as	 the	 first	 chapter	demonstrated,	

the	existing	definitions	are	varying,	research	is	lacking	and	diagnostics	unpredictable.			

	

Summary		

This	chapter	has	addressed	how	the	participants	experience	Swedish	healthcare	when	

seeking	 treatment	 for	problems	related	 to	 their	birth	 injuries.	Lack	of	 communication	

and	 information	 in	 general	 were	 found	 as	 well	 as	 negligence	 of	 women’s	 problems,	

especially	 regarding	 sex	 and	 relationships.	 The	 participants	 connected	 their	 birth	

injuries	being	 seen	as	normal	 as	well	 as	 inadequate	 care	and	 treatment,	 of	women	 in	

general	 and	 of	maternal	 birth	 injuries	 in	 particular,	 with	 structural	 views	 on	 gender	

where	women	 are	 devalued	 and	 taken	 less	 seriously.	 This	 degrading	 view	 of	 female-

coded	bodies	and	their	will	to	have	a	functional	life	displays	how	norms	about	sexuality	

and	 gender	 affect	 healthcare	 personnel	 in	 their	 treatment	 of	 patients	 with	 maternal	

birth	injuries.				

	

5.	Conclusion	
This	thesis	has	explored	maternal	birth	injuries,	from	the	perspectives	of	women	with	

experiences	of	complications	related	to	giving	birth	in	Sweden.	The	empirical	material	

was	derived	from	383	answers	to	an	online	questionnaire	and	three	chapters	followed	
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the	research	questions,	addressing	prominent	themes	from	the	survey	answers.		

In	 the	 first	 chapter	 of	 the	 analysis,	 Definitions	 and	 Diagnoses,	 descriptions	 of	

maternal	 birth	 injuries	 were	 explored	 in	 relation	 to	 diagnostics	 under	 three	 themes:	

“Diagnosed	or	Not”,	“Mental	versus	Physical”	and	“Vaginal	versus	Caesarean”.		No	clear	

definition	was	 found,	 but	 a	majority	 of	 the	 research	 on	maternal	 birth	 injuries	 and	 a	

majority	 of	 the	 participants’	 answers	 focused	 on	 physical	 damage	 caused	 by	 vaginal	

delivery.	However,	 the	chapter	demonstrated	 that	other	aspects	should	be	considered	

since	a	maternal	birth	injury	can	have	both	mental	and	physical	consequences,	arising	

from	 both	 vaginal	 and	 caesarean	 births.	 The	 process	 of	 giving	 someone	 a	 diagnosis	

proved	 to	be	 shaped	by	power,	 affected	by	norms	and	dependent	 on	 context	 and	 the	

social	 construction	 of	 illness	 and	 health	 became	 clear.	 Many	 participants	 had	 sought	

care	in	several	places	before	a	diagnosis	was	given,	and	25%	had	not	received	one	at	all.	

The	foundation	of	Western	medicine	on	a	biomedical	model	implies	a	power	imbalance	

between	physicians’	and	patients’	opinions,	which	resulted	in	the	women’s	experiences	

being	given	little	attention	in	comparison	to	physical	symptoms	and	medical	evidence.	

Participants’	 problems	 and	 pain	were	 sometimes	 deemed	 as	 psychological,	 reflecting	

structures	that	undermine	women’s	experiences	in	general.		

The	norm	of	vaginal	delivery	in	Sweden	was	found	to	have	severe	consequences	

for	 some	participants,	 and	 the	 focus	 on	 a	 few	physical	 injuries	 left	 other	 injuries	 and	

many	 with	 mental	 complications	 set	 aside.	 Patriarchal	 structures	 and	 medical	

hierarchies	were	found	to	affect	whether	a	woman	was	listened	to	and	what	diagnosis	

she	ultimately	received,	which	also	affected	treatment	and	care.	This	reflects	gendered	

structures	 where	 women,	 historically	 and	 today,	 do	 not	 have	 power	 over	 their	 own	

bodies,	especially	in	connection	to	reproduction,	which	affects	their	right	to	personhood	

and	the	possibility	to	make	choices.		

In	 the	 second	 chapter,	 Everyday	 Life,	 the	 effect	 of	 maternal	 birth	 injuries	 on	

everyday	 life	 was	 in	 focus,	 and	 different	 complications	 were	 addressed	 in	 the	 three	

themes:	 “The	Multitude	 of	 Problems”,	 “Feelings	 of	 Failure”	 and	 “Other	 Consequences	

and	 Severe	 Complications”.	 The	 impact	 on	 the	 injured	 person	 as	 well	 as	 her	

surroundings	 was	 sometimes	 massive,	 leading	 to	 a	 number	 of	 physical	 and	 mental	

restrictions	for	the	participant.	The	common	complication	of	leakage,	of	faeces	or	urine	

was	 addressed,	 and	 structures	 valuing	 male-coded	 bodies	 perceived	 as	 non-leaking,	

were	explored.	Theories	by	Longhurst,	Douglas,	Kristeva	and	Grosz	demonstrated	that	a	
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maternal	 birth	 injured-body	 that	 leaks	 could	 be	 perceived	 as	 an	 abject,	 something	

dangerous	in	need	of	control.	Hence,	structures	that	create	these	functions	and	bodies	

as	 problematic,	 in	 connection	 to	 actual	 corporeal	 difficulties	 that	 the	 participants	

experience,	created	feelings	of	shame	and	discomfort	for	many.	

Having	maternal	birth	injuries	prevented	several	of	the	participants	from	living	

up	 to	 norms	 of	 being	 happy	 and	 accessible	 mothers,	 something	 that	 could	 be	

understood	as	challenging	norms	of	idealised	motherhood	and	womanhood.	But,	since	

many	 participants	 felt	 guilt	 and	 shame,	 the	 potential	 subversive	 effect	 was	 lost.	 In	

relation	 to	 sexuality	 norms,	 vaginal-penile	 intercourse	 was	 understood	 as	 a	 practise	

that	 should	 be	 performed	 as	 part	 of	 being	 a	 heterosexual	 female,	 displaying	

assumptions	 about	 women	 as	 passive	 in	 relation	 to	 active	 and	 demanding	 men.	

Heteronormativity	was,	therefore,	proven	to	be	a	strong	norm	that	affected	how	women	

with	maternal	birth	injuries	perceived	themselves	as	well	as	how	others	treated	them.		

Talking	about	maternal	birth	injuries	was	partly	seen	as	taboo,	and	20%	did	not	

feel	comfortable	speaking	about	their	problems	with	anyone.	The	taboo	derived	from	an	

idea	 of	 not	 wanting	 to	 scare	 others	 who	 would	 give	 birth	 and	 from	 feelings	 of	 the	

subject	being	too	private.	Many	participants	did,	however,	prefer	to	talk	about	possible	

consequences	 and	 the	 idea	 of	 omitting	 information	 for	 the	 sake	 of	 sparing	 upcoming	

mothers’	anxiety,	proved	to	be	contra	productive.	Another	complication	addressed	was	

financial	 difficulties,	 due	 to	 maternal	 birth	 injuries	 not	 entitling	 mothers	 to	 sickness	

benefits.	 Problems	 with	 receiving	 sickness	 benefits	 for	 women	 derived	 from	 the	

paradox	of	birthing	and	pregnancy	being	understood	as	natural	while	at	the	same	time	

potentially	 causing	 feelings	 of	 sickness,	 resulting	 in	 the	 inability	 to	 work,	 as	 well	 as	

structures	 where	 women’s	 illnesses	 are	 more	 often	 unexplored	 and	 un-defined	 in	

comparisons	 to	men’s	 illnesses.	 The	 chapter	 ended	with	 an	 exploration	 of	 some	 very	

grave	consequences	of	living	with	maternal	birth	injuries:	participants	regretting	having	

given	 birth,	 not	 wanting	 to	 have	 more	 children	 or	 having	 thoughts	 of	 committing	

suicide.	 This	 demonstrated	 the	massive	 impact	 on	 everyday	 life	 that	 the	 injuries	 can	

have	and	also	how	norms	and	structures	affect	women	with	maternal	birth	injuries.		

	 The	 final	 chapter,	 Experiences	 of	 Swedish	 Healthcare,	 addressed	 women’s	

experiences	 of	 care	 and	 treatment	when	 seeking	 help	 for	 problems	 related	 to	 giving	

birth	 under	 three	 themes:	 “Communication”,	 “Neglect”	 and	 “Sexuality	 and	 Gender	

Norms”.	Differences	in	communication	style	between	healthcare	personnel	and	patients	
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were	found	as	a	possible	reason	for	misunderstandings	and	lack	of	information	as	well	

as	 the	 lack	 of	 resources,	 affecting	 the	 possibility	 to	 reduce	 the	 amount	 of	 different	

healthcare	personnel	that	a	patient	had	to	meet.	However,	ignorance	as	a	tool	of	power	

was	 located	 as	 a	 possible	 explanation	 too,	 suggesting	 that	 women	 are	 not	 given	

information	due	to	a	greater	aim	of	keeping	patriarchal	and	biomedical	power	intact.				

Having	injuries	and	complications	neglected	appeared	to	be	common	among	the	

patients;	38%	had	not	 received	 treatment	at	all	 and	of	 those	who	had,	62%	were	not	

satisfied	with	the	care	provided.	I	argued	that	the	negligence	was	derived	from	women’s	

bodies	 and	beliefs	 being	de-valued,	 due	 to	 the	dualistic	worldview	where	women	are	

seen	as	objects	without	a	rational	intellect	of	their	own	and	inferior	to	men,	resulting	in	

lack	of	respect	for	their	opinions.	Traditional	views	on	gender	and	sexuality,	following	a	

heteronormative	model,	were	present	in	several	dimensions.	Both	healthcare	personnel	

as	well	as	participants	expressed	thoughts	and	actions	that	were	related	to	this	norm.	

Language	 used	 and	 methods	 of	 treatment	 reflected	 women’s	 sexual	 pleasure	 being	

insignificant	in	comparison	to	men’s	and	female-coded	bodies,	especially	genitals,	were	

dealt	with	disrespectfully.	More	 care	was	directed	 to	 the	 baby	 instead	 of	 the	mother,	

and	this	phenomenon	was	understood	as	related	to	how	women	are	not	valued	as	high	

as	their	unborn	foetuses	or	newborn	babies,	in	patriarchal	societies.	

To	be	provided	with	sufficient	healthcare	was	not	taken	for	granted	by	many	of	

the	 participants	 and	 several	 connected	 this	 with	 men	 and	 their	 bodies	 being	 more	

valued	than	women’s,	leading	to	participants	being	treated	differently	and	many	times	

ignorantly	or	badly,	 because	of	 their	 gender.	Other	differentiations,	 like	 race,	 age	 and	

class,	 also	 affect	 treatment	 and	 care	 but	 since	 gender	 and	 sexuality	 were	 the	 most	

prominent	 categories	 in	 the	 material,	 other	 aspects	 were	 not	 addressed	 in	 full.	 The	

chapter	displayed	power	structures	between	patients	and	medical	personnel,	degrading	

views	on	female-coded	bodies	and	the	impact	of	norms	on	treatment	and	care.		

In	 conclusion,	 this	 thesis	 demonstrates	 how	 gender	 and	 sexuality	 norms,	

patriarchal	 structures	 and	 medical	 hierarchies	 affect	 the	 understanding	 of	 what	 a	

maternal	 birth	 injury	 is	 and	 how	 women	 who	 seek	 care	 in	 Sweden	 are	 treated	 by	

Swedish	 healthcare.	 A	 dualistic	 worldview,	 where	women	 are	 seen	 as	 fundamentally	

different	 and	 inferior	 to	 men,	 structures	 how	 bodies	 are	 interpreted.	 This	 has	

consequences	that	affect	the	situation	of	women	with	maternal	birth	injuries,	resulting	

in	that	their	pain	and	problems	are	many	times	ignored	or	seen	as	something	normal.		
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As	addressed	several	times,	this	is	a	field	in	need	of	extensive	research	in	many	

different	 areas.	 Since	 this	 thesis	 has	 demonstrated	 that	 maternal	 birth	 injuries	 can	

cause	 both	 mental	 and	 physical	 complications,	 springing	 form	 both	 vaginal	 and	

caesarean	 births,	 a	 shift	 away	 from	 mainly	 focusing	 on	 physical	 damage	 caused	 by	

vaginal	birth,	is	suggested.	Hence,	more	research	is	needed	regarding	different	kinds	of	

maternal	birth	injuries	and	their	consequences.	Studies	regarding	prevention,	not	only	

in	 technical	 and	medical	 ways,	 but	 also	 in	 relation	 to	 norms	 are	 also	 highly	 needed.	

Though	 Socialstyrelsen	 has	 acknowledged	 several	 concrete	 areas	 where	 further	

research	 is	warranted,	 their	 suggestions	need	 to	be	backed	up	with	 studies	 exploring	

underlying	structures,	if	the	cause	is	to	be	addressed	and	not	only	the	symptoms.	Future	

research	 exploring	 institutions’,	 patients’	 and	 other	 operators’	 experiences	 of	

healthcare	in	general,	and	of	women’s	health	and	maternal	birth	injuries	in	particular,	

should	implement	an	intersectional	approach	since	the	complexity	of	lived	experience	is	

affected	by	many	categories	of	differentiations.		 	

	 That	 many	 women	 who	 obtain	 injuries	 during	 delivery	 are	 neglected,	 treated	

disrespectful	or	not	taken	seriously	in	Sweden,	a	country	where	resources	are	available,	

is	 not	 acceptable	 and	 indicates	 that	 underlying	 structures	 affect	 political	 decisions	 of	

what	 to	 prioritise	 as	 well	 as	 patriarchal	 tendencies	 to	 devalue	 female-coded	 bodies.	

These	structures	need	to	be	acknowledged	and	questioned	if	healthcare	for	women	who	

seek	treatment	for	issues	related	to	maternal	birth	injuries	is	to	improve.		
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Undersökning om förlossningsskador/Study on
maternal birth injuries
Undersökning om vad personer med
förlossningsskada har för erfarenheter av
bemötande och behandling i Sverige
 
Vem kan delta? 
 
- Du som har eller har haft en förlossningsskada  
 
(Du kan ha haft besvär för längesen och behöver inte ha fått en diagnos utan definierar själv vad en
förlossningsskada är) 
 
 
Hej!  
 
Jag heter Sara Persson och läser masterprogrammet på Centrum för genusvetenskap vid Uppsala universitet, min
masteruppsats handlar om förlossningsskador. Det finns stora kunskapsluckor inom fältet och nästan inga studier
om vad personer med erfarenhet av förlossningsskada har att säga. Därför genomför jag den här studien och
undrar om Du skulle vilja ta dig tid och berätta om dina erfarenheter?  
 
Enkäten innehåller både korta och långa frågor och tar ungefär 20-30 minuter att fylla i. Den består av tre delar
varav den första delen innehåller bakgrundsfrågor för att sedan handla om själva förlossningen/förlossningarna.
Vidare kommer frågor om förlossningsskadan/skadorna och om dina erfarenheter av bemötande och behandling.
Den sista delen av enkäten innehåller ett fält där du har mer plats att berätta fritt om vad som hände dig och hur
förlossningsskadan har påverkat din vardag.  
 
Enkäten är öppen att fylla i fram till 31 maj 2018. Därefter kommer jag att sammanställa svaren och analysera
materialet. Om du vill så kan jag meddela dig när uppsatsen är klar, då behöver kontaktinformation lämnas på sista
sidan (detta är valfritt). 
 
Alla som deltar i enkätstudien kommer att avidentifieras, vilket innebär att dina kontaktuppgifter inte kommer att
kopplas till svaren. Allt insamlat material kommer att hanteras konfidentiellt och förvaras säkert.  
 
 
 
Stort tack på förhand! 
Sara 
 
 
Kontaktuppgifter: 
 
Sara Persson 
E-post: spersson88@gmail.com 
 
Handledare: Renita Sörensdotter 
E-post: renita.sorensdotter@gender.uu.se 

Sidbrytning

Del 1 - Bakgrundsfrågor
Vilket år är Du född?

 

Sidbrytning

*
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Var är Du född?

Sidbrytning

Vilken är Din högsta avslutade utbildning?

Sidbrytning

Vad har Du ungefär för inkomst före skatt en genomsnittlig månad om du inte räknar in barnbidrag eller
liknande?

Sidbrytning

Frågor om förlossningen/förlossningarna
Nedan fyller Du i när och hur du födde ditt/dina barn, om födseln gav upphov  
till förlossningsskada och om du födde hemma eller på sjukhus. 
 

Barn 1: Vilket år födde Du ditt första barn?

 

Hur födde Du?

Gav födseln upphov till förlossningsskada?

*

Sverige

Utomlands

*

Grundskola

Gymnasium/Komvux

Högskola/Universitet

Ingen avslutad utbildning

*

Mindre än 25 000 SEK

Mellan 25 000 SEK och 35 000 SEK

Mer än 35 000 SEK

Ingen inkomst

*

*

Vaginalt

Kejsarsnitt

*

Ja

Nej
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Vart födde Du?

Har Du fött flera barn?

Sidbrytning

Denna sida visas om Personen har fött fleran 1 barn

Barn 2: Vilket år födde Du ditt andra barn?

 

Hur födde Du?

Gav födseln upphov till förlossningsskada?

Vart födde Du?

Har Du fött flera barn?

*

Sjukhus

Hemma

Annat, specificera här:

*

Ja

Nej

*

*

Vaginalt

Kejsarsnitt

*

Ja

Nej

*

Sjukhus

Hemma

Annat, specificera här:

*

Ja

Nej
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Sidbrytning

Denna sida visas om Personen har fött fler än 2 barn

Barn 3: Vilket år födde Du ditt tredje barn?

 

Hur födde Du?

Gav födseln upphov till förlossningsskada?

Vart födde Du?

Har Du fött flera barn?

Sidbrytning

Denna sida visas om Personen har fött fler än 3 barn

Barn 4: Vilket år födde Du ditt fjärde barn?

 

Hur födde Du?

Gav födseln upphov till förlossningsskada?

*

*

Vaginalt

Kejsarsnitt

*

Ja

Nej

*

Sjukhus

Hemma

Annat, specificera här:

*

Ja

Nej

*

*

Vaginalt

Kejsarsnitt

*

Ja

Nej
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Vart födde Du?

Har Du fött flera barn?

Sidbrytning

Denna sida visas om Personen har fött fler än 4 barn

Barn 5: Vilket år födde Du ditt femte barn?

 

Hur födde Du?

Gav födseln upphov till förlossningsskada?

Vart födde Du?

Har Du fött flera barn?

*

Sjukhus

Hemma

Annat, specificera här:

*

Ja

Nej

*

*

Vaginalt

Kejsarsnitt

*

Ja

Nej

*

Sjukhus

Hemma

Annat, specificera här:

*

Ja

Nej
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Sidbrytning

Denna sida visas om Personen har fött fler än 5 barn

Hur många barn har Du fött totalt, inklusive de fem födslarna ovan?

Sidbrytning

Del 2 - Frågor om förlossningsskadan/skadorna och
erfarenheter av bemötande och behandling
Hur definierar Du din förlossningsskada?

Sidbrytning

Har Du problem relaterad till din förlossningsskada idag?

Sidbrytning

Denna sida visas om Svarspersonen har problem idag relaterad till förlossningsskada/skador

Om ja, vad för problem?

Sidbrytning

Har Du någon gång sökt professionell hjälp för problem relaterade till din förlossningsskada i Sverige?

Sidbrytning

Denna sida visas om Personen har inte sökt hjälp

*

*

*

Ja

Nej

*

*

Ja

Nej
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Om nej, varför inte?

Sidbrytning

Denna sida visas om Personen har sökt hjälp

Hos vem har Du sökt hjälp?

Var har Du sökt hjälp?

Har Du fått en diagnos och/eller bekräftade skador av läkare, gynekolog eller barnmorska?

Sidbrytning

Denna sida visas om Personen har fått en diagnos

*

*

Läkare

Gynekolog

Barnmorska

Annat, specificera här:

*

Internet

Vårdcentral

Sjukhus

Gynekologmottagning

Mödravårdscentral

Annat, specificera här:

*

Ja

Nej
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Om ja, vilken diagnos och/eller bekräftade skador? (T.ex. grad 2-bristning, livmoderframfall,
urininkontinens).

Sidbrytning

Denna sida visas om Personen har sökt hjälp

Har Du fått bekräftat från en läkare, gynekolog eller barnmorska att du har en förlossningsskada?

Sidbrytning

Denna sida visas om Personen har sökt hjälp

Har Du fått någon behandling relaterad till din förlossningsskada när du sökt vård?

Sidbrytning

Denna sida visas om Personen har fått hjälp

Vad har Du fått för behandling? (T.ex. mediciner, övningar, remiss, operation, psykolog)

Sidbrytning

Denna sida visas om Personen har fått hjälp

Upplever Du att behandlingen/behandlingarna har lett till önskat resultat?

Sidbrytning

Denna sida visas om Behandlingen har inte varit effektiv

*

Ja

Nej

*

Ja

Nej

*

*

Ja

Nej
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Om nej, varför inte?

Sidbrytning

Denna sida visas om Personen har sökt hjälp

Har Du själv betalat för vård relaterad till din förlossningsskada (kostnader utöver
högkostnadsskyddet)?

Sidbrytning

Denna sida visas om Personen har betalt själv

Ungefär hur mycket har Du betalat hittills för all vård relaterad till din förlossningsskada som överstiger
högkostnadsskyddet?

Sidbrytning

Denna sida visas om Mer än 10 000

Om mer än 10 000 SEK, ungefär hur mycket har Du betalat?

Sidbrytning

Denna sida visas om Personen har sökt hjälp

Var har Du mestadels bott under tiden du sökt vård?

*

*

Ja

Nej

*

Mindre än 5000 SEK

Mellan 5000 - 10 000 SEK

Mer än 10 000 SEK

*

*

Stad

Landsbygd/Glesbygd

Like länge i stad som på landsbygd/glesbygd
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I vilken del av Sverige har Du mestadels bott under tiden du sökt vård?

I vilken del av Sverige har Du mestadels sökt vård?

Sidbrytning

Denna sida visas om Personen har sökt hjälp

Hur långt avstånd har du haft enkel väg till närmaste hjälpinrättning där Du har kunnat få vård
relaterad till din förlossningsskada?

Sidbrytning

Denna sida visas om Mer än 10 mil

Om längre än 10 mil, ungefär hur många kilometer har du haft enkel väg till till närmaste
hjälpinrättning?

Sidbrytning

Denna sida visas om Personen har sökt hjälp

Upplever Du att du alltid har blivit väl bemött när du sökt hjälp för problem relaterade till
förlossningsskadan?

Sidbrytning

Denna sida visas om Personen har inte blivit väl bemött

*

Norrland

Svealand

Götaland

Mestadels utomlands

*

Norrland

Svealand

Götaland

*

Kortare än 5 mil

Mellan 5 mil och 10 mil

Längre än 10 mil

*

*

Ja

Nej
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Om inte, hur har Du blivit bemött?

Sidbrytning

Denna sida visas om Personen har blivit väl bemött

Om ja, hur har Du blivit bemött?

Sidbrytning

Hade Du någon kunskap innan förlossningen om förlossningsskador?

Sidbrytning

Denna sida visas om Personen hade kunskap innan

Om ja, hur har Du fått denna kunskap?

Sidbrytning

Hur många år har Du haft besvär relaterade till din förlossningsskada, totalt räknat fram till idag?

*

*

*

Ja

Nej

*

Barnmorska

Läkare

Partner/s

Vän/er

Internetforum

Förälder/syskon

Annat, specificera här:

*
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Sidbrytning

Har Du känt att du har kunnat prata med människor i din närhet om din förlossningsskada? (T.ex.
vänner, partner/s, läkare)

Sidbrytning

Denna sida visas om Personen har inte kunnat prata

Om nej, varför inte?

Sidbrytning

Denna sida visas om Personen har kunnat prata

Om ja, med vem/vilka?

Sidbrytning

Del 3 - Din egen historia
Kan du berätta med egna ord vad som hände dig och hur förlossningsskadan har påverkat din vardag?

*

Ja

Nej

*

*

Barnmorska

Läkare

Partner/s

Vän/er

Internetforum

Förälder/syskon

Annat, specificera här:

*
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Sidbrytning

Vad tycker Du kan förbättras vid bemötande och behandling av förlossningsskador i Sverige?

Sidbrytning

Är det något som Du vill lägga till eller kommentera?

Sidbrytning

Om Du vill att jag meddelar dig när uppsatsen är klar så skriv din mailadress här (detta är valfritt).

*



Study on how people with maternal birth injuries 
experience treatment and care in Sweden 
Who can participate? 

-You who have or have had a maternal birth injury 

(You may have had complications a long time ago and do not need to have been diagnosed. You can define 
yourself what a maternal birth injury is) 

Hello, 

My name is Sara Persson and I am a master student at the Centre for Gender Research at Uppsala 
University, writing about maternal birth injuries. There is a huge lack of research on this subject and few 
studies that focus on the experiences of people who have or have had maternal birth injuries. Therefore I 
conduct this study and wonder if You would share your experiences by answering this questionnaire? 

The questionnaire has both short and long questions and takes about 20-30 minutes to complete. It 
consists of three parts. The first part centres on background information and questions about the birth/s. 
This is followed by questions about birth injuries and experiences of treatment and care. The last part 
contains a section where you have more space to write about your experiences and how the maternal birth 
injury has affected your everyday life. 

The questionnaire will be available to fill out until 31st of May 2018. After that I will compile the answers 
and further analyse the material. When the thesis is ready I can contact you if you want. If you do, contact 
information is needed on the last page (this is optional). 

Everybody who take part in the study will be anonymous, which means that the contact details you provide 
will not be linked to the answers. All collected material will be handled confidentially and kept in secure 
storage. 

 

Thank you for taking the time!  
Sara 
 
Contact information: 

Sara Persson  
Email: spersson88@gmail.com 
 
Advisor: Renita Sörensdotter  
Email: renita.sorensdotter@gender.uu.se 
 

Page Break 

 
Part 1 - Background information 
 
* What year were you born? 

 
 
 

Page Break 
 

 



* Where were you born? 
 

 Sweden  
 

 Abroad 
 

Page Break 
  
* What is the highest level of education you have completed? 
 

 Elementary/Primary School  
 

 Secondary/High School  
 

 University/College  
 

 No school   
 

Page Break 

 
* What is your average monthly salary (before tax) if you do not count child allowance or 
equivalent? 
 

 Less than 25 000 SEK  
 

 Between 25 000 SEK and 35 000 SEK  
 

 More than 35 000 SEK  
 

 No salary 
 

Page Break 
 

Questions about the childbirth/childbirths 
 
 
In the section below I want you to fill in how you gave birth, if the birth gave rise to your birth 
injury/injuries and if you gave birth at home or in a hospital. 
 
 
* Child 1: What year did you give birth to your first child? 
 

 
 
 
* How did you give birth? 
 

 Vaginally 
 

 Cesarean 
 
 



* Did the birth give rise to your birth injury? 
 

 Yes  
 

 No 
 
 
* Where did you give birth? 
 

 Hospital  
 

 Home  
 

 Other, please specify here: 
 

  
 
* Have you given birth more times? 
 

 Yes  
 

 No 
 

Page Break 
This page is displayed if Personen har fött fleran 1 barn 
 
 
* Child 2: What year did you give birth to your second child? 
 

 
 
 
* How did you give birth? 
 

 Vaginally 
 

 Cesarean 
 
 
* Did the birth give rise to your birth injury? 
 

 Yes  
 

 No 
 
 
* Where did you give birth? 
 

 Hospital  
 

 Home  
 
 



 Other, please specify here: 
 

  
 
 
* Have you given birth more times? 
 

 Yes  
 

 No 
 

Page Break 
This page is displayed if Personen har fött fler än 2 barn 
 
 
* Child 3: What year did you give birth to your third child? 
 

 
 
 
* How did you give birth? 
 

 Vaginally 
 

 Cesarean 
 
 
* Did the birth give rise to your birth injury? 
 

 Yes  
 

 No 
 
 
* Where did you give birth? 
 

 Hospital  
 

 Home  
 

 Other, please specify here: 
 

  
 
 
* Have you given birth more times? 
 

 Yes  
 

 No 
 
 



Page Break 
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* Child 4: What year did you give birth to your fourth child? 
 

 
 
 
* How did you give birth? 
 

 Vaginally 
 

 Cesarean 
 
 
* Did the birth give rise to your birth injury? 
 

 Yes  
 

 No 
 
 
* Where did you give birth? 
 

 Hospital  
 

 Home  
 

 Other, please specify here: 
 

  
 
 
* Have you given birth more times? 
 

 Yes  
 

 No 
 

Page Break 
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* Child 5: What year did you give birth to your fifth child? 
 

 
 
 
* How did you give birth? 
 

 Vaginally 
 



 Cesarean 
 
 
* Did the birth give rise to your birth injury? 
 

 Yes  
 

 No 
 
 
* Where did you give birth? 
 

 Hospital  
 

 Home  
 

 Other, please specify here: 
 

  
 
 
* Have you given birth more times? 
 

 Yes  
 

 No 
 

Page Break 
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* How many children have you given birth to in total, including the five births above? 
 

  
 
 

Page Break 
 
Part 2 - Questions about birth injuries and experiences of 
treatment and care 
 
* How do you define your birth injury? 
 

 
 

Page Break 



 
* Do you have problems related to your birth injury today? 

 Yes  
 

 No 
 

Page Break 
This page is displayed if Svarspersonen har problem idag relaterad till förlossningsskada/skador 
 
 
* If yes, what problems do you have? 
 

 
 
 

Page Break 
 
 
*Have you ever sought professional help for problems related to your birth injury in Sweden? 
 

 Yes  
 

 No 
 

Page Break 
This page is displayed if Personen har inte sökt hjälp 
 
 
* If no, why not? 
 

 
 
 

Page Break 
This page is displayed if Personen har sökt hjälp 
 
 
*From whom have you sought help? 
 

 Doctor  
 
 

 Gynecologist  
 



 Midwife  
 

 Other, please specify here:  
 

  
 
 
* Where have you sought help? 
 

 Internet  
 

 Health Centre 
  

 Hospital  
 

 Gynecological Reception  
 

 Pregnancy Care Centre  
 

 Other, please specify here:  
 

 
 
 
* Did you receive a diagnosis and/or confirmed injuries by a doctor, gynecologist or midwife? 
 

 Yes  
 

 No 
 

Page Break 
This page is displayed if Personen har fått en diagnos 
 
 
* If yes, which diagnosis and/or confirmed injuries? (E.g. uterine prolapse, urinary 
incontinence, second- degree vaginal tear). 
 

 
 
 

Page Break 
This page is displayed if Personen har sökt hjälp 
 
 
* Have a doctor, midwife or gynecologist confirmed that you have a maternal birth injury? 
 
 
 



 

 Yes  
 

 No 
Page Break 

This page is displayed if Personen har sökt hjälp 
 
 
* Have you received any kind of treatment for your problems? 
 

 Yes  
 

 No 
 

Page Break 
This page is displayed if Personen har fått hjälp 
 
 
* What treatment/s have you received? (E.g. medicines, exercises, surgery, referral, 
psychological help) 
 

 
 
 

Page Break 
This page is displayed if Personen har fått hjälp 
 
 
*Do you feel that the treatment has led to a desired result? 
 

 Yes  
 

 No 
 

Page Break 
This page is displayed if Behandlingen har inte varit effektiv 
 
 
* If no, why not? 
 

 
 
 
 



Page Break 
This page is displayed if Personen har fått hjälp  
 
 
*Have you paid for care related to your birth injury by yourself (costs in addition to the 
high-cost protection)? 
 

 Yes  
 

 No 
 

Page Break 
This page is displayed if Personen har betalt själv 
 
 
* Approximately how much have you paid so far for all care related to your birth injury in 
addition to the high-cost protection? 
 

 Less than 5000 SEK  
 

 Between 5000 - 10 000 SEK  
 

 More than 10 000 SEK 
 

Page Break 
This page is displayed if Mer än 10 000 
 
 
* If more then 10 000 SEK, approximately how much have you paid? 
 

  
 
 

Page Break 
This page is displayed if Personen har sökt hjälp 
 
 
* Where have you lived, most of your time, while seeking care? 
 

 In a city 
 

 In the countryside 
 

 Same amount of time in a city and in the countryside 
 
 
* In what part of Sweden have you lived, most of your time, while seeking care? 
 

 Norrland 
 

 Svealand 
 

 Götaland 
 



 Mostly abroad 
 
 
* In what part of Sweden have you sought most of your care? 
 

 Norrland 
 

 Svealand  
 

 Götaland 
 

 Page Break 
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* How far distance have you had, one way, to the nearest medical center in order to receive care 
related to the birth injury? 
 

 Less than 50 km  
 

 Between 50 km and 100 km  
 

 Longer than 100 km 
 
 

Page Break 
This page is displayed if Mer än 10 mil 
 
 
* If longer then 100 km, approximately how many kilometers have you had, one way, to the 
nearest medical center? 
 

  
 
 

Page Break 
This page is displayed if Personen har sökt hjälp 
  
 
* Do you feel that you have always been treated well when asking for help related to your birth 
injury? 
 

 Yes  
 

 No 
 

Page Break 
This page is displayed if Personen har inte blivit väl bemött 
 
 
* If not, how have you been treated? 
 
 
 
 



 
 

Page Break 
This page is displayed if Personen har blivit väl bemött 
 
* If yes, how have you been treated? 
 

 
 
 

Page Break 
 
 
* Did you have any knowledge about maternal birth injuries before giving birth? 
 

 Yes  
 

 No 
 

Page Break 
This page is displayed if Personen hade kunskap innan 
 
 
* If yes, how did you acquire this knowledge? 
 

 Midwife  
 

 Doctor  
 

 Partner/s  
 

 Friend/s  
 

 Internet  
 

 Parent(s)/Sibling(s)  
 

 Other, please specify here: 
 

   
 

 



Page Break 
 
 
* How many years have you had problems related to your birth injury up until today? 
 

  
 
 

Page Break 
 
 
* Do you feel that you have been able to talk about your birth injury with people around you? 
(E.g. friend/s, partner/s, doctor/s) 
 

 Yes  
 

 No 
 

Page Break 
This page is displayed if Personen har inte kunnat prata 
 
  
* If no, why not? 
 

 
  
 

Page Break 
This page is displayed if Personen har kunnat prata 
 
 
* If yes, with whom? 
 

 Midwife  
 

 Doctor 
 

 Partner/s  
 

 Friend/s  
 

 Internet forum  
 

 Parent(s)/Sibling(s)  
 

 Other, please specify here:  

 
 



Page Break 
 
Part 3 - Your own story 
 
* Can you tell, in your own words, what happened to you and how the maternal birth injury has 
affected your everyday life? 
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* What do you think can be improved regarding treatment and care of maternal birth injuries in 
Sweden? 
 

 
 
 

Page Break 
 
 
Is there anything you would like to add or comment? 
 

  
 
 

Page Break 
 
 
If you want me to contact you when the thesis is ready, leave your email address here (this is 
optional). 
 
 

 



Appendix	2	-	Templates	
	

	
Email	Template	

	
Ämne:	Enkät	om	förlossningsskador	
	
Hej	
	
	
Jag	heter	Sara	Persson	och	undrar	om	du/ni	skulle	vilja	hjälpa	mig	att	sprida	en	enkät	
om	förlossningsskador?	Jag	läser	masterprogrammet	på	Centrum	för	genusvetenskap	
vid	Uppsala	universitet	och	min	masteruppsats	handlar	om	förlossningsskador.		
	
Undersökning	handlar	om	vad	personer	med	förlossningsskada	har	för	erfarenheter	av	
bemötande	och	behandling	i	Sverige.	
	
Det	finns	stora	kunskapsluckor	inom	fältet	och	nästan	inga	studier	om	vad	personer	
med	erfarenhet	av	förlossningsskada	har	att	säga.	Därför	genomför	jag	den	här	studien	
och	det	vore	otroligt	värdefullt	för	mig	om	du/ni	skulle	vilja	sprida	den	genom	dina	
kanaler.	
	
Enkäten	är	öppen	att	fylla	i	fram	till	31	maj	2018.		
	
Här	är	länken:	https://app.easyquest.com/q/Qp8a5	
	
(Enkäten	går	att	göra	på	både	svenska	och	engelska).	
	
Säg	gärna	till	om	du	har	några	frågor.	Mer	detaljerad	information	finns	via	länken	
annars	bifogar	jag	en	mall	som	du	kan	använda	om	du	vill	sprida	den	med	information	
på	både	svenska	och	engelska.	
	
Stort	tack	på	förhand,		
Sara	Persson	
E-post:	spersson88@gmail.com	

	
	

Templates	for	posts	on	Facebook	
	

(English	below)	
	
Hej!	 	
	
Jag	behöver	hjälp	med	att	sprida	en	enkät	om	förlossningsskador.		
	
Mitt	namn	är	Sara	Persson	och	jag	läser	masterprogrammet	på	Centrum	för	
genusvetenskap	vid	Uppsala	universitet,	min	masteruppsats	handlar	om	
förlossningsskador.	Jag	genomför	en	enkätundersökning	om	vad	personer	med	
förlossningsskada	har	för	erfarenheter	av	bemötande	och	behandling	i	Sverige.	



Det	finns	stora	kunskapsluckor	inom	fältet	och	nästan	inga	studier	om	vad	personer	
med	erfarenhet	av	förlossningsskada	har	att	säga.	Därför	genomför	jag	den	här	studien	
och	undrar	om	Du	skulle	vilja	ta	dig	tid	att	sprida	och/eller	fylla	i	enkäten?		
	
Vem	kan	delta?	
	
-	Du	som	har	eller	har	haft	en	förlossningsskada	
	
(Du	kan	ha	haft	besvär	för	längesen	och	behöver	inte	ha	fått	en	diagnos	utan	definierar	
själv	vad	en	förlossningsskada	är)	
	
	
Enkäten	är	öppen	att	fylla	i	fram	till	31	maj	2018.		
	
Länk:	https://app.easyquest.com/q/Qp8a5	
	
	
Stort	tack	på	förhand!	
Sara			
	
------------------------------------------------------------------------------------------------------	
	
Hello,	
	
I	need	help	with	distributing	a	questionnaire	about	maternal	birth	injuries.	
	
My	name	is	Sara	Persson	and	I	am	a	master	student	at	the	Centre	for	Gender	Research	
at	Uppsala	University,	writing	about	maternal	birth	injuries.	I	am	conducting	a	study	on	
how	people	with	maternal	birth	injuries	experience	treatment	and	care	in	Sweden.	
	
There	is	a	huge	lack	of	research	on	this	subject	and	few	studies	that	focus	on	the	
experiences	of	people	who	have	or	have	had	maternal	birth	injuries.	Therefore	I	
conduct	this	study	and	wonder	if	you	could	share	and/or	fill	out	the	questionnaire?	
	
	
Who	can	participate?	
	
-You	who	have	or	have	had	a	maternal	birth	injury	
	
(You	may	have	had	complications	a	long	time	ago	and	do	not	need	to	have	been	
diagnosed.	You	can	define	yourself	what	a	maternal	birth	injury	is)	
	
The	questionnaire	will	be	available	to	fill	out	until	31st	of	May	2018.	
	
Link:	https://app.easyquest.com/q/Qp8a5	
	
	
Thank	you	for	taking	the	time!	
Sara	



Annex	to	emails	with	information	in	English	and	Swedish	
	
	

Enkätundersökning	om	vad	personer	med	förlossningsskada	har	för	erfarenheter	
av	bemötande	och	behandling	i	Sverige	

	
	

Vem	kan	delta?	
	

-	Du	som	har	eller	har	haft	en	förlossningsskada	
	

(Du	kan	ha	haft	besvär	för	längesen	och	behöver	inte	ha	fått	en	diagnos	utan	definierar	
själv	vad	en	förlossningsskada	är)	

	
	
Hej!	 	
	
Jag	heter	Sara	Persson	och	läser	masterprogrammet	på	Centrum	för	genusvetenskap	vid	
Uppsala	universitet,	min	masteruppsats	handlar	om	förlossningsskador.	Det	finns	stora	
kunskapsluckor	inom	fältet	och	nästan	inga	studier	om	vad	personer	med	erfarenhet	av	
förlossningsskada	har	att	säga.	Därför	genomför	jag	den	här	studien	och	undrar	om	Du	
skulle	vilja	ta	dig	tid	att	sprida	och/eller	fylla	i	enkäten?		
	
Enkäten	är	öppen	att	fylla	i	fram	till	31	maj	2018.		
	
Länk:	https://app.easyquest.com/q/Qp8a5	
	
Alla	som	deltar	i	enkätstudien	kommer	att	avidentifieras,	vilket	innebär	att	dina	
kontaktuppgifter	inte	kommer	att	kopplas	till	svaren.	
	
Stort	tack	på	förhand!	
Sara			
	
	
Study	on	how	people	with	maternal	birth	injuries	experience	treatment	and	care	

in	Sweden	
	
	

Who	can	participate?	
	

-You	who	have	or	have	had	a	maternal	birth	injury	
	

(You	may	have	had	complications	a	long	time	ago	and	do	not	need	to	have	been	
diagnosed.	You	can	define	yourself	what	a	maternal	birth	injury	is)	

	
	

	
Hello,	
	



My	name	is	Sara	Persson	and	I	am	a	master	student	at	the	Centre	for	Gender	Research	
at	Uppsala	University,	writing	about	maternal	birth	injuries.	There	is	a	huge	lack	of	
research	on	this	subject	and	few	studies	that	focus	on	the	experiences	of	people	who	
have	or	have	had	maternal	birth	injuries.	Therefore	I	conduct	this	study	and	wonder	if	
you	could	share	and/or	fill	out	the	questionnaire?	
	
The	questionnaire	will	be	available	to	fill	out	until	31st	of	May	2018.	
	
Link:	https://app.easyquest.com/q/Qp8a5	
	
Everybody	who	takes	part	in	the	study	will	be	anonymous,	which	means	that	the	
contact	details	you	provide	will	not	be	linked	to	the	answers.	
	
Thank	you	for	taking	the	time!	
Sara		
	

	



Appendix	3	-	Improvements	

	

Summary	of	answers	from	the	questionnaire	inquiry:	

What	do	you	think	can	be	improved	regarding	treatment	and	care	of	maternal	birth	
injuries	in	Sweden?1	

	

Better	and	more	frequent	check-ups	(efterkontroller)	 119

Listen	to	the	woman/patient	and	take	her/hir	seriously	 99

Such	as:	Do	not	dismiss	everything	as	“normal”–	Make	the	access	to	treatment	and	care	easier,	so	it	
does	not	have	to	be	“fought	for”–	Listen	to	the	woman	before	the	delivery,	respect	her/hir	wishes	
(förlossningsbrev)

Better	knowledge/competence	among	healthcare	personnel	 72

Communication	and	Information
More	information	before	and	after	 52
Better	preparations	-	Stop	romanticising	birthing	 45
Better	information	about	what	one	should	do	when	problems	occur	and	better	instructions	in	general	
(both	orally	and	in	writing)	-	Educate	the	partner/s	as	well	 36
More	information	on	the	injuries	and	how	they	can	be	prevented	 24
More	clear	communication	during	and	after	delivery	–	The	healthcare	personnel	should	ask	more	
questions	during	the	check-ups	 14

Take	maternal	birth	injuries	seriously	-	Do	not	minimize	the	problems	-	Higher	priority	 40

Talk	about	and	acknowledge	maternal	birth	injuries	-	Take	away	the	taboo	 26

Care	and	Treatment	
Improved	treatment	and	care	-	Change	in	attitudes	-	Less	condescending	and	more	understanding,	
emphatic	and	respectful	treatment	-	No	stress	during	the	delivery 36
More	thorough	examinations	before	leaving	the	hospital/maternity	ward	(examine	the	person	with	
injuries	standing	up,	document	the	injuries	more	thoroughly	though	photos	of	the	vagina	before	and	
after	delivery)	-	Make	the	suturing	in	the	surgery	 24

	

	
																																																								
1	Each	line	represents	one	participant’s	opinion	and	each	participant	can	have	given	several	suggestions	
for	 improvements.	The	numbers	are	not	be	taken	as	set	 in	stone	since	participants	also	have	described	
what	they	think	should	be	improved	in	other	parts	of	the	questionnaire	as	well.	However,	this	summary	
gives	a	general	picture	of	where	Swedish	healthcare	 is	 lacking	and	what	can	be	 improved,	according	to	
women	who	have	experiences	of	problems	related	to	giving	birth.		



Better	postpartum	care	 20
Such	as:	More	facilities	where	the	family	can	be	together	-	Ask	for	consent,	do	not	use	means	of	coercion	

-	The	healthcare	should	take	the	initiative	to	treatment	not	only	the	patient	-	Stop	saying	that	pelvic	

floor	exercises	solves	everything	

Stop	seeing	maternal	birth	injuries	as	a	necessary	consequences	when	giving	birth	 12
Better	recording	(journalföring)	-	Record	all	injuries	-	Personal	contact	person	after	delivery		-	Make	a	

rehabilitation	plans		–	Create	greater	opportunity	for	safe	home	deliveries	-	Improve	the	birthing	

environment	(more	LBTQ	inclusive	interior)	-	Improved	LBGTQ-certification	of	clinics	 10
Refer,	if	a	gynaecologist,	doctor	or	midwife	cannot	help	 8

Diagnosis	 14
Be	given	a	diagnosis	-	Acknowledge	it	as	a	disease	-	Better	explanations	of	the	diagnoses	given	-	Bigger	

perspective	on	what	maternal	birth	injuries	are	(physically	and	mentally)

Recourses
Better	conditions	and	higher	salaries	for	midwives	(increased	staff	density,	one	midwife	per	birthing	

woman)	 19
Shorten	the	waiting	times	to	receive	care	-	Preventive	actions	-	More	specialist	clinics	 31
Implement	3D	ultrasound	 18
Let	the	woman	decide	herself	how	to	give	birth	(more	caesareans)	-	Stop	praising	vaginal	deliveries	 18
More	research	on	how	to	prevent	and	treat	maternal	birth	injuries	-	Statistics	on	how	common	they	are	 14
Collaboration	among	different	disciplines	(for	example:	physiotherapists,	gynaecologists,	and	

gastrointestinal	specialists)	 10
Referral	to	specialists	-	Access	to	psychologists	and	physiotherapists	 10
Offer	support	calls	 9
National	coordination	regarding	examinations,	diagnostics	and	treatment	-	Equal	care	all	over	Sweden	 7

	

		


