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ABSTRAKT

Bakgrund: Det finns begrénsad kunskap om hur kvinnor upplever fosterrorelser i slutet av
graviditeten. Okad kunskap om fosterrorelser kan bidra till battre mojligheter att identifiera
foster som riskerar att do intrauterint. Syfte: Att utforska hur gravida kvinnor upplever
fosterrorelser i slutet av en okomplicerad graviditet samt hur mammor som mist ett barn i
livmodern upplevt kontakten med barnet tiden fore beskedet att barnet hade dott. Metod:
Delstudie I, djupintervjuer med 26 mammor vars barn dott fére fodelsen, efter 28 fullgangna
graviditetsveckor. Delstudie 11, frageformulér till 393 kvinnor med okomplicerad graviditet
som besvarades i graviditetsvecka 37 till 42. Svaren analyserades i bada studierna med
kvalitativ innehallsanalys. Resultat: 22 mammor i delstudie | beskrev att de hade haft en
foraning om att nagot kunde ha hant deras barn innan de fick besked att barnet dott
intrauterint. Foraningen grundades pa att mammorna hade upplevt minskade eller uteblivna
fosterrorelser. Det ar nagot som inte stammer; formulerades som ett sammanfattande tema pa
mammornas foraning. Processen mot insikten om att deras barn dott beskrivs i olika steg; Inte
kanna kontakt med barnet; Kdnna oro; Kéanna att nagot ar fel; Inte begripa det ofattbara; Vilja
fa besked; Vara saker pa att barnet har dott. | delstudie 11 beskrev 383 (96 %) kvinnor i
fullgangen okomplicerad graviditet olika rorelser som klassificerades som kraftfulla rorelser.
De flesta kvinnorna beskrev flera typer av rorelser, tio (4 %) kvinnor beskrev fosterrorelser
som inte inkluderade nagon rorelse i kategorin kraftfulla rorelser. Konklusion: Mammor som
mist sitt barn fore fodelsen hade kant en féraning om att deras vantade barn kunde ma daligt,
de hade upplevt att de tappat kontakten med barnet innan de fick besked att barnet hade dott i
livmodern men normaliserade kanslan. De flesta kvinnor med okomplicerad, fullgangen
graviditet, beskriver att barnet ror sig med kraft och tryck, fa kvinnor beskriver rérelser som
inte kan kategoriseras som kraftfulla. Implikationer: Blivande mammor b6r uppmanas att lita
pa sin upplevelse av att det ar nagot som inte stammer och kontakta sjukvarden direkt om de
ar bekymrade 6ver sitt ofédda barns rérelser. Bedomning av fosterrorelser i fullgangen
graviditet kan inkludera: férekomst, frekvens och intensitet.

Nyckelord: Innehallsanalys, fosterdod, fosterrérelser, fullgangen graviditet, upplevelser
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FORORD

Min forsta vetenskapliga undersokning genomférde jag genom att resa i Sverige och
intervjuade mammor som fott ett dott barn. Det insamlande intervjumaterialet blev
omfattande och den forsta analysen &r delstudie I i denna licentiatavhandling, darutéver har
studien resulterat i ytterligare artiklar som inte ingar i avhandlingsarbetet. | den forsta
analysen fran studien, framkom att mammorna kant mindre och svagare fosterrérelser jamfort
med tidigare, innan de fick veta att barnet dott intrauterint. Vidare framkom att mammorna
trodde det var normalt att rorelserna skulle minska i slutet av graviditeten och darfor

avvaktade de och sokte inte vard direkt.

Insikten om att mammor vantat for lange innan de sokt vard da de kant minskade
fosterrorelser ar bakgrunden till den andra studien, delstudie I1 i denna licentiatavhandling. |
mitt arbete som barnmorska har jag diskuterat med kollegor om hur man ska svara gravida
kvinnor med fragor om hur normala fosterrérelser kanns. Det ar svart att svara pa dessa fragor
eftersom det finns begransad kunskap om hur fostret rér sig och hur gravida kvinnor upplever
rorelserna. Min forhoppning ar att mer kunskap om fostrets rérelser och hur kvinnor upplever
rorelserna i slutet av en graviditet ska bidra till en 6kad mojlighet att kunna identifiera foster
som ar under risk att do fore fodelsen. Kunskapen fran foreliggande arbete kan
forhoppningsvis vara en hjalp for kommunikation mellan gravida kvinnor och barnmorskan
nér det finns oro 6ver minskade fosterrdrelser. Fortsattningsvis anvands begreppet mammor
och barn i delstudie I. I delstudie Il anvands begreppen kvinnor samt foster. Det i litteraturen

och klinisk verksamhet vedertagna begreppet fosterrérelser, anvéands i bada studierna.



BAKGRUND

Intrauterin fosterddd (IUFD)

Omkring 2,6 miljoner barn dor fore fodelsen i varlden varje ar. Mer an halften dessa barn dor
innan forlossningen startar. Nittioatta procent av dodsfallen sker i laginkomstlander dar
Pakistan och Nigeria har den hogsta andelen, 46 respektive 42 per tusen fédda medan Finland
och Singapore har den lagsta andelen dédfodda med tva per tusen fodda (1). Enligt statistik
fran Medicinska fodelseregistret dor omkring 450 barn fore fodelsen varje ar i Sverige och
andelen har varit konstant de senaste 20 aren (2). Orsaker till att barn dor fére forlossning ar
infektioner under graviditeten, hégt blodtryck och diabetes hos mamman, tillvaxthdmning
eller misshildning hos fostret. Rokning, fetma och hdg alder hos mamman medfor dkad risk
for IUFD (3). Minskade fosterrérelser ar den mest forekommande orsaken till att kvinnor som
fott ett dott barn sokte vard under graviditeten (4). Upplevelsen av minskade eller uteblivna
fosterrorelser var orsaken att kvinnorna kande en féraning om att nagot kunde vara fel med
barnet (5).

Fosterrorelser

| graviditetsvecka sju till atta ror sig fostret utan att den gravida kvinnan kanner rérelserna.
Med ultraljud kan glesa, enkla, okoordinerade och sekundsnabba vridningar av huvudet och
resten av kroppen observeras. Fran vecka nio och framover dkar durationen av rorelserna och
omfattar dven armar och ben. Andningsrorelser forekommer periodvis, med langa uppehall (6,
7). Med Okande gestationsalder utvecklas rorelsernas koordination (8). Vid omkring 16:e
graviditetsveckan kan i princip alla typer av rérelser som finns hos fullgangna nyfodda barn
urskiljas. Typer av rorelser och vid vilken tidpunkt i graviditeten fosterrdrelserna uppkommer
visar pa utvecklingen och mognaden av fostrets centrala nervsystem medan styrka och
duration dkar med vaxande muskelmassa (6, 7). Mellan graviditetsvecka 20 och 30 bérjar
rorelserna bli mer organiserade och fostret visar vakenhetsperioder som varar cirka 20
minuter och inaktivitetsperioder om cirka 40 minuter upp till drygt en timme. | slutet av
graviditeten beskrivs fosteraktiviteten mer som rérelser &n sparkar (7, 9). Rayburn och
medarbetare (10) beskriver att stark eller ihallande fosteraktivitet kommer fran fostrets ben
och kroppsrorelser. Rorelserna bendmns som stretching, sparkar och rullande och forskarna

konstaterar att andelen langsamma och roterande rorelser 6kar med gestationsalder.



Frekvens

Varje foster har sin egen frekvens och rytm i sina rorelser och det rader ingen enighet kring
vad som kan betraktas som normala fosterrorelser (11). Bland vardgivare, har allt fran 25
sparkar per timme till tre sparkar under 24 timmar beskrivits som normal variation (12).
Intensiteten och frekvensen i rorelserna dkar fran graviditetsvecka 22 (13, 14). |
graviditetsvecka 32 beskrivs en platafas avseende frekvensen fosterrorelser men det finns
inget som tyder pa att rorelserna avtar i slutet av graviditeten. Daremot andras typen av

rorelser vartefter graviditet fortskrider fram till férlossning (7, 15, 16).

Kvinnans uppfattning av fosterrorelser

En kvinna som véntar sitt forsta barn kanner vanligen de forsta fosterrorelserna i
graviditetsvecka 17 till 20, omfoderskor i regel tidigare. Ett fosters rorelser i livmodern och
kvinnans forutsattningar att uppfatta rorelserna paverkas av flertal faktorer. Tobaksbruk (17),
blodsockernivaer (18), mangden fostervatten (19), stress (20) och kaffedrickande (21) kan
paverka hur fostret ror sig och aven hur kvinnan uppfattar rérelserna. Kvinnans grad av
aktivitet (22), hennes position (23) och moderkakans placering (24) kan ocksa paverka hur
rorelserna uppfattas. Flest fosterrérelser uppfattas nar kvinnan ligger ned, férre sittande och i
staende position kanns minst antal rorelser (22, 23). Under dygnet ar det pa kvallen och natten
som de flesta kvinnor kénner flest rorelser (25). Paritet, graviditetslangd, 6vervikt och fetma
paverkar kvinnans kanslighet for att uppmarksamma rorelserna. Psykologiska faktorer kan
paverka uppfattningsformagan och langre perioder med starka fosterrorelser uppfattas lattare
jamfort med kort aktivitet och svaga rorelser. Blivande mammors normala oro har inte visats

paverka formagan att uppfatta barnets rorelser i slutet av graviditeten (12, 26).

Realtidsundersokning med ultraljud kan pavisa fosterrorelser langt innan kvinnan sjalv
uppfattar dessa. Efter graviditetsvecka 20 &r det inte mojligt att visualisera fosterkroppen i sin
helhet. Olika typer av rorelser kan bedomas kvalitativt men pa samma satt som kvantifiering
av fosterrorelser ar bedomningen subjektiv och svarbedomd beroende av den stora variationen
i olika fosters rorelsemonster. Ingen klinisk tilldmpning finns men man beddmer ofta
fosterrorelser kvalitativt i samband med riskgraviditeter och om kvinnan soker vard for att
hon uppfattar att hennes vantade barn ror sig mindre (7).



Klassificering av fosterrorelser

Férutom mammans subjektiva uppfattning, kan fostrets motoriska aktivitet beddmas genom
elektroniska matmetoder och ultraljud. Efter cirka 32 graviditetsveckor kan olika typer av
beteenden i fosterrorelserna urskiljas. Definitionen for dessa sa kallade "behavioural states”
bygger pa observationer med ultraljud avseende forekomst och tidsrelationer av fostrets
generella kroppsrorelser, 6gon och andningsrorelser och samtidig registrering av variationer i
fostrets hjartslag med CTG (27). Klassificering av fostrets rorelser kan dels grundas pa vad
kvinnan kanner, rorelsernas omfattning och hastighet, om rérelserna ar svaga eller starka,
korta eller ihallande och om rorelserna omfattar hela fosterkroppen eller enbart extremiteterna
(9). Rayburn har utifran dessa kriterier delat in fostrets rorelser i fyra kategorier; allméanna
kroppsrorelser”, “enstaka bal och extremitetsrorelser”, "rorelser fran nedre extremiteter” och
"hicka” (9). Fa studier beskriver kvinnans subjektiva upplevelse av fosterrorelser. Radestad
och Lindgren (2010) redovisar en indelning i sju olika typer av rorelser efter analys av
intervjuer med 40 kvinnor i fullgangen okomplicerad graviditet. Alla kvinnor utom en beskrev

rorelser som klassades som kraftfulla (28).

Minskade fosterrorelser

Minskade fosterrorelser (DFM) kan vara ett tecken pa underfunktion i moderkakan (29). Det
rader ingen konsensus om vad som ar minskade fosterrorelser (30), det finns bland
barnmorskor och obstetriker olika uppfattningar om vad som betraktas som minskade
fosterrorelser och praxis nér en blivande mamma soker for oro éver hur barnet ror sig varierar
(31). Tecken pa lagre fosteraktivitet normaliseras bade av kvinnorna sjalva och av vardgivare
(32). Det ar problematiskt att specificera en kvantitativ alarmgréns for lagst antal
fosterrorelser (33). For att identifiera foster med risk att do intrauterint menar Heazell och
Frgen att det inte finns evidens for nagon béttre definition av vad som ar minskade

fosterrérelser &h mammans egen uppfattning (16).

Av alla gravida kontaktar fyra till 16 procent barnmorska eller ldkare pa grund av DFM i
senare delen av graviditeten (34). Gudmundsson skriver "Vid syrebrist kan fostret paverkas
vilket kan resultera i minskade fosterrérelser. | modrahalsovarden far darfor blivande
mammor information om vikten av att k&nna barnets rorelser dagligen den senare halvan av
graviditeten”. Det vanligaste &r att upplysa mamman om att vara uppmarksam pa andringar i
karaktar och frekvensen av fostrets sparkar”. Vidare skriver Gudmundsson att ”vid avsaknad

eller minskning av fosterrorelser finns det en risk att fetal hypoxi foreligger. Detta sker dock



sent i den kroniska syrebristprocessen och kraver beddmning med andra 6vervakningsmetoder
eftersom kvinnans subjektiva kansla av minskade fosterrdrelser ofta ger en falsk alarmsignal.
Den blivande mamman ska darfor instrueras att soka akut for bedémning vid minskning eller
avsaknad av fosterrorelser (7). De forsta studierna som beskriver att nedsatta fosterrérelser
kan vara en indikator pa forestaende fosterdod genomfordes av Sadovsky och Yaffe 1973
(35). De minskade rorelserna kan aterspegla forandringar i centrala nervsystemet och fostrets
hélsa (36). Andra studier har darefter visat liknande resultat (30). Nijhuis (37) samt Vindla
och James (27) menar att uppfattningen av fosterrorelser kan vara de forsta signalerna pa
ohalsa hos fostret och foreslar att utveckling av lampliga metoder for att analysera fostrets

beteende bor ha hog prioritet i klinisk forskning.

Problemformulering

Sammantaget visar flera studier att frekvens och intensitet av fosterrorelser kan predicera
utfallet for det véntade barnet. Det finns begransad kunskap om hur gravida kvinnor
uppmarksammar fosterrérelser i slutet av graviditeten innan de far besked om att barnet inte
langre lever. Det saknas ocksa kunskap om och i sa fall hur kvinnor tolkar eventuella
forandringar i fosterrérelserna som indikerar att deras vantade barn inte mar bra. Gravida
kvinnors egna beskrivningar av sina upplevelser av olika typer av fosterrdorelser i slutet av en
okomplicerad graviditet &r bristféalligt studerat. Kunskap om gravida kvinnors upplevelser av
fosterrorelser kan leda till 6kade mojligheter att identifiera foster som ar under risk och

darmed pa sikt kunna minska andelen barn som fods doda.



SYFTE

Overgripande syfte

Att utforska hur gravida kvinnor upplever fosterrorelser i slutet av en okomplicerad graviditet

samt hur mammor som mist sitt barn i livmodern upplevt kontakten med barnet tiden fore

beskedet att barnet hade dott.

Specifika syften for delstudierna

(1) Att studera mammors upplevelser fore beskedet om att deras barn détt i livmodern med

fokus pa hur de minns sitt barns rorelser.

(11) Att beskriva hur kvinnor med okomplicerad graviditet upplever fosterrorelser i

graviditetsvecka 37 till 42.

Tabell 1. Oversikt 6ver inkluderade delstudier

Delstudie |

Delstudie Il

Syfte Att studera mammors upplevelser
fore beskedet om att deras barn
dott i livmodern med fokus pa hur
de minns sitt barns rorelser.

Att beskriva hur kvinnor med
okomplicerad graviditet upplever
fosterrdrelser i graviditetsvecka 37
till 42.

Design Kvalitativ design Populationshaserad tvarsnittsstudie
Metod Semistrukturerade djupintervjuer Frageformular

Deltagare 26 mammor 393 kvinnor

Dataanalys Kvalitativ innehallsanalys med Deduktiv innehallsanalys och

induktiv ansats

jamforande statisk

Tidpunkt Fem veckor upp till 6,5 ér efter
fodelsen av ett dott barn

Graviditetsvecka 37-42




MATERIAL OCH METOD

Delstudie |

Deltagare

Den forsta delstudien i avhandlingsarbetet &r en kvalitativ intervjustudie som genomférdes
under aren 2006 och 2007. Rekryteringen till studien skedde inledningsvis via ett sjukhus i
mellersta Sverige. Ett informationsbrev med intresseanmalan om att delta skickades till
kvinnor som ett ar tidigare fott ett dott barn vid kliniken. For att na fler mojliga deltagare och
for att komma i kontakt med kvinnor fran olika delar av Sverige, kontaktades
Spédbarnsfonden, en nationell férening for dem som mist barn. Information om studien lades
ut pa foreningens hemsida med en forfragan om att delta i undersékningen oavsett hur lang tid
som forflutit sedan handelsen. Inklusionskriterierna var att kvinnan skulle ha fott ett dott barn
efter 28 fullgangna graviditetsveckor. Annonsen genererade 52 intresseanmalningar, varav 26
inte uppfyllde kriterierna for medverkan i studien. Aterstaende tjugosex kvinnor som fott ett
dott barn intervjuades. Kvinnorna var i aldrarna 22 till 39 ar vid tiden for barnets fodelse som
hade skett i graviditetsvecka 30 till 42. Tre informanter rekryterades via ett sjukhus i mellersta
Sverige, for att nd fler mammor, sjalvrekryterades dvriga 23 deltagare till studien efter
annonsering pa Spadbarnsfondens hemsida. Alla som skickade en intresseanmalan fick ett
informationsbrev och de som darefter tackade ja till deltagande kontaktades for att boka tid
for intervju. Tva mammor uppfyllde inte inklusionskriterierna och informerades muntligen
om detta. Tre mammor angrade sig efter att de skickat sin intresseanmélan och intervjuas inte
medan alla évriga intresserade intervjuades. Av 6vriga 21 mammor som fick
informationsbrev med intresseanmalan avbdjde en (1) mamma deltagande medan 20 inte

besvarade forfragan om deltagande.

Perioden mellan barnets fodelse och intervjutillfallet varierade for de 26 deltagande
mammorna. For atta mammor hade inte ett ar hunnit forflyta mellan fodelsen och
intervjutillfallet. Tre av mammaorna hade blivit gravida efter IVF. For 19 mammor var det
doda barnet deras forsta barn, sju hade fott ett eller flera levande barn fore det doda barnets
fodelse (tabell 2). En mamma hade tidigare forlorat ett barn fore fédelsen och en mamma
hade fott tvillingar dar ett barn hade doétt intrauterint och tvillingsyskonet levde.

Alla mammorna var fodda i Sverige utom en som hade invandrat fran ett utomeuropeiskt land.
Mammorna var bosatta i 21 olika kommuner och hade vardats vid 15 olika sjukhus i Sverige.

En mamma hade fott sitt doda barn genom kejsarsnitt medan 6vriga hade genomgatt vaginal



forlossning. En mamma var ensamstaende vid tiden for forlossningen och ytterligare en
mamma vid intervjutillfallet, dvriga var gifta eller ssmmanboende med barnafadern vid tiden
for det doda barnets fodelse och vid intervjutillfallet. Tretton av mammorna som intervjuades

ett ar eller mer efter det doda barnets fodelse blev gravida inom ett ar efter barnets dod.



Tabell 2. Sociodemografiska fakta, delstudie I

Intervju- | Alder vid | Paritet | Gestations- | Tid Barnets dédsorsak
person partus alder i mellan

veckor partus och

intervju

1 35 I 42 17 mén oforklarad
2 39 v 30 20 man placentaavlossning
3 33 Il 34 19 man placentaavlossning
4 34 Il 35 35 man placentaincufficiens
5 27 I 39 28 man oférklarad
6 35 | 35 5 veckor GBS infektion, fosterskada
7 30 I 38 80 man GBS infektion
8 36 I 39 71 man placentaincufficiens
9 29 I 41 48 man oforklarad
10 34 I 36 21 mén oforklarad
11 25 | 32 4 man oforklarad
12 33 1 40 13 man oférklarad
13 28 [ 30 5 veckor GBS infektion, tillvaxthdmning
14 34 v 38 31 man navelstrangskomplikation
15 28 1] 38 28 man e-coli infektion
16 31 I 39 37 man GBS infektion
17 27 I 36 5 man oforklarad
18 29 I 33 5 man oforklarad
19 31 1" 37 12 man placentaavlossning
20 33 [ 39 57 man placentaavlossning
21 22 | 40 5 man oforklarad
22 41 I 37 18 man oférklarad
23 34 I 42 5 man oférklarad
24 32 I 37 5 man oférklarad
25 26 I 33 15 man placentaavlossning
26 22 I 35 21 man fosterskada

Datainsamling och frageguide

En frageguide, baserad pa kliniska erfarenheter och litteraturstudier utformades med 6ppna till
semistrukturerade fragor som stod for intervjun. Frageguiden och intervjutekniken testades i
en forstudie med tre kvinnor som rekryterades via det sjukhus dar de fott ett dott barn, inga

andringar gjordes i frageguiden efter denna forstudie (Bilaga 1).

Intervjuerna genomfordes med geografisk spridning i 11 lan fran norr till séder i Sverige och
pa en for mamman valfri plats vilket i 22 fall var mammans hem. Varje intervju inleddes och
avslutades med ett samtal om allmanna &mnen och i de flesta fall visade informanterna

fotografier av det doda barnet och andra minnessaker. Intervjuerna spelades in pa en digital



ljudspelare och pagick mellan 52 minuter till tva och en halv timme, darefter transkriberades

inspelningen i sin helhet och varje intervju gavs en kod.

Dataanalys

Materialet bearbetades med innehallsanalys enligt Lundman och Hallgren Graneheim (38).
Alla utskrivna intervjuerna utgjorde en analysenhet. Analysprocessen inleddes med att texten
genomlastes i sin helhet. Texten delades in i grova strukturer och meningsenheter
identifierades utifran likheter och skillnader i texten. Meningsenheterna kondenserades och
abstraherades, dérefter kodades materialet med en kortfattad beskrivning av
meningsenheternas innehall. Nar koder med samma innehall identifierats sorterades de i
underkategorier och fran dessa formulerades kategorier. Slutligen formulerades i ett

overgripande tema utifran tolkning av underkategorier och kategorier.

Etiska aspekter

Spadbarnsfonden inforde en annons via féreningens hemsida dér deltagare soktes. De méjliga
deltagarna horde av sig till intervjuaren. Alla erholl skriftlig information, att deltagandet i
studien var frivilligt och att de nar som helst kunde avbryta sin medverkan. Efter att den i
informationsbrevet bifogade svarsblanketten inkommit, kontaktades kvinnan for
overenskommelse av tid och plats for intervju. Under datainsamlingen fanns mojligheten att
kontakta intervjuaren via telefon. All data behandlas konfidentiellt. Kodlistor samt inspelade
intervjuer forvaras i lasta arkiv vid Hogskolan Dalarna. Forskningsetiska namnden vid
Hogskolan Dalarna godkénde studien 2004-08-18.

Delstudie 11

Deltagare

Delstudie Il &r en populationsbaserad enkétstudie som genomférdes i ett 1an i mellersta
Sverige. Datainsamlingen pagick under perioden 3 mars 2011 till 31 oktober 2011 (Figur 1).
Totalt 2809 forlossningar agde rum vid lanets forlossningsklinik under ar 2011.
Maodrahélsovard i lanet bedrivs av cirka 70 barnmorskor vid 23 olika mottagningar, med
mellan 26 och 629 inskrivna gravida kvinnor per mottagning och ar. Totalt sker cirka 3000
nyinskrivningar av gravida kvinnor per ar i lanet. Tillsammans med barnmorskorna finns en
allmanlakare vid respektive vardcentral avdelad for att ansvara for den allmanmedicinska
varden for de gravida kvinnorna. En dverlakare har det évergripande ansvaret for

modrahalsovardens riktlinjer och samarbetar med en samordningsbarnmorska.
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Inklusionskriterierna for medverkan i studien var att kvinnan skulle vara inskriven vid lanets
modrahalsovard under datainsamlingsperioden samt folja basprogrammet fér okomplicerad
graviditet, utformat utifran de nationella riktlinjerna (39). Vidare skulle kvinnan kunna tala

och skriva svenska spraket.

Datainsamling och frageformular

Datainsamlingen startades successivt efter att alla barnmorskor verksamma i lanets
modrahalsovard erhallit skriftlig och muntlig information om studien. Den muntliga
informationen gavs vid tva olika lansgemensamma méten for modrahélsovardens
barnmorskor. Barnmorskor besoktes dessutom personligen pa (eller i anslutning till)
arbetsplatsen for ytterligare information samt utdelning av skriftligt informationsmaterial. De
kvinnor som bestdkte mottagningen for ett planerat besok for graviditetskontroll i
graviditetsvecka 36 eller senare och som uppfyllde inklusionskriterierna fick en kortfattad
muntlig information om studien av barnmorskan. Darefter delades barnmorskan ut ett kuvert
innehallande information om studien, svarsblankett, fraigeformular och svarskuvert. Totalt 564
kuvert delades ut. Om kvinnan accepterade deltagande skickade hon besvarat frageformular
respektive svarshlankett i tva separata kuvert till forskargruppen.

De 457 kvinnor som samtyckte till deltagande i studien ombads besvara ett frageformular vid
ett tillfalle nar de kommit till fullgangen graviditet (efter graviditetsvecka 37 fram till barnets
fodelse). Frageformularet utformades specifikt for den aktuella studien och baserades pa
klinisk erfarenhet samt tidigare studier (40). Den 6ppna fragan i frageformularet ligger till
grund for denna studie och lyder “Beskriv hur du uppfattar att ditt barns rérelser vanligtvis
varit under den nuvarande graviditetsveckan (beskriv bade hur mycket ditt barn ror sig samt

vilken typ av rérelser). Anvéand garna baksidan om du behdver” (Bilaga 2).

Dataanalys
De skrivna svaren analyserades genom innehallsanalys med systematisk textkondensering.

Som underlag anvandes ett analysschema utformat av Radestad och Lindgren (28) (Bilaga 3).

Nya koder i analysschemat tillfordes, beroende pa nya uttryck som upptacktes och
identifierades som koder i kvinnornas beskrivningar i enkéten. Analysschemat innehéll
kategorierna kraft och tryck, spjarnande, langsamma, fran sida till sida, stora, latta och
ryckiga. De sju kategorierna med underliggande koder for de olika rérelserna som kvinnorna
beskriver aterfinns beskrivna i bilaga 4. Alla texterna lastes igenom, koder relaterade till de i

analysschemat beskrivna rorelser, som kunde aterfinnas i texterna markerades och sorterades
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in under respektive kategori. Under denna deduktiva process skedde en begransad modifiering
av analysinstrumentet. Varje enskild kod i alla svaren markerades manuellt med olika féarger i
texten och marktes med enkatnumret som noterades en (1) gang per kod i analysinstrumentet,
aven om koden aterfanns flera ganger i samma text. Koder och kategorier genomlastes och
kontrollerades flertal ganger och diskuterades i forskargruppen. Slutligen kontrollastes alla
svaren en gang till for att sékerstalla kodningen. For statistiska analyser anvéandes
statistikprogrammet Statistical Package for the Social Sciences (SPSS) 20.0° ,numer IBM
SPSS Statistics.

Etiska aspekter

Under datainsamlingen fanns majlighet att kontakta forskargruppen via telefon for saval
rekryterande barnmorskor som for presumtiva som involverade deltagande. All data
behandlas konfidentiellt. Besvarade okodade enkater samt de ifyllda svarsblanketterna
forvaras i lasta arkiv vid Hogskolan Dalarna. Studien godkandes av regionala

etikprovningsndmnden i Uppsala, 2010-12-01, diarienummer 2010/238.
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RESULTAT
Delstudie |

Tjugotva av de 26 mammorna hade haft en foraning om att ndgot kunde ha hént deras véantade
barn innan de fick besked om att barnet hade détt. Mammorna upplevde att de férlorade
kontakten med sitt ofodda barn och anade att det var nagot som inte stamde. Insikten dkade
gradvis att barnet kunde ma daligt. | de flesta fall tog det ett och ibland flera dygn innan
mammorna forstod att det kunde vara allvarligt och man ville ha besked om hur barnet
madde. Det évergripande temat ”Det ar nagot som inte stammer” framtradde i analysen och
beskriver mammornas vag mot insikt om att nagot hant deras vantade barn.

Mammornas foraning kan beskrivas som en process fran en vag till en allt starkare kansla av
att nagot inte var som det skulle med barnet. Mammorna beskrev hur de sjalva eller personer i
deras omgivning normaliserade oron. For nagra fa mammor 6vergick kénslan till en insikt om
att barnets liv kunde vara hotat, men for de flesta var det obegripligt att barnet kunde do fore
fodelsen. 1 analysen identifierades sex kategorier som beskriver kvinnornas upplevelser innan
de far beskedet om barnets dod; 1. Inte kdnna kontakt med barnet; 2. Kénna oro; 3. Kénna att
nagot ar fel; 4. Inte begripa det ofattbara; 5. Vilja fa besked; 6. Vara saker pa att barnet ar
dott. Resultatet illustreras genom modellen Insiktstrappan; en nedatgaende trappa med sex
steg som leder mamman fran en vag kénsla av att nagot inte stammer till det definitiva

beskedet om att barnet inte langre lever (Figur 2).

Inte k&nna kontakt med barnet

Kanslan av att nagot inte stamde grundade sig oftast pa att mammorna inledningsvis kande att
barnet rorde sig mindre eller inte alls. Mammorna upplevde att de tappat kontakten med
barnet. De uttryckte att de visste nar, hur mycket och pa vilket sétt deras barn brukade réra
sig och de hade vant sig vid barnets vanor. Mammorna beskrev hur de lart kdnna barnets
egenheter genom rérelsemonstret, grad av aktivitet, vakenhetsperioder och sémnrutiner.
Barnets uteblivna rorelser och stillheten i magen da mamman inte forvéantade sig det,
uppfattades som ett annorlunda beteende. Mammorna sokte aktivt efter kontakt med barnet,
genom forsok till kommunikation och de férvantade sig gensvar i form av rorelser eller

sparkar efter att ha buffat pa magen, andra kroppslége eller druckit kallt vatten.

Kanna oro
Nar barnets gensvar uteblev och mammorna inte lyckades ateruppta kontakten med barnet
blev de oroliga. Mammorna beskrev en diffust krypande olustkansla som okar i intensitet till
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radsla. Flera mammor forsokte avfarda sin oro som dverdriven. Nagra hade ocksa svart att
verbalisera sin oro, man holl sina tankar och oro for sig sjalv, ibland for att skona sin partner
eller annan narstaende for att undvika att aven de blev oroliga. Andra mammor kande behov

av att beratta om sin oro.

Kénna att nagot ar fel

Insikten om att nagot kunde vara fel tilltog fran en vag foraning till en starkare, mer intensiv
kansla och misstanke, som enligt mammorna var svar att beskriva. Kunskap och erfarenheter
fran tidigare graviditeter kunde f& mamman att reagera 6ver att det var nagot som inte stamde.
De flesta mammorna hade inga fysiska symtom men kande &nda en tilltagande

misstanksamhet om att det var nagot som inte stamde, att nagot var fel.

Inte begripa det ofattbara

Trots den 6kande kanslan av att nagot var fel, beskrev mammorna att de inte forstod att nagot
allvarligt kunde ha hant barnet. Att barn kan d6 i magen var nagot man aldrig tankt pa att det
kunde handa i alla fall inte dem sjalva. Om mammorna uppmarksammat nagon avvikelse
trodde flera av dem att det horde till det normala, man funderade kring barnets valbefinnande
men forstod inte att barnet hade détt. Mammorna antog att det som skedde var normalt och
aven omgivningen forsokte normalisera. Mammorna férsokte intala sig att det de kénde trots
allt var normalt dven om de upplevde en allt starkare kansla av att det &r var nagot som inte
stamde. | den allt djupare insikten som blev pataglig forsokte de pa olika satt att vérja sig och
ville inte inse att barnet hade détt. De fick information och rad fran omgivningen inklusive
vardgivare som normaliserade deras upplevelse av att det var nagot som inte stamde.
Mammorna ville inte heller uppfattas som overdrivet oroliga, de avvaktade och funderade

over hur de skulle gora.

Vilja fa besked

Kanslan av att det ar nagot som inte stammer 6kar behovet av att fa besked av barnmorska
eller lakare om hur barnet mar. De flesta mammorna kande sig osakra och visste inte vad de
skulle tro men hoppades att barnet kanske sov, nagra forvantade sig inget annat besked &n att
barnet skulle leva och ville ha en kontroll utford for att kunna aterga till det vardagliga livet.
Alla kontaktade halso- och sjukvarden for att de forvantade sig ett bestamt besked. | ett par

fall kravde mammans allmantillstand akut vard.

Ké&nna att barnet har dott

De flesta mammor i studien som sokte vard for att fa veta hur deras barn madde nadde inte det
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sista trappsteget, det vill séga de forstod inte att barnet kunde vara dott nér beskedet gavs efter
ultraljudsundersokningen. Men de tva mammor som utvecklade graviditetskomplikationer
som kréavde akut omvardnad for deras egen, barnets eller badas 6verlevnad, var helt

Overtygade om att barnet hade dott.

Inte kdnna
kontakt
med barnet

Cro

Nagot &r fel

Inte begripa
det ofattbara

Vilia fa
besked

Vara séiker
pa att barnet
har dott

Figur 2. Insiktstrappan
Delstudie 11

Totalt 393 kvinnor besvarade den specifika fragan om upplevelsen av fosterrérelser under
graviditetsvecka 37-42, vilket motsvarande 79 procent av de tillgdngliga kvinnorna. Urvalet i
studien representerar 20 procent av alla kvinnor som fédde barn i regionen under

datainsamlingsperioden (Figur 1). Av deltagarna var 257 (65 %) forstfoderskor och 136 (35
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%) omfoderskor, 57 (15 %) var 25 ar eller yngre, 278 (70 %) var i aldrarna 25-35 ar och 58
(15 %) var éldre &n 35 ar.

De flesta kvinnorna, 173 (44 %) besvarade frageformuldret under graviditetsvecka 37, och
den néast storsta gruppen av 141 (36 %) under graviditetsvecka 38. Sextiotva (16 %) kvinnor
svarade i graviditetsvecka 39, 12 (3 %) i graviditetsvecka 40, fyra (1%) i graviditetsvecka 41

och en kvinna (0,2 %) i graviditetsvecka 42.

Tjugoatta kvinnor (7 %) i denna studie led enligt forlossningsjournalen av komplikationer
under graviditeten (tabell 3) som orsakade avvikelser fran mddrahélsovardens

rekommenderade besoksschema under médravard (Bilaga 5).

Kvinnornas beskrivning av rorelserna

Av de 383 (96 %) kvinnor som besvarade enkdten beskrevs rorelser som kunde klassificeras i
fem kategorier vilka sammanfattningsvis kallas kraftfulla; ’starka och tryckande”,
"langsamma”, “’stora”, “spjarnande” och “sida till sida”. Ingen statistiskt signifikant skillnad
identifierades mellan uppfattningen hos forstfoderskor och omféderskor av barnets rorelser.
Inte heller identifierades nagon skillnad mellan kvinnor i graviditetsvecka 37-38 jamfort med

kvinnor i graviditetsvecka 39-41.

Kraftfulla rorelser

Totalt 315 (78 %) av kvinnorna beskrev sitt barns rorelser som “starka och tryckande”, foljt
av 93 (24 %) "langsamma’ och 65 (23 %) "spjarnande” rorelser. | de Gvriga tva kategorierna
som innefattas i begreppet kraftfulla rorelser aterfinns” stora” och “sida till sida”, 65
respektive 66 kvinnor (18 %). Starka och tryckande rorelser beskrivs av kvinnorna som
bestdmda, kraftfulla rorelser som &r starka och tydliga. Kvinnorna upplever att barnet med
kraft och tryck pressar, boxar, knuffar och sparkar hart. Langsamma rorelser ar mer utdragna,
boljande rorelser som enligt kvinnorna lugnt sveper fram dver magen som i ’slow motion”.
Vid spjarnande rorelser, stracker, spanner och stretchar barnet ut kroppen. Barnets
kroppsdelar spretar och sticker ut at olika hall och kvinnorna beskriver att det kdnns som
barnet borrar och skruvar sig nedat. Sida till sida ar rorelser dar kvinnan beskriver att barnet
byter position, flyttar och andrar lage genom att vrida, vicka och véanda pa sin kropp fran den
ena sidan till den andra i hennes mage. Stora rorelser beskrivs som valtrande och omvalvande
rorelser som liknas vid valtrande kullerbyttor, som att barnet moblerar om i magen och

jordbavningar.
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Mindre kraftfulla rorelser

”Lé&tta "och” ryckiga ” rorelser beskrevs av 53 (13 %) respektive 7 (2 %) kvinnor (Figur 3).
De latta rorelserna ar sma, diffusa och forsiktiga och krafsande rorelser. Vidare beskriver
kvinnorna dem som att de ar kittlande som att barnet petar och pillar eller som svaga puffar.
Ryckiga rorelser beskrivs som snabba skakningar som kan vara pulserande. Barnet sprattlar,
skakar eller spratter men inte till f6ljd av hicka. Totalt 10 (4 %) kvinnor beskrev endast

rorelser som klassificerades som mindre kraftfulla.
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Figur 3. Fordelning av fosterrorelsernas olika typer for alla deltagare. Delstudie |1
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Tabell 3. Graviditetskomplikationer. Delstudie Il

Diagnos Antal
kvinnor

Graviditetskomplikation- ospecifik

Graviditetshypertoni

Graviditetshypertoni utan proteinuri

Graviditetshypertoni med proteinuri

Preeklampsi- ospecificerad

Latt- mattlig preeklampsi

Svar preeklampsi utan organpéaverkan

Graviditetsdiabetes, ej insulinbehandad

Ny N B N e S T

Tecken pa fetal hypoxi antenatalt, tex patologisk
antenatal CTG

Overdriven fetal tillvéaxt

Tillvaxthdmning

Oligohydramnios

Séatesandlage

Ospecificerat angestsymtom

Ablatio

Misstankt ablatio med blédning

Ablatio utan koagulationsrubbning

) ) LS T

Ablatio plac. Ospecificerad

RESULTATDISKUSSION

Mammor som mist sitt barn fore fodelsen beskriver att de haft en foéraning om att det var
nagot som inte stamde, innan de fick besked om att barnet dott. Kanslan baserades pa att de
upplevde att de forlorade kontakten med sitt barn. Mammorna kande oro men férstod inte att
barnets liv var i fara. De uteblivna rorelserna normaliserades bade av mamman sjélv och av

anhoriga. Ibland ocksa av personal inom hélso- och sjukvarden.

Kvinnor som har en okomplicerad graviditet upplever sitt ofédda barns rorelser i fullgangen
graviditet (graviditetsvecka 37-42) som kraftfulla. Fa kvinnor i den har studien rapporterade
rorelser som inte kunde klassificeras som kraftfulla.
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Gravida kvinnors upplevelser av fosterrorelser

Nar kvinnorna i delstudie I upplevde att barnet inte rorde sig som vanligt kande de att nagot
inte stdmde och blev oroliga. | en tidigare intervjustudie med 12 kvinnor som mist sitt barn
fore fodelsen framkom att de ocksa hade haft en foraning om att ndgot var fel. Innan de
kontaktade sjukvarden hade de kant minskade eller franvaro av rorelser, nagra hade ocksa
kant en tyngdkansla i magen. Kvinnorna har dven beskrivit att det ar svart att kommunicera

sin oro for barnet nar de kontaktar barnmorska, de ville inte bli sedda som onddigt oroliga (5).

Flera av mammor i den har studien formedlade att de hort och last att barn inte ror sig sa
mycket i slutet pa graviditeten. Under tiden for intervjuerna forekom det uppgifter i
laromaterial for barnmorskor och &ven i informationsskrifter till foraldrar, som ger stod for
mammornas beskrivning (41, 42). Det kan vara en forklaring till att de kvinnor som

verbaliserat sin oro hade fatt lugnande forklaringar bade fran anhoriga och fran vardpersonal.

Resultatet fran foreliggande studie kan forstas utifran en normaliseringsprocess; mammorna
tolkade de forsta symtomen pa att deras barn rérde sig mindre och svagare som att det var
fysiologiskt i slutet pa graviditeten. Sannolikt bidrog denna normalisering samt deras kansla
av att inte vilja soka vard i onodan till att de kontaktade varden for sent. En bidragande faktor
till detta kan ocksa vara hur fosterrorelser vid tiden for studiens genomforande framstalldes i
laromedel och informationsmaterial liksom svarigheten att kommunicera symtom och oro. |
en norsk studie dokumenterades att néstan hélften av de mammor vars barn dott intrauterint
vantade 24 timmar eller mer och en tredjedel av kvinnorna mer an 48 timmar utan att k&nna

barnet rora sig, innan man kontaktade vardpersonal (43).

Fyra mammor i studien hade inte nagon foraning om att nagot kunde ha héant deras barn, tre
av dessa mammor hade ett hastigt insjuknande, en mamma hade inte upplevt att nagot var

annorlunda.

Fostrets rorelser

Vi fann att bade mammorna som mist sitt barn och kvinnorna med okomplicerad graviditet
var vél fortrogna med sitt ofédda barns vanor och rérelsemonster. | delstudie Il fann vi att de
flesta kvinnor med okomplicerad graviditet uppfattade rorelserna som kraftfulla. Kraftfulla
rorelser har tidigare visats i studier (5, 18, 33, 35). Férmagan att uppfatta fosterrorelser
varierar mellan blivande mammor, for kraftfulla rérelser uppgar uppfattningsformagan mellan
59 till 100 procent, enligt Rayburn och McKean (44).
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De olika typer av fosterrorelser som klassificerades utifran analysmallen i féreliggande studie
var; starka och tryckande, langsamma, spjarnande, stora, samt rorelser fran sida till sida. Vi
fann att majoriteten av kvinnorna beskrev rorelser som kunde klassificeras som kraftfulla.
Carmichael och medarbetare (17) studerade 28 friska gravida kvinnor i graviditetsvecka 38
till 40. Forskarna fann att fosterrdrelserna visar ett monster av kraftfulla rorelser som &ar
konstant fram till forlossningen, till skillnad fran fostrets andningsrorelser som minskar.
Forfattarna konkluderar att rorelsernas styrka fram till forlossningen ar en indikator for
fostrets hélsa. Resultat fran en studie genomford i Nya Zeeland tyder pa att kvinnor som ofta
ké&nner starka fosterrorelser har en lagre risk for ogynnsamt graviditetsutfall, jamfért med de
som inte uppfattar starka rorelser. De kvinnor som inte uppfattade starka rorelser fran sitt
barn, hade sju ganger hogre risk for att barnet skulle do intrauterint. Kraftfulla fosterrorelser

kan vara en prediktor for att ett friskt barn fods, menar forfattarna (45).

I en norsk prospektiv kohortstudie fann forskarna att antalet fosterrorelser ar konstant under
en okomplicerad fullgangen graviditet under barnets aktiva perioder. Forekomsten av rullande
rorelser okar dock mot slutet av graviditeten, dessa rorelser kan uppfattas skilja sig fran de
mer distinkta sparkarna tidigare under graviditeten (12).

En studie baserad pa observationer med hjalp av ultraljud visar att fostret utfor upp till 130
kraftiga rorelser per timme, (13). For ett foster krévs ett tillrackligt flode av syre och
naringsamnen och ett friskt centralt nervsystem, for att rérelserna ska uppfattas som kraftfulla
(30). Det ar inte klarlagt huruvida barnets position i livmodern har nagon betydelse for barnets

rorelser (45).

Vi fann ingen skillnad mellan férstfoderskor och omfoderskors upplevelse av fostrets rorelser
i fullgangen graviditet. Flera studier har tidigare visar att paritet inte paverkar antal
fosterrorelser som kvinnorna noterar (44, 46, 47). Valentin och Marsal fann att orsaken till
omfoderskor registrerar nagot fler fosterrorelser troligen ar skillnader i kvinnornas formaga att

upptécka fosterrorelser (36).

Minskat antal fosterrorelser

Vi fann att de flesta mammor som mist sitt barn hade upplevt att rérelserna fran barnet blivit
farre och svagare. Mammans subjektiva uppfattning av barnets rérelsemonster har visat sig
vara en dverldgsen metod nér det galler att identifiera de barn som befinner sig i riskzonen for
ohdlsa eller intrauterin dod (33). De barn som visat minskad férekomst av fosterrorelser 16per

sju ganger Okad risk att drabbas av sjuklighet och dod fore fodelsen. Frgen (34) menar att med
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vaksamhet och vélinformerade mammor skulle risken for att barnet dér minskas. | samma
studie framkom att halften av mammorna vars barn dog intrauterint gradvis uppfattade
minskade rorelser fran barnet. Enligt forfattaren kan risken for intrauterin dod eller ohélsa
minska om mammorna far tillracklig information om vikten av att notera barnets
rorelseaktivitet och darmed kunna agera pa ett sadant satt att de skyddar sina ofédda barn
(34). Mammorna i foreliggande studie beskriver hur de har kontakt med sitt ofédda barn

genom att smeka magen och ge milda knuffar som ett vdlmaende barn reagerar pa.

METODDISKUSSION

Tva olika metoder for datainsamling anvandes i avhandlingsarbetet. Resultaten fran
djupintervjuer med kvinnor som forlorat ett barn i delstudie 1, gav nya fragestéllningar om

barns rérelser i livmodern under en okomplicerad graviditet, som studerades i delstudie II.

Delstudie I

Urvalet till studien utgors av personer som var intresserade att dela sin beréttelse. Resultatet
kan saledes inte generaliseras till alla kvinnor som mist barn. Méjligheten att 6verfora
resultaten starks dock genom att studien &r relativt stor for att vara en kvalitativ studie och att
det finns en variation av urvalet av mammorna avseende kvinnornas alder, paritet och

graviditetslangd och bostadsort samt tid som forflutit sedan barnets dod.

Minnesrelaterade problem i relation till den tid som forflutit mellan barnets déd och intervjun
kan ha minskat mojligheten att identifiera fenomen som férekommit. Det finns dock studier
som pekar pa att minnen av handelser kring forlossning har visat sig vara tydliga och
bestaende upp till 20 ar efterat. Minnen relaterade till livsavgérande besked har ocksa visat sig

vara detaljerade manga ar efterat (48)

Djupintervjuer ar en flexibel kvalitativ metod som later individen komma till tals. Det &r
nyansrikt och ger ingaende och omfattande forklaringar till reaktioner och agerande samt
storre forstaelse for mammor som fott ett dott barn, deras tankar, asikter och behov (49).
Intervjuaren har tidigare varit kliniskt verksam inom forlossningsvard och pa grund av
forforstaelse kan ett problem vara att informanternas beréttelser inte utvecklas tillrackligt om
for fa foljfragor stalls, darmed forsummas en djupare majlighet till information (49). En

fordel med forforstaelse, det vill sdga att ha kdnnedom och erfarenhet av det omrade som

23



studeras ar att ar att foreteelser och handlingar som for utomstaende kan verka betydelselGsa
eller svara att forsta, kan ha en stark innebord for den som har kdnnedom om det som studeras
(50).

Fordelen med kvalitativ innehallsanalys med induktiv ansats (51) som analysmetod ar att den
fokuserar pa tolkning av texter och kan anpassas till denna studies syfte, datamaterial och
forskarnas erfarenhet och kunskap (38). Texten far mening genom lasaren och har inte bara en
enda given mening. Flera tolkningar ar mojliga och kan vara giltiga &ven om de &r olika (52).
Alla forfattarna har l&st igenom samtliga intervjuutskrifter, utformat kategorier samt bearbetat
resultatet tillsammans. Trovérdigheten i foreliggande studie baseras pa att vi beskrivit hela
processen i detalj och belysande citat frin mammornas berattelser finns atergivna som gor det

mojligt for lasaren att vardera innehallet.

Delstudie 11

Urvalet for studien &r alla kvinnor som féljde de regionala riktlinjerna for besok vid
modrahalsovarden vid okomplicerad graviditet, saledes avsag vi att studera friska kvinnor
utan komplikationer under sin graviditet. Genom ett forfarande dér kvinnorna separat fran sitt
anonymt ifyllda svarskuvert skickade in en svarsblankett med sina personuppgifter kunde
eventuella graviditetskomplikationer identifieras. N&r en jamforelse med regionens statistik
genomfordes identifierades pa gruppniva att nio procent av kvinnorna hade haft
graviditetskomplikationer som sannolikt hade uppkommit efter att de rekryterades till studien
av sin barnmorska pa modrahalsovarden. Under rekryteringsperioden var 1053 kvinnor
inskrivna inom modrahalsovarden och antalet forlossningar var 1977. Det finns en osakerhet
kring antalet kvinnor som var mojliga deltagare i studien utifran de pa forhand formulerade
inklusionskriterierna. Baserat pa de uppgifter som inkommit fran barnmorskorna som
rekryterade kvinnorna till studien var 505 kvinnor méjliga deltagare inom
inklusionskriterierna. Siffran aterspeglar antalet kvinnor efter exkludering av de kvinnor som
inte kunde svenska spraket (n=65), kvinnor med komplicerade graviditet (n=66) samt kvinnor
som besvarat frageformularet fore fullgangen graviditet (n=59) samt kvinnor med flerbérd
(n=24) liksom kvinnor bosatta i annat 1an (n=15). Av de 505 mdjliga uppger barnmorskorna
att 12 kvinnor som uppfyllde inklusionskriterierna inte inbjods att delta pa grund av att man
glomde bort att fraga dem, samt att sju kvinnor inte ville medverka. 398 frageformular, ifyllda
av kvinnor som uppfyllde inklusionskriterierna atersandes, av dessa hade fem inte besvarat
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den for studien specifika fragan om fostrets rorelser. Saledes var 393 svar mojliga att
analysera och vi har erhallit svar fran 78 procent av de kvinnor som var méjliga att inga i
studien. Ett forsok till bortfallsanalys har gjorts for de 22 procent kvinnor som utgor bortfallet
i studien och det finns inte nagot som indikerar att dessa kvinnor skiljer sig jamfort med de

kvinnor som deltar i studien avseende sociodemografiska och obstetriska faktorer.

Problematiken for studien &r att vi inte vet nagot om de 1243 kvinnor som fétt barn i lanet
under perioden men som inte ingar i studien. Forklaringen till den hoga siffran beror till stor
del sannolikt pa att studiens start samt avslutande av datainsamlingen skedde successivt.
Barnmorskorna fick information vid olika tillfallen och deras forutséttningar utifran sin
arbetssituation avgjorde anslutningen till studien och hur rekryteringen av kvinnor kunde
genomforas pa respektive mottagning. Det finns saledes inget exakt startdatum och slutdatum
for datainsamlingen. Vid en dvergripande bortfallsanalys avspeglar saledes inte det mojliga

antalet deltagare det i statistiken faktiskt mojliga antalet deltagare.

Tio kvinnor i var studie beskriver rorelser som inte innehaller nagon av de rorelser som
aterfinns bland kraftfulla rérelser. Det kan inte uteslutas att en del av dessa kvinnor var bland
de 28 kvinnor med komplikationer under graviditeten och som identifierades efter att

frageformuléren hade fyllts i (tabell 3).

Instrumentet, det vill sdga den skriftliga 6ppna fragan: Kan du beskriva barnets rorelser
under den senaste veckan, ar validerat genom en tidigare genomford intervjustudie (28). Vi
kan dock inte utesluta att en skriftlig fraga uppfattas pa ett annorlunda satt jamfort med en
muntlig fraga. Dock erholls relativt utforliga beskrivningar i av hur kvinnorna upplevde
rorelserna och det fanns substans att analysera, detta avspeglas ocksa i de nya koder som
identifierades i analysen vilka har genom gatt upprepade granskningar och diskuterats i

forskargruppen.

Fortlopande diskussion och reflektion har skett i forskargruppen som har kunskap fran det
sammanhang i vilket delstudierna & genomforda. Syftet var att uppna konsensus genom
samstammighet vid tolkning av texter med fokus pa beskrivning av variationer genom

identifiering av likheter och skillnader i textinnehallet.
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SLUTSATS

Mammor som mist sitt barn fore fodelsen beskriver att de haft en féraning om att det var
nagot som inte stamde, innan de fick besked om att barnet dott. Kénslan baserades pa att de
upplevde att de forlorade kontakten med sitt barn. Mammorna kande oro men férstod inte att
barnets liv var i fara. De uteblivna rérelserna normaliserades bade av mamman sjélv och av

anhoriga. Ibland dven av personal inom hélso- och sjukvarden.

Kvinnor som har en okomplicerad graviditet upplever sitt ofédda barns rorelser i fullgangen
graviditet (graviditetsvecka 37-42) som kraftfulla. Fa kvinnor i den hér studien rapporterade

rorelser som inte kunde klassificeras som kraftfulla.

26



TACK

Tack till kvinnorna som deltagit i enkéatstudien och ett sarskilt varmt tack till de kvinnor runt

om i Sverige, som mist ett barn fore fodelsen och berattat om sina upplevelser.

Tack till all engagerad personal inom Mddrahalsovarden i Dalarnas lan och Kvinnosjukvarden

Dalarna, samt féreningen Spadbarnsfonden.
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LOSING CONTACT WITH ONE’S UNBORN BABY—
MOTHERS’ EXPERIENCES PRIOR TO RECEIVING
NEWS THAT THEIR BABY HAS DIED IN UTERO*
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Maélardalen University and Sophiahemmet University College,
Stockholm, Sweden

ABSTRACT

Background: A change in the pattern of movement of her unborn baby could
be indicative that the baby might die. Aim: To study mothers’ experiences
during the time prior to receiving news that their baby has died. Method:
Interviews with 26 mothers. Results: Premonition that something had
happened to their baby, a sense based on a lack of movements were experi-
enced. Six categories describe the mother’s insight that the baby’s life was
threatened: not feeling in touch with their baby; worry” feeling something is
wrong; not understanding the unbelievable; wanting information; and being
certain that their baby had died. The overarching theme “There is something
wrong” was formulated. Conclusion: The mother could not understand the
unbelievable: that the baby had died in utero. Implications: Mother’s should
be cautioned to trust their insights and seek medical advice if they are
concerned over the lack of movement from the unborn baby.

*This study was financed by the Swedish Infant Association.
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INTRODUCTION

If there is a change in the pattern of fetal movement or if there is no fetal movement
at all, this could indicate that the expected baby is unwell or has died in utero. A
significant proportion of all in utero deaths are preceded by decreased fetal move-
ment 24 hours prior to the confirmation of the baby’s death (Freen, Arnestad, Vege,
Saugstad, Stray-Pedersen, et al., 2001; Olesen & Svare, 2004; Pearson & Weaver,
1976). There is limited knowledge regarding how mothers think and act when they
are made aware of a change in the patterns of movement from their unborn baby.

Every year in Sweden, three to four babies out of every 1,000 are stillborn
(National Board of Health and Welfare, 2009). While other forms of infant
mortality have decreased, the general number of babies who have died prior to
birth has remained at the same level over the last 2 decades.

There is aneed to gain additional knowledge about how expectant mothers react
to their baby’s movement patterns in order to understand how they interpret the
symptoms that indicate that their baby could potentially be unwell and what
prompts being told that their baby has died in utero.

METHOD

A questionnaire with open and semi-constructed questions was developed
based on clinical experience and literature reviews. Both the questionnaire and
the interview technique were tested in a preliminary study with three women
who had each delivered a stillborn baby.

Recruitment for the main study was done in a small hospital in Sweden.
Information regarding the study, together with an expression of interest form for
participation, was sent to women who had given birth to a stillborn baby in a clinic
in the previous year. In order to recruit additional women from different parts of
Sweden, the Swedish National Infant Fund (an association for parents who have
lost children through death) was approached. Information regarding the study
and a request for participation were also posted on the association’s homepage.

The interviews were conducted in 2006 and 2007, and the women were
requested to describe their experiences based on the following question: “Did you
have any suspicions that your baby was no longer alive?” Follow-up questions
such as “Did you speak to anyone about your suspicion,” “Can you tell us
what you mean?,” “What did you think?” were asked when required. The ques-
tionnaire guide was used as support to establish structure within the conversa-
tions. However, the women were able to speak freely. The interviews were held
at a location selected by the mother, with 22 conducted in the mothers’ homes
and the other 4 at a different location.

The interviews commenced and concluded with general conversation, some-
times looking at photographs of the deceased baby. The interviews, each lasting
between 52 minutes and 2). hours, were audio-taped and then transcribed
and numbered from 1 to 26.
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Data Analysis

The transcribed interviews were worked through using content analysis
inspired by Lundman and Hillgren Graneheim (2008). All the interviews com-
prised a unit of analysis. The process began by reviewing the text before dividing
it into broad structures. Meaning units in the text were identified based on the
similarities and differences between them. The meaning units were then con-
densed and abstracted, and were coded with a brief description of the content of
the meaning units. Once an adequate number of codes with the same content had
been identified, they were classified into sub-categories and main categories.
Finally, the sub-categories and main categories were interpreted and formulated
as an overarching theme. The Research Ethics Committee at the University of
Dalarna approved the study.

RESULTS

Twenty-six mothers who had each given birth to a stillborn baby were inter-
viewed. Twenty-two were recruited via the Swedish National Infant Fund and
four from a local hospital. At the time of the stillbirth, the women were between
the ages of 22 and 39. The length of time between the stillbirth and the interviews
varied from 1 month to 6% years. For 17 of the mothers, the stillborn baby was
their firstborn and nine mothers had previously given birth to one or more babies.
Almost half the mothers had not received an explanation as to why their baby
had died (Table 1).

One mother had previously lost a baby before birth and one had given birth
to twins, one of which had died. All the mothers spoke Swedish and one had
migrated to Sweden from a non-European country. One mother had given birth
by Caesarean section. One mother was single and the others were either married
or cohabiting with the father of the baby at the time of the stillbirth. At the time
of the interview, two mothers were single and thirteen of the mothers who
were interviewed | year or more after the stillbirth were pregnant within 1 year
afterwards (not included in table).

Twenty-two of the mothers had a premonition that something had happened
to their unborn baby prior to receiving the information that it had died in their
womb. Six categories were established to describe the mothers’ feelings before
they received information:

not feeling in touch with their baby;

worry;

feeling something is wrong;

not understanding the unbelievable;

wanting information; and

being certain that their baby had died (see Table 2 and Figure 1).

O L L B
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Table 1. Socio-demographic Data Regarding the
Interviewed Mothers

Mother's Months
age at Gestational  since
Mother parturition Parity  weeks stillbirth Cause of death
1 35 I 42 17 Unexplained
2 39 \% 30 20 Placental abruption
3 33 1l 34 19 Placental abruption
4 34 ]l 35 35 Placental insufficiency
5 27 | 39 28 Unexplained
6 35 | 35 1 GBS infection, fetal damage
7 30 | 38 80 GBS infection
8 36 Il 39 71 Placental insufficiency
9 29 | 4 48 Unexplained
10 34 | 36 21 Unexplained
11 25 | 32 4 Unexplained
12 33 I 40 13 Unexplained
13 28 I 30 1 GBS infection
14 34 \Y% 38 31 Umbilical cord complication
15 28 I 38 28 E. coli infection
16 31 I 39 37 GBS infection
17 27 I 36 5 Unexplained
18 29 | 33 5 Unexplained
19 31 11| 37 12 Placental abruption
20 33 | 39 57 Placental abruption
21 22 I 40 5 Unexplained
22 41 | 37 18 Unexplained
23 34 I 42 5 Unexplained
24 32 | 37 5 Unexplained
25 26 I 33 15 Placental abruption
26 22 | 35 21 Malformation
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The overarching theme “There is something wrong” was formulated. The
mothers’ experiences can be illustrated as gradually descending a staircase toward
the insight that their baby’s life was threatened, yet for most of them it was
incomprehensible that the baby might die before birth (Figure 1). In most cases
it took one or more days before the mothers acknowledged that they wanted
information about the well-being of their baby.

Not Feeling in Touch with Their Baby

The mothers described how they became familiar with their baby’s habits
through their patterns of movement, level of activity, waking periods, and
sleep routines. The sense that something was wrong was often connected to
the feeling that the baby was moving less or was not moving at all.

When I awoke in the morning I felt no response. He just turned over in my
stomach.

... when I lay down on the couch around seven or eight o’clock, he would
always wake up. But he didn’t that evening and it felt very strange the
whole evening. [ tried to poke a little, but there was no reaction at all. It
was very still and quiet.

I used to wake up at night because he moved, but I slept all that
night and awoke early and the first thing I thought was that it was
so still in my stomach. I tried to move and lay down and nudged my
stomach and tried everything I used to do to get a response, but nothing
happened.

The lack of movement from the baby and a feeling of stillness in the stomach
when the mother was expecting kicks were perceived as different behavior.
The mothers actively sought contact with the baby by attempting different
means of communication and expected a response in the form of movement
or kicks after having nudged their stomach, changed their body position, or
drank cold water.

... 50 1 got up and drank some water and then sat down again. They had
said I should drink cold water, but I still did not get any response, so I drank
more water.

He always kicked immediately after I’d eaten, but there wasn’t anything
now. Then I tried to get him going, but there was nothing there.

I went to bed again and I lay there and nudged and turned from side to side,
but there was no response, and there always used to be a response.

Worry

The mothers began to worry when they did not succeed in getting a response
from or contact with the baby. The mothers described a vague uncomfortable
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Figure 1. The staircase to insight.
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feeling that was manifested in different ways such as nightmares, loss of appetite,
and restlessness. The uneasy feeling and worry escalated intensively, and many
mothers felt great fear. Many of the mothers tried to dismiss their own worry as
an exaggeration, and one mother felt silly that she was worried. Some of them had
difficulty in verbalizing their concern and kept their thoughts and worry to
themselves, in some cases in order to spare their partner or relative.

It was like a weird feeling in the stomach and then you start to worry.
I was really scared that something was wrong.

And then you get nervous, and I thought—I'm being silly, and then I went
back to bed.

No, I hadn’t spoken to my partner because I was really scared of scaring
him, it was enough that I felt that way.

Something is Wrong

The insight that something could be wrong ranged from a vague premonition
to a stronger, more intensive feeling and suspicion, one which was difficult for
the mothers to explain. Knowledge and experience from previous pregnancies
made some mothers react by thinking that something was not right. Most of the
mothers did not have any physical symptoms, but still experienced an ever-
increasing sense that something was not right:

. . .it started to crawl inside me—no, something is not right. The whole time
there was a feeling that was haunting me.

And then it was very calm, and at one point I felt alone, in a creepy way.

Not Understanding the Unbelievable

Despite the feeling that something was wrong, the mothers explained that they
did not understand that something seriously might have happened to the baby.
The mothers assumed that the lack of response from the baby was more or less
normal, based on a belief that the child moves less toward the end of a preg-
nancy—a view they also heard from people around them and sometimes from
healthcare professionals. The mothers tried to persuade themselves that what
they were feeling, despite everything, was normal, even if they experienced an
increasing feeling that something was not right.

But then I thought it was because he was so big now and there wasn’t enough
room to move and he has probably settled into position and everything else
I"d heard before should happen.

But, then you’ve heard people say that babies don’t move for a few days
and there isn’t any danger.
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I don’t believe I was able to think properly because it was awful. I was
thinking all the time—he will wake up, any time now he will wake up.

Wanting Information

The growing feeling that something was not right increased the need to obtain
information regarding the wellbeing of the baby from the midwife or physician.
Usually the mothers contacted the healthcare center for a check-up to determine
the health of the baby. Most of the mothers felt insecure and did not know what
to believe, but hoped that the baby was just sleeping. They were confident that
the healthcare professionals could fix whatever might be wrong. The mothers
anticipated that the child was alive, but wanted a check-up carried out so they
could return to everyday life again. The mothers explained that they had heard of
other mothers with similar experiences and everything had turned out well at the
health check-up. The mothers did not want to appear overly worried and felt that it
was silly to ask for help, waiting and thinking about how they would respond.

I convinced myself the whole time that it wasn’t anything. I felt dumb
for calling.

I called the delivery unit and they told me to drink cold water and wait a little.

. .. I just wanted to have it checked, have it over and done with so we
could come home again, I thought.

Being Certain that Their Baby had Died

Two mothers developed such serious complications during pregnancy that
they had to receive urgent treatment for their own survival, the survival of the
baby, or for their mutual survival as they were generally affected by bleeding
and pain. For these mothers this developed very dramatically and quickly. While
they faced personal danger, they also reflected over what was happening to
their baby and were convinced that the baby had died. One mother, without
any complication, was convinced that the baby had died when she contacted
her midwife at the antenatal clinic, the other 23 mothers had no thought that
the baby might have died.

When 1 lay down, severe bleeding occurred and my stomach became
rock-hard and totally still and at that point I understood that the baby had
now died, it was now dead, something had gone wrong! I felt that the baby
was dead, I was totally convinced. It felt just like a lump in my womb. . . .

DISCUSSION

Almost all of the mothers in this study had had a premonition that something
was wrong before the news that their baby had died in utero. The process the
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mothers described prior to being told of the baby’s death can be illustrated as a
descending staircase, where the steps represent different levels toward an insight
that there was a threat to the baby’s life. At a differing pace, alternately up and
down, the mothers spent varying lengths of time on the steps toward insight.
When the mothers lost contact with the babies they were expecting, they nudged
their stomachs, moved around, and drank cold water to establish contact, but
no response came from the baby. The mothers tried to curb their worry by
normalizing the baby’s lack of movement. They tried to protect themselves from
the insight that their baby’s life was in danger through their own explanations as
well as from people around them and healthcare professionals. Despite increasing
worry, there was no thought that the baby might have died, but when the worry
became too strong the mothers wanted to obtain information about what had
happened. They expected to be told that the baby was well. If this was not the
case, they believed it could be rectified.

Normalizing the Abnormal

We found that mothers in varying ways tried to make contact with the baby
before they turned to healthcare professionals for a check-up. The mothers
waited in the belief that the baby would move again. In a study conducted
in Norway, it was found that almost half the mothers whose child had died
in utero had waited 24 hours or more and a third of the mothers waited
more than 48 hours without feeling the baby move before they contacted
the healthcare clinic (Holm Tveit, Saastad, Stray-Pedersen, Berdahl, Flenady,
Fretts, et al., 2009). In the present study the mothers conveyed the understanding
that decreased movement was normal toward the end of a pregnancy, an
understanding they had gained from family and friends as well as from healthcare
professionals. Despite contradictious evidence concerning normal fetal move-
ments during the third trimester (Pearson & Weaver, 1976; Valentin & Marsal,
1986), the Swedish textbook for midwives states that: “Fetal movement normally
decreases from gestational week 32 based on decreased space in the uterus, and
women should be advised that this is the case” (Kaplan, Hogg, Hildingsson, &
Lundgren, 2009).

The possibility that the mothers in this study had been advised that the baby
would move less toward the end of the pregnancy and also that it had been difficult
for them to distinguish decreased movement from lack of movement cannot
be ruled out.

In this study the mothers curbed their worry for their child by normalizing
the lack of movement. The mothers developed their own explanations such as
“the baby is probably lying crooked,” “the baby is squashed,” and “there is not
much room to move around.” Above all, the mothers thought the baby was
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sleeping and would wake up soon. The mothers who had expressed their worry
had received reassuring explanations from both relatives and healthcare personnel
that a baby moves less at the end of pregnancy because it is larger and has
less room to move.

The mothers’ own understanding of the baby’s pattern of movement is one
method used to identify an unborn baby at risk (Freen et al., 2008). In 5% to
10% of all pregnancies there is decreased fetal movement. These babies are at
risk of illness or death. Freen (2004) believes that with caution and well-informed
mothers, the risk of the baby dying would be reduced. Fifty percent of mothers
whose baby had died in utero had recognized gradually decreasing movement
from the baby. Unborn babies seldom die suddenly and there is a possibility of
reducing the incidence of stillbirths if the mothers obtain sufficient information
regarding the importance of noting fetal movement (Freen, 2004). In view of the
fact that the mothers in the present study conveyed an understanding that babies
in general move less toward the end of the pregnancy. the possibility that the
mothers, prior to losing contact with the baby, felt decreasing fetal movement
and interpreted this as normal cannot be ruled out. It is not until the fetal move-
ment has completely disappeared that they react by feeling that something is
wrong. However, even then the mothers try to find normal explanations for
the lack of movement.

Attitudes toward Worry

An additional explanation as to why the mothers in this study waited before
secking medical advice is that they may not have wanted to be considered to be
worrying unnecessarily and to be in need of help. The mothers referred to others
who sought medical advice several times because of their concern, where it had
turned out that nothing was wrong with the baby. They did not want to be like
them. The mothers in this study conveyed an understanding that healthcare
services have an attitude that pregnant women in general are overly worried and
that their concerns are not taken seriously. It may be difficult to communicate
one’s worry over the baby if there is a reluctance to appear overly worried
(Trulsson & Radestad, 2004).

Defense Against the Unthinkable

Other explanations as to why the mothers did not immediately turn to
healthcare professionals when they lost contact with their baby may be that
they did not want to think that babies can die, a thought that mothers in this
study expressed as unreal and terrible. Although the mothers in this study
became increasingly worried that something serious might have happened to
their baby, they distanced themselves from the worst scenario—that the baby
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had died. They tried to protect themselves and their partner from the insight that
their baby’s life was in danger and when they contacted healthcare professionals
they expected to be told that the baby was well. The loss of a child is the most
devastating of all losses (Bowlby, 1988) the coping patterns of the mothers in
this study can be explained as a reaction to a threat of a forthcoming traumatic
event (Kleber & Brom, 1992).

No Premonition

The four mothers who did not have a premonition that something might
have happened to their baby described the time before receiving the news that
their baby was dead as normal. Two mothers had felt the baby move and came
to the delivery unit with labor pains. It is conceivable that the baby died at the
start of the delivery. Another mother was expecting twins and came to the delivery
unit to be induced. Both babies were alive 4 days carlier at the time of a check-up,
but on admission to the hospital it was found that one of the twins had died. The
fourth mother came for a planned visit to the midwife at the antenatal care clinic
and they talked and laughed as usual up until the time when the baby’s heart
beat was checked.

Method Discussion

The result of this study is based on data collected from a group of self-recruited
mothers. Memory problems related to the time that has passed between the baby’s
death and the interview may have lessened the possibility of identifying the
occurrence of other phenomena. The questions focused only on the period from
when the mother reacted to lost contact with the baby. We did not explore the
mother’s awareness of the baby's movement before this time. All the mothers in
this study believed that fetal movements decreased toward the end of pregnancy.
We can only speculate on whether a different outcome of the pregnancy might
have been possible if the mothers had not had this understanding.

SCIENTIFIC CONCLUSION

The mothers attempted to curb their worry by normalizing the baby’s lack of
movement. Calming advice from relatives and from healthcare professionals
delayed an examination of the baby’s condition. The mother could not understand
the unbelievable—that the baby had died in utero.
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CLINICAL IMPLICATIONS

Expectant mothers should be encouraged to trust their instincts and seek
medical advice if they are worried about their baby’s lack of movement in utero. If
a mother secks medical help because of decreased fetal movements, she should be
advised to obtain a check-up of the baby straightaway. Mother’s premonition that
something might have happened to their unborn baby may be a window of
opportunity to save the baby’s life.
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Abstract

Aim: To investigate the perceptions of fetal movements among women in full term

pregnancy.

Methods: A population-based study. Data were collected by distributing questionnaires
including one open question: “Please describe your perception of the baby’s

movements during this gestational week’” to be answered in writing. All antenatal clinics in
one of the counties in Sweden participated. Altogether 505 pregnant women were eligible and
fulfilled the inclusion criteria for this study. A matrix, listing seven types of movements was
used for the content analysis. Categorization of types of movements was performed with

regard to the context described by the women.

Results: 393 (79%) women responded to the open question. Altogether 383 (96%) women
perceived fetal movements that were sorted as powerful: firm (78%), slow (24%), stretching
(23%), from side to side (18 %) and large (18 %) movements. Most women described
movements that corresponded to more than one type of movement. Fifty-three women (13%)
also described light movements and seven (2%) startled movements, categorized as non-
powerful. Only ten (4%) women described movements that did not include any of the types

of movements in the powerful category.

Conclusions: In full term pregnancy, fetal movements should include the following three

criteria: presence, frequency and intensity.

Keywords: Content analysis, fetal movements, full-term pregnancy, perception
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Introduction

Decreased and weak fetal movements in late pregnancy are associated with adverse neonatal
outcomes. Enhanced knowledge about the women’s perception of the movements may
improve the possibilities for identifying fetuses at risk. A woman carrying her first baby
usually feels the first fetal movements in the 17" to 20" week of pregnancy. Between
gestation week 20 and 30, the movements become organized and the fetus begins to show
sleep- and wake cycles with inactive periods lasting up to about an hour (1). The fetal
movements show a progressive development in their complexity, and gradually the
movements become stronger, more frequent and regular, coordinated, complex and sustained
(2, 3) and whole body movements can be stronger and last longer than isolated movements
from arms and legs. The movement of the fetus in the uterus and the mother’s capacity to
perceive the movements are affected by several factors one of which is the position of the
mother. Most movements can be felt when the mother is lying down, fewer while she is
sitting upright and even fewer when she is standing (4). The position of the placenta in the
uterus (5) and the volume of amniotic fluid (6) also affect the mother’s ability to perceive
movements. There is also some evidence that psychological factors and duration of fetal
movement may affect perception (7). Most pregnant women perceive that the baby moves the
most during evenings, but every fetus has its own rhythm. Women’s perceptions of the
frequency and strength of fetal movements during the last three months of pregnancy has been
shown to be associated with the level of well being of the fetus and there is a previously

known association with risk for stillbirth if the movements are reduced or weak (9).

External sound and light stimuli, amniocentesis touch stimuli, and the oxytocin
challenge test have previously been used for examining fetal movements (2) and responses

have been recorded by mechanical electromagnetic or electronic devices or have been

50



determined by the women (10). Methods to monitor fetal movement vary from having the
mother chart perceived movement to methods requiring highly specialized equipment and
skilled professionals. Three techniques are available for monitoring fetal movements: real-
time ultrasonography, Doppler ultrasound, and recording maternal perceptions (11). General
movement is a category in which observations of speed, force and amplitude are used during
ultrasound examinations, which are conducted during the first and second trimester (11, 12).
Breathing, mouth and eye movements, and movements of the entire fetal body and strength

and duration of movement of specific parts of the fetus are all noted.

It has been suggested that fetal movements in the third trimester can be divided
into four groups: 1. Generalized fetal movements with stretching, 2. Kicking and rollovers
involving the whole fetal body, 3. Isolated trunk and extremity movements. 4. Lower
extremity movements and hiccups (13). Rayburn et al. (14) presented 1980 results from a
study where women were asked to count strong movements from fetal head, body or leg
according to a terminology that was agreed upon in advance. Fetal movements noted in their
study have been designated as: "rolling”, ”stretching” and "balling up”. Kicks and jabs from
the arms and legs were categorized as lighter movements and were to be counted as well. In
1982, Rayburn (15) presented three categories of fetal movements based on experience from
previous studies as well as from women’s own descriptions and expressions gathered from
studies of fetal movements with ultrasound. The first type of motion is described as “rolling
and stretching”, visualized as sustained and strong whole fetal body movement, and described
by the mothers as “rollover” and “stretch”. The second type is called “simple and isolated”
movements, visualized as short and strong movements from trunk and extremity with
mother’s description “kick, jab and startle”. The shortest and weakest type of motion is
categorized as simple, visualized as movements from lower extremity that the mothers

perceived as “flutter and weak kick “(15).
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Different researchers have created their own terms to describe the character of

the fetal movements, but no uniform terminology exists (8).

Problem area

It has previously been established that there is a risk for stillbirth if fetal movements are
reduced or week. It has also been generally understood that frequent and strong fetal
movements during the last three months of pregnancy are signs of satisfactory health of the
fetus. Since observation of fetal movement depends on the mother’s perceptions, is important

to study these perceptions more carefully.

Thus the aim of this study was to investigate the women’s perception of fetal

movements in full term pregnancy.

Material and Methods

This is a population-based survey in a county in the central part of Sweden. The data
collection was conducted during the period of March 1, 2011 to October 31, 2011.
Approximately 70 midwives at 21 clinics conduct the antenatal care in the county; the

smallest had only 26 women enrolled during that period, the largest 629.

Inclusion criteria in the present study were that the women were in full term
pregnancy, enrolled at a antenatal health clinic in the county, and followed the standard
visiting schedule for antenatal care i.e. women with no pregnancy complications (16). An

additional inclusion criterion was that the women were able to master Swedish.

A total of 2809 births took place at the birth clinics in the county during 2011,

and 1953 of these where singletons during the data collection period.
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A study-specific questionnaire was developed based on clinical experience and the literature.
The questionnaire included one single open-ended question regarding the movements of the
baby: “Please describe your perception of the baby’s movements during this gestational

week”. It was to be answered in writing, but no length for the written reply was specified.

The first investigator informed the midwife coordinator and the antenatal chief
physician and received their consent. Thereafter the principal investigator made a personal
visit to all clinics and gave information about the study and also handed out study material to
the midwives. The antenatal clinics were successively enrolled after information was given.
Participation from all clinics was achieved after a period of one month during which personal

visits were conducted.

The midwives gave a brief verbal presentation about the study and also handed
out written information to the women who met the inclusion criteria. Women, who consented
to participate, received a reply form, the questionnaire and two pre-paid return envelopes.
The reply forms with personal information and the completed questionnaires were returned to

the research team in separate envelopes. The questionnaire was completed anonymously.

Data Analysis

In this study, the analysis started with the deductive approach using a matrix developed by
Radestad and Lindgren (17). The matrix used was based on seven types of movements
identified in a previous study. These seven categories were diverged into two groups;
Powerful movements include: “firm”, “stretching”, “slow”, “from side to side” and “large”,
whereas non-powerful movements include: “light” and “startled” movements. First, the
transcripts were read through and statements that described fetal movements were identified.

Thereafter (step two), the statements were scrutinized and sorted to the appropriate domain of

the matrix. If there were several phrases/words corresponding to the same type of movement
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in the text, only one phrase per type of movement was counted for each woman i.e. “hard”
and “kick” was counted once for strong movements, “small” and “weak” was counted once

for light movements.

The texts were re-read and phrases corresponding to each of the seven
types were controlled several times and discussed in the research team. Also, the context in
which movements were described was taken into consideration when the movements were
sorted based into the type of movements. The categories were tested on a native English-
speaking midwife who confirmed the translations and suggested a different term in one of the

seven categories.

The results were compared between nulliparas and parous women and also
between women in gestational week 37-39, and gestational week 40-41 using chi-square

tests. Data analysis was carried out using the statistical software package SPSS 20.0 ®

To rule out those participants who experienced pregnancy complications after
having completed the questionnaire the women’s reply forms were compared with birth
statistics from the hospital where the women had given birth. The study was approved by the

Regional Research Ethic Review Board in Uppsala, Sweden (Dnr 2010/338).

Results

A total of 393 women answered the specific question during gestational week 37-42,
corresponding to 79 percent of the eligible women. The sample represents 20 percent of all

women giving birth in the region during the study period (Figure 1, Flowchart).
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Of the participants, 257 (65 %) were parous and 136 (35 %) nulliparas, 57 (15
%) were 25 years or younger, 278 (70 %) were 25-35 years and 58 (15 %) were older than 35

years.

Most women, 173 (44 %) completed the questionnaire during gestational week
37, and the next largest group of 141 (36 %) did so during gestational week 38. Sixty-two
(16%) women were in gestational week 39, 12 (3 %) in gestational week 40, four (1 %) in

gestational week 41 and one woman (0.2%) in gestational week 42.

According to birth records twenty-eight (7.1 %) women in this study suffered
from pregnancy complications that caused deviations from the standard visiting schedule to

be followed during antenatal care.

Perception of movements

Altogether 383 (96%) of the women described movements that could be categorized as
powerful since they were described in terms of at least one of the types: “firm”, “slow”,
“large”, “stretching” and “side to side”. A total of 315 (78%) of the women described their
baby’s movements as “firm” followed by 93 (24%) as ’slow” and 65 (23%) as “’stretching”
movements. Of the different movements 18 per cent respectively were sorted as ”side to
side” (n=65) and large” movements (n=66). “Light” and “’startled” movements were
described by 53 (13%) and seven (2%) women respectively (Figure 2, division of fetal

movements and Figure 3 Examples of women’s descriptions of the movements).

Only ten (4%) of the women described movements that could not be sorted as

powerful movements; the descriptions by these ten women of their perceptions of the

movements did not include any phrases corresponding to any of the types: “firm”, “slow”,

”stretching”, “’side to side” or ”large”. Also, the wording in their description could be
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understood, as the movements were perceived as weak. These women were all in pregnancy

week 40 or above, i.e 10/17 (58%) of the women in gestational week 40 or more.

Among descriptions of the movements in total; no statistically significant
difference was found between nullipara and paraous women. Neither was there any
statistically significant differences detected between women in gestational week 37-38

compared with those who were in gestational week 39-41.

Discussion

In this study a vast majority of women in full term pregnancy described their baby’s
movements as powerful.

Findings from the Auckland study in New Zealand show that women who
frequently feel strong movements have a lower risk of adverse pregnancy outcomes than those
who do not perceive strong movement more than once or twice during a two week period;
women who have a seven-fold risk of stillbirth. Repeated episodes of unusually powerful fetal
movements may therefore be a predictor for a safe pregnancy outcome (9). When ultrasound
was used to study 31 women in full-term pregnancy over a 24 hour period it was discovered
that the fetus performs up to 130 sharp movements per hour, lasting over a period as long as
75 minutes, regardless of maternal ingestion of a meal or glucose concentration in the blood
(18). Carmichael and colleagues (19) studied 28 healthy pregnant women in gestational
week 38-40 and found that the occurrence of fetal movements shows constant patterns
of forceful movements similar to the descriptions of movement from the women in our study,
and they concluded that the strength of the movements is an indicator for the health of the
fetus up to the time of spontaneous delivery. In this study we did not know each baby’s
complete health status but our results seem to be in line with results from previous studies. All

women participating in our study followed the standard visiting schedule for antenatal care
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when the completed the questionnaire i.e. they were healthy women with none diagnosed
pregnancy complication. When the women’s reply forms were compared with birth statistics
from the hospital where the women had given birth, only 28/393 (7,1%) women were
identified with pregnancy complications after having completed the questionnaire.

A Norwegian prospective cohort study found that the number of fetal
movements stays constant during the whole of a normal full term pregnancy when the baby
has active periods, but also found that the frequency of rolling movements increases towards
the end of the pregnancy, and can be perceived as being different from the more pronounced
kicks felt earlier in the pregnancy (20). We found that the majority of the mothers in this
study perceived firm, pushing and pressing movements by their baby. Slow, stretching, side-
to-side and large movements were also frequently described and possibly dictated by the
confined space in late pregnancy.

A healthy baby normally is strong enough to demonstrate vitality by strongly
moving in the patterns that can only be described fully by the mothers who are the real expert
in conveying information about these movements. There are a few studies that have explored
fetal activity and also compared the mothers' abilities in perceiving movement. De Vries et al
(12) used terms for movement introduced by Hooker in 1952 (24) and Humphrey 1964 (25).
Furthermore, De Vries et al categorized movement patterns observed by ultra sound in terms
of speed, force and amplitude (12).The ability to perceive fetal movement varies among
expectant mothers, but for forceful movements it amounts to 59-100%, according to Rayburn
and McKean (14). Rayburn describes in a later study (11) that strong or sustained activity
comes from the legs and body movements normally called stretching, kick and rollovers and
notes that the proportion of slow and rotational motions increases with gestational age. Others
have not found differences between nullipara and parous women observed in early pregnancy

in the latter part of the pregnancy, and our study confirms this observation.
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Only ten (4%) women in our study described movements that did not include any of the types
of movements in the powerful category i.e 10/17 (58%) of the women in gestational week 40
or more. We cannot exclude the possibility that some of these women were among the 28

women with complications during pregnancy (Table 1).

There is conflicting or limited evidence on many suggested factors that may
affect maternal perception. Intrauterine and maternal environmental factors can affect both the
woman's perception of movement and the actual movements made by the baby (7).
Physiological mechanisms affect the baby’s ability to perform powerful movements. Normal
movements require that neuromuscular functions of the fetus are intact, and this requires
adequate flow of oxygen and nutrients to a healthy central nervous system
(21). Fetal behavior is dependent on and reflects the activity of the central nervous system
and fetuses with birth defects may exhibit different movement behaviors (26). Whether
the baby’s position has any significance is disputed (7) and to understand what is normal well-
being of a fetus one also has to make connections to other variables such as mouth and
breathing movements and heartbeat patterns. Previous researchers have emphasized that the
development of more appropriate methods to analyze fetal behavior should have high priority
in clinical research. Nijhuis (26) proposes that the perception of the fetal movements can
be the first signals of possible reduced well-being in the fetus. The presence of movement is
important and it seems to be of even greater importance to pay attention to the
mothers’ perception of the movements. Raynes- Greenow et al (27), presents results similar to
those in our study. The authors suggest that it may be useful to focus on the type of movement

as well as on the number of fetal movements.
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Methodological considerations

This is a population-based survey; we strived to achieve the women’s perceptions of
movements from healthy unborn babies. One limitation of this study is that we cannot exclude
that pregnant women were invited to participate in the study, although they did not follow the
standard visiting schedule. They might have pregnancy related complications that could have
affected their unborn baby’s movements or the women’s perceptions of the movements.
During the examination of hospital data for birth outcome on group level we found that 28
women participated in the study although they didn't fit in to the standard visiting schedule for
antenatal care. It is not confirmed if they suffered from pregnancy complication already when
completing the questionnaires, however, some of the diagnosis indicates that the complication
turned up afterwards. Thus, this may have affected our results; it could be presumed that even
a higher rate of the category powerful movements had been reported had all pregnancies been

uncomplicated.

The strength of this study is that the women were free to describe how they
perceive their baby’s movements. Furthermore, the analyses of the movements were
performed without any knowledge about gestational week or parity, which strengthens the
validity of our results. The high response rate (79 %) indicates that the questionnaire was
easily completed. We have no reason to believe that the mothers who did not participate in the
study differ from those who participated. Birth outcome for all mothers who had been invited

to participate were examined as described above and no significant differences were detected.

Conclusion

In full-term pregnancy the mother usually perceives the baby’s movements as powerful. In

this study only four percent describe movements that cannot be categorized as powerful.

59



Clinical implications

An assessment of fetal movement should include following three criteria; presence, frequency

and intensity.
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Table 1. Pregnancy complications for the participating women

Pregnancy complications Number of
women
Unspecified pregnancy complication 1
Hypertension, gestational 4
Light- moderate preeclampsia 5
Severe preeclampsia 1
Diabetes, gestational 2
Suspect fetal hypoxia 4
Abnormal fetal growth 2
Fetal growth restriction 2
Oligohydramniosis 1
Breech presentation 1
Unspecified anxiety symptoms 1
Ablatio placenta 4
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Figure 1. Flowchart for data collection
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Figure 2. Division of fetal movements for all participants
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Type of Citation

movements

Strong Very active, shoving and pushing against my stomach. Too tight
to be able to kick, but is pushing a lot against my stomach with
back, knees, and feet.

Slowly The movements feel somewhat calmer now than earlier, more
like gentle wave movement. Sometimes she moves so that my
entire stomach changes form.

Stretching Mostly feels as if the baby is stretching out and is taking hold

with its feet against my ribs

From side to The baby “changes sides™ in my stomach. First it lies on the

side right side and then on the left.

Large Large movements, feels like the baby is rolling around rather
frequently, often especially when | am sitting still.

Lightly He/she shows sometimes that he/she is there by making small
pushes.

Startled Sometimes the movement can feel ”’spastic’ as if the baby

makes a quick jerky movement.

Figure 3. Examples of the women’s descriptions of the movement of the baby
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Bilaga 1. Frageguide. Studie |

1. Kan du beskriva hur det var nar du fick reda pa att ditt barn inte levde langre?

a)
b)
c)
d)
e)

Hade du sjalv nagon misstanke om att Ditt barn inte levde langre?
Pratade du med nagon om din misstanke?

Vem beréattade for Dig att barnet inte levde langre?

Vad kande Du da?

Vad fick Du for stéd och hjélp i samband med beskedet?

2. Kan du beskriva hur du upplevde tiden fran beskedet om att Ditt barn inte levde och

till forlossningen borjade (startades)?

a)
b)
c)
d)
e)
f)
9)
h)
i)
)
K)
1)

Vad hande efter att Du fatt beskedet om barnets dod?

Vilka personer fanns med dig efter att du fatt beskedet?

Vad sa dom?

Vad gjorde dom?

Hur fick Du information om vad som skulle ske?

Pa vilket satt var Du med och paverkade besluten?

Varfor fick Du vanta pa att forlossningen skulle sattas igang?

Hur kandes det att vanta pa att forlossningen skulle séttas igang?

Vad gjorde Du under tiden Du véntade pa att forlossningen skulle borja?
Vilket var det svaraste med att vanta? Vad var det positiva med att vanta?
Vad fick Du for stdd och hjélp innan forlossningen startade?

Pa vilket satt kunde din omgivning hjalpa Dig?

m) Vad uppfattar Du var viktigt for Dig under den har tiden?

3. Vad upplevde Du nér ditt barn féddes?

a)
b)
c)
d)
€)
f)

Vad kande och tdnkte Du innan barnet foddes fram?

Vad kande Du nér barnet foddes?

Vem/vilka var med Dig nér barnet foddes?

Vad hande efter att barnet fotts fram?

Vad fick Du for stod och hjélp i samband med forlossningen?

Vilka minnen har du fran ditt barn, ar det ndgot minne du saknar? Ar det ndgot minne
du skulle ha velat ha annorlunda?

4. Hur upplevde Du tiden efter forlossningen?

a)
b)
c)
d)

Vad hande efter att forlossningen var klar?

Hur upplevde Du de forsta dagarna efter forlossningen?
Vad fick Du for stod och hjélp de forsta timmarna/dygnen?
Vad kénde Du n&r Du kom hem igen?
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e) Vilket stod fran omgivningen hade Du den forsta tiden hemma?
f) Vad hande sedan, under det forsta aret efter barnets fodelse?
g) Vad kéandes viktigt for Dig under det forsta aret?

5. Vad vill Du ge for rad till personal som méter kvinnor i liknande situation?

a) | samband med beskedet om att barnet inte lever
b) Tiden fram till att foérlossningen borjar

c) Under forlossningen
d) Tiden efter forlossningen, forsta aret efter barnets fodelse
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Bilaga 2. Frageformular. Studie 11
1. Vilket @r dr du fédd? ...

2. Vilket datum dr ditt vdntade barn berdknat att fodas? ...................
3. Hur mdnga fullgdngna graviditetsveckor har gatt nu .................

4. Ar barnet ditt forsta barn? O Ja O Nej, jag har fott..........

5. Kryssa i hur du tycker att foljande pdastdende gdller fér ditt barn under den

nuvarande graviditetsveckan:

Mitt barn ror sig mycket pd morgonend Ja O Nej O Vet ej
Mitt barn rér sig mycket pd dagen O Ja O Nej O Vet ej
Mitt barn ror sig mycket pd kvdllen 0O Ja O Nej O Vet e}

Mitt barn rér sig mycket pd natten 0O Ja O Nej O Vet ej

6. Beskriv hur du uppfattar att ditt barns rorelser vanligtvis varit under den
nuvarande graviditetsveckan (beskriv bdde hur mycket ditt barn rér sig samt vilken typ

av rorelser). Anvdnd gdrna baksidan om du behéver:

7. Om du skulle fa rddet av din barnmorska att ridkna ditt barns rérelser och skriva upp
antalet rorelser, skulle du kunna tdnka dig att géra det varje dag fran graviditetsvecka

34 och fram till forlossningen?

O Ja O Nej O Vetej

8. Om du svarat JA pa fraga 7, hur lang tid varje dag dr rimligt att rdkna?
O 10 minuter O 20 minuter

O 30 minuter O 1timme
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9. Foljande meningar beskriver tankar, kdnslor och situationer som blivande mammor kan

kédnna och uppleva under graviditeten. Lds varje pastGende och sdtt ett kryss i den ruta

som bdst beskriver hur du kdnt dig under den senaste manaden.

Ndstan

Jdamt

Ofta

Ibland

Ndstan

aldrig

1. Jag undrar hur barnet ser ut nu

2. Jag forestdller mig att kalla barnet vid namn

3. Jag gldds at ndr barnet rér sig

4. Jag tror att mitt barn redan har en personlighet

5. Jag later familjemedlemmar och ndra vénner
ldgga sin hand pa min mage fér att kdnna barnets

rorelser

6. Jag vet att olika saker jag gor upplevs olika av

barnet

7. Jag planerar saker jag vill gora med mitt barn

8. Jag berdttar for andra vad barnet gor i magen

9. Jag forestdller mig vilken del av barnets kropp

Jjag berar

10. Jag vet ndr barnet sover

11. Jag kan géra sa att barnet rér pa sig

12. Jag koper eller gor saker till barnet
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13. Jag kdnner att jag dlskar barnet

14. Jag forsoker forestdlla mig vad barnet gor i

magen

15. Jag tycker om att hdlla omkring barnet

16. Jag drommer om barnet

17. Jag vet varfor barnet rér pd sig

18. Jag stryker pa barnet genom magen

19. Jag delar hemligheter med barnet

20. Jag vet att barnet hor mig

21. Jag blir mycket ivrig ndr jag tédnker pa barnet

Tack for din medverkanl!

Ldgg det ifyllda formuldret i ett av kuverten, klistra igen och posta.
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Bilaga 3. Analysschema enligt Radestad och Lindgren. Studie 11

Kategorier

Antal kvinnor som uttryckt
nagot i denna kategori (en
pinne per kvinna och
kategori, samma kvinna kan
dock finnas i flera kategorier)

Uttryck som vi bedomt tillhdra
kategorierna till vénster:

Tryck inifran

Kraftiga rorelser

hart, tydligt, starkt, stangande,
bokande

Latta/sma rorelser

sokande, smekning, diffusa,
tvekande, puffar, puttar, sma
sparkar, killar

Vander och flyttar sig

Stréacker pa sig

Spjérnar, drar, stramar

Buffar, knuffar, puttar

Stora rorelser

Omvilvande, lang

Vickar fram och tillbaka

Langsamma rorelser

sega, glidande, mjuka,
foljsamma

Skruvande rorelser

vobblande, vridande, ormande

Ryckiga rorelser

kickar, spréttning, darrning

Knackningar/krafsande/studsande
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Bilaga 4. Analysschema for enkétfraga 6. Studie 11

Kategori

Uttryck

Enkatnummer

Kraftiga och
tryckande inifran

Buffar, knuffar,

Press, sparkar, livliga, harda, starka, rejala,
tydliga, kl&mmer, kontrollerande, bestdmda,
centrerade, kraftfulla, skarpa, knélar, buttar,
bullrar, békar, boxar, slag, knadar

Spjérnande

Stracker, spjérnar, drar, stramar

Stretchar, sticker ut/pa, skjuter ut/pa, putar,
bula, bullande, buktar, spénner, spretar,
stretar, skruvande, vobblande, vridande,
ormande, gravande, borrande grejande nerat,
volter, tumlande, rullar, slingrande, kryper
ihop, snurrande

Langsamma

Sega, glidande, mjuka, foljsamma, béljande,
slow motion,

Lugna, utdragna, svepande, lena, runda,
vagor, vandrar, drag, drar

Fran sida till sida

Vander, flyttar, vickar
Vrider,snurrar, &ndrar l4ge,helomvéndning

.Omvélvande

Stora, langa, valtrande, hela,
Rullande, vevande, kullerbyttor,
jordbavning, méblerar om, synliga

Léatta

Sma, sokande, smekning, diffusa, tvekande,
puffar, puttar, kittlande

Forsiktigt, stryker, utsuddat, krafsande,
bubblande, grejar, pillar, petar

Ryckiga

Kickar, spréttningar, darrningar

Pl6tsliga, snabba, hoppar, sprattlar, spritter,
viftningar, vibrerar, fladder, halka, rytmiska,
haftiga, cyklar, skakar
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