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Abstract 

Background During the first year postpartum, about 25 per cent of Swedish women with severe perineal trauma 
(SPT), i.e., a third- or fourth-degree perineal laceration at childbirth, are unsatisfied with their healthcare contacts. Fur-
ther, there is a lack of research on the more long-term experiences of healthcare encounters among women with per-
sistent SPT-related health problems. This study explores how women with self-reported persistent SPT-related health 
problems experience their contact with healthcare services 18 months to five years after childbirth when the SPT 
occurred.

Methods In this descriptive qualitative study, a purposive sample of twelve women with self-reported persistent 
health problems after SPT were individually interviewed from November 2020 – February 2022. The data was analysed 
using inductive qualitative content analysis.

Results Our results showed a paradoxical situation for women with persistent health problems due to SPT. They 
struggled with their traumatised body, but healthcare professionals rejected their health problems as postpartum 
normalities. This paradox highlighted the women’s difficulties in accessing postpartum healthcare, rehabilitation, 
and sick leave, which left them with neglected healthcare needs, diminished emotional well-being, and loss of finan-
cial and social status. Our results indicated that these health problems did not diminish over time. Consequently, 
the women had to search relentlessly for a ‘key person’ in healthcare who acknowledged their persistent problems 
as legitimate to access needed care, rehabilitation, and sick leave, thus feeling empowered.

Conclusions Our study revealed that women with persistent SPT-related health problems experienced complex 
health challenges. Additionally, their needs for medical care, rehabilitation, and sick leave were largely neglected. Thus, 
the study highlights an inequitable provision of SPT-related healthcare services in Sweden, including regional dispari-
ties in access to care. Hence, the authors suggest that Swedish national guidelines for SPT-related care need to be 
developed and implemented, applying a woman-centered approach, to ensure equitable, effective, and accessible 
healthcare.
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Background
Intrapartum and postpartum healthcare should ideally 
be high-quality, evidence-based, and a positive experi-
ence stemming from woman-centred care with a holis-
tic approach based on human rights [1]. This approach 
acknowledges each woman’s articulated needs and 
expectations in her social, emotional, physical, spiritual, 
and cultural context [2]. Nevertheless, during the first 
year postpartum, about one in four Swedish women with 
severe perineal trauma (SPT) [3], i.e., a third- or fourth-
degree perineal laceration involving the anal sphincter 
muscle and anorectal mucosa at vaginal childbirth [4], 
are dissatisfied with their care and one in three women 
report ongoing health problems related to their SPT. 
Women with SPT may suffer from various physiologi-
cal and psychological consequences such as pain [5, 6], 
incontinence [7], defecation problems [8], vaginal pro-
lapse [5], sexual dysfunction [9] or depression and anxi-
ety [10–12].

Reducing physical symptoms is essential to support 
emotional and social recovery after any perineal trauma 
[13, 14]. Women with SPT emphasise that professional, 
competent, and respectful attitudes from healthcare 
professionals (HCPs), including individual and adapted 
information, facilitate, and promote their postpartum 
recovery. Thus, the HCPs’ competence and knowl-
edge of treatment options is a prerequisite for women 
to access needed care [15]. An additional problem in 
the Swedish context is the lack of national recommen-
dations or guidelines, which enables each of the 21 
regions to develop own regional and local guidelines. 
An audit of the existing regional and local guidelines for 
prevention and care of SPT shows an unexpected diver-
sity or lack of evidence-based recommendations [16]. 
However, dissatisfaction with access to healthcare has 
been expressed by women with persistent, i.e., beyond 
one year postpartum, SPT-related health problems [6, 
17]. Furthermore, women criticise inadequate or absent 
support [6, 18], poor information and education [6, 10, 
18], and lack of follow-up care regarding SPT and its 
potential psychological and social consequences [6, 10]. 
Postpartum care focuses more on the baby than the 
mother’s well-being [18, 19]. Also, the available treat-
ment options are perceived as limited and outdated 
by those with access to needed care [17, 18]. Moreo-
ver, women with SPT describe that some HCPs tend 
to normalise their SPT-related problems [10, 17–22], 
and women are met in unprofessional and disrespectful 

ways [17, 23], where HCPs are perceived as ignorant, 
nonchalant, and questioning women’s symptoms [10, 
17]. Previous research [24] indicates an institutional 
objectification of women with SPT by Swedish health-
care providers hindering access to healthcare, sick 
leave, and occupational rehabilitation after SPT. In 
contrast, women also report being acknowledged and 
liberated when HCPs have a professional and empathic 
approach and provide continuity of care that enables 
access to care for persistent SPT-related health prob-
lems [17–19, 25]. Thus, several women who sustained 
an SPT during childbirth do not experience access to 
needed and necessary care, a fact that needs further 
exploration.

Globally, sexual and reproductive health and rights 
(SRHR) are crucial for individual health and gender 
equality [26]. Current issues within SRHR and mid-
wifery are controlled by the institutional power in 
health institutions, i.e., medical power [27], connected 
to the still-existing economic and educational disad-
vantages of women globally, which are also feminist 
issues [26, 28]. As midwife stands for ‘with woman’ 
[28], gender or feminist approaches are used in advanc-
ing midwifery theory [27, 29] and various aspects of 
SRHR topics such as breastfeeding promotion [30], 
birth plans [31] and attitudes towards contraceptives 
[32]. In midwifery and feminist approaches, the bio-
logical material body and the socially constructed gen-
dered body are viewed as intertwined [33]. Moreover, 
midwifery care is recommended to be woman-centred 
[1, 2], focusing on the individual woman’s needs and 
transferring control from the institution to the woman 
herself. However, despite the different organisations of 
sexual and reproductive healthcare between countries, 
international research shows similar results regarding 
women’s diverging experiences with postpartum SPT-
related healthcare [6, 15, 17, 18].

In sum, there is growing evidence showing that many 
women with persisting health problems caused by 
SPT are often, but not always, met with mistrust and 
ignorance when seeking care for their problems. Even 
though there may be national, regional, or local pro-
tocols or guidelines for care after SPT, women with 
persistent SPT-related problems still raise their voices 
about the difficulty of getting access to competent qual-
ity care. This indicates a potential gender bias [34] and 
a need for gender theoretical perspectives in midwifery 
[28], as utilized in this study. Additionally, few studies 
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explore the care-seeking experience among this group 
of women in a longer time perspective after childbirth 
when the SPT occurred.

Methods
The aim of this study is to explore how women with self-
reported persistent SPT-related health problems experi-
ence their contact with healthcare services 18 months to 
five years after childbirth when the SPT occurred.

Study design and context
The present study is part of a larger research project 
investigating the long-term consequences of SPT on 
quality of life, working life, and healthcare contacts. 
This study had an inductive qualitative interview study 
design applying qualitative content analysis to analyse 
data [35–37]. This method searches for patterns, e.g., by 
identifying similarities and differences in the data. The 
researchers obtain an in-depth understanding of the 
studied phenomenon through abstraction and interpreta-
tion [36]; thus, an appropriate method to apply to cap-
ture women’s experiences of their healthcare encounters 
when seeking medical help and support. Throughout the 
research process, the recommendations for qualitative 
research according to ‘Consolidated criteria for reporting 
qualitative research’ (COREQ) were followed [38].

Sweden has 21 partly independent regions primar-
ily responsible for providing healthcare services to the 
population. Healthcare services are tax-funded, and 
the regions have extensive autonomy to decide upon 
the healthcare services within each region based on the 
frameworks of the Health and Medical Service Act [39]. 
Additionally, within the Swedish social security system, 
480 days of paid parental leave are allocated to each child 
in Sweden and can be utilised by their legal guardian(s) 
until the child is twelve years old. Of these 480 days, 60 
days are specifically assigned to each parent, and the 
remaining days are split between parents as desired. The 
financial compensation is based on the parent’s income 
and is financed by taxes [40].

In Sweden, midwives are the primary care providers 
to women with normal pregnancies, births, and post-
partum care. In case of complications to pregnancy 
and childbirth, midwives collaborate with other medi-
cal professionals, especially obstetricians. For example, 
midwives suture first- and second-degree perineal lac-
erations, while obstetricians are responsible for all SPT 
repairs [41]. Generally, in Sweden, women who sustain 
an SPT during childbirth are offered a check-up with the 
obstetrician responsible for the repair before discharge 
and should also have a follow-up with an obstetrician 
or sometimes a physiotherapist within the postnatal 
period. Thereafter, women with no mayor initial healing 

problems are advised to contact relevant healthcare 
services if any health issues related to the SPT should 
arise in the future. Women presenting with complicated 
healing are treated accordingly. Additionally, women 
with second- to fourth-degree perineal lacerations are 
assessed with questionnaires three times during the 
first year postpartum by the National Perineal Lacera-
tion Register. However, there are no recommendations 
in Sweden for prolonged check-ups for women with SPT 
after the postnatal period and no guidelines on organised 
check-ups for women with prolonged symptoms due to 
SPT exist [42, 43].

Procedure
Women with persistent SPT-related health problems and 
characteristics were purposively recruited to achieve a 
heterogeneous sample reflecting multiple experiences. 
An overview of inclusion and exclusion criteria can be 
found in Table 1.

The closed Swedish Facebook community ‘Förlossn-
ingsskadad? Du är inte ensam!’ [‘Injured at childbirth? 
You are not alone!’] functioned as a recruitment platform 
for a national sample of women reporting persistent SPT-
related health problems. The Facebook community is 
secluded to women with SPT and started in 2014. Dur-
ing the data collection period (Nov 2020 – Feb 2022), the 
group had over 7,600 members; today, the community 
has grown to include over 9,500 members [44].

In late November 2020, the administrators of the Face-
book community pinned a digital poster with study infor-
mation and a link to the study homepage in the group 
feed. The study homepage contained written informa-
tion on the research project and contact details for the 
research group if any women wanted additional infor-
mation about the study. Interested potential participants 
contacted the research group via a contact form on the 
homepage, and the first author (KT) confirmed that the 
potential participants met the inclusion criteria via tele-
phone. Thirteen participants from different parts of Swe-
den showed interest in participating and left their contact 
information. One woman never responded to our efforts 
to reach her. The remaining twelve women fulfilled the 
inclusion criteria and were invited to an interview. Before 
the interview, the women answered a digital survey on 
background data (such as demographic data, education, 
employment, sick leave, and childbirth history) distrib-
uted via  REDCap®, a web-based application to create 
secure online questionnaires and research databases [45]. 
The interviews were finalised in February 2022.

Data collection
We collected data via individual open-ended interviews 
[46], supported by a semi-structured interview guide 
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[see Additional file  1]. The interview guide, developed 
by KT and MP with input from MW and IL, was based 
on literature reviews, our awareness of gender as a social 
construct [33], and the clinical pre-understanding within 
the research group. After a pilot interview conducted by 
KT (not included in the data), minor adjustments were 
made to the interview guide. The final interview guide 
covered the topics of everyday life experiences, work, 
and general functioning. However, despite the mentioned 
interview topics, the emergent study design and the abil-
ity to speak freely about what was perceived as important 
for their daily functioning, the contacts with healthcare 
services was brought up in vivid and extensive narra-
tives by all participants as part of their descriptions of 
their challenges in everyday life and their ability to func-
tion at work. Hence, the experiences the women made of 
the healthcare services played an important role for the 
women in their daily management of SPT-related health 
problems.

As data collection occurred during the COVID-19 
pandemic, all participants were interviewed digitally 
via  Zoom® [47, 48]. With the participant’s consent, the 
interviews were audio-recorded via  Zoom® and a sepa-
rate digital recorder (as backup). Any Zoom video files 
automatically generated were deleted directly after the 
termination of the interview to protect participants’ 
identities. The first author interviewed all women; in 
two interviews, co-authors (IL or MW) also attended. 
The authors had no professional or personal affiliation 
with the enrolled participants. Detailed interviews rang-
ing from 29 – 112 minutes (median: 61.5 minutes) gave 

extensive data. All interviews were performed in Swedish 
and transcribed verbatim. After that, the first author vali-
dated the transcripts for accuracy by reviewing the text 
while listening to the recordings.

Authors’ pre‑understanding and theoretical positionality
The research group comprises three midwives (KT, IL, 
MP) and one physiotherapist (MW). We all have exten-
sive professional experiences from clinical practice in 
primary and in-patient care, where three authors (KT, IL, 
MP) have specific professional experiences of caring for 
women with SPT. Additionally, we are women, feminists, 
and mothers with various birth experiences. Further, 
the group holds expertise in gender studies and qualita-
tive research within midwifery science, such as perineal 
trauma and medical sociology. Hence, we stem from a 
social constructivist research standpoint and utilise our-
selves as co-constructors in the analysis process. As femi-
nist researchers, we apply a gender theoretical lens to the 
data.

Data analysis
The interviews were analysed using qualitative content 
analysis with an inductive and stepwise approach focus-
ing on the manifest and latent content [35–37]. The inter-
views, transcripts, and analysis steps were performed in 
Swedish.

The analytical procedure started with reading the tran-
scripts multiple times while highlighting text, mean-
ing units, with content relevant to the aim of this study. 
Then, identified meaning units were condensed, focusing 

Table 1 Overview of inclusion and exclusion criteria
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on preserving their core meaning and labelled with mani-
fest codes [35–37]. Initially, KT coded one interview and 
triangulated those codes with the principal investigator 
(MP). KT then coded the rest of the interviews. In the 
next step, similar codes were clustered, forming subcat-
egories based on the manifest content. Moving towards 
an interpretation of the content, categories were created 
by the abstraction of subcategories. This was done by KT 
and MP separately and then triangulated to identify sig-
nificant concepts. Next, the preliminary categories and 
subcategories were triangulated with the whole research 
group until a consensus was obtained. To answer the 
question of ‘what?’ and ‘how?’ within the data, the latent 
content and thread of meaning were identified by cluster-
ing and abstracting the emerging findings to form sub-
themes and a theme [36, 37]. The emerging findings were 
also peer-reviewed and discussed at a research seminar. 
The finalisation of the analysis resulted in an overarching 
theme and four subthemes. The translation of categories, 
subthemes, theme and inserted citations from Swedish 
into English was performed as a last step. The translation 
and choice of words were discussed between authors (all 
knowledgeable in English) to reach a consensus and min-
imise translation bias.

During the coding process, the researchers used 
 MAXQDA® [49], a software for organising, transcribing, 
analysing, and visualising qualitative research data, and 
Microsoft  Excel® [50] as aids to organise the codes.

Results
Demographics of included participants
The background characteristics of the twelve participants 
in the final sample are presented in Table 2.

The participants identified themselves as cis women, 
i.e., their gender identity matched their sex assigned 
at birth [51], and are thus referred to as ‘women’ in this 
paper. All women were in a partner relationship. The 
women reported a broad spectrum of physical and phy-
cological health problems following the SPT at childbirth, 
e.g., urine or anal incontinence, pain in the lower abdo-
men, sexual dysfunction, and depression. Thirty per cent 
of the women had full-time employment, and the pro-
portion of parental leave varied from 12% to 100% (three 

women had an ongoing parental leave with subsequent 
children at the interview). Further, 60% of the women had 
a sedentary occupation. Five women had been on sick 
leave after reconstructive surgery, and five reported sick 
leave for other reasons than their SPT.

The analysis resulted in one theme, ‘Overlooked by the 
obstetric gaze – living the paradox of a normalised but 
traumatised postpartum body’, with related subthemes 
‘Questioning whether it’s all in my head’, ‘Fighting per-
sistently for access and legitimacy in no (wo)man’s-land’, 
‘Facing multidimensional losses when no help in sight’, 
and ‘Depending on other’s advocacy to navigate an arbi-
trary system’. An overview of the findings is presented 
in Table 3. The findings are presented as an overarching 
theme and thereafter, the related subthemes and catego-
ries. Citations from the participants illustrate the find-
ings. All women have been allocated pseudonyms in the 
result presentation.

Overlooked by the obstetric gaze – living the paradox 
of a normalised but traumatised postpartum body
The latent theme ‘Overlooked by the obstetric gaze – liv-
ing the paradox of a normalised but traumatised post-
partum body’ represented the women’s experiences of 
healthcare encounters covering HCPs’ diminishing atti-
tudes towards women’s persistent SPT-related health 
problems and the women’s difficulties accessing health-
care and sick leave. We interpreted that the women were 
assessed by the HCPs’ ‘obstetric gaze’, i.e., a medical gaze 
in postpartum healthcare normalising their persistent 
health problems and judging the women’s lower abdo-
men as ‘fine’ by their looks. The obstetric gaze put the 
women in a paradoxical situation where HCPs normal-
ised tangible symptoms to be a natural part of childbirth. 
With no medical legitimacy of the health problems, the 
women also felt labelled as ‘hysterical’ (exaggerating 
health problems) by the HCPs. As a result, on the one 
hand, they had to continue facing persistent and tangi-
ble health problems such as incontinence, pain or pro-
lapses. On the other hand, no acknowledgement by HCPs 
of their health problems led them to question whether 
their problems were merely a product of their imagina-
tion and, thus, only existed ‘in their head’. The theme also 

Table 2 Demographic background data of the national sample of twelve women presented at group level

a Interquartile range (IQR)
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comprised women’s struggle for legitimacy in a gendered 
healthcare system - a no-(wo)man’s land. They expe-
rienced that healthcare services and social insurance 
systems were challenging to access and demanded a tena-
cious and extensive fight to obtain legitimacy for their 
health problems. Consequently, the women had to put 
up with neglected healthcare needs, negatively impact-
ing their physical and emotional well-being, and financial 
and social status when no medical help or rehabilitation 
was available. However, some women had encountered 
an HCP who was empathic and understanding, hence 
not guided by the obstetric gaze. Such encounters legiti-
mised persistent problems and were crucial for accessing 
needed care, sick leave, and rehabilitation.

Questioning whether it’s all in my head
The subtheme ‘Questioning whether it’s all in my head’ 
focused on the women’s experiences of facing ignora-
tion and no confirmation of perceived health prob-
lems and thus being labelled as a hysterical woman. The 
related categories referred to a normalisation process 
that the women experienced in their encounters with 
HCPs, which made them question their bodily percep-
tions. Furthermore, the women felt accused of exagger-
ating symptoms because their persistent SPT-related 
health problems did not match HPCs’ views of acceptable 

postpartum symptoms. Thus, it could be understood that 
the women found themselves in a paradox of suffering 
from tangible physical consequences after SPT, which 
were normalised by HCPs and their ‘obstetric gaze’.

Facing HCP’s ignoration of perceived problems The 
women experienced the HCPs defining their persistent 
health problems after the SPT as ‘normal’. The HCPs 
assured the women that their problems would disappear 
with time or that transient motherhood-related aspects, 
such as breastfeeding or fragile vaginal mucosa, were the 
cause of the problem. One woman expressed:

“Then I felt, ‘It should not feel like this; this is some-
thing wrong’, and I sought medical attention and was 
seen by multiple physicians […] They thought my 
vaginal mucous membrane was not ready for inter-
course. I was still breastfeeding, so they thought I 
should stop breastfeeding. Then maybe the mucous 
membrane would be restored, which was causing me 
the pain. I was not listened to at all. I was treated 
very poorly by one physician in particular, and 
despite second opinions and so on, nobody… nobody 
took me seriously.” (Linda)

Consequently, the women perceived that their con-
cerns were ignored. They also learned that the HCPs saw 

Table 3 Overview of categories, subthemes, and theme



Page 7 of 16Tjernström et al. BMC Health Services Research          (2024) 24:610  

their prolonged physical problems after SPT as an inevi-
table part of childbirth, which the women should accept. 
One woman resigned:

“But then [the physician] says something like this: 
’Well, that’s completely normal’, but I felt like, ‘Yes, 
but it doesn’t feel normal’.” (Emma)

After the genital and pelvic floor examinations, the 
HCPs often guaranteed the women that ‘everything 
looked fine’, i.e., reinforcing the normality of the genital 
area. Although the women described to the HCPs that 
they struggled with SPT-related problems, their concerns 
were met with a comment on the physical appearance 
rather than a comprehensive examination of the pelvic 
floor’s functionality.

One woman responded:

“They think ‘everything looks fine’ and ‘everything 
looks good and repaired’. I still have problems. I was 
also referred to a surgeon, who did a rectoscopy, and 
‘it looked so nice’. Then, I was referred to a urothera-
pist to learn how to pinch my muscles because ‘eve-
rything would be so good’. She helped me get a second 
opinion in XX [town], where they discovered that 
there was still damage." (Jin)

Another woman expressed:

”I couldn’t care less what it [genital area] looks like. 
Nobody will be down there watching. I only need it 
[genital area] to function as intended.” (Anna)

Consequently, the women felt ignored and unheard in 
their contact with healthcare services. They perceived 
that HCPs did not listen to them, leaving them feeling 
invisible, sometimes even having severe health problems.

“I was hospitalised with sepsis before someone lis-
tened to me.” (Josefin)

Being labelled as a hysterical woman The women also 
experienced being labelled as the ‘hysterical woman’ who 
exaggerated their persistent symptoms and had mental 
health problems. The women described how the HCPs 
accused them of imagining their SPT-related health 
problems. One woman indignantly revealed that the 
HCP she encountered said, ’These problems only exist 
in your head’ (Joanna), i.e., suggesting that the perceived 
symptoms did not exist and rejecting the health con-
cerns. Hence, this attitude made some women believe 
their problems were a product of their imagination and 
sometimes made them even question their sanity.

Moreover, the HCPs’ condescending attitudes towards 
the women made them feel dismissed and devalued. For 

example, the women shared that HCPs laughed at them 
or were rough or cold during the examination. Moreover, 
HCPs expressed that they had ‘seen worse’ (Amanda). 
Some women also conveyed that they were advised 
‘to drink some wine to feel better’ (Elin) when discuss-
ing painful intercourses due to their SPT-related health 
problems.

“You are constantly dismissed, ‘No, but everything 
looks fine, you have no problems’. Then you start to 
think you’re imagining things. And then you may not 
dare to talk about the injuries.” (Jin)

Fighting persistently for access and legitimacy in no (wo)
man’s‑land
The subtheme ‘Fighting persistently for access and legiti-
macy in no (wo)man’s-land’ referred to the women’s 
experience of gender constructs related to inaccessible 
healthcare services and their often year-long struggles to 
access this gendered healthcare and linked social insur-
ance systems. The difficulties in accessing care created 
negative attitudes towards the healthcare services, mak-
ing the women wish for general improvements in wom-
en’s healthcare.

Struggling to access the gendered healthcare and social 
insurance systems The women pointed out that after 
giving birth, they needed more extensive information on 
their injury, precautions, available help (follow-up care 
or re-operation), and sick leave. To overcome the lack 
of required information, they had to request or actively 
search for it on their own, which also led to uncertainty 
about where and when to seek further help if needed.

“I was sent home with a brochure and a pat on the 
shoulder.” (Amanda)

The women also experienced a lack of adequate health-
care services targeted at their SPT-related health prob-
lems. For example, many women did not have access 
to a pelvic floor clinic or had to travel long distances to 
see specialists. Hence, their place of residence decided 
the quality of care the women received. Moreover, some 
women problematised the organisation of postpartum 
care as they missed out on follow-up care and even, in 
some cases, were denied follow-up care or referrals to 
specialised care were lost. As a result, some women had 
no opportunity to talk to the operating physician or expe-
rienced no follow-up care, although they requested it.

“They said it can take up to a year to get better. So, 
when that year had passed, and before starting to 
work again, I called different places in the hospital 
and asked: What should I do now? […] It took sev-
eral months before I got an appointment with the 
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surgeon for an assessment. And then I had to get a 
second opinion. So, it took like seven months before 
I got an appointment at [a specialist clinic].” (Hawa)

For the women, access to healthcare services, sick leave 
certificates, and HCPs’ dismissive attitudes were per-
ceived as gender-related, i.e., difficulties in obtaining help 
from women’s healthcare services would not exist if the 
services were more women-oriented. One woman illus-
trated this by expressing: ‘If men gave birth to babies, 
the situation would not be like this’ (Joanna). Moreover, 
they perceived that women’s healthcare services were not 
prioritised. They explicitly stated that the absence of sick 
leave certificates and benefits was related to their gender. 
The women were expected to cope without sick leave 
benefits because vaginal and perineal lacerations of any 
scope were viewed as a natural part of childbirth, a nor-
mal process of a woman’s body. Thus, sequelae thereof 
did not exist or were taboo in society.

“Everything that happens during and after child-
birth and related injuries has been a taboo discus-
sion topic, so it has been completely ‘normal’ to suf-
fer from persistent pain.” (Anna)

Another woman expressed:

“I have applied for compensation from the national 
patient insurance. I got rejection after rejection; 
nothing has gone wrong. I was told: ’You simply must 
expect these things in childbirth. And a caesarean 
section is not less risky’.” (Hawa)

Thus, the women argued that society and the govern-
ment did not invest needed resources in women’s health-
care. In addition, those few women receiving a short 
period of sick cash benefits had it immediately after giv-
ing birth or after re-operation, but not for prolonged 
problems. Further, the women noted that they were not 
offered sick leave certificates due to persistent physical 
SPT-related health problems but instead due to mental 
issues, such as depression or anxiety.

“I’ve heard about women who have been mentally 
unwell and have hurt their children. So maybe phy-
sicians get cautious and put women on sick leave if 
they say, ‘I’m not feeling mentally well’. Then they act 
quickly because they think it’s so important. But they 
don’t think about the physical injuries because that’s 
part of [childbirth].” (Jenny)

However, the women shared how they fought long and 
hard for acknowledgement and care and made demands; 
for many, this process had covered years. They had to 
repeatedly insist that something was wrong and felt pres-
sure to prove their health problems to the HCPs. In some 

women, this led to their persistent problems being diag-
nosed and acknowledged after several years of delay. The 
struggle for care involved countless visits and referrals to 
different HCPs, demanding much strength and persis-
tence, which exhausted them. Sometimes, the sequelae 
had to develop into an acute health situation, or some 
women decided to pay for private care to access the 
proper treatment and rehabilitation. Further, with time, 
they also became explicit about their demands for sick 
leave certificates and benefits.

“Well, it [short sick leave period because of birth 
traumas] just feels like scorn. To me, it is not a suf-
ficient length of sick leave.” (Elin)

Wishing for improvement in women’s healthcare The 
perceived lack of adequate care and rehabilitation, access 
to sick leave benefits, and HCPs’ attitude negatively influ-
enced the women’s opinions on healthcare services, espe-
cially postpartum healthcare. In addition, the women 
perceived many HCPs as unprofessional, indifferent, 
and unstructured. As a result, the women mistrusted the 
HCPs and lost hope in healthcare services. Thus, they 
were reluctant to seek further care and were anxious 
about receiving proper treatment or that HCPs would 
miss important things.

“I am not being listened to in women’s healthcare. 
This is partly why I feel so disappointed.” (Linda)
“You just don’t trust the healthcare system. […] 
Some people have been struggling with their injuries 
for like 18 years. But the [specialist clinic] – I finally 
received fantastic treatment, and what if it could be 
available everywhere [in Sweden]?” (Hawa)

Moreover, the women described a struggle for their 
rights when deciding whether to report the HCPs to the 
authorities and pointed out the need to improve wom-
en’s healthcare. Reporting HCPs was perceived as com-
plicated as the women did not want to blame specific 
individuals. The women saw that the major problem lay 
within the healthcare system and with individual HCPs.

“In the end, I met a fantastic person [healthcare pro-
fessional]. She wanted me to report the mistreatment 
when I eventually had the strength. Because no one 
listened when I said I was ill. So, she has offered to 
help me if I want to, but I don’t know if I have the 
strength to file a complaint.” (Josefin)

A wish to improve women’s healthcare services was 
articulated, especially regarding personal follow-up care 
beyond one year postpartum and the possibility of full-
time or part-time sick leave certificates and benefits 
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for persistent problems on equal terms. This wish also 
strengthened their decision not to give up searching 
for help and to raise their voices to help themselves and 
other women.

“I received physiotherapy and the follow-up sur-
veys [the Perineal Laceration Register] during the 
first year, but thereafter I would have liked to have 
an annual follow-up for the next years to ensure the 
status and potential re-operations. […] I can google, 
but I want to have that information in dialog with a 
living person, but you do not get that.” (Jenny)

Partaking in developing educational material for HCPs 
or starting a career within women’s healthcare were some 
women’s ways to contribute and increase competency in 
persistent SPT-related health problems.

“One of my strategies since I got the injury is also to 
try to influence. Being able to be involved and influ-
ence what postpartum care should consist of.” (Jin)

Facing multidimensional losses when no help in sight
The subtheme ‘Facing multidimensional losses when no 
help in sight’ covered physical and mental health conse-
quences and the financial and social losses the participat-
ing women faced when no support or access to needed 
care and rehabilitation was provided.

Being physically victimised by HCP’s malpractice The 
women’s experiences covered either being misdiagnosed 
during the suturing after birth or in the following years 
when seeking help for persistent SPT-related health 
problems. Further, they shared how physicians had incor-
rectly sutured vaginal and perineal muscles after child-
birth, leading the women to live with incontinence, pain, 
prolapses, or sexual dysfunction if their vaginas were 
sutured too tight. They also described how they endured 
infections, wound ruptures, sepsis, necrosis, and re-oper-
ations. Additionally, the women perceived a general lack 
of competency regarding communication and persistent 
SPT-related health problems, including problems related 
to sex life and sexual functioning, besides a more spe-
cific lack regarding suturing techniques and ultrasound 
examinations.

“I was referred to a specialist clinic. And they found 
out that all the muscles were separated, the internal 
and external sphincters were torn, and my pinching 
ability was kind of weak. So, it was quite the oppo-
site, really, quite the opposite. None of what the 
other physician had said was true [laughs]. Abso-
lutely incredible. And she is supposed to be a spe-
cialist.” (Hawa)

Aching inside Living with troubled postpartum bodies 
and the absence of HCPs’ legitimation of the women´s 
problems made them struggle mentally, feeling speech-
less and silenced. This neglect reinforced irritation, 
anger, distress, bitterness, and disappointment towards 
the HCPs and the healthcare services. One woman illus-
trated the emotional struggle in this way:

“It’s just that the health services don’t believe you, 
which makes you feel terrible. It’s a big deal that no 
one listens.” (Josefin)

Moreover, the women felt uncertain about their health 
status due to a default medical diagnosis with concerns 
for their future and which staff to trust. Consequently, 
some had to bite the bullet, put up with their situation, 
and try to think positively. Other women were denying or 
diminishing their SPT-related health problems, accept-
ing that their symptoms would improve, even disappear 
or that their condition was ‘normal’ as they had been 
told. Further, the women described despair because their 
neglected health problems caused by their SPT made 
them feel exposed, unsure, and hopeless. In some, this 
desperation resulted in a mental breakdown, a fear of los-
ing custody of their child due to mental illness or suicidal 
thoughts.

“Something broke inside of me that day. I felt entirely 
omitted; I was close to leaving my son and commit-
ting suicide. Nobody understood how bad everything 
was.” (Elin)

Additionally, the women suffered emotionally when 
motherhood was crushed. Their partner had to take the 
primary responsibility for the family, and the children 
had to come in second place as the mothers suffered from 
various physical and mental health problems. As a result, 
the women felt they missed their children’s development 
and could not use their parental social security benefits 
as desired.

“I feel devasted because people tell me, ‘You are on 
maternity leave’. I’m not on maternity leave; I’m sick. 
I should be on sick leave.” (Jaanika)

Suffering financial and societal losses Moreover, the 
women suffered financially and societally due to persis-
tent health problems. Some women were denied finan-
cial compensation from Patient Insurance (a national 
insurance system where patients can seek compensation 
for care injuries). The Social Security Agency and the 
HCPs were perceived as obstacles to receiving sick cash 
benefits. They noted that ‘extensive’ health problems 
were required to receive sick cash benefits and that their 
health problems paradoxically were not seen as extensive 
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or even a problem per se by the HCPs; hence, no sick 
leave certificates were issued.

“He [the physician] tried to argue and clarify my 
pain situation in the sick leave certificate to meet 
the requirements for a sick leave benefit at the 
Social Security Agency. I was in so much pain 
and had to lie down to breastfeed. But, no, ‘If you 
can manage to hold the baby when breastfeeding, 
then you are on maternity leave, not sick leave 
benefit’ [mimicking the official at the Social Secu-
rity Agency who rejected the certificate and conse-
quently also the sick cash benefit]”. (Jaanika)

Furthermore, the women were set back financially 
and societally because they could not work full-time 
due to their persistent health problems. Therefore, 
some women chose to compensate for their work 
absence with part-time parental benefits to diminish 
their working hours and cover their inability to work 
due to persistent SPT-related health problems. Without 
a sick leave certificate, i.e., the physicians or the offi-
cials at the Social Security Agency’s acknowledgement 
of a ‘true’ health problem, partners or other relatives 
were obliged to adjust their work schedules to sup-
port or unburden the woman’s suffering and inability 
to work full-time. This reduction in working hours for 
the SPT-affected women and, in some cases, their part-
ners was expressed to potentially negatively affect their 
upcoming careers and pensions. As a result, the women 
experienced being caught between stools in the social 
insurance systems:

“[…] You end up in a position where you are nei-
ther on sick leave nor unemployment benefits and 
at the same time cannot perform any offered work 
[due to persistent problems]. But multiple societal 
bodies demand and expect you to be a part of the 
working force, and nobody really listens.” (Elin)

Depending on other’s advocacy to navigate an arbitrary 
system
The last subtheme, ‘Depending on other’s advocacy to 
navigate an arbitrary system’, highlights the women’s 
experiences of, often by chance, finding a single devoted 
professional, i.e., a ‘key person’, to access needed care and 
rehabilitation. Such a ‘key person’ was vital to recognis-
ing persistent problems, legitimating symptoms, and ena-
bling access to needed care, sick leave, and rehabilitation. 
The women who finally had legitimation for their health 
problems described that the medical diagnosis also came 
with a feeling of sanity and empowerment, relieving them 
of their paradoxical situation.

Encountering a ‘key person’ to receive needed care A 
support system was a prerequisite for enduring their 
health problems and finding the strength to fight for 
access to care. This system could be a partner, other fam-
ily members, or friends who gave the women power and 
courage, but most importantly – encountering a profes-
sional who saw their problems and provided referrals or 
other options to obtain the needed help and support. In 
most cases, women would search for years for competent 
HCPs, such as midwives, physicians, or physiotherapists, 
who would listen and acknowledge persistent problems. 
This ‘key person’ showed empathy and trustworthiness, 
creating relief and security. Further, the ‘key person’ 
was portrayed as competent, attentive, professional, and 
respectful. The ‘key persons’ also shared women’s outrage 
at the mistreatment and default healthcare they endured. 
Additionally, these ‘key persons’ were surprised that the 
women were not on sick cash benefits due to their symp-
toms and that they had to compensate for their finan-
cial situation with parental benefits or reduced working 
hours and lower salaries. Consequently, finding this ‘key 
person’, often by chance or word of mouth, was crucial 
for accessing care and marked a significant turning point 
in the women’s recovery.

“I sought help from another midwife, as I felt some-
thing was wrong. This midwife referred me to the 
physiotherapist, who referred me to a specialist, 
who then referred me to surgery and rehabilitation.” 
(Malin)

Some women received follow-up care for their persis-
tent SPT-related health problems during the first year 
postpartum. If persistent problems occurred and were 
acknowledged, the women were offered different surgi-
cal approaches with various outcomes, consultations by 
colon specialists, physiotherapy, and psychiatric care. 
They were grateful for the help they received but felt 
more comprehensive care was needed.

Feeling sane and empowered Confirmation of persistent 
SPT-related health problems was expressed as liberating, 
strengthening and, as one woman put it, a ‘win’ (Elin). 
Receiving a medical diagnosis and appurtenant treatment 
was relieving because the medical confirmation of the 
symptoms released a considerable burden. These women 
described being acknowledged, and the diagnosis proved 
that health problems existed, and the struggles were not 
in vain. Furthermore, it explicitly stated to everyone, 
including themselves, that they were not ‘crazy’, ‘imagin-
ing things’ or ‘hysterical’.

“So, my laceration has been classified as an injury 
caused by the healthcare services. This was somehow 
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a confirmation. It’s not just that it’s in my head, but 
it has been established that it is a medical injury, 
and it could have been avoided.” (Jin)

Alongside feelings of sanity and being legitimised, the 
women experienced empowerment. The women felt 
supported and confident. Thus, finding an agency to 
address the taboo of their SPT by talking openly about 
it and helping others in the same situation was also seen 
as therapeutic. Further, the legitimation of the seque-
lae and access to appropriate care gave them time to 
heal and process their trauma. Receiving sick leave cer-
tificates and benefits was seen as a part of the empow-
erment and legitimacy of their persistent SPT-related 
health problems, reducing stress, and easing the financial 
burden. Furthermore, access to occupational rehabilita-
tion and understanding at work became available. Thus, 
the women who had received the help they needed after 
a struggle to obtain it were hopeful about the future and 
possible recovery.

“I have regained my authority to speak up. It [SPT-
related health problems] should be out in the open, 
not withheld.” (Jaanika)

Discussion
Our main finding was that women with persistent health 
problems due to SPT at childbirth were caught in a para-
dox of living in a normalised but traumatised body, and 
their health problems were rejected as postpartum nor-
malities. Furthermore, our results elucidated the difficul-
ties in accessing postpartum healthcare, rehabilitation, 
and sick leave benefits. Therefore, the women struggled 
with neglected healthcare needs, diminished emotional 
well-being, and loss of  financial and social status. Our 
study highlighted experiences up to 5 years after sustain-
ing SPT, which showed that some women’s SPT-related 
health problems do not diminish with time. They faced 
challenges functioning in daily life, at work, and in soci-
ety. In contrast, finding a ‘key person’, i.e., a professional 
who acknowledged the women’s persistent problems as 
legitimate, was a prerequisite for accessing all the needed 
care and sick leave and enhancing empowerment for the 
women. Thus, this ‘key person’ was not blinded by the 
obstetric gaze and instead used their agency and advo-
cacy as support.

In the following, we will discuss our findings related to 
other empirical studies and problematise them with the-
oretical reflections.

The paradox of normalising the postpartum body
In our findings, the paradox arose when the HCPs dis-
missed physical health problems after SPT despite 
women’s perceived symptoms. Central in this context 

was a normalisation process where health problems 
were regarded as ‘normal’ by HCPs, a phenomenon also 
found in prior research on SPT [17–22]. The HCPs’ nor-
malisation of women’s health problems can also be found 
regarding other medical conditions affecting women, 
such as pelvic organ prolapse [52], menstrual pain [53], 
endometriosis [54] or nausea and vomiting during preg-
nancy [55]. In light of the medicalisation of women’s 
healthcare, where the medical field has sought to pathol-
ogise natural bodily processes such as pregnancy and 
childbirth [33], actual medical conditions such as per-
sistent SPT-related health problems are paradoxically 
normalised. Our findings, therefore, highlight the need 
to challenge HCPs’ views of what constitutes a ‘normal 
postpartum body’ or ‘normal postpartum symptoms’ 
after sustaining SPT.

The key to healthcare
In the context of denied legitimacy of health problems 
and neglected needs, it appeared that the women became 
dependent on the goodwill of a ‘key person’, personified 
as the respectful, competent, and empathetic HCP. Prior 
research on SPT has also found women struggling with 
accessing healthcare [6, 17] and specific HCPs as ena-
blers of care [12]. The dependency on a ‘key person’ to 
access adequate care might highlight a structural prob-
lem within the provision of postpartum SPT-related 
healthcare. Globally, there are a few national guidelines 
on SPT management and prevention [56]. Addition-
ally, no national guidelines regarding postpartum care 
of SPT exist in Sweden, and pelvic floor teams are only 
available in some Swedish regions [16]. In our study, 
the women lacked information, and competent HCPs 
were hard to find or located far away. Other studies have 
shown poor patient information and education as a post-
partum problem [6, 10, 18], indicating a need to develop 
targeted oral and written information on wound heal-
ing and recovery. Further, women in Australia describe 
similar challenges to accessing SPT-related healthcare 
when having persistent SPT-related health problems [18]. 
The absence of national Australian guidelines may have 
led to inconsistent care, failing to meet women’s health-
care needs. Further, women from rural areas have had 
additional difficulties accessing needed care. In 2021, a 
clinical standard for SPT was implemented in Australia, 
comprising care standards for follow-up [57]. Thus, to 
improve the national situation in Sweden, more research 
and resources must be allocated to develop evidence-
based recommendations, preferably internationally 
accepted guidelines [56]. Moreover, the accessibility of 
SPT-related healthcare, such as pelvic floor clinics, needs 
to be expanded so that women can easily meet their ‘key 
person’ if required.
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Woman‑(de)centred care?
We found that HCPs were obstructed by their obstetric 
gaze when assessing women with persistent SPT-related 
health problems. Obstetric gaze derives from the medi-
cal gaze notions [58], suggesting a gaze that splits the 
individual from the body, constructing the care-seeker 
as a medical object or condition instead of an individ-
ual with a social context. This gaze blinded HCPs who 
normalised obvious health problems. Recent advances 
in women’s healthcare in industrial countries and mid-
wifery research show development towards continuity of 
care models with a woman-centred approach in different 
caseload-midwifery projects and informed choice regard-
ing place of childbirth [28, 59–61]. Women-centred care 
[2] is a widespread care philosophy within midwifery that 
advocates for providing individualised care to women. 
Further, woman-centred care emphasises the individual 
woman’s healthcare needs and situation, incorporating 
the concepts of choice, control, continuity of caregiver, 
and self-determination. It can be argued that the obstet-
ric gaze obstructed HCPs in providing woman-centred 
care because they did not acknowledge the women’s 
healthcare needs. Consequently, the women did not 
have control over their health situation. Making women 
feel empowered [2, 62] is crucial in woman-centred care. 
Hence, the ‘key persons’ in our study managed to provide 
woman-centred care where acknowledgement of prob-
lems as real medical problems and access to care made 
the women experience empowerment. Therefore, we 
argue that guidelines regarding follow-up care after SPT 
should ideally be developed with woman-centred care as 
its core.

Everything looks fine
The biomedical model has traditionally focused on nor-
mality and abnormality rather than health [63]. Theo-
retically, the ‘obstetric gaze’ is closely tied to the ‘medical 
gaze’ and the ‘male gaze’, referring to the biomedical par-
adigm and its power [27, 58]. In our study, the obstet-
ric gaze judged the women’s persistent health problems 
due to SPT as ‘normal’ and the appearance of their geni-
tal area as ‘fine’, which created a paradoxical situation 
regarding the legitimacy of their ongoing health problems 
after SPT. Generally, the healthcare sector is critiqued for 
reducing the body to only incorporating organs and tis-
sue, i.e., focusing on physical symptoms [27].

The women in our study, of which most showed more 
than one significant symptom after SPT, noted that HCPs 
would comment on the physical appearance of the per-
ineal area rather than its functionality by telling them 
that ‘everything looked fine’. The focus on looks rather 
than functionality regarding SPT-related health problems 

aligns with the findings presented by others [17]. Having 
women describe how their persistent physical pelvic floor 
problems after SPT during childbirth are trivialised, nor-
malised, questioned, and labelled as mental health issues 
is of utmost concern. This implies the need for rapid 
improvements in HCPs’ knowledge and organisation of 
care but also raises the question of what is considered a 
normal status and recovery after any perineal laceration 
in the short- and long-term perspective. A similar discur-
sive focus on women’s appearance instead of their health 
problems has also been found among HCPs when women 
seek care for chronic pain [64]. The sentence ‘Everything 
looks fine’ can be interpreted as an objectifying, gendered 
discourse in an obstetric context. This discourse may 
reinforce the obstetric gaze and, in the broader sense, 
the medical gaze [58]. The Swedish Health and Medical 
Care Act [39] advocates for the respectful treatment of 
patients. Hence, it is noteworthy that the women expe-
rienced being judged by the looks of their genital area 
in their medical encounters rather than HCPs address-
ing the functionality. Such treatment does not align with 
the legislation and calls for a discourse analysis of the 
attitudes of HCPs towards women with persistent SPT-
related health problems and their experiences of provid-
ing care for affected women.

Being subjected to obstetric gaslighting
In light of the women’s perception of their dismissal as 
dramatic, illegitimate, and irrational patients, we argue 
that they faced so-called ‘gaslighting’ in an obstetric con-
text [65, 66]. Thus, the women experienced being offered 
sick leave for mental problems instead of their perceived 
physical health problems, depicting them as hysterical 
women who exaggerated their condition. Gaslighting is a 
concept used in medicine in general [66] and in obstet-
rics regarding traumatic childbirth experiences [65]. The 
concept of hysteria, i.e., a prior medical diagnosis and 
historical concept theoretically linked to femininity [67, 
68] and ‘obstetric gaslighting’ [65], has also been found in 
research on women’s chronic pain [64] and endometrio-
sis [69]. Men with chronic pain are perceived as brave, 
and women in pain are hysterical, emotional, whining, 
malingering, or imagining pain [64]. Further, women 
with endometriosis are viewed as ‘reproductive bodies’ 
with a proneness for hysteria [69]. Obstetric gaslight-
ing, enforced by the normalisation of SPT-related health 
problems and the gendered stereotype of women as hys-
terical patients, puts women with SPT in an inferior posi-
tion towards HCPs and can, therefore, be interpreted 
as a demonstration of institutional power [65]. Hence, 
being overlooked by the obstetric gaze might constitute a 
form of obstetric gaslighting, a concept that has not been 
applied to SPT before.
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Implications and significance
Our study indicated that women continue to have prob-
lems accessing healthcare for persistent SPT-related 
health problems several years postpartum. Addition-
ally, women with persistent SPT-related health problems 
often depended on a ‘key person’ with the competence to 
open the doors to comprehensive care, as shown in our 
findings. The Swedish Government launched a multi-
million project from 2015 to 2022 to improve and pro-
mote women’s health [70]. Despite this investment, the 
depicted experiences of the included women reflect 
upon remaining structural and clinical problems within 
Swedish healthcare, which need further attention, inves-
tigation, and actions. Additionally, there are consider-
able differences in reported satisfaction and prevalence 
of complications at the one-year follow-up between the 
regions [3], indicating that there are suboptimal health-
care services. With a significant variation in satisfaction 
and recovery at one year, there are reasons to believe that 
women with prolonged problems may experience prob-
lems getting access to needed care.

Our study also showed that SPT-related healthcare 
services are not available on equal terms to women with 
persistent SPT-related health problems. In general, many 
women within this group had problems accessing care 
and sick leave for years. However, depending on where 
the women reside, not all women have access to special-
ised care. This inequity may be explained by Sweden hav-
ing 21 self-governing health regions, and in the absence 
of national guidelines regarding SPT care and follow-up, 
the healthcare provision for affected women varies. To 
secure access to postpartum care for women with SPT in 
general and those with different prerequisites within this 
group, implementation studies are needed to develop and 
evaluate the effect of national guidelines for follow-up 
care regarding SPT.

Strengths and limitations
This study has strengths and limitations that need to 
be addressed. A significant strength, enhancing cred-
ibility and transferability, was providing a clear context 
and thick descriptions of our results, where we thor-
oughly portrayed the women’s voices using quotations 
[35]. Further, our detailed account of the study context, 
data collection, and data analysis process facilitated the 
transferability of our study. Including three women born 
outside of Sweden added to the variety of the sample and 
thus improved credibility because qualitative research 
often overlooks immigrants’ experiences. However, 
the migrant women spoke Swedish well enough to par-
ticipate in an interview, indicating that they have been 
living in Sweden for some time and might be familiar 
with the healthcare system. Finally, the credibility and 

dependability of this study were also strengthened by the 
frequent use of interdisciplinary triangulation between 
the authors throughout data analysis and the writing pro-
cess, as well as peer review at a research seminar.

A potential limitation was that this study may not have 
fully explored the situation of women with fourth-degree 
lacerations or those with lower education, as most partic-
ipants had third-degree perineal lacerations and higher 
education. Further, we could not include non-binary 
persons and same-sex or single parents, which may be a 
weakness; consequently, future studies should focus on 
the under-represented participant groups and migrant 
women needing an interpreter. Additionally, all women 
responded voluntarily to the study invitation. Thus, our 
participants might be particularly outspoken about their 
problems or interested in raising their voices or experi-
ences. However, they represented a variety of persistent 
SPT-related health problems of various severity, and 
some had been able to get access to medical help, whereas 
others had not. Additionally, our findings cohered to 
similar studies [12, 17] covering shorter periods after the 
SPT, which may indicate that the experiences of the chal-
lenging search for needed help remain over time. There-
fore, our findings may reflect other women’s experiences 
seeking care for SPT-related health problems and may be 
transferable to other women’s experiences with persistent 
health problems of a rare condition.

The data for this study was comprehensive and rich. 
Information power in qualitative research is an ongoing 
discussion, and the number of participants and their rep-
resentativity can be seen as a limitation of credibility and 
transferability [71, 72]. Graneheim, Lindgren and Lund-
man [36] argue that sample size should be determined by 
the study’s aim and the data’s quality so that variations 
in experiences can be captured. They do, therefore, not 
recommend a specific number of participants, but others 
do [71]. With this in mind, the authors believe that the 
women’s detailed descriptions of the included concepts 
and the extensive length of the conducted interviews ena-
bled us to achieve sufficient information power based on 
the richness of the data [72].

Conclusions
By qualitatively exploring how women with persistent 
SPT-related health problems experienced their health-
care encounters, we interpreted that they faced a para-
dox of being reassured of normality by HCPs despite 
reporting sequelae symptoms. Thus, women’s needs for 
medical care, rehabilitation, and sick leave were largely 
neglected. Further, our study might indicate a structural 
problem within women’s postpartum healthcare, indi-
cating that access to care depended on encountering a 
‘key person’, a professional who acknowledged persistent 
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problems as real symptoms. Access to quality care pro-
vided with a professional attitude was essential for the 
future well-being of women with persistent SPT-related 
health problems. Thus, it should not depend on meet-
ing a single ‘key person’. Therefore, national guidelines 
for long-term postpartum care of persistent SPT-related 
health problems must be developed in Sweden. Addition-
ally, to ensure that healthcare services meet the individ-
ual needs of women with persistent SPT-related health 
problems, it is crucial to consider arranging the organisa-
tion and availability of quality care for these women from 
a woman-centred perspective.
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