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Abstract 

Background  Stillbirth has been associated with low plasma vitamin D. Both Sweden and Finland have a high propor-
tion of low plasma vitamin D levels (< 50 nmol/L). We aimed to assess the odds of stillbirth in relation to changes in 
national vitamin D fortification.

Methods  We surveyed all pregnancies in Finland between 1994 and 2021 (n = 1,569,739) and Sweden (n = 2,800,730) 
with live or stillbirth registered in the Medical Birth Registries. The mean incidences before and after changes in the 
vitamin D food fortification programs in Finland (2003 and 2009) and Sweden (2018) were compared with cross-tabu-
lation with 95% confidence intervals (CI).

Results  In Finland, the stillbirth rate declined from ~ 4.1/1000 prior to 2003, to 3.4/1000 between 2004 and 2009 
(odds ratio [OR] 0.87, 95% CI 0.81–0.93), and to 2.8/1000 after 2010 (OR 0.84, 95% CI 0.78–0.91). In Sweden, the still-
birth rate decreased from 3.9/1000 between 2008 and 2017 to 3.2/1000 after 2018 (OR 0.83, 95% CI 0.78–0.89). When 
the level of the dose-dependent difference in Finland in a large sample with correct temporal associations decreased, 
it remained steady in Sweden, and vice versa, indicating that the effect may be due to vitamin D. These are observa-
tional findings that may not be causal.

Conclusion  Each increment of vitamin D fortification was associated with a 15% drop in stillbirths on a national 
level. If true, and if fortification reaches the entire population, it may represent a milestone in preventing stillbirths and 
reducing health inequalities.

Keywords  Stillbirth, Vitamin D, Fortification, Intrauterine death

*Correspondence:
Pelle G. Lindqvist
Pelle.lindqvist@ki.se
Full list of author information is available at the end of the article

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s12884-023-05673-8&domain=pdf


Page 2 of 8Lindqvist et al. BMC Pregnancy and Childbirth          (2023) 23:359 

Introduction
Pregnancy risk factors for stillbirth include small-for-
gestational age (SGA) fetuses, intrauterine infections, 
chromosomal aberrations, major malformations, preec-
lampsia, abruptio placenta, and umbilical cord complica-
tions such as vasa previa [1–3]. Maternal characteristics 
associated with stillbirth are high maternal age, smoking, 
overweight, and low socioeconomic status [4]. In Swe-
den and the UK, immigrant background is also associ-
ated with an increased risk of stillbirth as compared to 
native inhabitants [5, 6]. For example, women from the 
Sub-Saharan region living in Sweden are  reported to 
have a four-fold increased rate of stillbirths compared to 
the background population, and as a subgroup are char-
acterized by low plasma vitamin D  levels [7–10]. A pair 
of Swedish retrospective analyses of prospective cohorts 
showed a two-fold increase in birth asphyxia among 
women with low plasma vitamin D levels. The same study 
reported a four-fold increase in stillbirths (OR 4.5, 95% 
CI 1.1–18.2) among women with low plasma vitamin D 
levels [11, 12].

United Nations Environmental Effects Panel recently 
stated that additional research is required to assess the 
health effects of the offspring by sun exposure [13]. Sun 
exposure is the major contributor to plasma vitamin D 
levels. However, sun exposure has other non-vitamin 
D-related effects that are believed to cause an inverse 
association with hypertension and other cardiovascular 
diseases [14–17]. Thus, a relationship to low plasma vita-
min D might be due to both vitamin D per se, or to some 
other effects of low sun exposure. Since the Nordic coun-
tries are located between 55° and 60° north latitude, their 
populations experience low UV exposure for a major part 
of the year. In Europe, a plasma level of 50 nmol/L 25OH 
vitamin D is regarded as the lower limit of vitamin D suf-
ficiency [18]. A large  part (20 to 70%) of the pregnant 
population has < 50  nmol/L plasma vitamin  D levels in 
both Finland and Sweden [12, 18–20].

Due to low plasma vitamin D levels in the population 
(mean 48 nmol/L), Finland introduced a voluntary vita-
min D food fortification program in 2003. It was recom-
mended that all liquid dairy products,  yoghurt, juices, 
and cereal-based beverages be fortified with 0.5µgr 
vitamin D per 100  g, and 10µgr/100  g in the case of all 
fat-based spreads (margarine, etc.) [21]. The recom-
mendation was largely followed. However, due to insuf-
ficient vitamin D intake in the population from food 
(an increase from 3.3  µg/d to 4.6  µg/d) [21], the for-
tification level was doubled in 2010 to 1.0µgr/L and 
20µgr/100gr, respectively [20]. In Finland, with the forti-
fied food intake (8.3 µg/d) and use of vitamin D supple-
mentation (10 µg/d) increased from 28 to 53%, resulting 
in a vitamin D intake of 16.6  µg/d among women [22]. 

After 2010 the mean population plasma level of vitamin 
D had risen from 48 nmol/L to 66 nmol/l, with < 10% of 
the population having low levels (< 50  nmol/L). In 2018 
Sweden implemented a mandatory fortification program 
of all products produced in Europe (similar to Finland 
in 2010) [18]. Sweden had previously implemented the 
mandatory fortification of low-fat milk (3.8 to 5.0 µg/L) 
and solid margarine (7.5 to 10  µg/100gr) in 2010 [18]. 
The Swedish recommendation is that there be a  10  µg 
to 20  µg/d daily intake of vitamin D, depending on sun 
exposure; the average vitamin D intake is 6  µg/d.  Preg-
nant women who do not consume fortified products or 
eat fish, or who wear garments covering most of their 
body, are advised to consult their midwife about vitamin 
D supplementation [18].

Low sun exposure has been associated with an 
increased risk of a small-for-gestational age (SGA) preg-
nancy, the major contributor to stillbirth [23]. In addi-
tion, a high body mass index (BMI) is related to lower 
plasma vitamin D levels; a mendelian randomization 
study has reported a causal link between high BMI and 
low plasma vitamin D status [24, 25]. Moreover, low 
plasma vitamin D levels have been related to lower lev-
els of antibacterial proteins and increased infections [26]. 
Thus, several of the above mentioned risk factors for still-
birth seem to be associated with low vitamin D levels.

Our aim was to assess whether changes in the national 
vitamin D fortification programs in Finland and Sweden 
intended to assure vitamin D sufficiency were related to a 
reduced incidence of stillbirth.

Methods
Study design and data source
We performed a retrospective study of all pregnancies 
ending in live or stillbirths in Finland (n = 1,569,739) and 
Sweden (n = 2,800,730) between 1994 and 2021. The data 
was taken from the Finnish and Swedish Medical Birth 
Registries (Approximately 30% of all Swedish births and 
5% of all Finnish births are to parents with an immigrant 
background).

Stillbirth was defined as the birth of a fetus that 
showed no evidence of viability ≥ 22 + 0  weeks of gesta-
tion or ≥ 500  g. In Finland this definition was used for 
the entire study period, while in Sweden it was used after 
2007. (For the years prior to 2007, an old definition of 
stillbirth was used, i.e., ≥ 28 gestational weeks or, if not 
known, ≥ 1000 g.) Approximately 15% of all stillbirths in 
Sweden occur between 22 to 27 weeks of gestation [27]. 
Therefore, in Table 1 we also present the assumed num-
ber of stillbirths using the ≥ 22 week of gestation defini-
tion [27]. However, in comparing the Swedish data, only 
pregnancies after 2007 were included.
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Statistical analysis
Excluding the year in which changes were made in the 
fortification programs, we compared the mean inci-
dence before and after changes in national vitamin D 
fortification programs (i.e., 1994 to 2002 vs 2004 to 2009, 
and 2004  to  2009 vs 2011  to  2021 in Finland; and 
2007  to  2017 vs 2019  to2021 in Sweden). Cross-tabula-
tions with 95% CI were calculated. Our study is based on 
publicly available statistical data and no ethical approval 
or permission to use summary register data is required 
(Finland Research Ethics Working Party, Swedish Ethics 
Review Authority).

Results
In Finland, each increase in vitamin D fortification 
resulted in a 13% reduced incidence of stillbirth in 2003 
(between 1994 to 2002 vs. 2004 to 2009, OR 0.87, 95% CI 
0.81–0.93), and a 16% reduced incidence in 2010 (2004 to 
2009 vs. 2011 to 2021, OR 0.84, 95% CI 0.78 –0.91) (Fig. 1, 
Table  1). The stillbirth incidence in Finland decreased 
from 4.1/1000 (prior to 2003), to 3.4/1000 (2004 to 2009), 
and 2.8/1000 after 2009, representing  a strong dose-
dependent reduction in that country (p < 0.001).  The 
mean Swedish stillbirth incidence from 2008 to 2017 was 
3.9/1000, with a 17% reduction (2008 to 2017 vs. 2019 to 
2021, OR 0.83, 95% CI 0.78 –0.89) after the implemen-
tation of vitamin D fortification in 2018 (Fig. 1, Table 1); 

the stillbirth rate dropped to 3.2/1000. All of the above 
differences are highly significant (p < 0.001). In Table 1 we 
also show the diminishing percentage of smokers in early 
pregnancy, the increasing maternal age, and the increas-
ing number of women with a BMI ≥ 30.

Discussion
Finnish observational data indicate a large dose-depend-
ent decreased incidence of stillbirth with each increas-
ing national vitamin D fortification. When the stillbirth 
rate decreased in Finland, it remained constant in Swe-
den and vice versa. Thus, a correct temporal connection 
appeared for an inverse relationship between vitamin 
D fortification (and a decrease in the prevalence of low 
plasma vitamin D levels in the population) and still-
births. The data is in line with the prior study relating low 
plasma vitamin D levels to increased odds of stillbirth 
[12]. Although the result was not significant, it was of the 
same magnitude as the systematic review by Bialy et  al. 
[28]. This indicates  the possible effect is associated with 
vitamin D per se.

Strengths and limitations
The large study population of > 4 million from two 
high latitude countries where a considerable portion 
of the inhabitants have low plasma vitamin D levels is a 
strength. The large dose-dependent decrease in stillbirth 

Fig. 1  Mean stillbirth rate in Finland (n = 1,569,739) and Sweden (n = 2,916,899) between 1994 to 2021 by changes in vitamin D fortification. Finland 
increased fortification 2003 and 2010 and Sweden in 2018, yearly data is given in Table 1. *Definition of stillbirth in Sweden was ≥ 28 weeks of 
gestation until 2007, which corresponds to ~ 15% lower cases than ≥ 22 weeks. **significance of difference in all three comparisons, p < 0.001
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rates (in Finland) and the temporal correlations between 
changes in the vitamin D fortification programs and still-
birth incidence increase the probability that the observed 
lower incidence of stillbirth with increasing vitamin D 
fortification was not a coincidence. A main shortcoming 
is that we lack individual measurements of plasma vita-
min D, but must rely on population level data. A second 
shortcoming is that we have not determined a plausible 
mechanism and thus cannot exclude other reasons for 
the change. The reduced proportion of pregnant smok-
ers has likely decreased the stillbirths, while increasing 
maternal age and BMI ≥ 30 work in the opposite direc-
tion. Improving early detection of severe malformations 
and chromosomal aberrations that indicate termination 
of pregnancy should reduce the number of stillbirths. 
The changes cited above occur gradually. Increasing the 
identification rate of SGA along with adequate moni-
toring should also reduce stillbirths. No late pregnancy 
fetometry screening was implemented in Sweden during 
the study period [1, 29]. A greater number of inductions 
at 41 weeks of gestation will reduce the number of still-
births > 41 weeks. However, since such a practice would 
take place at the same time routine 41  week fetometry 
was discontinued, it may increase the number of other 
severe adverse outcomes in non-identified SGA pregnan-
cies [1, 30–32]. Enhancements in delivery surveillance, 
such as improved cardiotocography (CTG) guidelines, 
will have no (or minimal) effect on stillbirth rates because 
the peripartum stillbirth rate is already low (1/20,000) 
[33]. Finally, our retrospective design does not have the 
same strength as a prospective randomized controlled 
study (RCT), nor might our findings be representative for 
regions at lower latitudes.

Possible mechanisms
One hypothesis arises from the fact that muscle strength 
is dependent on sufficient vitamin D  levels [34]. Hence, 
decreased fetal heart muscle strength might explain the 
doubled risk of birth asphyxia and emergency cesar-
ean delivery due to fetal distress [11, 12]. The fetal heart 
might also be more susceptible to increased cardiovas-
cular resistance in growth restriction leading to stillbirth 
[12]. A large RCT of vitamin D supplementation is almost 
impossible to perform in the case of a rare event such as 
a stillbirth. A systemic review of vitamin D supplementa-
tion showed a non-significant 25% reduction in stillbirths 
(relative risk 0.75, 95% CI 0.5–1.12), i.e., corresponding to 
our findings but still underpowered [28]. A longitudinal 
study of fetal heart function during deficiency and after 
sufficiency like the one performed by Herling et al. might 
address this hypothesis [35]. Greater knowledge might 
be had by measuring plasma vitamin D levels in women 
who have, and have not, had stillbirths, and by assessing 

the relationship between stillbirth and both sun exposure 
and seasonality. It remains unclear however, what part of 
pregnancy is most susceptible to low vitamin D levels.

The large US VITAL trial is informative [36]. It meas-
ures the effects of five-years of 50 µg/d (2000 IU) of vita-
min D supplementation. Almost all subgroups showed 
an approximately 25  nmol/L increase in plasma vita-
min D levels in the supplementation arm, as meas-
ured from baseline [36]. Thus, we might estimate that 
2000  IU of daily supplementation given to those with 
insufficient plasma vitamin D levels (25 to 49  nmol/L) 
would be adequate, while those who are clearly deficient 
(< 25 nmol/L) might not reach sufficiency. The upper tol-
erable dose of vitamin D in Europe is 100 µg/d (4000 IU) 
[18]. In Finland, approximately half the total vitamin D 
intake is from food fortification and the other half from 
the recommended supplementation (10 µg/d) [18, 22].

Sweden is the one country in Europe that has had the 
greatest influx of migrants from low-resource countries 
per capita over the last decades [37]. In Sweden the rec-
ommended intake via food is 10  µg/d vitamin D. Those 
who eat fortified products receive approximately that 
amount. However, there is no general, easy to follow rec-
ommendation regarding vitamin D supplementation for 
gravida. There is a recommendation encouraging preg-
nant women to consult with their midwife at an ante-
natal care clinic [18]. This may not be adequate because 
a) the immigrant subgroup commences antenatal care 
later and makes fewer visits than the general population, 
and b) the guidelines are not easy to interpret for health 
personal [38]. In addition, the Swedish fortification pro-
gram only includes food produced in Europe, whereas 
non-European food is common in immigrant commu-
nities. Fewer dairy products are consumed there due to 
custom and lactose intolerance, and less fat spreads are 
used. Thus, a large subgroup of pregnant women with 
a 3 to fourfold increased risk of stillbirth might not be 
receiving the optimum vitamin D intake. Hypotheti-
cally, the health inequalities and the higher stillbirth rates 
among immigrant women might at least partly be due to 
differences in plasma vitamin D [39]. In terms of equal 
health there might be a socio-economic benefit of rely-
ing more on fortification and less on supplementation or 
sun exposure. On the other hand, sun exposure seems to 
have additional non-vitamin D dependent advantages, 
such as lower risk of type 2 diabetes mellitus, hyperten-
sion, venous thromboembolism, and other cardiovascu-
lar diseases (CVD), non-CVD/non-cancer, and cancer 
mortality [17, 40–42]. The fortification of cooking oil or 
flour might be alternatives to reach immigrant women. 
Although national food agencies in Finland and Swe-
den may have made a major public health contribution 
in lowering the incidence of stillbirth by their vitamin 
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D fortification/ supplementation programs, it would be 
important to assess whether those programs have had 
their intended effect and reaching all women.

Modifiable risk factors for stillbirth
Approximately half of all pregnancies ending in stillbirth 
are SGA [1, 43]. Identifying SGA in combination with 
an umbilical artery Doppler surveillance program has 
been reported to bring about a 5- to sixfold reduction in 
the risk of stillbirth (SGA has a population-attributable 
risk of ~ 11%) [1, 43, 44]. A Cochran review has advised 
against late ultrasound fetometry screening [29]. How-
ever, this Cochrane review did not include stillbirth 
without congenital abnormalities as an outcome [29]. 
Previously, smoking was the major population-attributa-
ble risk factor for stillbirth. However, smoking cessation 
programs have been effective in reducing smoking in 
Sweden from 18% in early 1994 to < 4% today (Table  1) 
[37]. On the other hand, while the proportion of smokers 
is decreasing, BMI is increasing (Table  1) [45]. Obesity 
is also a modifiable major risk factor for stillbirth [46]. 
There is an inverse correlation between BMI and plasma 
vitamin D levels, and, as cited earlier, a mendelian rand-
omization study has reported a causal link between high 
BMI and low plasma vitamin D status [4, 24, 25]. If our 
hypothesis is true, low plasma vitamin D levels might 
also be a high ranking risk factor for stillbirth.

Conclusion
Our observational data of > 4 million pregnancies show 
that in two Northern countries with widespread low 
plasma vitamin D levels (< 50  nmol/l), each increment 
of national vitamin D food fortification was associated 
with an approximately 15% reduction in stillbirths. If a 
causal relationship can be established, a milestone would 
be achieved in preventing stillbirths in Northern coun-
tries. Food fortification that reaches the entire population 
might be a step towards equal reproductive health, inde-
pendent of socioeconomic and ethnic background.

Abbreviations
BMI	� Body mass index
CI	� Confidence interval
CVD 	� Cardiovascular diseases
CTG 	� Cardiotocography
OR	� Odds ratio
SGA	� Small-for-gestational age
UV	� Ultraviolet

Acknowledgements
We thank Elliot Epstein, Stanford CA, USA, for programming the figure in 
Phyton.

Authors’ contributions
PGL designed the study and drafted the manuscript. PGL and MG gathered 
the data. PLT contributed to the data analysis. All three authors critically 

reviewed the manuscript, interpreted the findings, and agreed to submit the 
paper. PGL is the guarantor for the study. The author(s) read and approved the 
final manuscript.

Funding
Open access funding provided by Karolinska Institute. This work was funded 
by a research grant from The Swedish Research Council (grant number 
S113106103).

Availability of data and materials
All data analyzed during this study are included in this published article.

Declarations

Ethics approval and consent to participate
The research presented here is based on publicly available statistical data and 
no ethical approval or permission to use summary register data was required 
for this study.

Consent for publication
Not applicable, based on open data.

Competing interests
The authors declare no competing interests.

Author details
1 Clinical Sciences and Education, Obstetrics and Gynecology, Karolinska 
Institutet, Södersjukhuset, Sjukhusbacken 10, Stockholm 11883, Sweden. 
2 Department of Obstetrics and Gynecology, Södersjukhuset, Stockholm, 
Sweden. 3 Department of Knowledge Brokers, THL Finnish Institute for Health 
and Welfare,  Helsinki, Finland. 4 Research Centre for Child Psychiatry and Invest 
Research Flagship, University of Turku, Turku, Finland. 5 Region Stockholm, 
Academic Primary Health Care Centre, Stockholm, Sweden. 6 Department 
of Molecular Medicine and Surgery, Karolinska Institutet, Stockholm, Sweden. 
7 Department of Women’s and Children’s Health/IMHm, Uppsala University, 
Uppsala, Sweden. 8 WHO Collaborating Centre On Migration and Health, 
Uppsala University, Uppsala, Sweden. 

Received: 18 February 2023   Accepted: 3 May 2023

References
	1.	 Lindqvist PG, Molin J. Does antenatal identification of small-for-ges-

tational age fetuses significantly improve their outcome? Ultrasound 
Obstet Gynecol. 2005;25(3):258–64.

	2.	 Stormdal Bring H, HulthenVarli IA, Kublickas M, Papadogiannakis N, Pet-
tersson K. Causes of stillbirth at different gestational ages in singleton 
pregnancies. Acta Obstet Gynecol Scand. 2014;93(1):86–92.

	3.	 Lindqvist PG, Gren P. An easy-to-use method for detecting fetal hemo-
globin–a test to identify bleeding from vasa previa. Eur J Obstet Gynecol 
Reprod Biol. 2007;131(2):151–3.

	4.	 Flenady V, Wojcieszek AM, Middleton P, Ellwood D, Erwich JJ, Coory M, 
Khong TY, Silver RM, Smith GC, Boyle FM, et al. Stillbirths: recall to action 
in high-income countries. Lancet. 2016;387(10019):691–702.

	5.	 Bjork A, Andersson A, Johansson G, Bjorkegren K, Bardel A, Kristians-
son P. Evaluation of sun holiday, diet habits, origin and other factors as 
determinants of vitamin D status in Swedish primary health care patients: 
a cross-sectional study with regression analysis of ethnic Swedish and 
immigrant women. BMC Fam Pract. 2013;14:129.

	6.	 Matthews RJ, Draper ES, Manktelow BN, Kurinczuk JJ, Fenton AC, 
Dunkley-Bent J, Gallimore I, Smith LK. Understanding ethnic inequali-
ties in stillbirth rates: a UK population-based cohort study. BMJ Open. 
2022;12(2):e057412.

	7.	 Saaf M, Fernell E, Kristiansson F, Barnevik Olsson M, Gustafsson SA, Bagen-
holm G. Severe vitamin D deficiency in pregnant women of Somali origin 
living in Sweden. Acta Paediatr. 2011;100(4):612–4.

	8.	 Essen B, Sjoberg NO, Gudmundsson S, Ostergren PO, Lindqvist PG. No 
association between female circumcision and prolonged labour: a case 



Page 8 of 8Lindqvist et al. BMC Pregnancy and Childbirth          (2023) 23:359 

control study of immigrant women giving birth in Sweden. Eur J Obstet 
Gynecol Reprod Biol. 2005;121(2):182–5.

	9.	 Osmancevic A, Demeke T, Gillstedt M, Angesjo E, Sinclair H, Abd El-Gawad 
G, Landin-Wilhelmsen K. Vitamin D treatment in Somali women living in 
Sweden - two randomized, placebo-controlled studies. Clin Endocrinol 
(Oxf ). 2016;85(4):535–43.

	10.	 Essen B, Hanson BS, Ostergren PO, Lindqvist PG, Gudmundsson S. 
Increased perinatal mortality among sub-Saharan immigrants in a city-
population in Sweden. Acta Obstet Gynecol Scand. 2000;79(9):737–43.

	11.	 Lindqvist PG, Silva AT, Gustafsson SA, Gidlof S. Maternal vitamin D 
deficiency and fetal distress/birth asphyxia: a population-based nested 
case-control study. BMJ Open. 2016;6(9):e009733.

	12.	 Barebring L, Bullarbo M, Glantz A, Hulthen L, Ellis J, Jagner A, Schoenmak-
ers I, Winkvist A, Augustin H. Trajectory of vitamin D status during preg-
nancy in relation to neonatal birth size and fetal survival: a prospective 
cohort study. BMC Pregnancy Childbirth. 2018;18(1):51.

	13.	 Neale RE, Lucas RM, Byrne SN, Hollestein L, Rhodes LE, Yazar S, Young AR, 
Berwick M, Ireland RA, Olsen CM. The effects of exposure to solar radia-
tion on human health. Photochem Photobiol Sci. 2023;22:1–37.

	14.	 Liu D, Fernandez BO, Hamilton A, Lang NN, Gallagher JM, Newby DE, 
Feelisch M, Weller RB. UVA irradiation of human skin vasodilates arterial 
vasculature and lowers blood pressure independently of nitric oxide 
synthase. J Invest Dermatol. 2014;134(7):1839–46.

	15.	 Lindqvist PG, Epstein E, Landin-Olsson M, Ingvar C, Nielsen K, Stenbeck M, 
Olsson H. Avoidance of sun exposure is a risk factor for all-cause mortal-
ity: results from the Melanoma in Southern Sweden cohort. J Intern Med. 
2014;276(1):77–86.

	16.	 Lindqvist PG, Epstein E, Nielsen K, Landin-Olsson M, Ingvar C, Olsson H. 
Avoidance of sun exposure as a risk factor for major causes of death: a 
competing risk analysis of the Melanoma in Southern Sweden cohort. J 
Intern Med. 2016;280:375–87.

	17.	 Lindqvist PG, Landin-Olsson M, Olsson H. Low sun exposure habits 
is associated with a dose-dependent increased risk of hyperten-
sion: a report from the large MISS cohort. Photochem Photobiol Sci. 
2021;20(2):285–92.

	18.	 Itkonen ST, Andersen R, Bjork AK, BrugardKonde A, Eneroth H, Erkkola M, 
Holvik K, Madar AA, Meyer HE, Tetens I, et al. Vitamin D status and current 
policies to achieve adequate vitamin D intake in the Nordic countries. 
Scand J Public Health. 2021;49(6):616–27.

	19.	 Gidlof S, Silva AT, Gustafsson S, Lindqvist PG. Vitamin D and the risk of 
preeclampsia–a nested case-control study. Acta Obstet Gynecol Scand. 
2015;94(8):904–8.

	20.	 Granlund L, Ramnemark A, Andersson C, Lindkvist M, Fharm E, Norberg 
M. Prevalence of vitamin D deficiency and its association with nutrition, 
travelling and clothing habits in an immigrant population in Northern 
Sweden. Eur J Clin Nutr. 2016;70(3):373–9.

	21.	 Jaaskelainen T, Itkonen ST, Lundqvist A, Erkkola M, Koskela T, Lakkala K, 
Dowling KG, Hull GL, Kroger H, Karppinen J, et al. The positive impact 
of general vitamin D food fortification policy on vitamin D status in a 
representative adult Finnish population: evidence from an 11-y follow-
up based on standardized 25-hydroxyvitamin D data. Am J Clin Nutr. 
2017;105(6):1512–20.

	22.	 Raulio S, Erlund I, Mannisto S, Sarlio-Lahteenkorva S, Sundvall J, 
Tapanainen H, Vartiainen E, Virtanen SM. Successful nutrition policy: 
improvement of vitamin D intake and status in Finnish adults over the 
last decade. Eur J Public Health. 2017;27(2):268–73.

	23.	 Zhang X, Wang Y, Chen X. Associations between prenatal sunshine expo-
sure and birth outcomes in China. Sci Total Environ. 2020;713:136472.

	24.	 Vimaleswaran KS, Berry DJ, Lu C, Tikkanen E, Pilz S, Hiraki LT, Cooper JD, 
Dastani Z, Li R, Houston DK, et al. Causal relationship between obesity 
and vitamin D status: bi-directional Mendelian randomization analysis of 
multiple cohorts. PLoS Med. 2013;10(2):e1001383.

	25.	 Wortsman J, Matsuoka LY, Chen TC, Lu Z, Holick MF. Decreased bioavail-
ability of vitamin D in obesity. Am J Clin Nutr. 2000;72(3):690–3.

	26.	 Bergman P, Norlin AC, Hansen S, Rekha RS, Agerberth B, Bjorkhem-Berg-
man L, Ekstrom L, Lindh JD, Andersson J. Vitamin D3 supplementation 
in patients with frequent respiratory tract infections: a randomised and 
double-blind intervention study. BMJ Open. 2012;2(6):e001663.

	27.	 Bjork I, Pettersson K, Lindqvist PG. Stillbirth and factor V Leiden - a 
regional based prospective evaluation. Thromb Res. 2019;176:120–4.

	28.	 Bialy L, Fenton T, Shulhan-Kilroy J, Johnson DW, McNeil DA, Har-
tling L. Vitamin D supplementation to improve pregnancy and 
perinatal outcomes: an overview of 42 systematic reviews. BMJ Open. 
2020;10(1):e032626.

	29.	 Bricker L, Medley N, Pratt JJ. Routine ultrasound in late preg-
nancy (after 24 weeks’ gestation). Cochrane Database Syst Rev. 
2015;2015(6):CD001451.

	30.	 Wennerholm UB, Saltvedt S, Wessberg A, Alkmark M, Bergh C, Wendel 
SB, Fadl H, Jonsson M, Ladfors L, Sengpiel V, et al. Induction of labour at 
41 weeks versus expectant management and induction of labour at 42 
weeks (SWEdish Post-term Induction Study, SWEPIS): multicentre, open 
label, randomised, superiority trial. BMJ. 2019;367:l6131.

	31.	 Lindqvist PG, Graner S. Re: Induction of labour at 41 weeks versus 
expectant management and induction of labour at 42 weeks (SWEdish 
Post-term Induction Study, SWEPIS): multicentre, open label, randomised, 
superiority trial. BMJ. 2019;367:16131.

	32.	 Lindqvist PG, Pettersson K, Moren A, Kublickas M, Nordstrom L. 
Routine ultrasound examination at 41 weeks of gestation and risk of 
post-term severe adverse fetal outcome: a retrospective evaluation of 
two units, within the same hospital, with different guidelines. BJOG. 
2014;121(9):1108–15.

	33.	 Parts L, Holzmann M, Norman M, Lindqvist PG. Admission cardiotocogra-
phy: a hospital based validation study. Eur J Obstet Gynecol Reprod Biol. 
2018;229:26–31.

	34.	 Kalliokoski P, Bergqvist Y, Lofvander M. Physical performance and 
25-hydroxyvitamin D: a cross-sectional study of pregnant Swedish and 
Somali immigrant women and new mothers. BMC Pregnancy Childbirth. 
2013;13:237.

	35.	 Herling L, Johnson J, Ferm-Widlund K, Lindgren P, Acharya G, Westgren 
M. Automated analysis of color tissue Doppler velocity recordings of 
the fetal myocardium using a new algorithm. Cardiovasc Ultrasound. 
2015;13:39.

	36.	 Manson JE, Cook NR, Lee IM, Christen W, Bassuk SS, Mora S, Gibson 
H, Gordon D, Copeland T, D’Agostino D, et al. Vitamin D supplements 
and prevention of cancer and cardiovascular disease. N Engl J Med. 
2019;380(1):33–44.

	37.	 Socialstyrelsen. National board of Health and Welfare Statistical data-
bases. 2022.

	38.	 Ahrne M, Schytt E, Andersson E, Small R, Adan A, Essen B, Byrskog U. 
Antenatal care for Somali-born women in Sweden: perspectives from 
mothers, fathers and midwives. Midwifery. 2019;74:107–15.

	39.	 Kingdon C, Roberts D, Turner MA, Storey C, Crossland N, Finlayson KW, 
Downe S. Inequalities and stillbirth in the UK: a meta-narrative review. 
BMJ Open. 2019;9(9):e029672.

	40.	 Lindqvist PG, Epstein E, Landin-Olsson M. Sun exposure - hazards and 
benefits. Anticancer Res. 2022;42(4):1671–7.

	41.	 Lindqvist PG, Olsson H, Landin-Olsson M. Are active sun exposure habits 
related to lowering risk of type 2 diabetes mellitus in women, a prospec-
tive cohort study? Diabetes Res Clin Pract. 2010;90(1):109–14.

	42.	 Lindqvist P, Epstein E, Olsson H. Does an active sun exposure habit lower 
the risk of venous thrombotic events? A D-lightful hypothesis. JTH. 
2009;7:605–10.

	43.	 Hirst JE, Villar J, Victora CG, Papageorghiou AT, Finkton D, Barros FC, 
Gravett MG, Giuliani F, Purwar M, Frederick IO, et al. The antepartum 
stillbirth syndrome: risk factors and pregnancy conditions identified from 
the INTERGROWTH-21(st) Project. BJOG. 2018;125(9):1145–53.

	44.	 Almström H, Axelsson O, Cnattingius S, Ekman G, Maesel A, Ulmsten U, 
Årström K, Maršál K. Comparison of umbilical-artery velocimetry and 
cardiotocography for surveillance of small-for-gestational-age fetuses. 
Lancet. 1992;340(8825):936–40.

	45.	 Blomberg M. Maternal obesity, mode of delivery, and neonatal outcome. 
Obstet Gynecol. 2013;122(1):50–5.

	46.	 Flenady V, Middleton P, Smith GC, Duke W, Erwich JJ, Khong TY, Neilson 
J, Ezzati M, Koopmans L, Ellwood D, et al. Stillbirths: the way forward in 
high-income countries. Lancet. 2011;377(9778):1703–17.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	Is there a relation between stillbirth and low levels of vitamin D in the population? A bi-national follow-up study of vitamin D fortification
	Abstract 
	Background 
	Methods 
	Results 
	Conclusion 

	Introduction
	Methods
	Study design and data source
	Statistical analysis

	Results
	Discussion
	Strengths and limitations
	Possible mechanisms
	Modifiable risk factors for stillbirth

	Conclusion
	Acknowledgements
	References


