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MEDICAL PRACTICE

Contemporary Themes

Sequelae and support after termination of pregnancy for
fetal malformation

J LLOYD, K M LAURENCE

Abstract

A retrospective study examined the reactions to the termination
of pregnancy for fetal malformation and the follow up services
that were available. Women resident in Mid Glamorgan who had
had a termination between 1977 and 1981 because of positive
findings after midtrimester prenatal diagnostic tests for neural
tube defect or chromosome abnormalities were interviewed at
home using a semistructured interview schedule. Three retro-
spective internal comparison groups were formed from those
women who had also had a spontaneous abortion, previous still-
birth, or neonatal death or previous termination for medicosocial
reasons early in pregnancy. Of the 48 women interviewed, 37
(77%) experienced an acute grief reaction after the index
pregnancy was ended. This reaction was akin to that documented
after stillbirth or neonatal death. Twenty two women (46%)
remained symptomatic six months after the pregnancy had been
ended, some requiring psychiatric support, compared with no
such reaction after spontaneous abortion or termination for
medicosocial reasons. All the women who had previously had a
stillbirth or neonatal death were visited at home either by the
general practitioner or by the midwife after that event but such
follow up was limited to only eight of the study group after
termination for fetal malformation.
The findings suggest that support is inadequate for these
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patients and that improved follow up and counselling services
may lessen the adverse sequelae of termination for fetal
malformation.

Introduction

Since the Abortion Act 1967 much work has been done investigating
the psychological consequences of termination of pregnancy for
medicosocial reasons carried out (under sections 2 and 3 of the Act)
generally in the first or early in the second trimester of pregnancy.
Such terminations usually were of pregnancies which were un-
planned and unwanted. Handy,' in a review of published work,
concluded that although some women may experience adverse
psychological sequelae, most do not. The importance of counselling
and follow up in preventing these sequelae in women who may be
vulnerable has been emphasised by Pare and Raven,2 Lask,3 and
more recently by Schmidt and Priest.4 Few terminations for
medicosocial reasons are carried out after 20 weeks ofgestation, and
there is little information on these terminations. Brewer,5 however,
in his series found that the emotional consequences were less severe
than might have been expected when late terminations, also of an
unwanted pregnancy, took place after fetal movements had been
felt. With the advent of prenatal diagnostic tests terminations of a
wanted pregnancy, usually at or about 20 weeks of gestation, with a
fetus shown to be abnormal, now account for about 1% of all ter-
minations.5 With the exception of a small study from Manchester,7
which noted the difficulties experienced by patients in coming to
terms with the ending of a wanted and planned pregnancy, such
terminations do not seem to have been extensively studied.
The hypothesis that women undergoing a late termination for

genetic reasons experience an acute grief reaction similar to that
after stillbirth or neonatal death was developed during a pilot study
in another health district. A retrospective case comparison study
was therefore carried out to investigate the psychosocial con-
sequences of such terminations. It was designed to elucidate the
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attitudes and emotions experienced immediately after termination,
at six weeks, and symptoms still present six months later. The
resolution of the reaction and the availability and type of follow up
were also examined.

Subjects and methods
The subjects for the study were the 73 women resident in the county of

Mid Glamorgan who had had a termination of pregnancy between 1977 and
1981 after giving positive test results during the a fetoprotein screening
programme for neural tube defect, or because they were known to be at
increased risk for this or for chromosome abnormality. Each had attended
one of the antenatal clinics of the four district general hospitals in the Mid
Glamorgan Health Authority district and thence been referred by one of 12
consultant obstetricians to the University Hospital of Wales for further
prenatal diagnostic tests. The terminations were performed at the referring
hospital.
The agreement of the relevant obstetrician and general practitioner was

sought before a written approach was made to each patient for permission to
interview in her own home. Thirteen of the women could not be included
because they had either moved out of the area and could not be contacted
(nine cases) or had changed their name and could not be traced (four cases).
Seven of the remaining 60 declined to help in the study, and in a further five
cases the general practitioner advised against an approach on the grounds
that it was not in the patient's best interest, either because of current
pregnancy (four patients) or owing to illness (one patient). The remaining
48 women were therefore approached and interviewed by the same observer
(JL) using a semistructured interview schedule developed after the pilot
study in another health district.
The interview schedule was designed to record (a) emotions and attitudes

immediately after the termination; (b) symptoms within six weeks after
termination and until routine hospital "postnatal" or gynaecological out-
patient appointment; (c) symptoms still apparent at six months after the
termination; (d) symptoms persisting to such an extent that treatment by
general practitioner or referral to a psychiatrist was indicated; and (e) the
nature of any follow up support available within the first six weeks after
termination and the timing of any referral for formal genetic counselling.

Data on other personal and social variables which may affect the reaction
and its resolution were also collected during the interview. After the formal
part of the interview time was allowed for free discussion. The content of this
was noted by the observer in private immediately after the conclusion of the
home visit. The interviews were carried out between August 1982 and
February 1983 and were therefore between one year and five years after the
index termination.

Projected comparison groups of women who had previously had a
termination for medicosocial reasons at a similar late gestational age and
those who had experienced a stillbirth without malformation proved
impracticable. Comparison groups from within the study group were con-
structed, however, by categorising from previous obstetric history. Twelve
women had previously had one or more spontaneous abortions, six had a
previous stillbirth or neonatal death, and four had a previous termination
early in pregnancy for medicosocial reasons. Responses after these episodes
were recorded in the same manner as for the index termination.

Results

Acute grief reactions were noted in 78% ofwomen in the first two groups
(termination for fetal malformation and previous stillbirth or neonatal death)
(table I) compared wih 6% in the other two groups combined (spontaneous
abortion and termination for medicosocial reasons). This difference was
highly significant (X2=23 7; df= 1; p<0 001). The severity of the reaction
ranged from mild tearfulness with sadness, lethargy and insomnia to in-
capacitating grief with somatic symptoms and, finally, to complete with-

TABLE I-Maternal reactioni after ending of pregnancy. Figures are numbers of women
(percentages in parentheses)

Termination for Stillbirth or Spontaneous Termination for
fetal malformation neonatal death abortion medicosocial reasons

Total
Acute grief

Symptoms at six
months

Treatment needed

48 6
37 (77) 5 (83)

(78)

22 (46) 0

10 (21) 0

12 4
0

(6)

0

0

0

0
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drawal. Twenty two women (46%) whose pregnancies had been terminated
for fetal malformation recalled that at six months they still had symptoms of
depression with some anxiety compared with none in the other three groups
combined (x2= 12-65; df= 1; p<0 001). In addition, in the index cases 10 of
the 48 needed treatment compared with none in the other three groups
combined (Fisher's exact test, p=0-016). The symptoms leading to treat-
ment were depressive, often with considerable repressed anger.

In these patients most terminations were induced by prostaglandin in-
fusion; however, in one of the referring hospitals hysterotomy was
commonly performed (table II).

TABLE II-Reactions after different methods of
termination

Reaction Hysterotomy Prostaglandin infusion

Acute grief 7 30
Nil 1 10

Total 8 40

Fifteen women were seen by one of us (KML) for genetic counselling at
the University Hospital of Wales at the time of referral for ultrasound scan
and amniocentesis. This was frequently seen as part of the distressing
diagnostic routine and not perceived as helpful for the future. Eight of these
women, together with a further eight not counselled previously, were
referred (by the general practitioner or consultant obstetrician) for genetic
counselling at a later date after termination, often when the emotional crisis
was over (table III). This counselling was generally perceived as helpful by
most women.

TABLE III-Perception ofgenetic counselling

Genetic counselling Genetic counselling six to
at anmiocentesis 16 weeks after termination

Helpful 5 12
Not helpful 9 3
Equivocal 1 1

Total 15 16

Support immediately after termination was remarkably sparse. Although
all women had a routine hospital outpatient or general practitioner appoint-
ment six weeks after termination, only eight of the 48 had any kind ofhome
visit in the first few days after discharge; in three of these cases it was a friend
or relative in the nursing profession who called. By contrast, all women who
had had a stillbirth received a home visit, and all four women who had earlier
had a termination for medicosocial reasons were supported by post-
termination counselling. Twenty nine subjects did, however, visit their
general practitioners at some stage in the first six weeks after termination
(table IV).

TABLE IV-Reasons for vtsiting general practitioner after terminatiwn

Reason for visit No of subjects Reason for visit No of subjects

Certificate only 7 Haemorrhage I
Routine "postnatal" 2 Urinary infection 4
Mastitis or lactation 7 Depression 8

Total 29

Discussion

These results suggest that the response to the late termination of a
wanted pregnancy challenged as a consequence of advances in pre-
natal diagnostic techniques often is an acute grief reaction, similar to
that after stillbirth and akin to that after any death. This is not a
psychiatric disorder but is a normal process which may require
formal psychiatric intervention or other professional help if resolu-
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tion does not occur and depression supervenes. The severity of the
reaction in our study may have been because in general mourning
was difficult-there was no grave, no baby, no photograph, and
only occasionally was the fetus seen. The "death" was passed over,
denied, regarded as a failure of pregnancy and the mother was met
by a conspiracy of silence. Our patients did not have the normal aids
to the resolution of grief generally available in other circumstances.
Thirty five of our patients, however, did recount some form of a
mourning process. Eleven women volunteered that they had named
the fetus, usually secretly, which seemed to help the process. One
woman visited the local cemetery regularly, and several would have
liked some form of burial or formal recognition of the death.
Twelve of the 48 women in the study group had not embarked on

a further pregnancy at the time of interview, and 11 of these showed
a severe grief reaction. In eight subjects this had not resolved at six
months, and in five of these the reaction required psychiatric help.
This indicates a disturbing number of patients experiencing
problems severe enough to influence reproductive behaviour and
merits further investigation.
The paucity of follow up at home did not allow conclusions to

be drawn regarding the impact of support on the severity of the
response. Nevertheless, experience after stillbirth suggests that this
is important in the resolution of grief and it is reasonable to assume
that our group would have responded to support.8

Supportive evidence for the identification of this response as
different from that after the more usual termination for medico-
social reasons comes from Brewer's study.5 In his series a quarter of
the patients noted mild symptoms at three months after termination
and not one required psychiatric help. These patients were coun-
selled before and after termination, which may have accounted for
the milder reactions, and, in any case, the characteristics of these
were not suggestive of bereavement.
The lack of coordinated home visiting after termination was

surprising. Most of the terminations for fetal malformation took
place on gynaecological wards, and liaison between these and mid-
wives in the community, antenatal clinics, and general practitioners
was not as effective as between the same professionals and the
obstetric services. Staff on the gynaecological wards often assumed
that these terminations were no different from terminations for
medicosocial reasons. In view of the comparative rarity of the
procedure in each of the hospitals over several years, the severity of
the reaction was unsuspected and the assumption probably made
that the elaborate arrangements made for counselling before and
after terminations for medicosocial reasons automatically applied to
this different category. Ten of our patients either had experienced a
previous stillbirth, were of advanced maternal age, or had a strong
family history of congenital malformation and thus could have been
described as embarking on the pregnancy with some insight and
might therefore have been, to some degree, prepared. Eight of
them, however, showed an acute grief reaction no different from the
others.
There were too few patients to measure the impact of genetic

counselling at the time of tests on the severity of the reaction to
termination. Many women stated that they needed more informa-
tion and advice. Although the routine hospital follow up at six weeks
was uniformly efficient as a postoperative or postnatal check, there
was generally no opportunity for the complicated and highly per-
sonal attention many needed. For those referred, genetic counsell-
ing after termination was therefore understandably appreciated. A
lack of information was also recorded before termination. As the
prenatal diagnostic tests took place before the routine antenatal
clinic health education programme could explain parturition and
the postpartum routines to the primigravidas, the normal sequelae
of childbirth were therefore unexpected. Whether or not this
was the first pregnancy, lactation and mastitis were distressing.
Surprisingly few patients, however, presented to the general practi-
tioner with these problems.

Conclusion and implications

This was a retrospective study with small numbers and with

inadequate comparison groups. Furthermore, women were inter-
viewed at intervals varying from one to five years after the termina-
tion and recall was often erratic and retrospective scaling of
psychiatric symptoms proved unsatisfactory and could not be relied
on. Nevertheless, despite the flaws in experimental design, the
response to termination for fetal malformation under the study
conditions was identified as similar to that after perinatal death.
From our study it was apparent that with the advances in prenatal
diagnostic techniques, provision of support after termination had
not proceeded at the same rate and services had not developed to
meet an unperceived need. There are several implications.

Firstly, better liaison between antenatal clinics, obstetric depart-
ments, gynaecological wards, general practitioners, and community
services would ensure that patients do not return home without
information or support. In some centres minimal reorganisation of
services might be required.

Secondly, we suggest that support should be organised as after
perinatal death and that supportive counselling beginning early in
the first six weeks after termination should be undertaken by a
skilled health care professional-for example, genetic clinic field-
worker, health visitor, community midwife, or general practitioner.
For those patients in whom resolution fails to ensue, later referral to
a bereavement counsellor or psychiatrist might be indicated.
Support should be clearly coordinated.

Thirdly, for terminations for fetal malformation genetic counsell-
ing is indicated and we suggest that all women, whether or not they
had been counselled during pregnancy, should be seen by a skilled
genetic counsellor not earlier than six weeks after the termination
and preferably at about three months.

Fourthly, hospital based and community staff should have appro-
priate training to understand the nature of the termination under
these conditions to enable the patient's needs to be identified and
met.

Finally, as well as in further elucidating the nature and con-
sequences of the response, further study to identify any "at risk"
factors before termination would be helpful. This would have
obvious practical implications in the management of the patient.
With the benefit of hindsight the longer term consequences of

positive findings in any screening programme are seen to have a
bearing not only on the acceptability ofthe procedures but on that of
the programme itself. Whereas in this study termination was often a
regretted but acceptable consequence of positive findings in the
a fetoprotein screening programme, the consequences of termina-
tion were not acceptable because they had not been anticipated and
planned for. Future screening programmes might benefit from
considering the wider implications and planning for them.

We thank Dr J N P Hughes, chief administrative medical officer, Mid
Glamorgan DHA, for his help and support during this study. Our thanks are
due to all the consultant obstetricians in Mid Glamorgan for their coopera-
tion and helpful comments and to Dr T Khosla, of the department of
medical computing and statistics, University of Wales College of Medicine,
for statistical advice.
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