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Abstract
Background: Pregnancy termination for fetal abnormality (TFA) may have profound psychological consequences
for those involved. Evidence suggests that women’s experience of care influences their psychological adjustment
to TFA and that they greatly value compassionate healthcare. Caring for women in these circumstances presents
challenges for health professionals, which may relate to their understanding of women’s experience. This qualitative
study examined health professionals’ perceptions of women’s coping with TFA and assessed to what extent these
perceptions are congruent with women’s accounts.
Methods: Fifteen semi-structured interviews were carried out with health professionals in three hospitals in
England. Data were analysed using thematic analysis and compared with women’s accounts of their own coping
processes to identify similarities and differences.
Results: Health professionals’ perceptions of women’s coping processes were congruent with women’s accounts in
identifying the roles of support, acceptance, problem-solving, avoidance, another pregnancy and meaning attribution
as key coping strategies. Health professionals regarded coping with TFA as a unique grieving process and
were cognisant of women’s idiosyncrasies in coping. They also considered their role as information providers
as essential in helping women cope with TFA. The findings also indicate that health professionals lacked insight into
women’s long-term coping processes and the potential for positive growth following TFA, which is consistent with a
lack of aftercare following TFA reported by women.
Conclusions: Health professionals’ perceptions of women’s coping with TFA closely matched women’s accounts,
suggesting a high level of understanding. However, the lack of insight into women’s long-term coping processes
has important clinical implications, as research suggests that coping with TFA is a long-term process and that the
provision of aftercare is beneficial to women. Together, these findings call for further research into the most
appropriate ways to support women post-TFA, with a view to developing a psychological intervention to better
support women in the future.
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Background
In England and Wales in 2015, 3213 pregnancies were
terminated on the grounds of fetal abnormality representing 2% of all terminations [1]. The number of TFAs
has risen (3213 in 2015 compared to 2085 in 2009 [2]),
due to increased provision of screening and diagnosis
[3], new screening technologies (e.g., non-invasive prenatal testing) that enable earlier fetal abnormality detection, and an increase in childbearing age associated with
adverse pregnancy outcomes [4], particularly chromosomal abnormality.
TFA can be a traumatic event with lasting psychological consequences, including posttraumatic stress,
complicated grief and depression [5, 6]. Recent studies
have highlighted the impact coping strategies have upon
the way women adapt to TFA [7, 8]. Strategies considered to be adaptive, such as ‘acceptance’ or ‘positive reframing,’ are generally associated with lower grief levels,
whilst strategies considered to be maladaptive, such as
‘denial’ or ‘self-blame,’ generally correlate with higher
grief levels [7, 8]. Evidence also indicates that women’s
experience of care may relate to their psychological adjustment post-TFA. In particular, compassionate care,
i.e., care “given through relationships based on empathy,
respect and dignity” ([9], p.13) is greatly valued by
women in the context of TFA [10–13].
In England, compassionate care has gained prominence since the publication of the Francis report [14] and
the ensuing impetus within the National Health Service
to develop a model of care based on compassion and
respect. It is also in keeping with the Royal College of
Obstetricians and Gynaecologists’ recommendations [15]
that women undergoing TFA should receive nonjudgemental and supportive care. The ability to provide
compassionate care presupposes that health professionals
have an understanding of the experience of TFA, the complexity of the decision-making process and the short- and
long-term coping processes involved in dealing with it.
There is, however, limited evidence on this topic. Existing
research underlines challenges experienced by health professionals in caring for women in difficult reproductive
situations, including dealing with patients’ emotions [16]
or breaking bad news [17, 18]. In the context of TFA,
health professionals may also struggle with their own
moral dilemmas regarding the decision to terminate on
the grounds of fetal abnormality [19], particularly late terminations. These challenges may impede health professionals’ understanding of women’s experience and their
ability to provide compassionate care.
Although research suggests that health professionals have
some understanding of the emotional difficulties women
experience in the context of perinatal loss [16, 20–23], this
study is the first to specifically investigate health professionals’ understanding of women’s experience of coping
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with TFA. The objectives of the study were, therefore, to
examine health professionals’ perceptions of women’s coping with TFA and compare them to women’s accounts to
assess their congruence.

Methods
As one of the aims of the study was to compare health
professionals’ perceptions of women’s coping with TFA
with women’s accounts, both studies are presented in
this section in order of completion. The study of women’s
accounts is presented first but, as it has been fully reported
elsewhere [24], only key methodological information is reported. The study of health professionals’ perceptions is
presented second.
Study of women’s accounts of coping with TFA

Twenty seven women completed online asynchronous
semi-structured interviews about their experience of
TFA, with an emphasis on the coping strategies used at
the time of the procedure and afterwards. Participants
were recruited through a support organisation that provides support to parents who face/undergo TFA. The
study received ethical approval from the University of
West London Ethics Committee in 2011. Women were
provided with an information sheet and consent was obtained from all participants. Data were collected by the first
author between April 2011 and February 2012. All participants were aged over 18 years old and had experienced
TFA. Data were analysed using interpretative phenomenological analysis (IPA). IPA has been widely used in research
on reproductive health and perinatal loss [25, 26] and aims
to uncover people’s individual experiences and the meanings they attribute to the experiences [27]. The findings indicated that women use several coping strategies to deal
with TFA at the time of the procedure and afterwards:
‘seeking/providing support,’ ‘acceptance,’ ‘avoidance,’ ‘problem solving,’ ‘another pregnancy,’ ‘turning to the future’
and ‘meaning attribution.’
Study of health professionals’ perceptions of women’s
coping with TFA

The study of health professionals’ perceptions of
women’s coping with TFA, which is the focus of this
paper, was conducted as part of a wider research project
on the practice of prenatal diagnosis. This project involved observations of fetal medicine consultations and
face-to-face interviews with health professionals about
their practice. It is in the context of these interviews that
health professionals’ perceptions of women’s coping with
TFA were explored.
Sample

A purposive sampling was used to gain insights from a
range of professionals including consultants (or
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subspecialists) in maternal-fetal medicine, midwives, and
sonographers with differing levels of experience. Participants were recruited from three hospitals in England.
Sites 1 and 3 were large fetal medicine units in referral
centres and teaching hospitals. Site 2 was a local maternity unit providing more limited fetal medicine services
such as amniocentesis and chorionic villus sampling.
Any health professionals involved in the pregnancy management of women in their unit were eligible to take
part. Given that the sites varied in terms of size and services provided, a diversity of professional experience is
represented. Participants were recruited by the first
author over a 3-week period either face-to-face or via email through a departmental list. Interim analyses of the
data indicated that data saturation was reached at 15 interviews; therefore, no further interviews were sought
after this point. Of all professionals approached, only
one declined to take part citing time constraints.

TFA and to assess how congruent these perceptions were
with women’s accounts.
Data were transcribed verbatim, line-numbered and
analysed by the first author. The analytical process
followed Braun and Clarke’s guidelines [30] involving:
data familiarisation, generation of initial codes, identification of themes, revision and refinement of themes,
definition and naming of themes, and report writing. To
ensure that the full range of participants’ accounts was
represented, care was taken not to force the data into
existing codes. Disconfirming cases, whereby evidence
that contradicts an established or emergent code is sought
and coded [34], were also included in the analysis. To enhance rigour and validity, sections of text were independently coded by the fourth author. The level of agreement
between the two researchers was high and no changes
were made to the coding framework. The third author
provided expert validation of the analysis.

Data collection

Ethics

Face-to-face semi-structured interviews were conducted
at the hospitals between May and July 2013 by the first
author. Interviews were recorded digitally. The topic
guide focused on health professionals’ perceptions of
women’s coping with a diagnosis of fetal abnormality.
Questions included: “Could you describe the way you
perceive women cope with a diagnosis of fetal abnormality?” “Some women decide to terminate their pregnancy
following a diagnosis of fetal abnormality, how do you
think they cope with the termination? And afterwards?”
Participants were also asked to provide a brief summary
of their career path to fetal medicine, and whether they
had personal experience of fetal abnormality.

Ethical approval for the research project into health professionals’ practice of prenatal diagnosis, of which the
present study is a part, was received from the University
of West London Ethics Committee (July 2012) and the
Stanmore NHS Research Ethics Committee (February
2013). All participants were provided with an information sheet and made aware of their rights regarding confidentiality and withdrawal from the study. Consent for
taking part in the study and the use of quotations was
obtained from all participants; all were sent a summary
of the results. The researcher who conducted the fieldwork had no professional relationship with the participants. As such, there was no conflict of interest.

Data analysis

Results

Data were analysed using thematic analysis (TA). TA has
been widely used in reproductive health research [28, 29]
and is well-known for its adaptability to different contexts,
epistemologies and research questions [30]. TA has also
been shown to be compatible with both an inductive
(bottom-up) analytical approach, which enables data
exploration, and a deductive (top-down) approach, which
enables data comparison [30–33]. Given that the study
aims were to explore health professionals’ perception of
women’s coping with TFA and compare these to women’s
accounts, TA was an appropriate method of data analysis
for this study. The analytical process first consisted of
identifying themes in the health professionals’ data using
an inductive (bottom-up) approach. This enabled the research team to explore and preserve the originality and
richness of individuals’ accounts. Data were also analysed
using a deductive (top-down) approach, using the coding
framework derived from the women’s data, to explore
health professionals’ perceptions of women’s coping with

Participants’ profile

Fifteen health professionals participated in the study, ten
from Site 1, four from Site 2 and one from Site 3. The
sample comprised six consultants (subspecialists) in
maternal-fetal medicine or genetics, one registrar (resident) in fetal medicine, four midwives (including a senior screening coordinator), two sonographers, one
specialist nurse and one healthcare assistant. Twelve
participants were female and three were male. Their age
ranged between 24 and 55 years old.
The Results section is organised in two parts. Part 1
focuses on the themes identified through the inductive
analysis and depicts health professionals’ reflections
about women’s coping with TFA and their role in supporting women. Part 2 focuses specifically on health professionals’ perceptions of the coping strategies used by
women. These themes were identified through the deductive process of analysis using the coding framework
generated from the women’s data. Illustrative quotations
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are attributed to participants as follows: consultants (C),
registrar (Reg), midwives (Mid), sonographers (Son), specialist nurse (SNur) and healthcare assistant (HCA).
Part 1 - health professionals’ reflections about women’s
coping with TFA and their role in supporting women

The inductive analysis identified four themes: ‘the nature
of coping with TFA,’ ‘the idiosyncrasies of women’s coping,’ ‘helping women cope’ and ‘the limitations to health
professionals’ understanding of women’s long-term coping.’ Each theme encompassed several subthemes.
The nature of coping with TFA
TFA as a unique grieving process

Health professionals considered TFA as a unique grieving process that can be difficult and lengthy: “I do see
them [the women] post-termination and they may be in
tears the whole consultation, they’re struggling, they
haven’t coped with the problem” (C3) and may generate
a range of emotions such as “denial,” “anger,” and eventually, “acceptance” (C1). Some professionals considered
the grieving process to start from the time of diagnosis:
“You do lose something of that concept of a healthy baby,
even if ultimately your decision is to continue” (C1). Difficulty with grieving could extend well beyond the termination and be manifest during subsequent pregnancies:
“They don’t cope because it’s a grieving process that goes on
for a long time, and even when they come back for the next
pregnancy, they bring it up” (Mid1).
Participants regarded the loss of the baby as central to
the grieving process, however they also commented on
the loss of potential, which some considered to be
harder to deal with:
With the baby you’re grieving for the loss of potential,
and I think it’s harder to grieve for that loss of potential
than it is for somebody who you can say, well they had a
good innings (C2).
The burden of choice

Participants considered coping with TFA to be complicated by the fact that women made the decision to end
the pregnancy. References to women experiencing guilt
were common: “I think everybody probably feels guilty
because you never know whether it was the right decision” (SNur). This was, however, contrasted by one professional who considered the decision to terminate as
secondary to the grieving process, likening the experience to coping with a stillbirth:
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Health professionals believed the guilt experienced by
some women to relate to the decision to terminate but
also to causing the abnormality in the first place: “They
always want to think had I done this or had I done that,
or did I do this, should I have come to the hospital earlier, should I had eaten this” (Mid1). In addition, some
professionals mentioned women’s fear of being judged:
“Parents feel that they might be judged by other people
around them, especially if they’re saying that they’ve had
a termination” (Mid1). In some cases, they reported
women justifying their decision to them: “They will try
and justify it [the decision] to make it seem better, I
guess, for them” (Mid6).
The idiosyncrasies of women’s coping

All participants acknowledged that “people are very different” (Son2) and that coping is an individual process.
Personal characteristics

Women’s personality and beliefs, coping styles and capacity for self-regulation were seen as influential in determining the way they cope with TFA. How “sentimental”
or “emotional” (C1) a woman is was thought to relate to
her willingness or ability to seek support, which in turn
could influence the way she coped: “if you’re someone
that is very much not emotional, and keeping … keep it
quite close” (Mid2). Religious beliefs were also seen as
important: “There are some people who just think that’s
God’s will and they accept it and they just cope with it”
(Son2). Differences in coping styles could also influence
women’s coping:
Some people are very actively involved and sort of
want to know everything and, you know, even want to
see the baby after birth and take pictures etcetera and
other people just sort of want to have nothing to do
with it (C1).
Several professionals also noted differences in women’s
capacity for self-regulation and their support needs:
I don’t think everyone necessarily wants huge amounts
of support shoved at them because I think that in a
way it can become counter-productive as well. You
know if your coping mechanisms are working…then
actually having huge amounts of leaflets and followup phone calls and counselling visits and whatever
aren’t necessarily helpful (Reg).
Termination-related variables

I mean it’s like a stillbirth isn’t it?…it’s actually very
difficult to distinguish women who have an unexpected
stillborn but normal baby from women who have had a
baby that had abnormality they have had to kill (C1).

Termination-related variables were also thought to influence women’s coping. Some professionals considered
that an advanced gestational age could complicate the
coping process. Referring to a woman who was 36 weeks
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pregnant when terminating her pregnancy, the specialist
nurse commented: “I think her being so late on in her
pregnancy is going to have a massive effect on how she
copes now” (SNur). However, other professionals considered an early loss to be equally, if not more, difficult to
cope with:
I think it’s equally hard to lose a baby at 12 weeks as
it is at 9 months…People who have an early loss, often
have a harder time because everyone else presumed
it’s easier to lose a baby at 12 weeks than it is at 9
months (C2).
The baby’s prognosis could also influence the way
women cope, the assumption being that it may be easier
to cope with TFA when the prognosis is incompatible
with life: “I think certain conditions, it’s easier for them
to cope with… we have a lady, the baby had acrania, so
obviously she was devastated but she understood that the
baby was not compatible with life” (Mid3).
Women’s environment

Women’s environment such as family situation, culture
and beliefs were also thought to impact upon the way
they cope. Having a “close-knit support system” (C6) was
seen as important alongside having children to look
after: “having other children helps them to cope…they’ve
got a little child, smiley happy child that keeps them
busy, distracted” (Mid 10). Cultural differences in attitudes towards adversity were also reported as a factor.
One professional suggested that women in the UK may
feel pressured into hiding their emotions: “Pressure on
them to stiff upper lip, be British and not cry” (Son1).
Helping women cope
Providing information that enables women to reach the
right decision

Participants regarded their primary role as providing information that enables women to reach the right decision regarding their pregnancy. They believed that
women’s chances of adjusting well to TFA were increased if they felt that they had made the decision most
appropriate to their circumstances: “[what helps women
cope is] knowing that it’s the right thing because either
the baby wouldn’t have survived or would have been distressed so they just keep on reminding themselves that
this is the right thing to do” (C4). Consequently, providing women with clear, comprehensive and balanced information was seen as paramount by professionals.
Sonographers were usually the first to detect an abnormality, but recognised that the diagnosis and counselling
about the pregnancy management remained within the
consultants’ remit. However, being at the forefront of the
process of identifying fetal abnormalities, sonographers
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were acutely aware of their responsibility in delivering the
news in the most appropriate way: “I think how they cope
is depending on how your behaviour is as a sonographer....I
think if you’re scared as a sonographer in how you’re going
to deliver this news, you won’t deliver it well” (Son1).
Consultants considered the provision of balanced information as their key responsibility: “My responsibility
is to make sure they’re making the right decision for
them” (C4). “[I explained the problem] but I also explain
to them what the termination would involve, because
people don’t have any idea, they don’t know that they’re
going to go through a feticide” (C3). One consultant referred to his role as a guide through a shared decisionmaking process: “It’s not me counselling the parents. It’s
us having a conversation almost about what we’ve found
and making a decision together, and agreeing an action
plan” (C1). However, this was an isolated comment.
Midwives also provided information to women on
diagnostic tests, termination procedure or fetal conditions. They too emphasised the importance of providing
balanced information: “The way you counsel a woman,
you tell her the whole picture, you tell her everything
about that situation, whether you feel biased about it or
not” (Mid1). Information provision also involved directing
women to organisations or support groups that could
complement the information received at the hospital.
Providing emotional support

Health professionals also saw their role as supporting
women emotionally, but this was usually considered secondary to the information provision. This role was
mainly imparted to the midwives: “[the midwives] potentially will see them [the women] and they’ll speak to
them on phone, and they are very good and I think quite
often they will phone and see how they are doing” (Reg).
Midwives were aware of the importance of supporting
women through this difficult time and saw empathy as
essential: “I can give them the best that I can and be as
supportive as I can. I can’t change it for them. I can only
try and make it bearable” (Mid4);
I couldn’t just sit here to you… and you’re crying your
eyes out, and I’m sitting here watching you so I would
have to get up from my seat and come round to you…
they need the time, they need the empathy (Mid1).
Health professionals also viewed their role as alleviating women’s possible feelings of guilt: “I always try to
say to them, coming back to the consultation, that’s not
their fault…it’s one of those things” (C3).
The aftercare

Aftercare was regarded as an important factor in women’s
coping processes, but participants recognised that it is
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“patchy” (Reg). Professionals commented on how isolated
women may feel after the termination: “I often feel when
they have a termination and they just go home and they’re
left to deal with it” (SNur). This could contrast the intense
level of care women receive up to the termination:
There is a sort of cliff-edge effect…you find a baby with
an abnormality and you see them every week in the
fetal medicine unit, and you get counselled by 6000
people and then you have a termination and then
go home and you don’t see anyone anymore (C1).
Health professionals were unclear on what aftercare
should consist of, how it should be delivered and by
whom: “They might not want to be just randomly called
by someone they’ve met once or twice” (SNur); “I don’t
necessarily think we are the right people to provide support afterwards, because quite often people do not want
to come back here” (Reg). They were also aware that
some women may find it difficult to resume contact
with them after the termination and/or during subsequent pregnancies: “I always ask the woman, do you
want to see me again or do you want to see somebody
else” (Mid1).
Limitations to health professionals’ understanding of
women’s long-term coping

All participants acknowledged limitations to their understanding of women’s long-term coping with TFA. As participants in this study worked in secondary or tertiary
care settings, their interactions with women did not usually go beyond the termination or the follow-up appointment: “They [the women] are going to go off and you
don’t see them again” (Reg). “We’re focused on the immediate, but actually it’s the immediate to long-term
changes and I, you and I, have no access to that in general” (C2). Furthermore, participants intervened at different points in the TFA process. Sonographers were
usually the first to detect an abnormality but usually did
not see women beyond this point. Consultants were involved in the diagnosis and the procedure (if a feticide
was required), but often did not see women after the
termination:
How they cope, I don’t know. Do you? I don’t go home
with them, I don’t know who their friends are, I don’t
know who their family are, I don’t know whether they
take drugs, I don’t know whether they have hobbies, I
have no idea how they cope (C2).
Seeing women at their follow-up appointment did not
necessarily provide consultants with insights into the
way women coped: “Apart from seeing these women for a
sort of debrief, I don’t know what’s going on in the
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background. I don’t know how much care they are getting
from the GPs or from midwives here in the hospital”
(C5). The only exception was the genetic counsellor who
could, in some instances, have a longer-term involvement with women.
Midwives generally had a broader understanding of
women’s long-term coping processes from seeing women
from their first appointment to after the termination. Midwives coordinating women’s care after discharge, generally
had a longer-term involvement with the women:
There’s one lady that had a really difficult one, late
diagnosis, at 37 weeks, and I still talk to her at least
two or three times a week sometimes, until she has
that postmortem, she just can’t stop calling, and I
understand that (Mid1).
Part 2 - health professionals’ perceptions of women’s
coping strategies

This section focuses specifically on health professionals’
perceptions of women’s coping strategies when dealing
with TFA. For this part of the analysis, the coding framework generated from the women’s accounts [24] was
used to code the health professionals’ data. The analysis
identified six themes present in both the women and the
professionals’ accounts: ‘support,’ ‘acceptance,’ ‘problem
solving,’ ‘avoidance,’ ‘another pregnancy’ and ‘meaning
attribution.’
Support
Individual-based support

Professionals identified women’s partners as an essential
source of support, particularly on the day of the termination: “They’re often more physically approximate [close]
to their partner than [they] ever been before....when they
come for their termination, they’re often sitting together
and holding hands” (C2). Several participants also commented on women supporting their partner through the
process: “I think at the time that it happens both seem to
be in the same place of grieving and just getting through
this, so they support each other a lot” (C6). Support from
friends and relatives could also help women: “I think it’s
really supportive to have your own family and friends
that can be there to just pick you up” (Mid4). Religious
support was also cited as a source of support; this could
involve using spiritual items during the procedure such
as candles, saying prayers, or having the baby blessed
immediately after the birth:
I took a lady, it was very late [in pregnancy], but she
came along with a friend and they brought a candle,
and they sat there and they were saying some prayers,
and then I took them afterwards to the chapel and
they said some prayers (HCA).
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Professional-based support

Health professionals believed that the support they provide to women also influences women’s coping: “The
staff obviously, the midwives that are looking after you,
they tend to be supportive and not judgemental, just being there to get you through the best that we can”
(Mid4). Professional support could also take the form of
counselling: “They sometimes have looked for help. They
have seen a counsellor” (C3). Health professionals acknowledged, however, that counselling may not be appropriate for all women: “I know some people will take
up counselling, some people are not ready for it when we
first see them” (SNur). Professional support also included
the use of support organisations. Most participants
spontaneously mentioned several organisations they
considered to be an effective source of support for
women: “I hope maybe by going on a website or a support group or something, that [seeking support] is much
easier to do. You can do it in the evening at home, they
may do that” (C6).
Acceptance
Accepting the situation

Some professionals, particularly midwives, considered
acceptance of the situation as a prerequisite of coping:
“If you acknowledge it, you can grieve. If you don’t acknowledge it, you just can’t” (Mid2). Having the opportunity to talk about their situation was regarded as
beneficial to women. However, professionals believed
that they, themselves, were not necessarily the most appropriate source of support:
Sometimes people want to talk to other people who
have been through the same… some people don’t want
to have that connection with the hospital, they want
somebody completely separate (HCA).
Acknowledging the baby

Acknowledging the baby was regarded as important to
women’s coping. This could involve naming the baby:
“They gradually get over it. Some of them, they’ve named
that baby, especially if they’ve terminated” (Mid1). Taking
pictures and using a memory box were also seen as helpful:
“They [at the hospital] do it very well, the pictures are
nice…They give that to a patient so they’ve got a little
bit of a picture and the blanket that they [the baby]
were wrapped in, for some people that’s really nice…
They want to go home and they want to have something
with them that reminds them of what was” (HCA).
Attending a “remembrance service” (Mid4) or having a
burial were also considered to be helpful in providing
women with a sense of closure: “I think if they went for
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cremation, for example, many people find that very helpful. Again it helps a little bit with grieving and closure”
(C6). Celebrations of milestones such as birthdays were
also reported as beneficial.
Problem solving

Adopting a practical ‘problem-solving’ approach to the
termination was another of women’s coping strategies
reported by health professionals. This involved gathering
information: “Some people will cope by trying to fix or
solve the problem, and will go and get a second opinion
or do lots of research, or come up with lots of information” (Reg). Some professionals also regarded this approach as one way for women to regain some control
over the situation: “I think many people will seek more
information to try and get a bit more control over, understanding it better because this thing is thrown at them”
(C6). Similarly, several professionals reported women
wishing to be involved in the termination procedure, expressing a desire to look at the screen during the feticide
and requesting photographs of the baby:
In general we turn off the screens [during feticide] and
I know, they don’t want to see what we’re doing, but you
know people are different. Some people have asked to
see…and some people will ask for images and pictures
and stuff, even at the time of termination (C2).
Problem solving could also involve focusing on the
medical task and regarding the procedure as a medical
intervention to go through rather than reflecting on its
meaning: “Think about it as a procedure, that this is
what I need to do, you’re going to give me instruction”
(Mid2).
Avoidance

Several avoidant strategies used by women at the time of
the procedure were also reported by health professionals, such as avoiding information: “We have a few
people who say on purpose they didn’t read up at all.
They don’t want to know more” (C6). Avoidance was also
manifest in women’s attempts to dissociate from the
procedure: “[some people] close their eyes and say ‘you
know, just let me know when it’s all done and then we
can get out of here’” (C1). Avoidant strategies were also
reported post-termination. Health professionals described women’s attempts to keep busy, with some
women returning to work quickly after the termination:
“I’ve seen a woman today who wants to go back to work
as soon as possible…because she feels she will cope better
if she’s busy” (C5). Actively avoiding thinking about the
termination was also mentioned: “I think there are some
people who actually want to put that behind them and
don’t want to be reminded of it” (Son2).
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Another pregnancy
The focus on another pregnancy

Another pregnancy was seen by health professionals as a
way of coping for women: “Most people want to get on
with the next pregnancy straight away actually” (C4).
Planning another pregnancy was regarded as an indication of women’s readiness to move on: “I say to them
[the women] if you feel psychologically ready then there
is no advantage of waiting. I think that [for] most people
it’s better for them to get on and try again” (C4). Similarly, a positive pregnancy outcome could be regarded as
an indication that women had adjusted well to the termination: “I think most women seem to recover quite well when
they’ve had a happy pregnancy outcome” (C5). One professional, however, raised potential issues with seeking a
new pregnancy too quickly after the termination in what
he described as a “replacement strategy” (C1).
Challenges in caring for women in subsequent pregnancies

Participants acknowledged that a subsequent pregnancy
is a time of heightened anxiety for women, during which
they relive their difficult experience: “When they’re booking that scan, they will get all emotional. And like a
choking thing, it’s all coming back again” (Mid1). Sensitive care in subsequent pregnancy was, therefore, considered as paramount: “I think giving them supportive
care in subsequent pregnancies, I think is very important”
(C5). However, participants commented on the challenges in managing women’s levels of anxiety during
subsequent pregnancies:
They’re left in this limbo, although we give them the
risk of re-occurrence being quite low, I think they focus
on what the, if you reverse, you know 96% likely you’ll
be absolutely fine; they still can’t focus on that. They’ve
been in that 4% (SNur).
Meaning attribution

Meaning attribution as a potential coping strategy was
seldom mentioned by participants. However, one professional reported some women undergoing a medical termination (which necessitates giving birth to the baby),
deriving meaning from the birth experience: “A few
women who I’ve seen for counselling afterwards have said
that whilst the experience was unpleasant, horrible or
awful, they’ve felt that they needed to go through it to
sort of as part of their grieving or something” (C5).

Discussion
This study sought to examine health professionals’ perceptions of women’s coping with TFA and compare these to
women’s accounts of their own coping processes. The findings indicate that health professionals’ perceptions of
women’s coping covered six areas that were also present in
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women’s accounts: ‘support,’ ‘acceptance,’ ‘problem solving,’ ‘avoidance,’ ‘another pregnancy’ and ‘meaning attribution.’ In addition, the inductive analysis identified four
themes relating to professionals’ reflections about coping
with TFA and their role in supporting women: ‘the nature
of coping with TFA,’ ‘the idiosyncrasies of women’s coping,’ ‘helping women cope’ and ‘the limitations to health
professionals’ understanding of women’s long-term coping.’
Congruence between health professionals’ and women’s
accounts

A comparison between the health professionals’ and
women’s data identified more commonalities than differences. Both groups regarded coping with TFA as a
unique grieving process, which can be complex and
lengthy. Health professionals also alluded to limitations
to their understanding of women’s longer-term coping
with TFA, and to inadequacies in the aftercare offered to
women. This was consistent with women’s accounts of
limitations in the aftercare [24]. The findings also indicate that health professionals’ perceptions of women’s
coping were mostly congruent with women’s accounts.
Both groups of participants considered ‘support,’ ‘acceptance,’ ‘problem solving’ and ‘another pregnancy’ as important strategies for women in coping with TFA.
The comparative analysis also revealed some differences.
Making the most appropriate decision was identified by
the health professionals as a key factor in women’s coping
process. Health professionals were forthcoming in describing their role in helping women make that decision and
viewed their role primarily as information provider. In
comparison, women seldom mentioned their decision and
when commenting on health professionals’ involvement, it
was mainly as providers of emotional support. Another difference relates to the importance of ‘meaning attribution,’
a theme far more prominent in women’s accounts than in
the professionals’ data. Similarly, the theme ‘looking to the
future’ identified in the women’s data, which encompasses
the positives of the decision to terminate, putting the experience to good use and deriving personal growth, was
not represented in health professionals’ accounts.
Despite these differences, overall the findings suggest a
high level of congruence between women’s and health
professionals’ perspectives on women’s coping with TFA.
This implies that health professionals, in this study, had
a valid understanding of what coping with TFA involves
for women. This may have significant clinical implications as understanding patients’ experience may assist
health professionals in delivering person-centred care. In
turn, this may increase satisfaction with care and promote better health outcomes for women. This is consistent with evidence suggesting that women’s experience of
healthcare when undergoing TFA may influence the way
they adjust to it [10–13]. It is also pertinent within the
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context of clinical concordance and shared decision
making that has been shown to improve patients’ health
outcomes [35, 36].
Shared decision making may be particularly important
in the context of TFA as the decision to continue or end
the pregnancy is irreversible and has important psychosocial consequences. In the context of perinatal or neonatal loss, parents rely to a greater extent upon health
professionals than their close family and friends to make
decisions [37], possibly because of health professionals’
technical expertise, but also in an attempt to share ‘the
burden of choice.’ Evidence suggests that women uncomfortable with their decision experience higher levels
of psychological distress than those who report being
comfortable with it [7]. Thus, it is paramount that
women reach a decision that is appropriate to their circumstances. The health professionals in this study were
acutely aware of this imperative and accordingly viewed
their role as information provider, a responsibility consistent with clinical guidelines in the UK [38].
The need for aftercare

The findings also reveal a lack of insights into the way
women cope long-term with TFA, which reflects health
professionals’ limited clinical involvement with the
women. It is consistent with a perceived lack of aftercare
reported in women’s accounts [24] and in the TFA and
wider perinatal loss literature [10, 11, 20–23, 39, 40].
The lack of aftercare may have important implications
for women’s long-term adjustment post-TFA. However,
the nature of the type of aftercare needed remains to be
ascertained. A recent study into the support desired by
women who undergo TFA indicates that, at the time of
the termination, most women have not anticipated what
their support needs may be [41]. It is also unrealistic to
expect health professionals responsible for women’s care
at the time of termination to provide the entirety of the
aftercare. Furthermore, as indicated in this study,
women may prefer to be cared for post-termination by
professionals not associated with the termination, and
may favour support they can access as and when needed.
Research has identified important milestones in women’s
grieving following TFA, such as the baby’s due date or
the first anniversary [24]. Therefore, women’s need for
support increases at specific points.
Whether psychosocial interventions would be effective
in supporting women who struggle to adjust post-TFA
also warrants investigation. Cognitive Behavioural Therapy
(CBT) based interventions following perinatal loss have
been shown to reduce depression and anxiety [42, 43]. In
the context of TFA, evidence of the effectiveness of psychological interventions post-termination is inconclusive
and most of it is dated [44, 45]. Nevertheless, a more recent study by Kersting et al. [46] into the effectiveness of a
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CBT web-based intervention following perinatal loss,
which included a small sample of women who had undergone TFA, shows promising results. Those receiving the
intervention exhibited fewer symptoms of posttraumatic
stress, grief, depression, and anxiety, with the benefits still
apparent at 3- and 12-months post-treatment. Despite
these encouraging results, further research focusing exclusively on women who have undergone TFA would be
needed to ascertain whether such intervention would be
effective with this particular group of women.
TFA as unique form of bereavement

The findings indicate that both health professionals and
women consider TFA as a unique form of bereavement,
in keeping with existing literature [40], and to the relevance of bereavement theories. First, there was evidence
that maintaining bonds with the baby were soothing for
women and acknowledged as such by professionals. This
is consistent with the Continuing Bonds theory [47] that
posits that the purpose of grief is not to sever bonds
with the deceased but to maintain and integrate them
with others. Second, the importance of ‘meaning attribution’ to women points to the relevance of the bereavement model of ‘finding meaning’ [48] that posits that
following bereavement, individuals need to engage in the
task of reconstructing meaning in a way that is congruent with their situation and experience. Research has
shown that both theories are highly relevant to the context of bereavement [49, 50] and the present study supports this.
The potential for positive growth

The findings also indicate that health professionals do
not anticipate women’s potential for positive growth following TFA. Positive growth refers to positive changes
that occur following a traumatic event and may involve
transformations on personal, philosophical and interpersonal dimensions [51, 52]. Coping strategies reported by
women such as ‘looking to the future,’ which included
deriving personal growth, were not mentioned by health
professionals, while ‘meaning attribution’ was only mentioned by one. This is despite research suggesting that
positive growth is an important element in women’s coping in the context of TFA and, more widely, perinatal
loss [40, 53]. This is also consistent with the posttraumatic growth literature suggesting that individuals may
experience positive growth following a traumatic event
[51–53]. Health professionals need to be cognisant of
this phenomenon in the context of TFA and consider
ways to promote it.
Recent studies on TFA have shown that ‘acceptance’
and ‘positive reframing’ relate to lower grief levels [7] and
that positive reframing predicts the experience of positive
growth [54]. Interventions that promote acceptance and
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reframing may, therefore, be beneficial to women in encouraging the creation of new narratives.
Limitations of the study

The study has several limitations. The fieldwork was
mostly conducted in two hospitals in England, therefore,
the findings may not be transferrable to other units or
healthcare systems. The hospital in which most of the
interviews were conducted (Site 1) is a large fetal medicine centre. Therefore, the staff ’s level of expertise and
the profile of the cases they manage may differ from
other fetal medicine centres. Health professionals working in smaller units and managing cases not requiring
referral to tertiary units, may be involved in women’s
care for longer periods of time and consequently, have a
more in-depth understanding of women’s long-term
coping with TFA.
The sample was self-selected, which raises the potential for bias. Furthermore, these interviews were conducted as part of a larger research project that involved
observations of clinical consultations. Most of the professionals who participated in the interviews were also
observed by the first author during clinical consultations. Therefore, a degree of social desirability bias
cannot be excluded.

Conclusion
This study is the first to assess health professionals’ perceptions of women’s coping with TFA. It demonstrates a
high level of congruence between health professionals’
and women’s accounts of women’s coping processes.
However, the study also reveals a lack of understanding
of women’s long-term experience of coping. This is consistent with women’s reports of a lack of aftercare following TFA and, more generally, perinatal loss. This has
important implications for the optimisation of women’s
health outcomes following TFA. Further research into
the type of aftercare needed following TFA and the modalities of its delivery is necessary, with the aim being to
develop an intervention for women in need of support
post-TFA The study also indicates the potential for positive growth following TFA, emphasising the importance
of adopting a ‘woman-centred’ rather than ‘one size fits
all’ approach to care provision.
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