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A B S T R A C T   

Termination of pregnancy for fetal anomaly (TOPFA) represents a uniquely distressing and challenging situation 
for women and their partners. Having appropriate screening tools that best highlight the psychological symptoms 
experienced by women and their partners is important to be able to guide care. Many validated screening tools 
for pregnancy and psychological distress exist, with variation in the ease of application and the domains 
addressed in each. We undertook a scoping review of tools used to assess psychological symptoms in women and/ 
or partners after TOPFA. Of 909 studies, 93 studies including 6248 women and 885 partners were included. Most 
of the included studies assessed symptoms within six months of TOPFA and highlighted high rates of distress, 
grief and trauma symptoms. There was broad variation in the tools used between studies and the timing of their 
implementation. Focusing the care of women and families who undergo TOPFA to validated, broadly available 
and easily applied screening tools that assess a range of psychological symptoms is key in being able to identify 
the potential interventions that may be of benefit.   

Introduction 

Termination of pregnancy for fetal anomaly (TOPFA) accounts for 
approximately 5% of all terminations of pregnancy (TOP) in high- 
income countries. Rates of TOPFA have slowly increased over time, 
reflecting clinical advances in ultrasound diagnosis, available prenatal 
screening tests and improved safety of invasive diagnostic procedures 
[1–4]. Women and their partners who end a pregnancy following a 
diagnosis of a fetal anomaly are frequently faced with the difficult 
emotional situation of the loss of a wanted pregnancy [5–7]. This situ-
ation presents a unique set of psychological challenges that require 
adequate support and recognition. 

The importance of assessing psychological conditions such as anxiety 
and depression broadly in pregnancy is well-recognized, and the use of 
validated mental health screening tools is recommended in national and 
international guidelines for antenatal care [8,9]. However, specific 
guidance does not exist for the assessment of psychological symptoms in 
women with pregnancy complications, specifically women who undergo 
TOPFA [10]. This is despite recognition that these women have high 
rates of psychological morbidity [11], and the well-validated sensitivity 
and specificity of pregnancy-specific tools such as the Edinburgh 

Postnatal Depression Scale (EPDS) [12]. 
Most available psychological tools focus on a single particular 

domain of psychological wellbeing or screen specifically for isolated 
symptoms. For example, the EPDS specifically target symptoms of 
depression, whilst State Trait Anxiety Inventory, assesses anxiety 
symptoms. There are also tools that measure distress or grief such as the 
Impact of Events Scale [13], and the Perinatal Grief Scale [14], 
respectively. There are further tools available to assess women’s social 
supports, relationships and attachment as well as general physical 
symptoms, all of which may be used in a variety of circumstances. These 
tools vary significantly in the number and complexity of questions 
asked, the emotional weight of the questions involved, and the scoring 
systems used for grading, although use of a Likert scale is common. 

Many validated tools exist in assessing perinatal psychological 
symptoms [15], and many more are validated assessing post-traumatic 
stress symptoms in non-pregnant populations [16]. Although clinical 
care should always be individualised, having a consistent base to assess 
psychological symptoms, especially grief, distress, anxiety and depres-
sion for women and their families provides an initial step to under-
standing their specific needs. Importantly, the severity of symptoms, 
timing after the loss and change in symptoms over time, are all 
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important considerations to inform targeted interventions and resource 
allocation. 

This review was performed to investigate the types of tools used to 
screen for distress and psychological wellbeing in the setting of TOPFA 
and the symptoms and domains that are screened. 

Methods 

A scoping review of studies investigating the impact of TOPFA on 
emotional wellbeing was undertaken to understand the tools that are 
used to assess emotional wellbeing and distress. 

PubMed, Ovid MEDLINE, EMBASE, CINAHL, Web of Science and 
PsycINFO were searched for studies regarding TOPFA for any fetal 
anomaly where quantitative outcomes with or without additional 
qualitative interviews regarding emotional wellbeing were reported. 

All studies that reported psychological outcomes of women and/or 
their partners after a TOPFA or termination for medical reasons (TFMR) 
were included, regardless of method of sampling, time since diagnosis or 
country of study. Studies were restricted to those where the abstract was 
available in English. Studies were excluded if they focused only on re-
ports of psychological outcomes relating to diagnosis of a fetal anomaly 
and did not mention TOFPA, or studies that explored women’s views on 
termination of pregnancy in the setting of a hypothetical fetal anomaly. 
The abstract list was screened by two authors. The first author then 
screened the included full texts, with a random sample (10%) rechecked 
by the second author. Minor screening conflicts were resolved through 

discussions between the first and second authors and all authors agreed 
on the final sample of included studies. 

Synthesis was undertaken to understand the types of tools and 
questionnaires used to assess psychological symptoms including the 
methodology and timing related to the diagnosis of fetal anomaly. Data 
were collected on the gestation of the TOPFA and whether the process of 
termination of pregnancy involved women alone or included their 
partner. Psychological tools were then grouped by the type of symptom 
or domain of psychological wellbeing assessed, including depression, 
anxiety, general health symptoms, grief, post-traumatic stress, general 
distress, and/or social domains including coping strategies and partner 
or family support. 

Data were collected to understand the timing of application of the 
tools and whether women’s partners were included in the screening. 

Results 

Overall 909 titles were screened, of which 149 abstracts were 
assessed and 93 studies were included in this review (Fig. 1). This in-
cludes a total of 6248 women who had undergone TOPFA and 885 of 
their partners. Most of the studies were conducted in Europe, and most 
were reported after 2010. Studies generally were of relatively small 
sample size, with an average of 41 women participants, and a quarter 
(23 studies) including less than 20 women. Overall, 24 studies included 
women’s partners, with the majority assessing both women and their 
partner, while five studies assessed the partner alone (Table 1). 

before screening

Fig. 1. PRISMA flow diagram. From: Page MJ, McKenzie JE, Bossuyt PM, Boutron I, Hoffmann TC, Mulrow CD, et al. The PRISMA 2020 statement: an updated 
guideline for reporting systematic reviews. BMJ 2021;372:n71. https://doi.org/10.1136/bmj.n71. 
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Psychological assessment was undertaken by most studies within six 
months of fetal anomaly diagnosis (58%, 54/93), and 26% (24/93) 
included assessments at repeated time points after TOFPA. Most studies 
included women undergoing TOP in the second trimester between 12 
and 28 weeks, but 17% included third trimester TOP after 28 weeks of 
pregnancy. In total, 44 different psychological tools were used (Table 2). 

The most commonly used psychological tool was the Perinatal Grief 
Scale 22% (20/93), closely followed by the Impact of Events Scale – 
Revised 19% (18/93). Overall, 31% (29/93) of the studies used a unique 
psychological tool not used by any other study, with another 6% (6/93) 
used by only two studies and 2% (2/93) were used by three studies 
(Table 2). There was broad variation in the length of the psychological 
tools used with a range of four to 144 questions per questionnaire. Many 
studies used structured or semi-structured interview question tech-
niques 56% (52/93) with or without specific screening tools, including 
17% (16/93) which included a specifically developed questionnaire that 
was not a formal psychological tool. 

There was some variation in the timing and exact changes in psy-
chological symptom scores, however overall a gradual reduction was 
seen with time [17–27]. These studies consistently showed high initial 
distress scores immediately after TOPFA, with the first follow-up often 
within a month following TOPFA. Although many of these studies did 
not show a reduction in symptom scores with time, there was often a 
broad range of symptom scores at the later follow-up, which was often at 
12 months. Most often, the questionnaires used were broad and assess-
ing general symptoms or social situations (Table 3). Depression, anxiety 
and grief were the most common psychological symptoms assessed. 

Discussion 

Our scoping review highlights that although a variety of different 
assessment tools have been used to assess psychological symptoms after 
TOPFA, there is little consistency either as to the timing of administra-
tion of the tools or the most relevant psychological domain assessed. 
Irrespective of which tool is used and when, the pattern of psychological 
symptoms appears similar, with high scores indicating distress, grief and 
symptoms of anxiety and depression in the months after TOPFA, that 
gradually improve, but do not necessarily resolve completely, at longer 
term follow-up. 

Synthesis of these results was disadvantaged by several limitations. 

There was broad variation in the baseline demographics of women, 
including their pregnancy characteristics. There were also in-
consistencies about whether or not partners were included or separately 
interviewed, as well as differences in the timing of assessment. None of 
the papers linked the results of psychological screening tools with 
validated psychiatric diagnoses, and there are few papers that propose 
or assess interventions that could be of benefit. Only four of the papers 
addressed aspects of care that contributed to psychological symptoms 

Table 1 
Study characteristics of included studies.  

Study characteristic N(%) 

Publication date  
- Before 2000  
- 2000-2010  
- 2010-2022  

- 10  
- 17  
- 66 

Studies addressing:  
- Women alone  
- Women and partners  
- Partners alone  

- 69 (74%)  
- 19 (20%)  
- 5 (6%) 

Number of participants (median, (IQR))  
- Women overall  
- Women undergoing TOPFA  
- Partners  

- 41 (24, 
100)  

- 36 (21, 89)  
- 15 (8, 86) 

Location of study (n, %)  
- Africa  
- Asia  
- Europe  
- North America  
- Oceania  
- South America  

- 1 (1%)  
- 17 (18%)  
- 54 (58%)  
- 14 (15%)  
- 4 (4%)  
- 3 (3%) 

Including third trimester TOP (n, %) 16 (17%) 
Assessment within 6 months of TOPFA (n, %) 

Repeated assessment  
- 54 (58%)  
- 24 (26%) 

Multiple psychological tools used for assessment within the same 
study (n, %) 

37/93 (40%) 

Included structured or semi/structured interview 52/93 (56%)  

Table 2 
List of included psychological assessment tools included by n (%) of studies.  

Tool Number of 
studies using 

Number of 
questions 

Perinatal Grief Scale 20 33 
Impact of Events Scale – Revised 18 22 
Edinburgh Postnatal Depression Screen 9 12 
Beck Depression Inventory 7 21 
State Scale of State Trait Anxiety Inventory 6 20 
Inventory of Complicated Grief 4 19 
Symptom Checklist-90 4 90 
Brief COPE 4 28 
Hospital Anxiety and Depression Scale 3 14 
Goldberg General Health Questionnaire 3 12 
Multi-Dimensional Perceived Social Support 2 13 
Generalised Self Efficacy Scale 2 10 
Prenatal Attachment Inventory 2 21 
Montgomery Asberg Depression Index 2 10 
Post-Traumatic Growth Inventory 2 21 
Event Related Rumination 2 20 
Multidimensional Relationship 

Questionnaire 
1 61 

Adult Attachment Scale 1 18 
Patient Health Questionnaire 1 9 
General Help Seeking Questionnaire 1 20 
Beck Anxiety Inventory 1 21 
Post Traumatic Checklist Scale 1 20 
Relationship Questionnaire 1 4 
Brief Symptoms Inventory 1 53 
Centrality of Events Scale 1 20 
Decisional Conflict Scale 1 16 
Hamilton Anxiety Scale 1 14 
Engagement with Health Care 1 33 
Numerical Rating Scale Fatigue 1 13 
General Sleep Disturbance 1 21 
Receipt of Spousal Support 1 20 
Expanded Texas Inventory 1 13 
Irritability Depression Index 1 18 
Grief Patterns Inventory 1 10 
Conformity to Masculine Norms 1 144 
Male Role Norms Inventory 1 39 
Crisis Support Scale 1 7 
Zung Anxiety Scale 1 20 
Family Adaptation Partnership Growth 

Affection and Resolve Index 
1 5 

Grief Experience Inventory 1 135 
Life Experience Survey 1 57 
Self-Rating Anxiety Scale 1 20 
Self-Rating Depression Scale 1 20 
Social Support Rating Scale 1 10  

Table 3 
Symptom or psychological domain assessed by included psychological screening 
tools.  

Symptom or domain addressed Number of studies (n) 

Depression 5 
Anxiety 6 
Grief 6 
Social 12 
General symptoms 9 
Distress 3 
Post-traumatic stress 2 
Anxiety and depression combined 1 
Other 1  
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using structured or semi-structured interview techniques, or specifically 
developed questionnaires [28–31]. 

To improve the care of families undergoing TOPFA, the most accu-
rate, well-validated and easily applied tools for screening, and timing 
these to capture symptoms to provide preventative or supportive stra-
tegies should be used. There is however, little clarity on exactly what 
this should be. The choice of questionnaire is a balance between the time 
and emotional effort for the participant and the value and specificity of 
information gained. The wellbeing of the participant needs to be 
considered especially with lengthy questionnaires or questions that 
involve particularly sensitive or emotional phrasing. It is also important 
to consider the particular aspects of care that may have contributed to or 
caused distress as potential areas for improvement. 

Assessing a broad range of symptoms and screening for multiple 
psychological conditions is important. High rates of anxiety, depression 
and post-traumatic stress can be seen in women and partners following 
TOPFA. Most of the tools used to assess distress screen for only one 
psychological symptom domain, which means that more assessments are 
required to be able to adequately screen for potential concerns. In 
addition to the particular symptoms that are screened, it is also impor-
tant to investigate potential specific causes of distress and any factors in 
the experience that could be altered or moderated to try and minimise 
psychological distress. 

Poor healthcare experiences are highlighted as a cause of specific 
distress in the setting of TOPFA [28]. A recent systematic review of the 
healthcare experiences and needs of parents undergoing TOPFA 
addressed 30 qualitative, quantitative and mixed methods studies. The 
authors noted the impact of context on care experience, in particular the 
legal environment and care framework that surrounds TOPFA, and how 
varied this can be in different locations. The included papers did not link 
this to psychological symptoms or wellbeing overall. Organisation of 
care, informed decision making and compassionate care were also 
highlighted as major themes across the included articles in this study. 
Finally, the experiences of the partners, who often felt excluded or 
ignored, emphasised the difficulties in the currently available support 
structures for partners following TOPFA. 

Despite the variation in methods and tools between studies, several 
studies reported changes in symptoms over time for women who have 
undergone TOPFA. The range of scores and slow reduction over time 
highlights the window for potential intervention for women who have 
undergone TOPFA. Based on the timing of administering these ques-
tionnaires, assessment could commence within the initial follow-up 
period after the procedure, as this is when distress scores appeared to 
be highest from the limited information available. 

In contrast, none of the studies identified in our review which 
involved partners utilised repeat assessments over time. The only 
included study of male partners of women undergoing TOPFA in 
Australia demonstrated that the timing of need for support may be very 
different for partners [32]. In this analysis, the partners who were 
interviewed described that in the initial stages they were overwhelmed 
with needing to support and protect their partners, and felt re-
sponsibility to take care of practical tasks. Then as the distress of their 
partner began to lessen, the grief became more noticeable [32]. This 
was, however, a small sample and it’s likely that individual experiences 
vary greatly, and support would require tailoring to individual 
circumstances. 

The approach to psychological support for families in the setting of 
TOPFA could mirror that of support in the setting of stillbirth or neonatal 
death. In this setting, collaborative psychological and practical support 
between hospitals, communities and families is recommended as part of 
routine care [33]. A small number of studies have compared women 
who have undergone TOPFA with women who have had other forms of 
pregnancy loss including stillbirth and neonatal death, and found that 
the levels of distress experienced are similar regardless of the mecha-
nism of the loss [34–37]. Fewer studies still have addressed this same 
question in partners, although across these, similar rates of distress were 

reported [32,36]. 

Conclusion 

Focusing the care of women and families who undergo TOPFA to 
validated, broadly available and easily applied screening tools that 
assess a range of psychological symptoms is key in being able to identify 
the potential interventions that may be of benefit. Currently, it appears 
there is substantial inconsistency in the types and timing of measures 
used, and few studies have investigated aspects of care that could be 
addressed or altered to improve psychological wellbeing. Repeated 
screening to track changes in symptoms over time may also be of benefit 
to track changes in symptoms and responses to interventions. Timing of 
both screening and intervention may need to be different for partners in 
comparison to women. 
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[5] Heaney S, Tomlinson M, Aventin Á. Termination of pregnancy for fetal anomaly: a 
systematic review of the healthcare experiences and needs of parents. BMC 
Pregnancy Childbirth 2022;22(1):441. 

[6] Sullivan N, de Faoite E. Psychological impact of abortion due to fetal anomaly: a 
review of published research. Issues Law Med 2017;32(1):19–30. 

[7] Wool C. Systematic review of the literature: parental outcomes after diagnosis of 
fetal anomaly. Adv Neonatal Care 2011;11(3):182–92. 

[8] Department of Health. Clinical Practice Guidelines: Pregnancy Care. Canberra: 
Australian Government Department of Health; 2020. 

[9] National Institute for Health and Care Excellence. Antenatal care [Internet]. 2021. 
Available from: www.nice.org.uk/guidance/ng201. 

[10] Lyus R, Creed K, Fisher J, McKeon L. Termination of pregnancy for fetal 
abnormality. Br J Midwifery 2014;22(5):332–7. 

[11] Korenromp MJ, Christiaens GCML, van den Bout J, Mulder EJH, Hunfeld JAM, 
Bilardo CM, et al. Long-term psychological consequences of pregnancy termination 
for fetal abnormality: a cross-sectional study. Prenat Diagn 2005;25(3):253–60. 

[12] Levis B, Negeri Z, Sun Y, Benedetti A, Thombs BD. Accuracy of the Edinburgh 
Postnatal Depression Scale (EPDS) for screening to detect major depression among 
pregnant and postpartum women: systematic review and meta-analysis of 
individual participant data. BMJ. 2020. p. m4022. 

[13] Weiss DS. The Impact of Event Scale: Revised. In: Wilson JP, Tang CS kum, editors. 
Cross-Cultural Assessment of Psychological Trauma and PTSD [Internet]. Boston, 

L. Slade et al.                                                                                                                                                                                                                                    

https://doi.org/10.1016/j.ejogrb.2023.07.003
https://doi.org/10.1016/j.ejogrb.2023.07.003
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0005
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0005
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0005
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0005
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0010
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0010
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0010
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0015
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0015
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0015
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0025
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0025
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0025
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0030
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0030
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0035
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0035
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0040
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0040
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0050
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0050
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0055
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0055
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0055


European Journal of Obstetrics & Gynecology and Reproductive Biology 288 (2023) 44–48

48

MA: Springer US; 2007. p. 219–38. Available from: https://doi.org/10.1007/978- 
0-387-70990-1_10. 

[14] Potvin L, Lasker J, Toedter L. Measuring grief: A short version of the perinatal grief 
scale. J Psychopathol Behav Assess 1989 Mar 1;11(1):29–45. 

[15] Chorwe-Sungani G, Chipps J. A systematic review of screening instruments for 
depression for use in antenatal services in low resource settings. BMC Psychiatry 
2017;17(1):112. 

[16] Thoresen S, Tambs K, Hussain A, Heir T, Johansen VA, Bisson JI. Brief measure of 
posttraumatic stress reactions: impact of event scale-6. Soc Psychiatry Psychiatr 
Epidemiol 2010;45(3):405–12. 

[17] Burgoine GA, Van Kirk SD, Romm J, Edelman AB, Jacobson SL, Jensen JT. 
Comparison of perinatal grief after dilation and evacuation or labor induction in 
second trimester terminations for fetal anomalies. Am J Obstet Gynecol 2005;192 
(6):1928–32. 

[18] Davies V, Gledhill J, McFadyen A, Whitlow B, Economides D. Psychological 
outcome in women undergoing termination of pregnancy for ultrasound-detected 
fetal anomaly in the first and second trimesters: a pilot study. UltrasoundObstet 
Gynecol 2005;25(4):389–92. 

[19] Gammeltoft T, Tran MH, Nguyen TH, Nguyen TT. Late-term abortion for fetal 
anomaly: Vietnamese women’s experiences. Reprod Health Matters 2008;16(31 
Suppl):46–56. 

[20] Geerinck-Vercammen CR, Kanhai HHH. Coping with termination of pregnancy for 
fetal abnormality in a supportive environment. Prenat Diagn 2003;23(7):543–8. 

[21] Guclu O, Senormanci G, Tuten A, Gok K, Senormanci O. Perinatal grief and related 
factors after termination of pregnancy for fetal anomaly: one-year follow-up study. 
Noro Psikiyatri Arsivi 2021;58(3):221–7. 

[22] Iles S, Gath D. Psychiatric outcome of termination of pregnancy for foetal 
abnormality. Psychol Med 1993;23(2):407–13. 

[23] Kersting A, Kroker K, Steinhard J, Hoernig-Franz I, Wesselmann U, Luedorff K, 
et al. Psychological impact on women after second and third trimester termination 
of pregnancy due to fetal anomalies versus women after preterm birth—a 14- 
month follow up study. Arch Womens Ment Health 2009;12(4):193–201. 

[24] Korenromp MJ, Page-Christiaens GC, van den Bout J, Mulder EJ, Visser GH. 
Adjustment to termination of pregnancy for fetal anomaly: a longitudinal study in 
women at 4, 8, and 16 months. Am J Obstet Gynecol 2009;201(2):160.e1-7. 

[25] Maguire M, Light A, Kuppermann M, Dalton VK, Steinauer JE, Kerns JL. Grief after 
second-trimester termination for fetal anomaly: a qualitative study. Contraception 
2015;91(3):234–9. 

[26] Pitt P, McClaren BJ, Hodgson J. Embodied experiences of prenatal diagnosis of 
fetal abnormality and pregnancy termination. Reprod Health Matters 2016;24(47): 
168–77. 

[27] Ridaura I, Penelo E, Raich RM. Depressive symptomatology and grief in Spanish 
women who have suffered a perinatal loss. Psicothema 2017;29(1):43–8. 

[28] Lotto R, Armstrong N, Smith LK. Care provision during termination of pregnancy 
following diagnosis of a severe congenital anomaly – A qualitative study of what is 
important to parents. Midwifery 2016;43:14–20. 

[29] Ramdaney A, Hashmi SS, Monga M, Carter R, Czerwinski J. Support desired by 
women following termination of pregnancy for a fetal anomaly. J Genet Couns 
2015;24(6):952–60. 

[30] Dekkers FHW, Go ATJI, Stapersma L, Eggink AJ, Utens EMWJ. Termination of 
pregnancy for fetal anomalies: parents’ preferences for psychosocial care. Prenat 
Diagn 2019;39(8):575–87. 

[31] Fisher J, Lafarge C. Women’s experience of care when undergoing termination of 
pregnancy for fetal anomaly in England. J Reprod Infant Psychol 2015;33(1): 
69–87. 

[32] Obst KL, Due C, Oxlad M, Middleton P. Men’s experiences and need for targeted 
support after termination of pregnancy for foetal anomaly: A qualitative study. 
J Clin Nurs 2021;30(17–18):2718–31. 

[33] Flenady V, Oats J, Gardener G, Masson Vicki, McCowan Lesley, Kent A, et al. 
Khong Y for the PSANZ Care around the time of, stillbirth and neonatal death 
guidelines group. Clinical Practice Guidelines for Care Around Stillbirth and 
Neonatal Death. Brisbane, Australia: NHMRC Centre of Research Excellence in 
Stillbirth; 2020 Jan. Report No.: Version 3.4. 

[34] Lilford RJ, Stratton P, Godsil S, Prasad A. A randomised trial of routine versus 
selective counselling in perinatal bereavement from congenital disease. Br J Obstet 
Gynaecol 1994;101(4):291–6. 

[35] Middlemiss AL. Too big, too young, too risky: How diagnosis of the foetal body 
determines trajectories of care for the pregnant woman in pre-viability second 
trimester pregnancy loss. Sociol Health Illness 2022;44(1):81–98. 

[36] Canário C, Figueiredo B, Ricou M. Women and men’s psychological adjustment 
after abortion: a six months prospective pilot study. J Reprod Infant Psychol 2011; 
29(3):262–75. 

[37] Sriarporn P, Turale S, Lordee N, Liamtrirat S, Hanpra W, Kanthino A. Support 
program for women suffering grief after termination of pregnancy: a pilot study. 
Nurs Health Sci 2017;19(1):75–80. 

L. Slade et al.                                                                                                                                                                                                                                    

http://refhub.elsevier.com/S0301-2115(23)00276-2/h0070
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0070
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0075
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0075
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0075
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0080
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0080
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0080
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0085
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0085
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0085
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0085
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0090
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0090
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0090
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0090
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0095
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0095
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0095
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0100
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0100
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0105
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0105
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0105
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0110
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0110
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0115
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0115
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0115
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0115
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0125
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0125
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0125
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0130
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0130
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0130
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0135
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0135
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0140
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0140
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0140
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0145
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0145
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0145
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0150
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0150
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0150
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0155
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0155
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0155
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0160
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0160
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0160
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0170
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0170
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0170
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0175
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0175
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0175
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0180
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0180
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0180
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0185
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0185
http://refhub.elsevier.com/S0301-2115(23)00276-2/h0185

	The tools used to assess psychological symptoms in women and their partners after termination of pregnancy for fetal anomal ...
	Introduction
	Methods
	Results
	Discussion
	Conclusion
	Funding
	Contributorship
	Declaration of Competing Interest
	Appendix A Supplementary data
	References


