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The dilemma of prenatal screening
M E G A N  B E S T,  M D ,  P H D ,  M A A E 

Abstract
Prenatal screening of pregnancy for fetal abnormality is increasingly routine in 
western countries. It was introduced to improve outcomes and increase choice for 
women. While women who value human life from the time of fertilization have opposed 
the practice of prenatal screening if abortion is an intended outcome, problems with 
informed consent, scope of testing, impact of termination for fetal anomaly, and 
discrimination against those who refuse termination make the procedure ethically 
problematic for all participants. In view of these issues, this paper questions the 
place of routine prenatal screening as an ethical way of increasing consumer choice.

Introduction
When a woman is presented to her family physician for antenatal care, she is not 
surprised when she is referred for blood tests and scans. This is the expected rite 
of passage for pregnant women in the western world and generally not resented as 
modern reproductive medicine has come a long way in improving both fetal and 
maternal outcome.1 However, in the tests aiming to check the health of the mother and 
fetus, increasingly there are also tests to check whether the fetus is normal. The routine 
manner in which such tests are viewed by both women and healthcare professionals, 
as well as their inclusion through ‘piggy-backing’ with tests that promote health, 
diminishes the opportunity for women to make an informed choice regarding what is, 
in fact, an optional procedure: prenatal screening for fetal abnormality.2

Prenatal screening is a non-diagnostic, non-invasive procedure comprising 
ultrasound screening and a series of maternal blood tests. It is non-diagnostic in that 
it determines the risk of the fetus having a chromosomal or structural abnormality, 
rather than a definite diagnosis. The level of risk is assessed by reviewing the results 
of these tests with consideration of the mother’s age, weight, and pregnancy gestation. 
If there is an increased risk of abnormality, the woman can choose to undergo further 
invasive testing, such as amniocentesis or chorionic villus sampling (CVS), to 
accurately identify whether an abnormality exists. These tests carry a small risk of 
miscarriage, as well as risks to both the normal development of the fetus and the 
healthy progression of the pregnancy.3 Amniocentesis and CVS will be offered to 
women who are found to have a high risk or fetal abnormality and performed only 
when the woman consents. Prenatal genetic testing is therefore performed in the 
context of a wanted pregnancy, which is expected to progress to term—all being well.

The process of deciding which tests, if any, are best for mother and fetus is a 
complex one, potentially involving a series of difficult decisions to be made in a 
short period of time. Using the traditional tests, one in 20-25 women will be told 
that her fetus is at increased risk of a problem but most of the fetuses assessed will 
subsequently be found to be normal and healthy.4 This cannot be confirmed until 
after the invasive diagnostic test results are available. The reason for this high rate of 
possible risk is because the net aiming to catch the ‘at risk’ pregnancies is cast wide at 
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the outset. The danger of invasive testing is not to be discounted. Due to the chance of 
miscarriage with these tests, it has been estimated that for every 660 Down syndrome 
(Trisomy 21) fetuses that are detected and terminated in England and Wales each 
year, 400 normal fetuses die as well.5 

In deciding whether they want to have prenatal screening tests, women may 
not be concerned only about the risk of miscarriage. Research shows that women 
undergoing tests like amniocentesis often feel ambivalent. Sapp and colleagues found 
tensions among the intellectual, moral, and spiritual values of all women undergoing 
amniocentesis in their study of women with positive attitudes to screening. 
Competing desires, such as seeing amniocentesis as a powerful tool for choice while 
wanting to protect the pregnancy from harm, created conflict.6 Women may also 
be influenced by concerns about caring for a child with a disability, whether they 
want to know prior to the birth if there is a problem and whether termination of the 
pregnancy is acceptable to them.6 The reasons women give for refusing screening are 
not necessarily straightforward opposition to abortion. They often employ similar 
arguments to those who accept screening, such as framing their decision in terms of 
risk.6 

Currently underway is the introduction of non-invasive prenatal testing (NIPT), 
analyzing cell-free fetal DNA from maternal blood that can give a diagnosis of genetic 
abnormality without the subsequent invasive tests.7 The number of diseases that can 
be screened for and diagnosed using these tests is constantly rising with genome-
wide screening likely to be increasingly available as the cost of testing is reduced. 
Genome-wide testing will introduce new levels of uncertainty into the process of 
prenatal screening as—apart from the large amount of information to be processed 
both before and after testing—the potential for incidental findings means that families 
may be faced with problems they had not been seeking nor were prepared to face and 
that the high incidence of findings of unknown significance can be confusing and 
worrying.6 

While procedures are available to address some fetal problems during or after the 
pregnancy, many conditions have no treatment available and can involve significant 
risks even when accessible.8 This does not mean the screening tests have no utility. Test 
results may be used to plan the management of the pregnancy, prepare for a difficult 
delivery, arrange care of a child with special needs, arrange for the adoption of the 
baby, as well as inform the woman’s decision regarding continuation or termination 
of the pregnancy.9 Moral opposition to termination of pregnancy, therefore, is not 
necessarily a reason to avoid screening. However, many women diagnosed with a 
fetal anomaly do choose to terminate the pregnancy, proportions ranging from 47% 
to 90%.10 

Prenatal screening for fetal anomaly was introduced to improve outcomes 
of pregnancy and give women a greater choice in determining the outcome of 
their pregnancy,11 but the nature of the screening process seems to be shaping and 
constraining the choices available to women. The realization of freedom for women 
has often failed, as they may approach testing without adequate information of what is 
involved. Furthermore, the continuing increase in scope of testing, the psychological 
impact of termination for fetal anomaly on the women who choose this path, and 
discrimination against those who refuse termination when an anomaly is diagnosed, 
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make the procedure ethically problematic. As well as interfering with autonomy, 
this can result in harm to the women involved as they try to negotiate the road to 
parenthood. In this essay I will explore the ethical problems involved in prenatal 
testing for fetal anomaly and question its ability, independent of questions about the 
inherent moral significance of the human fetus, to ethically facilitate maternal choice. 

Informed Consent
Prenatal screening for fetal anomaly is a complex procedure with potentially 
serious implications. Patient autonomy requires that the mentally-competent adult 
individual should fully understand proposed medical procedures before they can 
ethically be performed. This autonomy is realized by obtaining informed consent 
from the patient. Informed consent requires that the patient have knowledge and 
understanding of the benefits and risks involved in medical care to make a voluntary 
decision.12 While counselling can help to resolve the ambivalence experienced by 
pregnant women offered screening,13-15 the complexity of decision-making involved 
in prenatal screening means that counselling needs to be accurate and individualized. 
This is not currently happening. Harris and colleagues found that risks of genetic 
testing could only be justified when testing was limited to women holding a true 
individual preference for fetal chromosomal information.16 This is not reflected in 
routinization of screening where consent is assumed. International research has 
shown that pregnant women in industrialized countries often expect to routinely 
have one of the screening tests for Down syndrome—the Nuchal Translucency (NT) 
ultrasound scan—with little understanding of what the test means.17 An Australian 
study found that one-third of women undergoing prenatal genetic screening for Down 
syndrome did not realize that if they were found to have an increased risk from the 
screening test, confirming a diagnosis would require a test which carried a risk of 
miscarriage. Only two- thirds realized that if Down syndrome were diagnosed, they 
would be offered an abortion.18 It is not implied that all women walk ignorantly into 
prenatal screening without any idea of what they are doing. For some it is an active 
decision, such as those with a family history of disease. But problems with informed 
consent cannot be ignored.

In order to reduce the risk of women agreeing to prenatal screening without fully 
understanding the process, professional organizations such as the Royal Australian 
and New Zealand College of Obstetricians and Gynecologists recommend that all 
genetic testing should be preceded by counselling.19 But even when it occurs, the 
adequacy of counselling remains a significant problem. There are several reasons for 
this.

Many screening tests need to be done early in a normal pregnancy, so general 
practitioners may order them before a woman sees an obstetrician. Generalists 
may not have full knowledge of the conditions being tested or be able to explain 
exactly what is involved in the testing process.20 Health professionals need to clearly 
understand the complexities of probabilistic reasoning in order to communicate risk 
information effectively, and this is a difficult concept for anyone to understand.21 
Often there will be time constraints in the consultation, and it may be difficult to 
provide comprehensive genetic counselling in a busy medical practice.22 General 
practitioners in Britain reported that it was difficult to raise possible adverse outcomes 
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of screening, such as the diagnosis of disability and the termination with someone 
who is excited at finding out she is pregnant.23 Some authors suggest it is not feasible 
to give so much information in a way that is meaningful to the mother. Confusingly, 
other authors have complained that women are already given too much information 
regarding prenatal genetic screening, which gives them too many choices and impairs 
their decision-making ability.6 This problem will only become more complex as the 
testing becomes more comprehensive through NIPT, especially with the proposed 
introduction of genome-wide screening and the range of possible results that can be 
received.24 

Furthermore, medical counselling is often construed as a medical directive by 
the women seeking antenatal care.25 Moral imperatives imbedded in the information 
offered may be difficult to counter if the woman is unfamiliar with the screening 
process. There is an innate power imbalance in the doctor-patient relationship which 
puts the woman in a position where the autonomous choice to screen is in fact 
experienced as an inability to justify not doing so. Press and Browner found that the 
attitude of the health practitioner had a significant impact on whether Californian 
women would undergo prenatal screening, with clinics that pressured women regarding 
testing having twice the national average acceptance rate.26 Clinicians regard testing 
as a way to identify problems while women connect it with protecting and nurturing 
their pregnancy.27 Although doctors in a British study offered a choice, they knew 
they consciously offered genetic screening tests as routine and put the process in a 
positive light, due to lack of time while being aware that a key motivation for women’s 
positive perceptions of screening was their sense of obligation to undertake any test 
that would benefit their unborn baby, thereby exploiting the maternal instincts of the 
women involved.28

Fully informed consent requires a comprehensive explanation of the results at 
each stage of the screening and diagnosis process. This includes the meaning of genetic 
risk, the nature of the genetic abnormality diagnosed, the concepts of variation in 
genotype and phenotype (your genetic makeup versus how those genes are expressed 
physically), practical information about the impact of chromosomal abnormalities on 
the life of an affected person, and the opportunity to speak to someone who cares for 
them. Such information is known to increase the number of parents who are prepared 
to care for a disabled child. Currently, such information is not routinely given, despite 
some women voicing an interest in this information.29 While many of these problems 
in counselling pregnant women are understandable, they still represent a violation of 
the informed consent process.25,30 

While the newer genetic tests (NIPT) are easy and safe and avoid the risks of 
invasive procedures, some authors have suggested that informed consent may become 
even more difficult with their introduction.31 The possibility is raised that, because 
non-invasive testing is easy and safe and can be performed early in pregnancy, both 
testing and selective abortion may become ‘normalized.’ The possibility of earlier 
detection of affected fetuses may also increase the uptake of abortion, as many people 
consider that the moral significance of the human embryo increases over time.32 It is 
also possible that the reduced risks involved may mean that less care will be taken 
with informed consent.33 
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Apart from the ethical problems involved with inadequate disclosure of all 
the facts when women are not fully informed, it means that women may not think 
through the implications of a positive diagnosis before undergoing the testing. This is 
particularly important as, with widening of scope of testing and increased sensitivity 
of ultrasound scans, women may get unexpected results for conditions for which they 
did not know the fetus would be tested. Thus, they may not be prepared to handle 
the situation. This problem is only going to get worse. De Jong and colleagues 
suggest that easy, safe, and early techniques such as NIPT will challenge the notion 
of prenatal screening serving reproductive autonomy.34 The limited ability of the 
patient to meaningfully engage with even more diverse and complex measures of risk 
will further stress the doctor–patient relationship, especially as distress associated 
with being high-risk in prenatal screening can persist, despite a negative diagnostic 
finding.18 In the future, the support of all involved by experts in genetic interpretation 
is likely to be necessary.

Scope of Testing
Prenatal genetic screening and diagnosis were initially aimed at identifying serious, 
life-threatening conditions present at birth. With the rapid broadening of the scope of 
genetic testing conditions which are treatable, adult-onsets or only partially penetrable 
illnesses (such as hereditary cancers) are now also the focus of investigations. While 
recommendations have been made that prenatal diagnosis not be used for minor 
conditions or characteristics, the question of who decides what a minor condition is 
and how that decision is made, is not clear.6

In their 2005 review, the Human Fertilisation and Embryology Authority in the 
United Kingdom reviewed which conditions could be screened in preimplantation 
genetic diagnosis (PGD), a process whereby embryos created by in vitro fertilization are 
genetically examined prior to implantation in the womb. They considered penetrance 
(the likelihood that the genetic abnormality will lead to disease), treatability, and 
age of onset in their investigation. They decided that a 30-80% risk of developing 
a condition is significant enough to test (and possibly discard) an embryo. They 
suggested that any disease requiring ‘regular invasive treatment’ (such as regular 
blood transfusions) would be enough to warrant testing (and possible discarding) of 
an embryo. Lastly, they put no limit on the age of onset before PGD was permissible. 
This raises the possibility of a pregnancy being terminated for conditions which may 
never develop, are treatable, or, if they do not develop until adulthood (at least 20 and 
up to approximately 80 years later), may be treatable by the time they occur. This 
technology is now available for use in prenatal screening. While many commentators 
suggest termination is done in the interests of the child (to avoid suffering), as the 
interval of anticipated disease-free life increases, this is more difficult to justify. 

Impact of Termination of Pregnancy
Women whose infants are diagnosed with a congenital anomaly can experience an 
emotional crisis.18 Whether the diagnosis is made pre or post-natally, both parents 
exhibit higher levels of psychological distress than parents of healthy infants with 
mothers impacted more than fathers.18 Consideration of termination decisions are 
difficult and can entail ambivalence between commitment to the pregnancy and 
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the desire to protect the child, themselves, and their families from the burden of 
disability.35

Elective abortion for fetal abnormality in a wanted pregnancy is quite different 
from termination of an unwanted pregnancy. It represents the loss of future hopes 
and entails the risk of severe and complicated grieving.36 A significant proportion 
of women undergoing termination for fetal abnormality can experience pathological 
levels of distress.37 Korenromp and colleagues found that four months after 
termination, 46% of their sample of Dutch women showed pathological levels of 
posttraumatic stress symptoms, decreasing to 20.5% after 16 months. 28% of women 
were depressed, falling to 13% after 16 months. Strong feelings of regret for the 
decision were mentioned by only 2.7% of women, yet over one in five women had 
significant psychological distress that persisted for over a year.38 

These reactions were more complicated when they were not anticipated. Research 
indicates that women are often ill-prepared for bad news about the health of their 
unborn child if pathology is found on prenatal screening, as they had not been given 
adequate information about the purpose of the test and the choices with which they 
may be faced.39 The long-term posttraumatic stress response and grief can continue 
long-term40 and causes psychological distress comparable to the experience of having 
a stillborn child.41 

France and colleagues found that it was common for couples to conceal the 
nature of their pregnancy loss from many people in their social network, noting that 
they were not given information on how to go about disclosing their decision.38,42 
Reasons for limited disclosure included guilt over the decision and the desire to avoid 
being judged. Some reasons for disclosure were practical, such as needing time off 
work or physical help and/or emotional support during diagnosis and termination. 
While disclosure could lead to getting more support and less criticism than expected, 
it could also provoke disapproval. This could lead to less support overall. Some men 
said they found it hard to access emotional support from their social networks because 
of expectations about how men “should” deal with emotions.43 

Furthermore, there is concern that even when prenatal screening is not undertaken 
with a view to possible termination of imperfect children, parents may wait for the 
birth with increasing anxiety and distress, wondering how their child measures up, 
instead of learning to love their baby unconditionally.44 More research is needed to 
understand the long-term implications of this experience, but the assumption that 
early detection and termination for fetal anomaly is beneficial for women has been 
questioned, calling for greater attention to be paid to the psychological sequelae.30,45,46 

Discrimination
Opting against termination of pregnancy after the diagnosis of fetal anomaly—while 
against the trend—is not an irrational decision. Emotional and psychological trauma 
aside, some women do not consider a congenital anomaly to be grounds for abortion 
and think that a society without persons with a disability would be a poorer place.47-49 
The introduction of routine prenatal diagnosis has resulted in a significant fall in 
the birth prevalence of children with congenital anomalies, due to the high rate of 
pregnancy terminations.50 Disability groups fear that when physicians encourage 
the abortion of fetuses with diseases or disabilities, they are fostering intolerance 
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of disabled people who have already been born.43 In one study of seventy-three 
parents-to-be undergoing prenatal screening, 30% said they thought screening might 
encourage negative attitudes toward the disabled, and 50% thought that mothers of 
children with a disability would be blamed for their failure to undergo screening or 
have abortions.51,52 And they were right. 

Women who chose not to have prenatal testing or who chose to continue a 
pregnancy after a prenatal diagnosis have experienced discrimination. Some have felt 
pressured to have diagnostic tests after screening positive53 or felt that their obstetrician 
was pressuring them to terminate a pregnancy by providing aggressively directive, 
erroneous, and highly negative information.54 The California Prenatal Screening 
Program described pregnancies that are continued as “missed opportunities,”30 
indicating the political interest in reducing the number of individuals with disabilities 
born into the community. Health insurance companies have been known to refuse to 
cover newborns unless the mother underwent prenatal testing and agreed to terminate 
the pregnancy if the fetus was affected.55 These developments represent social and 
economic coercion to limit reproductive choice.56 

Much has been written on the ways disability has been socially constructed. 
Writers such as Wendell have pointed out that it is not the impairment itself which 
causes disability so much as society’s reluctance to accommodate it.57 Furthermore, 
lack of assistance needed by people with disabilities to function effectively contributes 
to their “handicap” status. It appears that the discourse surrounding prenatal screening 
has adopted the social construction of disability, rather than allowing each woman to 
think through the implications of personally having a child with disability in her own 
family. 

True Freedom of Choice
One can construe the directive that all pregnant women need to be informed of the 
availability of antenatal screening as a positive educative step, but it will not help 
women if their information needs are disregarded. It will not empower women if there 
are unwritten rules to the game that they cannot ignore. True freedom of choice would 
have counselling that is accurate and non-coercive with adequate government support 
for those caring for children with a disability, making the option of continuing a high-
risk pregnancy a real one for all women. Women need to be free to make their own 
decisions in line with their own values with no pressure from the medical system or 
society regarding which is the “correct” decision.

But it is difficult to see how this will happen. Lippman comments on the cultural 
climate whereby all pregnancies are designated some level of “risk,”58 thereby 
allowing medicine to reconstruct the experience of pregnancy, one that involves 
medical supervision to manage this “risk.” She further notes that if the purpose 
of quantifying risk is meant to reassure the pregnant woman, why is it in the area 
of congenital abnormality that this reassurance is given? More babies are born 
underweight and premature than with genetic anomalies. Why not ensure appropriate 
nutrition for pregnant women? Why not ensure adequate and accessible prenatal 
care for all pregnancies? Why is genetic testing more reassuring than provision of 
resources needed to cope with a disabled child once it is born? Why has so much fear 
been generated in the community regarding the possible birth of a child with Down 
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syndrome, which is responsible for only a minority of cases of mild to moderate 
intellectual disability, except that we have a test to detect—and therefore eliminate—
it?

Rothman correctly predicted that with genetic abortion reducing the incidence 
of genetic disease, the impetus to find cures for these conditions would be reduced.56 
Consider the amount of time and money now spent in identifying and terminating 
fetuses with disabilities. Neuroscientist Dr. Alberto Costa, who conducts trials 
involving ways to improve memory in Down syndrome, has noticed a reduction in 
available research funding since NIPT has been in development. “The geneticists 
expect Down syndrome to disappear,” he says, “so why fund treatments?”59

It could also be hypothesized that with a reduced number of disabled children 
being born, the pressure on women to screen and abort will increase as the familiarity 
and tolerance of disability in our society have been reduced. Inherent in all these 
arguments for prenatal screening is the idea that some lives are not worth living. You 
could say that simply existing is in the created child’s best interests, as life is a basic 
good. But the argument we are hearing now is that it is only good if you are normal, 
healthy, and wanted by your parents.

Conclusion
The introduction of antenatal screening was done in the name of choice and the 
name of freedom. However, in reality, this has not necessarily been the case, as the 
“choices” have been constrained in real terms. As time goes on, the pressure to screen 
pregnancies and avoid burdening society with our disabled offspring is building. 
Healthy women are being subjected to tests, some of which post distinct risks to 
themselves and their children. This highly medicalized version of reproduction is 
seeing informed consent eroded to the point where there is actual coercion regarding 
these tests and procedures. If this is reproductive freedom, the victory was a hollow 
one, as the obligation to serve society’s “best interests” grows greater and the liberty 
to opt out steadily decreases. Urgent community discussion of this process is therefore 
recommended to increase transparency of antenatal screening programs and reduce 
further harm to the women and offspring involved.

References
1.	 Best M. Screening in normal pregnancy.  Fearfully and wonderfully made. Sydney: Matthias 

Media; 2012. p. 199-242.
2.	 Davis DS. Opportunistic testing: the death of informed consent. Health Matrix. 2013;23:35.
3.	 For full details of testing, see: Best M. Screening in normal pregnancy.  Fearfully and wonderfully 

made. Sydney: Matthias Media; 2012. p. 199-242
4.	 Gaff C, Newstead J, Saleh M. Testing and Pregnancy. In: Genetics Education in Medicine 

Consortium, editor. Genetics in Family Medicine. Canberra: Biotechnology Australia; 2007.
5.	 Buckley F, Buckley S. Wrongful deaths and rightful lives - screening for Down syndrome. 

Down’s syndrome, research and practice : the journal of the Sarah Duffen Centre / University of 
Portsmouth. 2008;12(2):79-86.

6.	 Heyman B, Hundt G, Sandall J, Spencer K, Williams C, Grellier R, et al. On being at higher risk: 
A qualitative study of prenatal screening for chromosomal anomalies. Social Science & Medicine. 
2006;62(10):2360-72.

7.	 Sapp JC, Hull SC, Duffer S, Zornetzer S, Sutton E, Marteau TM, et al. Ambivalence toward 



Vol. 34:2 Summer 2018 Best / Prenatal Screening

121

undergoing invasive prenatal testing: an exploration of its origins. Prenatal diagnosis. 
2010;30(1):77-82.

8.	 Markens S, Browner CH, Press N. `Because of the risks’: how US pregnant women account for 
refusing prenatal screening. Social Science & Medicine. 1999;49(3):359-69.

9.	 Biesecker BB, Klein W, Lewis KL, Fisher TC, Wright MF, Biesecker LG. How do research 
participants perceive “uncertainty” in genome sequencing? Genet Med. 2014;16.

10.	 Avent N, Madgett T, Maddocks D, Soothill P. Cell-free fetal DNA in the maternal serum and 
plasma: current and evolving applications. Curr Opin Obstet Gynecol 2009;21:175-9.

11.	 .Committee of Obstetric Practice. Maternal-Fetal Surgery for Myelomeningocele. Society for 
Maternal-Fetal Medicine,; 2017.  Contract No.: 720.

12.	 Tapon D. Prenatal testing for Down syndrome: comparison of screening practices in the UK and 
USA. J Genet Couns. 2010;19(2):112-30.

13.	 Boyd PA, DeVigan C, Khoshnood B, Loane M, Garne E, Dolk H. Survey of prenatal screening 
policies in Europe for structural malformations and chromosome anomalies, and their impact 
on detection and termination rates for neural tube defects and Down’s syndrome. BJOG: An 
International Journal of Obstetrics & Gynaecology. 2008;115(6):689-96.

14.	 Shaffer BL, Caughey AB, Norton ME. Variation in the decision to terminate pregnancy in the 
setting of fetal aneuploidy. Prenatal diagnosis. 2006;26(8):667-71.

15.	 Anderson N, Boswell O, Duff G. Prenatal sonography for the detection of fetal anomalies: results 
of a prospective study and comparison with prior series. AJR American journal of roentgenology. 
1995;165(4):943-50.

16.	 Sapp JC, Hull SC, Duffer S, Zornetzer S, Sutton E, Marteau TM, et al. Ambivalence toward 
undergoing invasive prenatal testing: an exploration of its origins. Prenatal diagnosis. 
2010;30(1):77-82.

17.	 Australian Medical Council. Good medical practice: a code of conduct for doctors in Australia. 
Canberra: AMC; 2009. p. 10.

18.	 de Jong A, Dondorp W, de Die-Smulders C, Frints S, de Wert G. Non-invasive prenatal testing: 
ethical issues explored. Eur J Hum Genet. 2010;18:272-77.

19.	 Harris RA, Washington AE, Feeny D, Kuppermann M. Decision analysis of prenatal testing for 
chromosomal disorders: what do the preferences of pregnant women tell us? Genetic testing. 
2001;5(1):23-32.

20.	 Gottfredsdottir H, Sandall J, Bjornsdottir K. ‘This is just what you do when you are pregnant’: 
a qualitative study of prospective parents in Iceland who accept nuchal translucency screening. 
Midwifery. 2009;25(6):711-20.

21.	 Rowe HJ, Fisher JR, Quinlivan JA. Are pregnant Australian women well informed about prenatal 
genetic screening? A systematic investigation using the Multidimensional Measure of Informed 
Choice. The Australian & New Zealand journal of obstetrics & gynaecology. 2006;46(5):433-9.

22.	 RANZCOG. Routine Antenatal Assessment in the Absence of Pregnancy Complications. The 
Royal Australian and New Zealand College of Obstetricians and Gynaecologists,; 2013.  Contract 
No.: College Statement C-Obs 3 (b).

23.	 Harris H. The primary care perspective of quality in clinical genetics service—United Kingdom 
as an example. In: Kristoffersson U, Schmidtke J, Cassiman J, editors. Quality Issues In Clinical 
Genetic Services. London: Springer; 2010.

24.	 Nagle C, Lewis S, Meiser B, Gunn J, Halliday J, Bell R. Exploring general practitioners’ 
experience of informing women about prenatal screening tests for foetal abnormalities: a 
qualitative focus group study. BMC health services research. 2008;8:114.

25.	 Tsianakas V, Calnan M, Atkin K, Dormandy E, Marteau TM. Offering antenatal sickle cell 
and thalassaemia screening to pregnant women in primary care: a qualitative study of GPs’ 
experiences. British Journal of General Practice. 2010;60(580):822-8.

26.	 Chervenak F, McCullough L. Ethical issues in perinatal genetics. Semin Fetal Neonatal Med. 
2011;16:70-3.

27.	 Newson AJ, Leonard SJ, Hall A, Gaff CL. Known unknowns: building an ethics of uncertainty 
into genomic medicine. BMC Medical Genomics. 2016;9(1):57.

28.	 Tsianakas V, Atkin K, Calnan MW, Dormandy E, Marteau TM. Offering antenatal sickle cell 



Ethics & Medicine

122

and thalassaemia screening to pregnant women in primary care: a qualitative study of women’s 
experiences and expectations of participation. Health Expectations. 2012;15(2):115-25.

29.	 Press N, Browner CH. Why women say yes to prenatal diagnosis. Social science & medicine. 
1997;45(7):979-89.

30.	 Kristol E. Picture perfect: The politics of prenatal testing. First Things. 1993;32:17-24.
31.	 Nagle C, Lewis S, Meiser B, Gunn J, Halliday J, Bell R. Exploring general practitioners’ 

experience of informing women about prenatal screening tests for foetal abnormalities: A 
qualitative focus group study. BMC health services research. 2008;8(1):114.

32.	 Farsides B, Williams C, Alderson P. Aiming towards “moral equilibrium”: Health care 
professionals’ views on working within the morally contested field of antenatal screening   Journal 
of Medical Ethics. 2004;30:505-9.

33.	 Skirton H, Barr O. Antenatal screening and informed choice: a cross-sectional survey of parents 
and professionals. Midwifery. 2010;26(6):596-602.

34.	 van den Heuvel A, Chitty L, Dormandy E, Newson A, Deans Z, Attwood S, et al. Will the 
introduction of non-invasive prenatal diagnostic testing erode informed choices? An experimental 
study of health care professionals. Patient Education and Counseling. 2010;78(1):24-8.

35.	 Botkin J. Fetal privacy and confidentiality. Hastings Cent Rep. 1995;25(5):32-9.
36.	 Sommerseth E, Sundby J. Women’s experiences when ultrasound examinations give unexpected 

findings in the second trimester. Women and Birth. 2010;23(3):111-6.
37.	 Fonseca A, Nazare B, Canavarro MC. Parental psychological distress and quality of life after a 

prenatal or postnatal diagnosis of congenital anomaly: a controlled comparison study with parents 
of healthy infants. Disability and health journal. 2012;5(2):67-74.

38.	 Bijma HH, van der Heide A, Wildschut HIJ. Decision-Making after Ultrasound Diagnosis of Fetal 
Abnormality. Reproductive Health Matters. 2008;16(31, Supplement):82-9.

39.	 Elder SH, Laurence KM. The impact of supportive intervention after second trimester termination 
of pregnancy for fetal abnormality. Prenatal Diagnosis. 1991;11(1):47-54.

40.	 Kersting A, Reutemann M, Ohrmann P, Baez E, Klockenbusch W, Lanczik M, et al. Grief after 
termination of pregnancy due to fetal malformation. Journal of psychosomatic obstetrics and 
gynaecology. 2004;25(2):163-9.

41.	 Korenromp MJ, Page-Christiaens GCML, van den Bout J, Mulder EJH, Visser GHA. Adjustment 
to termination of pregnancy for fetal anomaly: a longitudinal study in women at 4, 8, and 16 
months. American journal of obstetrics and gynecology. 2009;201(2):160.e1-.e7.

42.	 Hunt K, France E, Ziebland S, Field K, Wyke S. ‘My brain couldn’t move from planning a birth 
to planning a funeral’: A qualitative study of parents’ experiences of decisions after ending a 
pregnancy for fetal abnormality. International Journal of Nursing Studies. 2009;46(8):1111-21.

43.	 France EF, Hunt K, Ziebland S, Wyke S. What parents say about disclosing the end of their 
pregnancy due to fetal abnormality. Midwifery. 2013;29(1):24-32.

44.	 Wyatt J. Matters of Life and Death. 2nd ed. Leicester: IVP; 2009.
45.	 Korenromp MJ, Christiaens GC, van den Bout J, Mulder EJ, Hunfeld JA, Bilardo CM, et al. Long-

term psychological consequences of pregnancy termination for fetal abnormality: a cross-sectional 
study. Prenatal diagnosis. 2005;25(3):253-60.

46.	 Kersting A, Dorsch M, Kreulich C, Reutemann M, Ohrmann P, Baez E, et al. Trauma and grief 
2-7 years after termination of pregnancy because of fetal anomalies--a pilot study. Journal of 
psychosomatic obstetrics and gynaecology. 2005;26(1):9-14.

47.	 Schutt K, Kersting A, Ohrmann P, Reutemann M, Wesselmann U, Arolt V. [Termination of 
pregnancy for fetal abnormality--a traumatic experience?]. Zentralblatt fur Gynakologie. 
2001;123(1):37-41.

48.	 Zeanah CH, Dailey JV, Rosenblatt MJ, Saller DN, Jr. Do women grieve after terminating 
pregnancies because of fetal anomalies? A controlled investigation. Obstetrics and gynecology. 
1993;82(2):270-5.

49.	 Salvesen KA, Oyen L, Schmidt N, Malt UF, Eik-Nes SH. Comparison of long-term psychological 
responses of women after pregnancy termination due to fetal anomalies and after perinatal 
loss. Ultrasound in obstetrics & gynecology : the official journal of the International Society of 
Ultrasound in Obstetrics and Gynecology. 1997;9(2):80-5.



Vol. 34:2 Summer 2018 Best / Prenatal Screening

123

50.	 Maxwell S, Bower C, O’Leary P. Impact of prenatal screening and diagnostic testing on trends 
in Down syndrome births and terminations in Western Australia 1980 to 2013. Prenat Diagn. 
2015;35(13):1324-30.

51.	 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. Ultrasound in obstetrics & gynecology : the official journal of the 
International Society of Ultrasound in Obstetrics and Gynecology. 2005;25(4):389-92.

52.	 Leithner K, Maar A, Fischer-Kern M, Hilger E, Loffler-Stastka H, Ponocny-Seliger E. Affective 
state of women following a prenatal diagnosis: predictors of a negative psychological outcome. 
Ultrasound in obstetrics & gynecology : the official journal of the International Society of 
Ultrasound in Obstetrics and Gynecology. 2004;23(3):240-6.

53.	 Could it be a ‘cure’? Breakthrough prompts Down syndrome soul-searching [press release]. NBC 
News2013.

54.	 Chipman P. The moral implications of prenatal genetic testing. Penn bioethics journal. 
2006;2(2):13-6.

55.	 Skotko B, Bedia RC. Postnatal support for mothers of children with Down syndrome. Mental 
retardation. 2005;43(3):196-212.

56.	 McCabe LL, McCabe ER. Down syndrome: coercion and eugenics. Genet Med. 2011;13(8):708-10.
57.	 Cunningham GC, Tompkinison DG. Cost and effectiveness of the California triple marker 

prenatal screening program. Genet Med. 1999;1(5):199-206.
58.	 Holtzman NA. Eugenics and genetic testing. Science in context. 1998;11(3-4):397-417.
59.	 Wendell S. The rejected body: Feminist philosophical reflections on disability: Psychology Press; 

1996.

Megan Best, MD, PhD, MAAE, is a Post-doctoral Research Fellow in Psycho-oncology and at Sydney Health 
Ethics at the University of Sydney, Australia; Senior Clinical Lecturer in the Faculty of Medicine at the University of 
Sydney; Research Associate at the Institute for Ethics and Society at the University of Notre Dame Australia; and 
author of Fearfully and Wonderfully Made: Ethics and the Beginning of Human Life. She currently 
resides in Sydney, Australia.


	Prenatal Screening



