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Abstract  

Termination of pregnancy for fetal abnormality (TOPFA) is a potentially traumatic event that 

may lead to intense grief symptomatology. The present study included 41 couples who were 

assessed 1-6 months after TOPFA. No gender differences were found regarding the intensity of 

trauma symptomatology or the prevalence of clinically relevant trauma symptomatology, 

present in about a third of the sample. Most couples were congruent regarding trauma 

symptomatology. Women experienced guilt with significantly more frequency than men. For 

both genders, guilt influenced both trauma and grief symptomatology. For women only, guilt 

influenced grief symptomatology indirectly, through trauma symptomatology. Clinical 

implications are discussed. 
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When individual assumptions or expectations are shattered following an event, it is 

considered traumatic (Janoff-Bulman, 1992). This seems to be the case for termination of 

pregnancy for fetal abnormality (TOPFA), which is often associated with several “broken 

expectations” (Larsson, Svalenius, Lundqvist, & Dykes, 2010, p. 6). First, it is anticipated that a 

healthy baby will be born (Lalor, Begley, & Galavan, 2009; McCoyd, 2007; Sommerseth & 

Sundby, 2010), a rather pervasive pregnancy-related “mythic expectation” (McCoyd, 2007, p. 

38). Consequently, a prenatal diagnosis of fetal abnormality is often an unexpected event 

(Kersting et al., 2005), resulting in emotional responses such as shock and incredulity 

(Desrochers, 2011; Lalor et al., 2009; Larsson et al., 2010). Second, having an active role in 

determining the end of a wanted pregnancy may conflict with one’s values and beliefs, with 

many women never having imagined making such a definitive decision (Kersting et al., 2005; 

McCoyd, 2007; White-Van Mourik, Connor, & Ferguson-Smith, 1992) and experiencing it as 

agonizing (Rillstone & Hutchinson, 2001). Third, as losing a child contradicts the natural order 

of life, most parents expect their children to die after themselves (Callister, 2006). Therefore, 

the death of a child is usually seen as senseless and leads to a crisis of meaning (Wheeler, 2001). 

Traumatic symptoms such as denial, numbing, or intrusion are expected reactions 

following a stressful event. To a certain degree, these reactions constitute an adaptive attempt 

to regain control, as individuals oscillate between avoiding an overwhelming shock and 

processing the event-related information, in order to start making sense of it (Horowitz as cited 

in Rando, 1993; Janoff-Bulman, 1992; Park, 2008). Although the traumatic impact of an event is 

mostly determined by one’s appraisal of it, several characteristics (e.g., being atypical, sudden, 

unexpected, directly experienced, and irreversible) make it more likely to have such an effect 

(Janoff-Bulman, 1992; Tedeschi & Calhoun, 1995). Such distinctive features are usually 

applicable to the TOPFA experience. Consistently, in the first six months post-loss studies have 

shown the prevalence of clinically relevant trauma symptomatology (i.e. scores above the cut-

off point, indicating the possible existence of pathological trauma reactions) to vary between 

22.20% and 67.00% for women (Davies, Gledhill, McFayden, Whitlow, & Economides, 2005; 
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Kersting et al., 2009; Korenromp, Page-Christiaens, van den Bout, Mulder, & Visser, 2009), with 

8.00% being diagnosed with a stress-related disorder after two weeks, a number which 

decreases to 2.10% after six months (Kersting et al., 2007).  

While only women were considered in most studies (e.g., Davies et al., 2005; Kersting et 

al., 2005, 2007; Korenromp et al., 2009), it is important to adopt a couple-based approach when 

assessing the short-term traumatic impact of TOPFA. As this is usually a decision shared by the 

couple which leads to both members losing a child (Korenromp et al., 2007), women and men 

simultaneously deal with a potentially traumatic event (i.e. dual trauma couples, Balcom, 1996). 

Consistently, Korenromp (2006) found that in 16.90% of the couples, there was congruence 

regarding the prevalence of clinically relevant trauma symptomatology (that is, it was displayed 

by both members of the couple) four months after TOPFA. To our knowledge, this was the only 

investigation in which the two members of the couple were compared; gender differences were 

found, with women displaying clinically relevant trauma symptomatology more frequently than 

their partners (44.90% versus 19.10%), four months after TOPFA. The physical experience of 

the loss has been acknowledged as adding to the traumatic impact of TOPFA (Kersting et al., 

2005), which may explain these results. 

It is also possible that such gender differences are due to guilt, which women are 

particularly prone to report following TOPFA (Geerinck-Vercammen & Kanhai, 2003; 

Korenromp, Iedema-Kuiper, van Spijker, Christiaens, & Bergsma, 1992; White-Van et al., 1992). 

Guilt is experienced when individuals perceive themselves as responsible for a negative 

outcome for others and/or to have violated their own standards or values (Lee, Scragg, & 

Turner, 2001). Therefore, guilt is particularly likely following events: a) resulting in harm; b) 

causing irreparable consequences; c) affecting close persons; d) which are unexpected; e) which 

are caused by humans; f) in which all available actions would have negative consequences; and 

g) which result in being blamed by others (Kubany & Watson, 2003). As such characteristics 

may apply to TOPFA, it is understandable that guilt following this experience is common in both 

partners (Geerinck-Vercammen & Kanhai, 2003; Korenromp et al., 1992; White-Van et al., 
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1992), mostly for undertaking a decision that usually conflicts with personal and/or societal 

values (Korenromp et al., 1992; McCoyd, 2007; White-Van Mourik et al., 1992). 

Guilt-related appraisals regarding one’s role in the event (e.g. “I should not have done 

this”) evoke negative affect and are paired with images and/or thoughts of the trauma, which 

become associated with distress (Kubany & Watson, 2002). Although corrective action leads to 

a decrease in guilt, that is not possible in the context of loss, which is irreparable (Kubany & 

Watson, 2003). Therefore, individuals may engage in rumination, trying to find different courses 

of action they could have taken; this prevents the emotional processing of the event (Lee et al., 

2001) and results in intrusive memories (Paunovic, 1998). In parallel, individuals may avoid 

trauma reminders, in order to escape painful feelings (Kubany & Ralston, 2006). Consequently, 

the severity of trauma reactions tends to increase when guilt is present (Kubany et al., 1996; 

Kubany & Ralston, 2006). Guilt has also been identified as a “mediator of mourning” (Worden, 

2008, p. 62), leading to difficulties in the grief process whenever the loss is perceived as 

preventable (Rando, 1993; Worden, 2008). By influencing trauma symptomatology, guilt may 

also indirectly affect grief symptomatology, as the traumatic impact of TOPFA may be an 

obstacle to an adaptive grief process. It has been argued that there is greater disruption when 

the loss is inconsistent with one’s assumptions, so that a decrease in distress is dependent upon 

finding new meanings for the event that help making sense of it (Gillies & Neimeyer, 2006; Park, 

2008; Rando, 1993; Worden, 2008). Consistently, the ability to make sense of the loss was found 

to be the most salient predictor of parental grief, with parents who were unable to make sense 

of their child’s death being more prone to display Complicated Grief symptoms (Keesee, Currier, 

& Neimeyer, 2008). To our knowledge, the relationships between guilt, trauma 

symptomatology, and grief symptomatology following TOPFA have not been explored yet. 

Our study aimed to: (1) compare women and men in the first six months following 

TOPFA regarding: a) the intensity of trauma symptomatology; b) the prevalence of clinically 

relevant trauma symptomatology (assessing couple congruence regarding this variable); and c) 

the frequency of guilt; and (2) explore the direct and indirect (via trauma symptomatology) 



7 | Journal of Loss and Trauma  

 

influences of guilt on grief symptomatology for women and men. Considering the literature 

review, it is hypothesized that: (1) women will display more intense trauma symptomatology, a 

higher prevalence of clinically relevant trauma symptomatology, and more frequent guilt than 

men; and (2) more frequent guilt will lead to more intense trauma symptomatology and grief 

symptomatology for both genders.  

 

Methods 

Procedure  

This study is part of an ongoing longitudinal investigation entitled “Reproductive 

decisions and transition to parenthood following a pre- or postnatal diagnosis of fetal 

abnormality”, which was approved by the Ethics Committee of Hospitais da Universidade de 

Coimbra, Portugal. Inclusion criteria included having terminated a pregnancy due to fetal 

abnormality one to six months earlier, being 18 years or older, and having a level of literacy that 

allowed the comprehension of the assessment protocol. From September 2009 to April 2012, all 

women who filled the inclusion criteria were contacted by telephone by the researchers 

(consecutive sampling), and the study goals were presented. Women who accepted to 

participate were mailed an informed consent for signing and two versions of the questionnaires 

(their own and the one for their partners), and were told that both spouses should complete the 

questionnaires separately and return it in a pre-stamped envelope provided by the researchers. 

Regardless of participation in the study, psychological counseling was available to all couples. 

Seventy-three couples were contacted, from which seven (9.59%) refused to participate, 

and 17 (23.29%) did not return the questionnaires. Of the remaining 49 (67.12%), only those in 

which both partners answered the questionnaires were considered (n = 41; participation rate: 

56.16%).  

 

Participants  
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The sample consisted of 41 cohabitating couples with a mean relationship length of 7.02 

years (SD = 4.77). Women (M = 31.88, SD = 4.59) were significantly younger (t40 = -5.49, p < 

.001) than men (M = 34.83, SD = 5.69). Regarding educational level, women (M = 13.34 years, SD 

= 4.15) studied for longer (t40 = 2.90, p = .006) than their partners (M = 11.71 years, SD = 3.86). 

The majority of the participants were currently employed (90.24% of women and 95.12% of 

men). This was the first pregnancy for 20 (48.78%) women. Chromosomopathy was the most 

common diagnosis (n = 18, 43.90%). The decision to terminate the pregnancy was shared by all 

couples and TOPFA occurred approximately at 20.29 weeks gestation (SD = 4.76). Couples 

answered the questionnaires on average 2.17 months (SD = 0.86) after TOPFA.  

 

Measures 

Impact of Event Scale – Revised (IES-R; Weiss, 2004; Portuguese version: Castanheira et 

al., 2012): This 22-item measure assesses the intensity of the stress response to a specific event. 

Answers are based on a 5-point Likert scale ranging from 0 (Not at all) to 4 (Extremely), with 

higher scores indicating more intense trauma symptomatology. It is comprised of three factors: 

Intrusion (intense thoughts, images, and feelings associated with the event), Avoidance 

(individual efforts not to think or talk about the event or not to be affected by it), and 

Hyperarousal (symptoms such as irritability, hypervigilance, and difficulty concentrating). In 

this sample, Cronbach alphas varied between .75 (Avoidance) and .86 (Intrusion) for women, 

and .81 (Avoidance) and .88 (Hyperarousal) for men. To identify clinically relevant trauma 

symptomatology, a cut-off score of 1.5 in the total scale was considered (Creamer, Bell, & Failla, 

2003).  

Guilt - Assessed with the question “Since you decided to terminate the pregnancy, how 

frequently have you experienced guilt?”, which was answered on a visual analogical scale 

(ranging from 0 – Never – to 100 – Very often). In the present study, this measure was 

significantly correlated with the Self-Blame subscale of the Brief COPE (Carver, 1997; 

Portuguese version: Pais Ribeiro & Rodrigues, 2004) for both women (r = .75) and men (r = .47). 
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Participants were classified as never having felt guilt (if they scored 0) or as having felt guilt at 

least once (if they scored 1 or higher). 

Perinatal Grief Scale (PGS; Toedter, Lasker, & Janssen, 2001; Portuguese version: Rocha, 

2004): This 33-item measure assesses thoughts and feelings associated with a perinatal loss. 

Answers are based on a 5-point Likert scale ranging from 1 (Strongly agree) to 5 (Strongly 

disagree), with higher scores indicating more intense grief symptomatology. It is comprised of 

three factors: Active Grief (normative grief manifestations such as crying, sadness, and missing 

the baby), Difficulty Coping (difficulty performing usual activities and relating to others), and 

Despair (feelings of hopelessness and worthlessness). Only the total score (α = .96 for women 

and α = .95 for men) was used in the present study.  

Sociodemographic (age; educational level; professional status; marital status; 

relationship length) and clinical data (number of previous pregnancies; type of diagnosis; 

gestational age at TOPFA; time since TOPFA; decision-sharing by the couple) were collected.  

 

Data analysis 

All data analysis was carried out on the Statistical Package for the Social Sciences, 

version 17.0. The Preacher and Hayes’ (2008) SPSS macro was used for mediation analyses. 

Missing data on the IES-R and the PGS were handled by case mean substitution (Fox-

Wasylyshyn & El-Masri, 2005) as they were random and low level (< 5%).  

Gender comparison analyses on continuous variables (i.e. trauma symptomatology, 

guilt) were performed using the couple as a unit. The database was restructured in order to 

consider each couple as the subject of the analysis and each partner score as a different variable. 

Gender comparisons in the intensity of trauma symptomatology were explored with a repeated-

measures MANOVA (effect sizes are presented - small: η2 ≥ .01, medium: η2 ≥ .06, large: η2 ≥ .14; 

Volker, 2006). Post hoc power calculations made for this analysis performed with a significance 

level of .05 and power >= .80 indicated that only medium to large effects could be detected 

(Faul, Erdfelder, Lang, & Buchner, 2007). Gender differences in the prevalence of clinically 
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relevant trauma symptomatology and in guilt categories (never having felt guilt vs. having felt 

guilt at least once) were explored with chi-squared tests (effect sizes are presented - small: ϕ ≥ 

.10, medium: ϕ ≥ .30, large: ϕ ≥ .50; Volker, 2006). Congruence was defined as both members of 

the couple presenting the same category of trauma symptomatology (i.e. clinically relevant or 

not clinically relevant). A paired samples Student’s t test was used to compare women and men 

regarding guilt frequency (effect sizes are presented - small: r ≥ .10, medium: r ≥ .30, large: r ≥ 

.50; Volker, 2006).  

Pearson correlations between trauma symptomatology and grief symptomatology were 

calculated. We aimed to assess: the influence of guilt on trauma symptomatology (path a); the 

influence of trauma symptomatology on grief symptomatology, controlling for guilt (path b); the 

total effect of guilt on grief symptomatology (path c); and the influence of guilt on grief 

symptomatology controlling for trauma symptomatology (path c’; see Figure 1). Due to the non-

independence of the two members of the couple (Kenny, Kashy, & Cook, 2006), separate 

analyses were run for women and men. In order to demonstrate a mediation effect, two 

conditions should be met: a) there must be an effect to be mediated (i.e. c ≠ 0); and b) the 

indirect effect must be statistically significant (Preacher & Hayes, 2004). The variables were 

standardized and a bootstrap mediation analysis was used (N = 5000 samples), with bias 

corrected and accelerated confidence intervals (CI). This non-parametric approach is suited to 

small samples (> 25), as no assumptions are made regarding the shape of the distribution of the 

variables. The indirect effect (path a x path b, that is, the difference between the total effect and 

the direct effect) is estimated in each of the 5000 data sets, resulting in a sampling distribution 

which will be the base to construct CI for the indirect effect. An indirect effect is found when 

zero is not included in the bootstrapped 95% CI of the point estimate (Preacher & Hayes, 2004, 

2008). Gestational age at TOPFA, time since TOPFA, and parity were controlled for.  

 

Results 

(Table 1 about here) 
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 No main effect of gender on the intensity of trauma symptomatology was found (Pillai’s 

Trace = .05, F3,38 = 0.62, p = .608, η2 = .05; see descriptives in Table 1). There were also no gender 

differences (women: n = 14, 34.15% vs. men: n = 12, 29.27%; χ2 = 0.23, p = .635, ϕ = .05) 

regarding the prevalence of clinically relevant trauma symptomatology. Congruence regarding 

trauma symptomatology was found for most couples (n = 25, 60.98%). Among those, 20 

(48.78% of the total sample) had non-clinical levels of trauma symptomatology, whereas in five 

(12.20% of the total sample) both members presented clinically relevant trauma 

symptomatology. In the remaining 16, only men had clinically relevant trauma symptomatology 

in seven (17.07% of the total sample) couples, while nine (21.95% of the total sample) women 

presented clinically relevant trauma symptomatology whereas their partners did not. Although 

most women (n = 22, 56.40%) had felt guilt at least once, the percentage of men (n = 13, 

32.50%) ever experiencing guilt was significantly lower (χ2 = 4.56, p = .032, ϕ = .24). 

Furthermore, women displayed guilt with a significantly higher frequency (t37 = 2.96, p = .005, r 

= .44) than men (see Table 1).  

(Figure 1 about here) 

For both women and men, guilt was found to predict trauma symptomatology, that is, 

the higher the frequency with which individuals experienced guilt, the more intense their 

trauma symptomatology was (see Figure 1). Moreover, trauma symptomatology positively 

predicted grief symptomatology for both genders (see Figure 1). Although guilt was found to 

have a direct effect on grief symptomatology for both women and men (see Figure 1), indirect 

effects emerged for women only. Specifically, guilt was found to influence women’s grief 

symptomatology through trauma symptomatology (point estimate = 0.36, CI = 0.13/0.62). The 

influence of gestational age on grief symptomatology was marginally significant (B = 0.91, SE = 

0.52, β = .17, t = 1.74, p = .091). The model was significant (R2 = .74, F5,33 = 18.60, p < .001). 

Regarding men, no indirect effects were found (point estimate = 0.11, CI = -0.02/0.44). None of 

the covariates was found to significantly influence men’s grief symptomatology. The model was 

significant (R2 = .34, F5,34 = 3.54, p = .011). 
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Discussion 

The present study has several strengths which make it an important contribution to the 

current state of the art. First, our sample included men, who have been seldom considered in 

studies on TOPFA, in spite of both members simultaneously experiencing this potentially 

traumatic event (i.e. dual trauma couples, Balcom, 1996). Furthermore, we explored several 

effects which, to our knowledge, have not been assessed before in the context of TOPFA – 

namely, the influence of guilt on trauma symptomatology, the influence of trauma 

symptomatology on grief symptomatology, and the direct and indirect (via trauma 

symptomatology) influences of guilt on grief symptomatology.  

 Our study showed that about a third of the women presented clinically relevant trauma 

symptomatology. Although this proportion underscores the pervasiveness of the traumatic 

impact of TOPFA, other studies reported higher prevalences (67.00% and 50.00%, Davies et al., 

2005; 63.90%, Kersting et al., 2009; 45.80%, Korenromp et al., 2009). We believe these 

disparities to be due to different assessment times (two weeks and six months after TOPFA, 

Davies et al., 2005; two weeks after TOPFA, Kersting et al., 2009; four months after TOPFA, 

Korenromp et al., 2009) and different criteria when defining clinically relevant responses (total 

IES scores > 18, Davies et al., 2005, or ≥ 26, Korenromp et al., 2009; IES subscale scores > 19, 

Kersting et al., 2009). This may also explain the prevalence of clinically relevant trauma 

symptomatology in men (29.27%), which was higher than that of the only study we found 

including both members of the couple (19.10%, four months after TOPFA; Korenromp, 2006). 

The elevated prevalence of clinically relevant trauma symptomatology following TOPFA 

in both genders may underscore the fact that this event often conflicts with nuclear individual 

assumptions which need to be revised in order for the event to be processed (Janoff-Bulman, 

1992). Consistently, several studies have shown that pregnancy-related expectations which are 

incongruent with TOPFA tend to be endorsed by the majority of the couples (Lalor et al., 2009; 

McCoyd, 2007; Sommerseth & Sundby, 2010). Furthermore, individuals are exposed to a 
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sudden, irreversible, and atypical event resulting in the death of their child. An event with such 

characteristics is particularly likely to induce trauma symptomatology (Tedeschi & Calhoun, 

1995).  

To our knowledge, only one study (Korenromp, 2006) considered couple congruence 

regarding the prevalence of clinically relevant trauma symptomatology after TOPFA. Data 

provided by this investigation (16.90%, four months after TOPFA) is similar to ours (12.20%). 

Furthermore, almost half of the couples in our sample congruently presented non-clinical levels 

of trauma symptomatology. The fact that most couples presented congruent reactions (either 

clinically relevant or not) is in accordance with the fact that no gender differences were found 

regarding the prevalence and intensity of trauma symptomatology. However, these results are 

inconsistent with those of the only previous study that, to our knowledge, explored such gender 

differences, which showed the prevalence of clinically relevant trauma symptomatology to be 

higher among women (Korenromp, 2006).  

Although only medium to large effects could be found in our study, and so the possibility 

remains that there were gender differences which we were not able to detect, there are several 

commonalities between the two members of the couple (Kenny et al., 2006) which may explain 

their similar levels of trauma symptomatology. First, both of them are concomitantly exposed to 

the same event (Balcom, 1996). Second, couples may be particularly likely to share expectations 

and assumptions, as similar worldviews tend to foster attraction among individuals (Regan, 

2011). As one’s appraisal of an event is the main determinant of one’ reactions to it (Tedeschi & 

Calhoun, 1995), it is understandable that more similar interpretations would lead to more 

similar responses. Third, there is a process of mutual influence between the members of the 

couple, such that one’s reactions influence the other. The fact that the decision was shared by all 

the couples in our sample may indicate that they are particularly likely to express their thoughts 

and feelings to each other, thus promoting the non-independence of their reactions (Kenny et 

al., 2006).  
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On the other hand, gender differences emerged regarding the experience of guilt. 

Consistently with our results, 68% of women and 22% of men were found to experience guilt at 

least once following the loss, in a study assessing the frequency of guilt in the first 24 months 

after TOPFA (White-Van et al., 1992). Despite such feelings also being expressed by men 

(Desrochers, 2011), women’s proneness to feel guilt more frequently than their partners is 

consistent across studies (Geerinck-Vercammen & Kanhai, 2003; Korenromp et al., 1992; White-

Van et al., 1992). Although such feelings may arise due to having chosen the death of the baby 

(Korenromp et al., 1992; McCoyd, 2007; White-Van Mourik et al., 1992), they were found to be 

present even when the fetal abnormality is incompatible with life (Costa, Hardy, Osis, & 

Faúndes, 2005). Moreover, couples were shown to display guilt even when believing that the 

right decision was made (White-Van et al., 1992), blaming themselves for not being the type of 

person who would choose to parent a child with an abnormality (McCoyd, 2008). There is a 

social expectation that parents should protect and take care of their children (Worden, 2008), a 

role which, traditionally, has been more central to women’s than men’s identity (Jaffe & 

Diamond, 2011). Considering this, it is understandable that women may feel more guilt than 

men. 

Previous studies focusing on different types of potentially traumatic events have found 

guilt to be positively associated with trauma symptomatology (Kubany et al., 1996; Kubany & 

Ralston, 2006). Our data were consistent with such investigations, as guilt following TOPFA was 

found to predict trauma symptomatology for both women and men. As couples have an active 

role in determining the end of the pregnancy, they may be particularly prone to perceive 

themselves as responsible for the loss of the baby, which may result in negative affect (Kubany 

& Watson, 2002). Given that the loss is irreparable, it is not possible to undertake corrective 

action (Kubany & Watson, 2003). Therefore, individuals may engage in intense rumination 

regarding alternative actions which could have been taken, leading to an increase in intrusive 

memories (Paunovic, 1998). By thinking that something could have been done to prevent the 

event, individuals may be unable to accept its occurrence (Monson & Fredman, 2012). On the 
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other hand, they may avoid trauma reminders, in order to escape distress (Kubany & Ralston, 

2006). As such, both of these mechanisms result in more intense trauma symptomatology. 

Trauma symptomatology, in turn, was found to influence grief symptomatology in both 

genders. Although these two types of symptomatology share several behavioral features 

(Worden, 2008), they are seen as different reactions to specific stressors - while trauma 

symptomatology is associated with the characteristics of the loss (e.g. unexpected, shocking), 

grief symptomatology is linked with the relationship that was lost (Raphael, Martinek, & 

Wooding, 2004; Stroebe, Schut, & Finkenauer, 2001). Consistently with those differences, the 

IES-R, which was used in our study to assess trauma symptomatology, does not focus on the 

pathognomonic phenomena of grief (i.e. yearning, longing, and pining; Raphael et al., 2004). The 

specificities of TOPFA make it an event likely to result in both trauma symptomatology and grief 

symptomatology, given that a death occurs in “highly impactful circumstances, those that are 

not a universal, inevitable part of normal life” (Stroebe et al., 2001, p. 189). Therefore, the two 

measures were expected to be somewhat correlated. Nevertheless, our results are consistent 

with several theories of grief adaptation which postulate that, in order to be able to accept the 

loss, people have to find meaning in the event, so that it is congruent with their assumptions 

(Rando, 1993; Worden, 2008). The existence of traumatic symptoms signals that the processing 

of the event has not been completed yet (Horowitz as cited in Rando, 1993; Janoff-Bulman, 

1992). As such, for these individuals, the loss may be particularly difficult to deal with, resulting 

in more grief symptomatology (Park, 2008).  

Finally, guilt was found to influence grief symptomatology. It has been noted that guilt-

related beliefs may not allow individuals to work through their grief (Kubany & Manke, 1995), 

as several necessary processes (e.g. experiencing and accepting the pain of loss, revising the 

assumptive world, and reinvesting in other relationships and activities) may be impeded 

(Rando, 1993). For women, part of the influence of guilt on grief symptomatology appears to be 

explained by trauma symptomatology. Although it is possible that the power of our study did 

not allow us to identify such effect for men, this result may also show that trauma 
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symptomatology has different sources for women and men. Considering that there were no 

differences in the intensity of their trauma symptomatology, while differences were found in 

guilt frequency, it is possible that, for men, trauma symptomatology results from the 

incongruence between the event and schemas regarding the world (e.g., “The world is just” 

Janoff-Bulman, 1992), while, for women, the incongruence between one’s role in the event and 

schemas about the self (e.g., “I’m a good person”, Janoff-Bulman, 1992) may be particularly 

relevant. It is also possible that men’s trauma symptomatology results from retraumatization, 

that is, from the influence of their partners’ symptomatology (Balcom, 1996). Further studies 

are needed to explore these hypotheses.  

Several clinical implications derive from our results. Regarding assessment, the short-

term traumatic impact of TOPFA should be measured in both members of the couple, for various 

reasons. First, TOPFA is associated with a rather high prevalence of clinically relevant trauma 

symptomatology in both genders. Whether or not couples display congruent reactions, specific 

clinical approaches may be necessary. On the one hand, when one or both members display 

clinically relevant trauma symptomatology, interpersonal problems may emerge, such as 

difficulties in communication, problem solving, or conflict resolution (Balcom, 1996; Monson & 

Fredman, 2012). On the other hand, trauma responses may be transmissible, so that there is 

potential for retraumatization when one partner displays trauma symptomatology and the 

other does not (Balcom, 1996). Second, it has been shown that, although trauma 

symptomatology tends to decrease with time (Kersting et al., 2007; Korenromp et al., 2009), the 

presence of short-term symptomatology is the best predictor of medium-term symptomatology 

(for instance, 32.8% of women presenting clinically relevant symptoms four months after the 

loss still presented it eight and 16 months after TOPFA; Korenromp et al., 2009). This may be 

due to the fact that people who have difficulty finding meaning for the loss in the first few weeks 

after the event are more likely to continue unable to find meaning even after several months 

(Davis, Wortman, Lehman, & Silver, 2000). As couples may refrain from sharing their decision to 

terminate the pregnancy with their social network, out of fear of being criticized (Desrochers, 
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2011; McCoyd, 2007), they may not have the opportunity to consider alternative perspectives 

regarding TOPFA or receive social support, which may hinder the processing of the event.  

Regarding intervention, it should be noted that, although these couples are dealing with 

the death of their baby, clinical interventions may benefit from focusing on guilt and trauma 

symptomatology before addressing grief symptomatology. As the persistence of trauma-related 

distress may be explained by guilt-associated beliefs, Kubany and Manke (1995) developed an 

intervention program focusing on guilt, which was found to lead to a decrease in post-traumatic 

stress disorder symptomatology (Kubany & Ralston, 2006). As previously mentioned, guilt may 

also be an obstacle to the grieving process (Kubany & Manke, 1995; Rando, 1993). Therefore, 

addressing guilt may be necessary before focusing on grief symptomatology. Regarding TOPFA, 

decreasing guilt may be a particularly challenging aim, as not only the couple has an active role 

in the decision-making leading to the baby’s death (Rando, 1993), but also the loss is irreparable 

(Kubany & Watson, 2003). Considering this, clinical interventions should foster acceptance and 

forgiveness (Gray & Lassance, 2003; Monson & Fredman, 2012). The co-occurrence of trauma 

and grief symptomatology is considered a burden leading to complications in the grieving 

process (Raphael et al., 2004; Stroebe et al., 2001). As it is necessary for grieving people to 

adopt beliefs and assumptions that allow the incorporation of the loss, it may be necessary to 

address trauma symptomatology before focusing on grief symptomatology (Rando, 1993; 

Worden 2008). As previously mentioned, a couple-based approach, such as the conjoint therapy 

protocol developed by Monson and Fredman (2012) for couples dealing with potentially 

traumatic events, may be particularly effective. This intervention program has already been 

used with couples dealing with stillbirth (Brown-Bowers, Fredman, Wanklyn, & Monson, 2012). 

Some limitations of our study should be acknowledged. First, given our small sample, 

effects concerning the relationships between the study variables may exist, which we were not 

able to detect. Second, the cross-sectional design of our study may be insufficient in order to 

fully capture the influence of guilt on trauma symptomatology and grief symptomatology. 

Future studies should replicate these findings using a longitudinal design. Third, some women 
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refused to participate in the study stating that it was too difficult for them to share feelings or 

thoughts regarding the event. As such, individuals with difficulty dealing with TOPFA may be 

underrepresented in our sample, which limits the generalization of our findings. However, it 

should be noted that women’s (67.12%) and men’s (56.16%) participation rates in our study 

were similar to previous studies with individuals coping with TOPFA (women: 72.30%, 

Korenromp et al., 2009; men: 56.30%; Korenromp et al., 2007). Fourth, the criterion we adopted 

to identify clinically relevant trauma symptomatology, although having been used before 

(Creamer et al., 2003), is far from consensual. As previously mentioned, several different cut-off 

points have been defined in previous studies (based on the previous 15-item version of the IES, 

Davies et al., 2005; Korenromp et al., 2009; or on the scoring of the subscales, instead of the 

total scale, Kersting et al., 2009), which may impact the results. At last, guilt was assessed with a 

visual analogical scale. However, although this measure has not been validated, its face validity, 

along with the positive correlations with the subscale Self-Blame of the Brief COPE, indicate that 

it is adequate.  

In short, our work underlines the need to assess both members of the couple following 

TOPFA, considering the prevalence of guilt and trauma symptomatology in both women and 

men which, in turn, may be an obstacle to an adaptive grief process. 
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Table 1  1 

Descriptive Statistics and Correlations for the Study Variables  2 

 M (SD) 01 02 03 04 05 06 07 08 09 10 11 12 

01. Intrusion (Women) 1.42 (0.77) 1             

02. Intrusion (Men) 1.26 (0.79) .43** 1           

03. Avoidance (Women) 1.26 (0.68) .43** .24 1          

04. Avoidance (Men) 1.18 (0.71) .23 .57*** .32* 1         

05. Hyperarousal (Women) 0.94 (0.68) .72*** .34* .62*** .20 1        

06. Hyperarousal (Men) 0.87 (0.86) .39* .81*** .08 .53*** .33* 1       

07. IES-R – Total (Women) 1.21 (0.60) .86*** .40** .79*** .30+ .91*** .32* 1      

08. IES-R – Total (Men) 1.10 (0.69) .41** .92*** .23 .78*** .33* .91*** .38* 1     

09. Guilt (Women) 32.46 (40.34) .41** .29+ .41** .27 .43** .18 .48** .28+ 1    

10. Guilt (Men) 14.82 (29.07) .33* .44** .07 .20 .19 .30+ .24 .36* .50** 1   

11. PGS – Total (Women) 82.61 (26.03) .66*** .42** .53*** .27+ .74*** .35* .76*** .40** .67*** .34* 1  

12. PGS – Total (Men) 66.37 (18.05) .48*** .47** .04 .26 .27+ .51*** .32* .48** .20 .43** .50*** 1 

+ p < .10, * p < .05, ** p < .01, *** p < .001.  3 
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Figure 1 4 

Direct and Indirect (via Trauma Symptomatology) Effects of Guilt on Grief Symptomatology  5 
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