
The announcement about the handicap of a child is communicated to parents by gynecologists
or ultrasonographists, in the prenatal period. Often, these professionals are not prepared to
communicate this news to the parents, and they have some limitations that lead them to act
inappropriately. Therefore, the aims of this research were to identify and to describe the feelings
of professionals facing this situation, and to examine their behaviors when they have to inform
a couple about the child’s anomaly. Ten gynecologists and ultrasonographists were interviewed:
five were consultants in Public Health Services and five were private clinicians. Interviews were
carried out with a semi-structured script. The results showed that, according to the participants,
there is no specific moment, nor a standard behavior, that is most appropriate for making such
an announcement. Yet the data show that all the participants feel hurt or frustrated when they
must announce this phenomenon, becoming involved with the case. In conclusion, no graduate
course has prepared them to deal with this deficiency. Suggestions are made concerning the
graduate curriculum in order to improve the preparation of future doctors. A mental health
professional is even necessary among the multidisciplinary team formed to deal with the pain
produced in the moment of the announcement.
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Los ginecólogos o los ultrasonógrafos son los profesionales que deben comunicar a los padres
la noticia de la discapacidad de su hijo, en el período prenatal. A menudo, estos profesionales
no están preparados para comunicar este suceso a los padres y tienen algunas limitaciones que
les llevan a actuar de forma inapropiada. Por ello, los objetivos de esta investigación eran
identificar y describir las emociones de los profesionales que afrontan esta situación y conocer
sus comportamientos cuando tienen que informar a una pareja de la anomalía de su hijo. Se
entrevistaron a 10 ginecólogos y 10 ultrasonógrafos: 5 trabajaban en los Servicios de la Salud
Pública y 5 eran clínicos privados. Las entrevistas eran semi-estructuradas. Los resultados
muestran que, según los participantes, no hay un momento específico, ni un comportamiento
estándar que sea el más apropiado para semejante situación.  Sin embargo, los datos muestran
que todos los participantes se sintieron dolidos o frustrados cuando tuvieron que informar de
este fenómeno, y se involucraron en el caso.  Concluyendo, no ha hay ningún curso de la
licenciatura que los haya preparado para afrontar esta deficiencia. Se hacen algunas sugerencias
acerca del currículo de licenciatura para mejorar la preparación de los futuros médicos. Incluso
se necesita un procesional de la salud mental en los equipos multidisciplinarios que se forman
para afrontar el dolor que se produce en el momento de semejante noticia.
Palabras clave: formación médica, familia y discapacidad, discapacidad, emociones
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When a child is born with a handicap, it is not what the
parents expected or hoped for. Every couple dreams of a
perfect child, and when they learn that their dream-child
has not been born, or will not be born, they feel a natural
rejection for the actual child. The birth of a child involves
a broad range of feelings. The birth of a handicapped child
brings a feeling of inevitable rejection. It is not necessarily
a rejection of the child, but of the problem that hindered
the child from being the perfect and exemplary child of the
couple’s dreams (Assumpção Jr., 1991).

The parents experience a very emotionally turbulent
period until they reorient themselves. Many studies point
out one of the most delicate moments in this period: the
time of notification. One of the most questioned issues is
that of the how the abnormality becomes known, how the
disclosure is made to the parents (Ramos, Hoffmann, &
Regen, 1985; Regen, Ardore, & Hoffmann, 1993; Taanila,
Jarvelin, & Kokkonen, 1998; Vaidya, Greenberg, Patel,
Strauss, & Pollack, 1999).

The way that such a situation is communicated is
extremely important, because the initial impact of telling
the parents about an abnormality is almost always more
disturbing than the actual physical presence of the abnormal
child, with or without apparent impairment (Noronha &
Montgomery, 1993).

With the appearance of pre-natal diagnostics, this
announcement has come to be made even earlier, and the
task of communicating with the parents, which until now
had been the responsibility of the pediatricians, now falls
to the gynecologist or the obstetrician, as more and more
pregnancies are being monitored with ultra-sound.
Nowadays, the fetus, the embryo, the conception, and, even
before this, the two reproductive cells that bring it to life
can be directly observed, whether through ultra-sound, intra-
uterine photography, or even filming within the interior of
the body. As a result of this monitoring, these days the
ultrasonographist has also become a very important person
at this time, frequently being the professional responsible
for the notification (Wilheim, 1997; Quayle, 1997).

Most authors suggest that this disclosure be made to the
couple in the clearest and most complete manner possible
(without omissions), in accessible language, without the use
of technical terminology (Regen et al., 1993; Taanila et al.,
1998).

The study carried out by Taanila et al. (1998) indicated
that younger parents of handicapped children feel more
prepared to care for their children, as well as to deal with
the handicap, than do older parents. This is because the
younger parents were better informed regarding the handicap
and received better practical counseling, which resulted in
the parents’ greater security and confidence in the team.

The importance of the doctor-patient relationship that
fosters confidence in the parents is evident. Interpersonal
communication skills associated with technical knowledge
are essential to physicians, thus facilitating the relationship

with the family and the information process. To be capable
of providing a precise diagnosis is a matter of medical
confidence, to be able to give the patients all the information
they need reveals the medical art, but the wrong words can
produce feelings of desperation and fragility and decrease
the efficacy of the entire treatment (Hania, 2003).

The need for good communication has gradually come
to be acknowledged in the literature (Buckman, 2002;
Gauderer, 1981; Hania, 2003; Mast, Kindlimann, &
Langewitz, 2005; Redinbaugh et al., 2003), as well as in
training to develop this type of skill in future doctors, and
in those already in the field (Amiel et al., 2006; Buckman,
1992; Han, Keranen, Lescisin, & Arnold, 2005; Hulsman,
Mollema, Oort, Hoos, & de Haes, 2006; Ptacek, Ptaceck,
& Ellison, 2001; Ungar, Alperin, Amiel, Beharier, & Reis,
2002). This is because, among the doctors themselves,
there is considerable consensus about the importance of
learning communication skills at various stages of the
medical education, and that there is a great deficiency in
learning how to give bad news in the educational modules
(Ungar et al.).

However, a good doctor should possess effective
communication skills. Everyone expects this of their
physician, but the truth is that good communication is
generally very difficult, and training in this area is still
developing. A technically well-prepared and emotionally
balanced professional with a humanistic attitude about the
handicap is very important in encouraging the mother-child
bond, which is essential for the development of the child
(Buckman, 2002; Buscaglia, 1993).

With the confirmation of an anomaly in the fetus, there
is a tendency on the part of physicians to remain distant,
which places doubt on their own competence, so that a
feeling of anger rises about that child who has often not yet
been born. A professional’s unconscious feelings of guilt
upon making a serious or fatal diagnosis is a little explored
issue and may account for the doctor’s difficulty to inform
the patient of the diagnosis, thus creating tension in the
doctor-patient relationship (Gauderer, 1981).

Thus, it is a fact that professionals working in the health
area, especially doctors, must be prepared to communicate
these events. However, it is worth noting that one can never
guarantee appropriate behavior, as emotional and social
factors are involved. Doctors may mix their own emotions
in the interaction: feelings of sympathy, transference, their
own frustration, anxiety, and so on. In any case, doctors
cannot be expected to be the masters of absolute truth
regarding everything in medicine, as they too have feelings
and limitations that make them act in certain ways when
confronted with the most diverse situations (Buckman, 2002;
Vicente, 1994).

There are very few studies that examine this problem from
the perspective of the physicians involved in the process, and,
consequently, the feelings encountered by these professionals
when faced with such a situation. There is much literature
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on medical communication but communication of bad news
has received less attention. Little is known about doctors’
behavior while giving bad news or how their delivery of such
news is perceived. Most of such studies stress the need for
new studies that focus on doctors’ responsibility for
announcing anomalies in a fetus or infant to the respective
parents. Studies that seek to identify the feelings that these
professionals experience are needed, providing a basis for
future intervention projects and assistance in this difficult
process (Ptacek et al., 2001).

With regard to the above, the goal of this study is to
identify and describe the feelings experienced by health
professionals, and more specifically, gynecologists,
obstetricians, and ultrasonographists, who have experienced
the task of notifying a couple that their child has been or
will be born with some defect or handicap. Another goal
was to determine the behavior of professionals at the time
in which they notify the couple of the problem with the
child (how they relate to the couple, what they say, in what
way, and at what moment), as well as to identify who makes
the announcement.

Method

Participants

To perform this research, 10 obstetrician-gynecologist
physicians and/or ultrasonographists, licensed for over 2
years and who had already had the experience of notifying
parents that their child was born with some abnormality or
that their unborn child possessed some defect, were
interviewed. These professionals work in the public and
private health networks of the city of Ribeirão Preto (Brazil),
and consist of 8 obstretician-gynochologist physicians and
2 ultrasonographists. There were 7 men and 3 women. The
age of the participants varied between 31 and 56 years, with
an interval of 8 to 30 years of licensed practice; 7 of them
had graduated from public institutions and the remaining 3
from private schools.

Procedure and Data Analysis 

The interviews were conducted with a semi-structured
script containing the topics of personal data, professional
training, choice, and professional performance, and
preparation for giving such news. The interviews were
carried out in the professionals’ offices and they lasted about
30 minutes. They were recorded in audio and subsequently
transcribed.

The data were qualitatively analyzed according to the
thematic analysis of content described by Minayo (1993),

who stated that this analysis departs from a superficial
reading to reach a deeper level that exceeds the obvious
significance. Thematic analysis requires the researcher to
carry out an initial exhaustive reading of the verbal material,
transcribing the entirety thereof, in order to preclude the
loss of any information. Then, depending on the proposed
goals and the variables of the study, the material is classified
into categories related to the topic of the investigation. And,
finally, these data are interpreted according to the theories
and studies that support the study.

Qualitative analysis seeks to comprehend the significance
of the spoken words or other behaviors observed in the
subjects, interconnected to the context in which they occur
and unlimited by the researcher’s conceptual subjectivity
and, when editing, applying a systemization use based on
quality, without meaning to exhaust the representative nature
of the material (Biasoli-Alves, 1998). A qualitative sample
should give preference to the subjects who possess the
attributes that the investigator intends to investigate, and a
number of interviews must be conducted in order to allow
some reiteration of information (Minayo, 1993).

In this study, the following thematic categories were
established: (a) the professionals’ behavior at the time of
disclosure, (b) the time of the disclosure; (c) who informs
the parents about an abnormality in their child, (d) the
feelings of the professional upon disclosure, and (e)
evaluation of graduate courses. They are illustrated with
phrases taken from the reports of the actual participants,
and explained and discussed.

Results and Discussion

We were seeking the opinion of the physicians about
their behavior when informing parents about an abnormality
in their fetus or baby. The aim of the investigation was to
identify the time at which this must be done, who should
inform the parents, and what feelings are experienced at the
time of making this information known. 

Professionals’ Behavior at the Time of Disclosure

It was observed that there is no standard behavior on
the part of the interviewed professionals at the time of
notifying parents of an abnormality in their child. Great
difficulty in defining how to proceed at this time was
revealed, which is illustrated by the following reports.

I try to inform the mother or father to the extent that they
wish to be informed. I think this is a very important issue: to
give neither more nor less information at a certain time. (7)1

There is no special recipe. I think that each case is unique,
in my opinion, and it’s working well this way. (5)

1 To guarantee the anonymity of the participants, we used the numbers 1 through 10 to identify their responses.



At the same time that there is no standard behavior, it
was also observed that each professional does assign
importance to a specific procedure at the time of disclosure.
Some were more concerned with the reception and effective
explanation, others with the clarity of the information.

Regarding behavior, there is no completely satisfactory
way to communicate the diagnosis to the parents, as the fact
itself carries a great deal of sadness and despair. However,
the manner in which the news that their child has some
abnormality is transmitted to the parents is believed to be
of utmost importance, because the magnitude of the
emotional injury to the family dynamic depends on this,
and, consequently, the mobilization and investment in the
development of the child’s potential (Amaral, Cortez,
Hoffman, & Lyra-Neto, 1985).

Tedesco (1997) pointed out the importance of the
attitudes with which the professional reacts to the reception
of the news, indicating that it is essential to shelter the
expectant mother: to be the channel that drains anxieties
and sadness; to indicate, explain, orient, to be kind and
benevolent. According to this author, a gesture of comfort
and care is worth more than any technical explanation.

I think that the first thing is to shelter these parents, and provide
a clarification of what is happening. I believe the clarification to
be of great importance; to shelter and to clarify. (2)
It is considered that the physician’s first obligation to

establish a good relationship with the patients and the
respective family members should be to soften the blow, as
such behavior facilitates communication when these
professionals need to give further information. Just as a
tactful and sheltering attitude is important and is observed
in the literature, providing clear information and some
explanation of the pathology are also important. The news
must be given to the couple with clarity and that information
about the problem, including any necessary referrals, must
be offered (Regen et al., 1993).

The professionals participating in this study agreed,
relating that:

It is necessary that the news be clearly stated, without
leaving anything in the air, because I think that, regardless of
how hard it is, you have to speak and you have to back up
what you claim. (4)
From the beginning of the conversation about the baby’s

abnormality, doctor and parents must understand each other
mutually, so that any doubts or questions, and not only those
of comprehension, are answered. Such information must be
communicated correctly and carefully because, if
misunderstood, it can result in further negative emotional
consequences for the family (Vaidya et al., 1999).

Hania (2003) emphasized that in order to attain their
(medical) goal, when results are observed, the information
should be clear and comprehensible, and any obscure
medical terms should be explained. It must, therefore,
necessarily be adapted to the parents’ level of comprehension.

From the results obtained, the importance of support for

the parents can also be seen. Some professionals emphasize
the importance of the presence of other family members at
the time the diagnosis is communicated, thus establishing
a family support network.

I don’t like to give the news alone; I prefer to break the
news with other people near the patient... (9)
Buscaglia (1993) stressed the importance of the presence

of other people, especially the spouse, at the time of the
disclosure. If possible, this author recommends that both
parents be present at the initial meeting to avoid future
misinterpretation due to the inability or reluctance of one
of the spouses to communicate the information. The
emphasis on communicating the facts to the couple, not just
to one of the spouses, presupposes that they will help each
other mutually. If the couple is sound, when one of the
members falters, the other tries to be strong and support
him or her. Furthermore, the topic can be spoken of openly,
which relieves the family atmosphere (Regen et al., 1993).

In addition to family support, the support of their own
physician is important, informing them in a correct, yet
friendly and respectful way.

I don’t beat about the bush. When it’s time to tell the parents,
I try to be as friendly and understanding as possible; I take them
to another room; I don’t keep showing them tests. (10)
The reports from the physicians participating in this

study show that they consider that, in addition to not being
patronizing, their behavior should be tactful, cushioning;
the diagnosis must be given clearly and without using
technical terms, as the professionals should be concerned
about offering support to the parents, clarifying their doubts,
and referring them to specialized care.

The study of Ptacek et al. (2001) shows that the doctors
are concerned with establishing behavior that can facilitate
the parents’ comprehension and minimize their suffering. To
inform with simple and coherent language, personally, and in
a reserved, peaceful room, are some of the behaviors they
recommend. Physicians must be prepared to inform the parents,
who are anxious about their child and stunned by what they’ve
been told, of the diagnosis in an objective, yet sympathetic
manner. Going even further, some authors remind doctors that
it is important for the professional to be capable of
understanding the emotional limitations and conditions of the
people before them and to be aware of the anxiety experienced
by them at that time, serving as an element both of information
and support (Ramos et al., 1985; Taanila et al., 1998).

Time of the Disclosure

None of the physicians interviewed were able to define
the best time to give this kind of news. Each one behaves
according to their own experience.

The time is when they are ready to hear you. (6) 
It is the time at which I am sought out. (7)
So, you have to wait for the crisis to pass to arrive at the

right time. (5)
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From the reports, it was observed that the physicians in
this study believed that the news must be given only at the
time when the family and the doctor are ready to discuss
the situation: the parents being able to ask their questions
and the physician being ready to and capable of answering
them. Thus, the right time would be defined both by the
family and the doctor.

Ramos et al. (1985) suggested that the best time to give
the news is between the 5th and 30th day after the child’s
birth, and never later, which means the diagnosis must be
given within the 1st month of life. If given at the maternity
ward, it must not be at the time of discharge; there should
be time for discussion and for the necessary support for the
family. Amaral et al. (1985) were even more specific, stating
that the notification be given after the first 24 hours,
particularly if the parents already suspect a problem. Thus,
the doctor avoids keeping the parents in a state of anxiety
about the unknown. Regen et al. (1993) also suggested that
it is important to allow the mother to recover from the
delivery of the newborn infant and to give the news to the
couple in the presence of the baby, preferably long before
mother and baby are discharged from the hospital. This way,
the parents can ask all questions they need to and clear up
their doubts.

As far as prenatal diagnostics, in this work, we observed
that, in these situations, it is usually the ultrasonographists
who inform the expectant family about the fetus’
abnormality, and they do it at the time the examination is
performed. An important variable with regard to this is the
viewing of the fetus. The use of ultrasound, by itself, in the
prenatal period affects the parents’ perception of the fetus,
either favoring or hindering the acceptance of the child.
Consequently, these authors underscore that the
ultrasonographists’ attitude is essential; they should be
attentive to excessive worries, clarifying doubts and
questions, and giving support in stressful situations. This is
because, when prenatal monitoring is performed, the level
of maternal anxiety creates doubts about the integrity of the
fetus and the pregnancy after the results of an examination
or ultrasound imaging of some abnormality. Thus, it is
important that the professionals in this field clarify any
questions that may arise when the parents are able to see
the fetus, thus reducing the level of stress for the family
(Hertling-Schaal, Perrotin, Poncheville, Lansac, & Body,
2001; Quayle, Brizot, & Zugaib, 1999).

Who Informs the Parents about an Abnormality in
their Child

A large difference was observed in the behavior or
procedure of the public health network and private clinics,
where the patients’ own doctor monitors the pregnancy, and
notifies them of the diagnosis.

It’s always me. I think this responsibility falls to the
professional monitoring the client. (1)

Even when it’s a more specific matter that the pediatrician
could clarify better, about which I don’t have as much
knowledge, I try to be with the pediatrician. (4)
In the public health network, due to the characteristics

of this service, where there is no physician who monitors
the expectant mother for the entire pregnancy, the notification
is provided by whichever doctor is on duty at the time of
the consultation.

... So, it could be me, it could be a resident or another
colleague, or a geneticist who performs this function. (7)
This behavior is considered inappropriate. To delegate

the responsibility of informing the parents to the least
experienced person, or to a professional who has no
connection with them, can impede their comprehension of
the information and their acceptance of the diagnosis. Less
experienced professionals can be emotionally ill-prepared,
and may not have the necessary knowledge to clarify the
questions that the parents’ might need to ask. The lack of
professional experience is important because, generally, the
least experienced individuals are given the responsibility
for this function, and, due to this lack of experience, the
hoped-for good relationship can disintegrate (Tedesco, 1997).

Neither the amount of education nor the level of training
is directly related to the emotional reactions. Particularly,
recently graduated doctors report a need for emotional support
when they have to communicate bad news to parents. This
is essential because, in most cases, these recently graduated
doctors—generally on-duty obstetricians—are the ones who
perform the deliveries in large hospitals. These doctors have
no previous relationship with the mother, which is
fundamental at the time in which a child with an abnormality
is born (Ramos et al., 1985; Redinbaugh et al., 2003).

Feelings of the Professional upon Disclosure

All of the professionals who participated in this study
reported that they felt bad, frustrated, and even guilty when
they had to notify parents of an abnormality in their child.
They considered it as difficult and painful for them as it was
for the parents. Some doctors said that they become involved
in the situation, experiencing the same emotions that their
patient feels. Others, however, said that, despite feeling very
badly, they try not to become emotionally involved.

I feel bad, I feel bad, it is always very painful, it’s always
very sad. (4)

I get involved; to this day, I have not gotten used to it. (5)
And, when we have to... that mask that we put on, we can’t

remain distant from the problem, remain distant from the
patient, like I said, but, neither can we go to the other extreme
... Now, personally, surely you are uncomfortable... (8)

Very bad.... So, I try to be professional, each case is unique,
and I try to act accordingly...(7)
Doctors frequently speak about their emotional

involvement, even those who try to distance themselves,
and act “professionally.” When confirming an anomaly in



the fetus, the doctor places his or her own competence in
doubt, as such, and anger toward the unborn child may
emerge. This is because the desire to struggle against death,
suffering, and pain is the most important issue for the
doctor. Consequently, professionals may feel guilty for
feeling anger, rejection, and aggression, and therefore
develop a defense mechanism that is strong enough to
survive the daily routine with their own worries, suffering,
and the remembrance of their own mortality and end. Thus,
when dealing with a situation of loss so similar to death,
the professionals in this study clearly revealed the need to
use defense mechanisms to overcome their own “faults.”
Such mechanisms may be explained because the parents
of physically or mentally deficient children are in a constant
state of conflict about the normal child they don’t have,
that they hoped and wished for, but that did not materialize.
It is extremely difficult for the physicians to deal with the
struggle and suffering of this family, for various reasons.
This struggle puts them in contact with their own suffering
and mortality, which, logically, they would prefer to forget,
as it is a threat to their omnipotence ((Bellodi, 2001;
Gauderer, 1981; Quayle, 1997)).

In this situation, it becomes very clear that neither
education, professional experience, the university where one
studied or carried out one’s residence, nor one’s medical
specialty, gender, or age make any difference. The feelings
experienced are awful.

It can even be observed that, for some professionals,
seeking competence is also tempered by the capacity to re-
evaluate themselves, as much technically as emotionally.

I think I’ve been worse; now we are trying to work
better.(4)

The perception of one’s own values and feelings is of
fundamental importance to the establishment of a proper
doctor-patient relationship. There is a need to develop
objective self-awareness on the part of the professional.
Medical education ignores the importance of emotional
support, focusing entirely on biomedical matters (Redinbaugh
et al., 2003; Tedesco, 1997).

Considering these facts, the presence on the team of a
mental health professional who could deal with the emotions
and psychological welfare of these doctors, thus providing
the support they need, is believed to be of great importance.

Evaluation of Graduate Courses

Evaluating the training that they received with regard to
facing the emergent questions of a prenatal diagnosis, the
great majority of the professionals in this study said they
lacked training to prepare them to deal with topics related
to malformation or deficiency.

Look, I see it this way: I can’t complain about the
education I received... and we had the opportunity to receive
excellent surgical training, and training for sensitivity and
feelings, you know, we can get in the hospital. (1)

The graduate course in itself, I think that it really values
success—the final result and success—so much so that we
really aren’t well prepared for death, right? (2)

...We weren’t prepared to deal with death, with failure. (3)
Zero, zero, zero, zero, working with crises is not

taught... (9)
I see it as completely insufficient; each person ends up

doing what their intuition tells them, because there is no specific
training for this. There is nothing else that you can do to help
the patient, beyond the technical things. (4)

They fail to teach doctors how to treat the patient with
respect and dignity; I mean, in the human sense, you know;
the patience that the doctor must have with the patient, to value
their complaints; when the patient comes along with a
complaint, they are not playing. I really feel the lack of this
now. (5)

Unfortunately, it keeps getting worse. I believe that this
needs to be improved; it must. I believe that our course is one
that places the student the most closely in contact with the
patient, there are so many people that are educated there...I
think the more distrusted the approach, I think the training
would make us feel more secure... (6)

But really, it’s very deficient, very deficient. You learn on
your feet, really, these experiences...(8)

As it is now, which isn’t good, I think it’s no good lacking
thus, the way it is, we are having to give a nine-year course...
(10)
It can be observed through the reports that only one of

the professionals interviewed confirmed that his university
training prepared him to work with the problem of
deficiency; the others stated that they had not had any
preparation or that what they did receive was inadequate,
mainly in the area of human relations. They focused on the
fact that their education prepared them only to deal with
success, life, cure, and not with failure and death,
emphasizing once more the fact that medical courses give
preference to biological and biomedical matters, at the
expense of human issues.

Tedesco (1997) approached this issue rather forcefully,
warning about professional unpreparedness and the lack of
technical conditions in graduate courses. Moreover, the
matter of a deficiency is addressed in a very limited way
in medical courses (Buscaglia, 1993).

Conclusions

The purpose of this study was to identify and describe
how professionals feel when they have to inform parents
about a malformation or abnormality in their baby, and,
even, to explore their behavior at the time they give such
news. The results presented here show that the physicians
are very sensitive to the condition of the family; however,
the majority does not feel adequately prepared to deal with
the situation.
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Thus, primarily, we see the need for including
psychological studies in graduate courses, in which issues
of family dynamics and deficiency are addressed. This is
because physicians must remind themselves that some cases
require special knowledge, skill, wisdom and humanity and
more than a short amount of time dedicated to the parents
(Andreson & Garner, 1973, as cited in Buscaglia, 1993).
From the same perspective, Hertling-Sehaal et al. (2001)
indicate the need for training and doctors’ involvement in
the aspects of psychological and emotional care of expecting
mothers, thus enabling a better doctor-patient relationship,
and, consequently, greater security for the expecting mother.

According to the physicians in this study, the feelings
that arise during the process of disclosing a malformation
or deficiency are always unpleasant, regardless of their
professional experience, time of education, the college where
they studied or carried out their residence, their medical
specialty, gender, or age. In addition to a greater period of
specific preparation for the doctor, they suggest that effective
participation of a mental health professional in the multi-
professional team is desirable, for two reasons: primarily,
to deal with the possible insecurity that doctors feel, and so
that they succeed in attending to their own anxiety, without
placing their performance and effectiveness at risk. And,
consequently, so that the doctors truly shield the expectant
mother, becoming the channel that draws off her anxieties
and sadness; they should explain and orient, be kind and
benevolent (Quayle et al., 1999; Tedesco, 1997).

Lastly, this study addressed some issues that reveal the
emotional difficulty of the professional doctors interviewed
when dealing with matters related to deficiencies, and, more
specifically, when informing the parents of the child of the
deficiency. In a study with qualitative methodology, such as
the present one, quantitative analyses and generalizations are
not relevant. Therefore, the importance of new studies in the
area is noted, as the matter is complex and not well studied. 
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