
Primary Health Care Research and Development 2000; 1: 29–38
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The publication of the Department of Health’s 1993 report Changing Childbirth has
prompted major changes in the organization of maternity care, with an emphasis on
returning antenatal care to the community. Serum screening for Down’s syndrome
(triple test) is usually carried out and followed up in secondary care, and work relating
to the psychosocial effects of the test has been hospital-based. The aims of this study
were to examine the views of women regarding the process and effects of delivering
the test as part of routine general practice-based antenatal care, with a view to con-
sidering how this care might be most appropriately managed. We sent a questionnaire
to all women registered with a fundholding practice who were offered the triple test
between 1992 and 1997. The main outcome measures were satisfaction with the way
in which the test was offered, what women understood by positive/negative results,
why some women declined the test, and satisfaction with obtaining results/follow-up.
The response rate was 60.7%. The majority of women were satisfied with the way in
which the test was discussed, but there was ambivalence with regard to the procedure
for receiving results, including the counselling offered. Confusion over the meaning
of the results (particularly negative results) was apparent. The test caused anxiety
in many women. The need for continuity of advice and support when women are
subsequently referred to secondary care for further tests was highlighted. The
majority of women wish the test to be available for all. The conclusion we draw is
that no abnormalities have been detected during the study period, raising questions
about cost-effectiveness. However, the majority of women view the test as a means
of making informed decisions about their pregnancies. Although limited to one prac-
tice, the issues associated with a broad range of aspects of care identified through
an analysis of the experience both of women declining the test and those accepting
it provide important insights into the practicalities of delivering antenatal screening
tests in primary care.
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Introduction

Over the past decade, serum screening for Down’s
syndrome has been increasing in the UK (Cuckle
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et al., 1995), with the triple test being the most
commonly used form of screening in the NHS
(Wald et al., 1996). Initially the test (which also
screens for Edward’s syndrome and spina bifida)
was only available to women over the age of 34
years, on account of their increased risk of carrying
an affected fetus (Muttonet al., 1998). However,
as the majority of Down’s syndrome children are
born to women under the age of 35 years (Wald
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et al., 1988), some health authorities now offer the
test to all pregnant women.

The test is typically performed at around the fif-
teenth week of pregnancy, and test results are
based on the mathematical combination of
maternal and gestational age plus three serum mar-
kers to derive a risk estimate representing the prob-
ability that the fetus has Down’s syndrome. The
test identifies around 60% of Down’s syndrome
pregnancies, and produces both false-positive
(c. 5%) and false-negative (c. 5%) results (Waldet
al., 1998). If the derived risk is higher than some
prespecified level, typically 1 in 200–250 (screen
positive), diagnostic testing is offered.

Given the complex nature of the test, as well as
the fact that results are only ever probabilistic,
health professionals face considerable challenges
in providing appropriate information, advice and
support, while women may be confronted with the
need to make difficult and often agonizing
decisions ((Hewison, 1996). Thus the need to
address the social and psychological consequences
of offering the test, particularly in relation to the
provisioning of counselling, has been highlighted
(Wald et al., 1997b). The limited research conduc-
ted to date has drawn attention to both practical and
emotional issues, including the concerns of health
professionals over a lack of skills to provide appro-
priate counselling, and the anxieties of women who
are often required to make decisions on the basis
of limited information and support (Marteauet al.,
1992a; Smithet al., 1994).

The publication of Changing Childbirth
(Department of Health, 1993) has prompted major
changes in the organization of maternity care. In
particular, there has been considerable momentum
behind the return of antenatal care to the local
community. In relation to screening for fetal abnor-
malities, the report highlights the need for proper
counselling to be provided, and recommends that
providers review current arrangements. If primary
care is to become the focus of maternity care,
whether the lead role is to be assumed by mid-
wives, general practitioners or both (Smith, 1996),
then there is a need to consider how such care,
including arrangements for antenatal screening,
might best be delivered.

This study focuses on the point where the two
developments outlined above converge – that is,
on the delivery of the triple test in a primary care
setting. Based in one general practice, the research
Primary Health Care Research and Development2000; 1: 29–38

addresses both practice-specific arrangements for
care and a range of issues concerned with the
delivery of community-based antenatal screening.
We report here on selected results from the first
part of the study, which concentrates on the views
and experiences of those women to whom the triple
test had been offered.

Background
The practice has offered the triple test to all

pregnant women irrespective of age since June
1992. All members of the primary care team
involved in test delivery (nine doctors and com-
munity midwives) are expected to follow a proto-
col which includes guidance on care and which
acts as a mechanism for recording aspects of the
care provided (see Box 1). When the triple test was
first introduced, little information was available
regarding appropriate pre- and post-test coun-
selling. Consequently, although the developed pro-
tocol provides for the processing of the triple test,
this does not include advice on appropriate coun-
selling.

Method

We used computer records to generate the details
of women offered the test on one or more
occasions during the period June 1992 to March
1997. The questionnaire was piloted on 30 of these
610 women. We obtained a 50% response rate,
with no changes being made to the original ques-
tionnaire (see Box 2). The remaining 580 women
were subsequently sent the questionnaire together
with a covering letter explaining the purpose of the
study. Two months later, all nonresponders were
sent a reminder letter and another copy of the ques-
tionnaire. Using the Statistical Package for the
Social Sciences (SPSS), descriptive analysis gener-
ated percentage ratings for all specified variables.

Results

We obtained a response rate of 60.7% (352 out of
580 questionnaires returned). The total number of
triple tests taken between June 1992 and March
1997 was 645. The number of women who had
had at least one triple test was 474, of whom 264
individuals (55.6%) responded to the question-
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Box 1 Triple test protocol

• GP first discusses triple test when woman
presents in surgery to confirm or report
pregnancy (usually at 6–8 weeks). Leaflet
on test (provided by the Antenatal Screen-
ing Service) is given to the patient.

• GPU patients are booked by midwife at
first clinic appointment or at home (since
1997). Triple test is discussed.

• Shared-care patients are booked at hospi-
tal; test may be discussed.

• Triple test is performed between 15 and 17
weeks’ gestation by midwife or GP.
Whether test is taken or declined is
recorded on computer. Result is available
within 1 week if negative, or 3 days if
positive.

• Screen-negative result: result is discussed
with the patient at their next clinic appoint-
ment.

• Screen-positive result: the patient is con-
tacted by telephone or home visit if neces-
sary. Appointment for amniocentesis is
made at the hospital if the patient wishes.

• Amniocentesis result is available after 3
weeks, and is given to the patient at her
hospital appointment.

naire. In total, 126 women had declined one or
more triple tests, of whom 83 (65.9%) responded
to the questionnaire. Ten women had taken the test
under hospital care, of whom five (50%)
responded. Thus the returned questionnaires were
representative of the experiences of the total prac-
tice population. There were no Down’s preg-
nancies during this time.

The results obtained from Sections 1 to 6 are
shown in Tables 1 to 6.

Primary Health Care Research and Development2000; 1: 29–38

Main findings
Overall, the majority of women were happy with

the way in which the test was offered and dis-
cussed with them. The principal reasons for satis-
faction were that the explanation was comprehen-
sive and/or that the member of staff concerned was
supportive of the woman’s questions and concerns.
For the smaller proportion of women who were
dissatisfied, this was mainly due to a lack of expla-
nation, particularly about the diagnostic capability
of the test. A recurring theme was that a number
of women in each category felt that practice staff
and/or the leaflet were biased towards women hav-
ing the test. Here, comments to the effect that the
triple test was presented as ‘just another test’ are
pertinent.

The other area in which dissatisfaction was
apparent was the system for giving women the
results of the test. Some women stated that they
had been unsure of the procedure. Many felt that
all results, not just screen positive, should be given
to women as soon as they were available. A wish
was expressed that all results should be given in
person and only by qualified staff, not by recep-
tionists.

Section 1 (Table 1)
There was a lack of knowledge about the triple

test prior to it being offered in the practice. No
clear pattern to understanding emerged among
those women who claimed to have knowledge of
the test. For example, the single largest group
(n = 33) associated it with the identification of
Down’s syndrome alone, while only three women
were aware that it was a method of screening for
Down’s and Edward’s syndromes as well as for
spina bifida.

Most women who stated that the practice had
supplied written information found this to be use-
ful, as it aided informed decision making (in that
it could be read on repeated occasions) (n = 48),
and it provided detailed information on the test
independent of that given by practice staff (n = 65).
The main reason cited by those women who did
not find the leaflet useful related to the confusing,
incomplete and/or simplistic nature of the infor-
mation provided (n = 11).

The majority of women stated that they under-
stood what it meant to have a positive and negative
test result, with most clearly appreciating that the
result provides a statistical probability (as opposed
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Box 2 Questionnaire

• Section 1: about the triple test
To be answered by all women.
Questions on previous knowledge of test; when and by whom test was first discussed; whether
happy with the discussion; whether written information was provided; what was understood by
positive/negative test result.

• Section 2: declining the triple test
To be answered by women who declined one or more tests.
Questions on why they decided not to have the test; whether they were happy with this decision;
whether staff gave sufficient information and advice.

• Section 3: a negative triple test result
To be answered by women who had one or more screen-negative tests.
Questions on why they decided to have the test; whether they were happy with this decision;
whether staff gave sufficient information and advice; whether staff told them how the results
would be obtained; whether they were satisfied with how the result was obtained and its expla-
nation.

• Section 4: a positive triple test result
To be answered by women who had one or more screen-positive tests.
Questions on why they decided to have the test; whether they were happy with this decision;
whether staff gave sufficient information and advice; whether staff told them how the results
would be obtained; whether they were satisfied with how the result was obtained and its expla-
nation; whether staff provided information about what would happen next.

• Section 5: the amniocentesis
To be answered by women who had to decide whether to have an amniocentesis.
Questions on whether they had an amniocentesis and what their reasons were for this decision;
whether they were told how they would receive the result; whether they were satisfied with the
explanation of the result.

• Section 6: the triple test in general
To be answered by all women.
Questions on whether they had anything else to say about the antenatal test; whether all women
should be offered the test; whether they would be prepared to be interviewed about antenatal
care in future.

to a definitive answer). Although some of the
details of understanding among this group are open
to question (for example, that a positive result indi-
cated ahigh risk of abnormality), they were all
making the same basic and essential distinction
between diagnostic and nondiagnostic testing, and
Primary Health Care Research and Development2000; 1: 29–38

interpreting positive and negative results in the
appropriate direction. A minority of women con-
tinued either to perceive the triple test as diagnostic
or to interpret positive and negative results in the
wrong direction. For example, seven women stated
that a negative result meant that the baby was
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Table 1 Section 1: all women

Total Yes % No % Don’t % No %
know answer

Previous knowledge about the 352 125 35.5 217 61.6 10 2.8
triple test

Happy with how the test was first 344 275 79.9 31 9.0 22 6.4 16 4.7
discussed

Did practice supply written 344 217 63.1 72 20.9 37 10.8 18 5.2
information about the test?

Was the written information 217 185 85.3 11 5.1 15 6.9 6 2.7
provided useful?

Understood what it meant to have 344 282 82.0 15 4.4 16 4.7 31 9.0
a positive test result

Understood what it meant to have 344 273 79.4 12 3.5 15 4.4 44 12.8
a negative test result

Did practice offer the triple test? 352 329 93.5 8 2.3 7 2.0 8 2.3

definitelyhealthy, while three stated that a positive
result indicated a high chance of the baby being
healthy.

Section 2 (Table 2)
A total of 83 respondents had declined the triple

test. The majority (n = 53) declined because of an
intention to continue the pregnancy, including an
unwillingness to place it under any unnecessary
threat. A smaller group (n = 11) considered that
their personal circumstances reduced the need for
testing (for example, a relatively young age).

Section 3 (Table 3)
In total, 208 respondents had a negative result.

The main reasons for taking the test were to pro-
vide peace of mind (n = 54), to aid informed
decision making (n = 25), to obtain information
about the risk of abnormality (n = 40) and because
of relatively advanced age (n = 24). Interestingly,
a substantial proportion (n = 21) of women stated

Table 2 Section 2: women who declined the test

Total Yes % No % Don’t % No %
know answer

Happy with the decision to decline 83 79 95.2 1 1.2 3 3.6
the triple test

Did the practice staff provide the 83 57 68.7 12 14.4 13 15.6 1 1.3
necessary advice to reach
decision to decline?

Primary Health Care Research and Development2000; 1: 29–38

that the test had been taken because of the context
in which it had been presented (i.e., as routine).
The majority of women stated that they were happy
with their decision to have the test. Of the women
who were unhappy about their decision, two main
reasons emerged, namely the fact that the results
had been borderline, thereby failing to allay con-
cerns (n = 4), and the fact that the women had
taken the test under duress, and consequently were
left feeling disempowered (n = 2).

Section 4 (Table 4)
A total of 41 respondents had a positive result

(all false-positives). The main reasons for taking
the test were relatively advanced age (n = 12) and
to provide information about fetal health (n = 11).
Four women stated that the test had been taken
because of the context in which it had been
presented (i.e., as routine). The majority of women
stated that they were happy with their decision to
have the triple test; the main reason for this
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Table 3 Section 3: women who had a negative result

Total Yes % No % Don’t % No %
know answer

Happy with the decision to have 208 185 88.9 9 4.3 13 6.3 1 5
the test

Practice provided sufficient 208 170 81.7 19 9.1 13 6.3 6 2.9
information and advice about the
test

Information was provided on how 208 157 75.5 27 13.0 23 11.1 1 5
the triple test result would be
received

Satisfied with how the triple test 208 149 71.6 37 17.8 20 9.6 2 1.0
result was received

Satisfied with explanation of the 208 162 77.9 18 8.7 21 10.1 7 3.4
triple test result

Table 4 Section 4: women who had a positive result

Total Yes % No % Don’t % No %
know answer

Happy with the decision to have 41 25 61.0 10 24.4 6 14.6
the test

Practice provided sufficient 41 25 61.0 6 14.6 10 24.4
information and advice about the
test

Information was provided on how 41 25 61.0 9 22.0 7 17.1
the triple test result would be
received

Satisfied with how the triple test 41 25 61.0 11 26.8 3 7.3 2 4.9
result was received

Satisfied with explanation of the 41 25 61.0 10 24.4 5 12.2 1 2.4
triple test result

Satisfied with explanation of what 41 25 61.0 6 14.6 3 7.3 7 15.0
will happen next because of the

positive result

focused on the test’s ability to provide information
and thereby to help them to prepare for any eventu-
ality (n = 8). Of the women who were unhappy
about their decision, several stated that this was
because the result led to further, unnecessary test-
ing and concomitant anxiety (n = 7).

Section 5 (Table 5)
Five of the 41 women who had a positive triple

test result declined to have a follow-up amniocent-
esis because of the risk of miscarriage. Another
woman had a miscarriage while waiting for the
amniocentesis. Several women chose not to have
Primary Health Care Research and Development2000; 1: 29–38

the triple test, opting for an amniocentesis on the
grounds that it provided a diagnosis. One woman
had a borderline negative triple test and chose to
have an amniocentesis. As a result of these varying
considerations, a total of 41 women had an amni-
ocentesis during the period covered by the
research.

The majority of these women (n = 31) stated that
they saw this as the logical next step given their
positive result and the higher risk of carrying an
affected fetus that this implied. While this group
of women appear to have reached a personal
decision, a much smaller group (n = 3) had the

https://doi.org/10.1191/146342300673020937 Published online by Cambridge University Press

https://doi.org/10.1191/146342300673020937


Antenatal screening in the community35

Table 5 Section 5: women who made a decision about amniocentesis

Total Yes % No % Don’t % No %
know answer

Did the patient have an 50 41 82.0 9 18.0
amniocentesis?

Was she happy with the decision 41 32 78.0 4 9.8 2 4.9 3 7.3
regarding amniocentesis?

Was information and advice about 50 27 54.0 9 18.0 3 6.0 11 22.0
reaching the amniocentesis
decision supplied?

Did the hospital explain how the 41 33 80.5 1 2.4 7 17.1
amniocentesis results would be
received?

Was the patient satisfied with how 41 14 34.1 18 43.9 2 4.9 7 17.1
the results were received?

Was the patient satisfied with the 41 25 61.0 6 14.6 3 7.3 7 17.1
hospital explanation of the
amniocentesis result?

amniocentesis on being advised to do so. The
majority of women were happy with their decision.
A number of interrelated reasons were given for
this, including that the negative result provided
‘peace of mind’ (n = 10), because of a need to
‘know for sure’ (n = 6), and to be ‘fully aware’
prior to the birth (n = 4). Interestingly, five women
stated that although they were happy with their
decision, misgivings remained, particularly, over
the risk of miscarriage associated with the pro-
cedure. The four women who were unhappy about
their decision concentrated on the fact that both
the procedure itself and the wait for results caused
considerable distress and anxiety. Most women
considered that practice staff had supplied appro-
priate information to support their decision regard-
ing the amniocentesis. Here, emphasis was placed
on the fact that the information and advice pro-
vided allowed informed decision making (n = 10).
Those women who were dissatisfied with the infor-
mation and advice provided concentrated on the
lack of appropriate support both before the amnio-
centesis, and particularly during the period of wait-
ing for the results (n = 6).

Section 6 (Table 6)
Most respondents thought that all women should

be offered the triple test. Two main reasons were
given for this – first, that all women have a funda-
mental right of choice (n = 107) and secondly that

Primary Health Care Research and Development2000; 1: 29–38

the tests enable informed decision making (n = 56).
A much smaller group (n = 12) concentrated on the
fact that although the triple test allows an element
of choice, careful consideration and explanation of
the possible implications are needed. Of the
women who stated that the test should not be avail-
able to all women, two main considerations
emerged, namely that it should only be offered to
women deemed to be ‘high risk’ (n = 5), and that
the test should not be offeredat all on the grounds
that it causes unnecessary anxiety (n = 5). The
undecided women raised a number of concerns,
with some stating that the test should only be
offered to women already deemed to be at high
risk (n = 4).

Discussion

We attempted to uncover the reasons behind the
response rate of 60.7% by examining the records
of those women who did not respond. On doing
so, we discovered that a significant proportion had
experienced their pregnancies at the beginning of
the 5-year period. Although we did not speak to
any of these women, it is possible that a limited
memory of relevant events meant that they did not
consider themselves competent to complete the
questionnaire. Mindful of this limitation, and given
the fact that for each of the ‘categories’ of
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Table 6 All women

Total Yes % No % Don’t % No %
know answer

Should all women be offered the 352 271 77 20 5.7 33 9.4 2.8 8
triple test?

responder (e.g., declined, negative result, positive
result) the response rate was similar, we felt able
to generalize the results to the total practice popu-
lation.

The research was based in one general practice
and used measures devised specifically for the pur-
pose. Consequently, the findings are not intended
to be comparative or generalizable. Rather, they
suggest areas and issues that are likely to emerge
as important in the context of primary care-based
antenatal screening and, as such, are particularly
important in that they are the first to be produced
at a time when the momentum towards a primary
care-led NHS is increasing. All previous studies on
the psychosocial effects of screening have taken
place in a hospital clinic setting.

Previous research has emphasized that, in order
to qualify as an effective antenatal screening tool,
any programme should fulfil certain requirements
(Cuckle and Wald, 1984). In relation to women’s
understanding of these requirements, this study has
highlighted a number of key issues. These are dis-
cussed below in the context of a consideration of
the implications raised for the delivery of appropri-
ate antenatal (screening) care. We confine our dis-
cussion to primary care.

Overall, the women who were surveyed stressed
the fundamental importance of personal, one-to-
one communication regarding all aspects of the tri-
ple test and associated procedure(s). However, they
also welcomed the written (leaflet) information
provided by the practice during initial discussion
of the test, on the grounds that it afforded the
opportunity for extended, independent consider-
ation. Other studies have shown that such leaflets
improve knowledge as well as increasing satisfac-
tion with the subsequent experience of taking the
test (Marteauet al., 1993). Our findings confirm
the value of written information, with the
important proviso that such information remains
totally impartial.
Primary Health Care Research and Development2000; 1: 29–38

The issue of perceived (im)partiality in advice
and information-giving emerged as particularly
important in two related ways. First, it was found
that some women took the test because it was
presented as routine. Hospital doctors and mid-
wives have been reported to emphasize the practi-
cal aspects of the test rather than its implications
(Smith et al., 1994) and this may have been the
case here. The rate of practice uptake of the test
was relatively high, at around 77%. Where uptake
levels have been similarly high, concerns have
been raised that some women are agreeing to the
test in the absence of full knowledge and under-
standing (Dawsonet al., 1993; Saridoganet al.,
1996). Secondly, complaints were made by some
women about what they perceived to be pressure
exerted by practice staff to take the test, a situation
which has also been reported in other settings
(Marteauet al., 1992b). In a number of cases this
perception of pressure being applied encouraged
dissatisfaction throughout the testing procedure,
regardless of the eventual outcome. Concomitantly,
when women considered that their decision (not)
to have the test had been respected, their overall
satisfaction with all aspects of care provided was
high.

The procedure adopted by the practice for com-
municating test results involved direct communi-
cation of screen-positive results only. This study
has demonstrated the inappropriateness of such a
system. Although the majority of women were
given information regarding feedback of results,
and indeed accepted the arrangement, the sub-
sequent waiting period provoked considerable anx-
iety and distress, with the result that many women
were compelled to seek out the result in order to
bring that wait to an end and/or obtain the neces-
sary reassurance.

The study also highlighted the dangers inherent
in assumptions made by health professionals con-
cerning women’s information requirements. For
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example, with regard to screen-negative results,
some women were dissatisfied with being infor-
med, often by a nonmedical member of staff, that
their test result was ‘simply’ negative. They
required a much fuller explanation of the meaning
of ‘negative’, and clearly this could only be pro-
vided by a relevant member of the practice staff.

The need for detailed, explicit information is all
the more urgent given the susceptibility of some
women to interpreting a screen-negative result as
proof that their pregnancy is unaffected, as demon-
strated by this and previous studies (Roelofsonet
al., 1993). In this regard it is particularly important
not only to address immediate information require-
ments, but also to make women fully aware of all
possible outcomes, including the decisions which
may have to be made.

Abnormal screening results have been shown to
be associated with the development of significant
anxiety (Abuelo et al., 1991), which may be
reduced by counselling (Keenanet al., 1991). In
line with previous work (Santalahtiet al., 1996),
our study has highlighted how, after having taken
the triple test, many women subsequently come to
associate it with unnecessary anxiety. While anxi-
ety may be resolved later, once diagnostic testing
has ruled out abnormalities (Marteauet al., 1992a),
some women remain anxious throughout the
remainder of their pregnancy (Statham and Green,
1993). The opportunity to discuss their ongoing
concerns would have been welcomed by these
women.

With regard to a screen-positive result, previous
work has emphasized the need for the procedure
after such a result to be generally agreed upon by
and acceptable to both patients and professionals
(Cuckle and Wald, 1984). This study has demon-
strated that a key factor in achieving such
acceptability is the provision of counselling both
during and, importantly, after the decision-making
process. All women found the period of waiting
for the amniocentesis result very stressful, and
described how the opportunity to discuss their con-
cerns would have gone some way towards helping
them through the wait. Indeed, the issue of conti-
nuity of care emerged as fundamentally important
in helping women to cope with the inevitable dis-
tress and anxiety experienced as a result of a posi-
tive screening result. Although they were referred
to secondary care at this stage, it was to primary
care practitioners that women looked for support.

Primary Health Care Research and Development2000; 1: 29–38

Despite this, the findings suggest that those
women who experienced a screen-positive result
were less likely to be satisfied with the care that
they received from practice staff. At one level this
contradicts the notion (including that held by the
majority of our responders) that primary care is
best placed to meet the needs of such women.
However, there is nothing in our research findings
to suggest that primary care is not capable of meet-
ing these needs provided that certain arrangements
are in place. In this regard, when asked how the
practice might improve the care provided,
responders made two main suggestions. First, they
suggested that the procedure for relaying screen-
positive results required improvement, and in parti-
cular that positive results should be communicated
in person with the opportunity for extended dis-
cussion. Secondly, they suggested that once a
woman has been given a screen-positive result, she
should have access to a relevant individual or indi-
viduals capable of providing both emotional sup-
port and practical advice.

On the wider issue of availability of screening
tests, it has been suggested that all women who
may benefit from a screening test should have
access to it (Waldet al., 1997a). Our findings sug-
gest that ‘benefit’ cannot be assessed exclusively
in clinical terms, in that the women surveyed con-
sidered the triple test to have the potential to
improve the experience of pregnancy for all
women, not just those deemed to be ‘high risk’.
This remained the case whether or not the women
identified problems with screening (primarily the
lack of diagnostic capability).

Overall, the study confirms the view that ante-
natal screening is not simply a matter of per-
forming the appropriate test(s) and reporting the
results (Wald et al., 1997b). Much more is
involved, particularly in relation to the provision of
support and counselling at all stages of the testing
procedure. With regard to primary care in parti-
cular, the requirement to provide ongoing support,
including cases for which a referral to secondary
care has been made, is clear. It is understandable
that, when seeking ongoing support, women turn
first to the members of their local primary care
team. Clearly, the provision ofcommunity-based
antenatal screening should not cease simply
because the woman is referred out of that com-
munity setting.

In total, 5 years of testing cost £21 669. There
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were no Down’s syndrome births prevented, but
neither were any missed. Discussing the test takes
extra time within at least one consultation and one
antenatal appointment. Screen-positive results and
their aftermath are stressful for both patients and
doctors. With the coming demise of fundholding
and the birth of locality commissioning groups,
there is doubt that offering the triple test will be
viewed as cost-effective. The test may once again
revert to being offered only to women of a certain
age, an outcome that would conflict with the view
of the majority of our respondents.
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