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Özet: On hafta ve üzeri gebelik terminasyonlar›n›n
analizi – Tek merkezli çal›flma
Amaç: Klini¤imizde yap›lm›fl olan 10 hafta ve üzeri gebelik termi-
nasyonlar›n›n endikasyonlar›n› ve obstetrik özelliklerini inceleye-
rek, bu olgular› daha iyi yönetebilmeyi ve do¤ru yaklafl›mlar› ge-
lifltirebilmeyi amaçlad›k. 
Yöntem: Ocak 2012 – Ocak 2019 aras›nda klini¤imizde gerçeklefl-
mifl 379 terminasyon olgusunun maternal verileri, obstetrik özel-
likleri ve endikasyonlar› de¤erlendirildi. Endikasyonlar; maternal
nedenler, amniyotik s›v› anomalileri, izole yap›sal, çoklu konjeni-
tal ve genetik bozukluklar olarak grupland›r›ld›. Gruplar özellikle-
rine göre s›n›fland›r›ld› ve kendi aralar›nda karfl›laflt›r›ld›. 
Bulgular: Ortalama yafl 30.2±6, ortalama gebelik haftas› 17.4±3.5,
ortalama terminasyon süresi 16.4±14.5 saatti. En s›k amniyotik s›-
v› anomalileri nedeniyle terminasyon yap›ld›¤› izlendi (n=126,
%33.2). Fetal nedenler içerisinde en s›k izole yap›sal anomaliler
(n=114, %30.1) tespit edildi. Santral sinir sistemi anomalileri en
çok görülen izole yap›sal anomaliler idi (n=60, %15.8). Terminas-
yonlar›n 25/379’u (%6.6) maternal nedenli idi. Genetik bozukluk-
lar için invaziv tetkik istenme oran› %49.6 (n=197), yap›lma oran›
%31.7 (n=120) idi. En s›k trizomi 21 (n=39, %55.7) olmak üzere
kromozomal anomali 69 (%18.2) olguda tespit edildi. Kromozo-
mal anomalilerin daha ileri maternal yafl ve daha erken gebelik haf-
talar›nda tespit edildi¤i izlendi. ‹zole yap›sal ve çoklu konjenital
anomalilerin ise daha genç yaflta ve daha ileri gebelik haftalar›nda
saptand›¤› görüldü (özellikle kardiyak ve ürogenital anomaliler)
(maternal yafl, p=0.002; gebelik haftas›, p<0.001). 
Sonuç: Terminasyon olgular›n›n yönetiminde fetal ve maternal
nedenlerin ve terminasyon komplikasyonlar›n›n analizi, takip eden
gebeliklerin tan› ve terminasyon süreçlerinin yönetiminde örnek
olacakt›r. Gebelik terminasyonlar›n›n etik, psikolojik, ekonomik
ve yasal boyutlar›n›n dikkate al›nmas›, aile ile hekim iflbirli¤i içeri-
sinde bu konuda standart yaklafl›mlar›n oluflturulmas›nda etkili
olaca¤› görüflündeyiz. 

Anahtar sözcükler: Gebelik terminasyonu, prenatal tarama, fetal
anomali.
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Abstract

Objective: We aimed to manage the termination of pregnancies,
which were performed at and after 10 weeks of gestation in our clin-
ic, better and to develop appropriate approaches for them by inves-
tigating the indications and obstetric characteristics of these cases. 
Methods: The maternal data, obstetric characteristics and indica-
tions of 379 cases whose termination procedures were performed in
our clinic between January 2012 and January 2019 were evaluated.
The indications were grouped as maternal reasons, amniotic fluid
anomalies, and isolated structural, multiple congenital and genetic
disorders. The groups were classified according to their character-
istics and they were compared among each other.
Results: The mean age was 30.2±6, the mean week of gestation was
17.4±3.5, and mean termination duration was 16.4±14.5 hours. The
most common reason for termination was amniotic fluid anomalies
(n=126, 33.2%). Among fetal reasons, the most common one was
isolated structural anomalies (n=114, 30.1%). The anomalies of cen-
tral nervous system were the most common isolated structural anom-
alies (n=60, 15.8%). Of 379 termination cases, 25 (6.6%) were caused
by maternal reasons. The rates of requesting invasive examination
for genetic disorders and of performing the examination were 49.6%
(n=197) and 31.7% (n=120), respectively. Chromosomal anomalies
were found in 69 (18.2%) cases, with trisomy 21 being the most com-
mon anomaly (n=39, 55.7%). It was found out that chromosomal
anomalies were identified in more advanced maternal ages and at
earlier weeks of gestation. On the other hand, isolated structural and
multiple congenital anomalies (cardiac and urogenital anomalies in
particular) were identified at younger ages and further weeks of ges-
tation (maternal age, p=0.002; week of gestation, p<0.001). 
Conclusion: The analysis of fetal and maternal reasons and termina-
tion complications in the management of termination cases will serve
as an example for the management of diagnosis and termination
processes of following pregnancies. We believe that considering the
ethical, psychological and legal aspects of the terminations of pregnan-
cies will be beneficial in developing standard approaches for this mat-
ter with the help of collaboration between families and physicians. 

Keywords: Termination of pregnancy, prenatal screening, fetal
anomaly.
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Introduction
Today, the improvements in ultrasonography and genet-
ic field increase the prenatal diagnosis rates of fetal mal-
formation. Therefore, the termination of pregnancy is
offered to patients more frequently as an option. This
approach may also introduce some medical, ethical and
legal issues.[1,2] In Turkey, termination of pregnancy can
be performed upon the request of families in pregnancies
which are below ten weeks of gestation in accordance
with the law no. 2827.[3] At ten weeks of gestation and
above, without any upper limit, termination procedure
can be carried out by reasoned reports including objec-
tive results in maternal factors which may risk the mater-
nal life or in chromosomal or congenital anomalies
which may cause serious fetal outcomes.[4]

Our aim in this study is to manage the termination of
pregnancies, which were performed at and after 10
weeks of gestation in our clinic, better and to develop
appropriate approaches for them by investigating the
indications and obstetric characteristics of these cases. 

Methods
A total of 379 termination cases, which underwent
their termination procedures in the Perinatology
Clinic of Adana Application and Research Center at
Baflkent University between January 2012 and January
2019, were analyzed by years retrospectively. By using
the computer system records of our hospital (Nucleus
version 9.3.39; Monad Yaz›l›m ve Dan›flmanl›k,
Ankara, Turkey), the pregnancies terminated at 10 or
higher weeks of gestation due to maternal or fetal indi-
cations were evaluated. Age, gravida and parity, weeks
of gestation, delivery method (spontaneous/assisted
reproductive technologies), number of pregnancy (sin-
gleton/twin) and, if any, karyotype assessments of the
pregnant women who underwent termination were
recorded. The period up to termination, hospitaliza-
tion duration, presence and number of previous uterine
surgery, balloon procedure for cervical dilatation, hys-
terectomy frequency, hemorrhage complications after
curettage, and the frequency of intracavitary balloon
procedure were found.

Termination indications were separated into two
groups as maternal and fetal reasons. Fetal reasons
were classified as multiple congenital anomalies, isolat-
ed structural anomalies, amniotic fluid anomalies and

genetic disorders. The genetic disorders were separat-
ed into 2 sub-groups as chromosomal anomalies and
hereditary gene disorders (sickle cell anemia, tha-
lassemia). The terminations before 14 weeks of gesta-
tion were determined as first trimester and at and after
14 weeks of gestation as second trimester. In addition,
early and late terminations were determined as before
and after 23 weeks of gestation, respectively. 

Amniotic fluid anomalies were primarily separated
into two groups as cases developing anhydramnios asso-
ciated with preterm premature rupture of membranes
(PPROM) and clinical chorioamnionitis cases. Clinical
chorioamnionitis diagnosis is established by at least one
of the following findings in addition to maternal fever
(38°C): malodorous / purulent cervical drainage during
speculum examination, uterine sensitivity during
abdominal examination, maternal tachycardia (>120
bpm), persistent fetal tachycardia (>160 bpm), leucocy-
tosis (>15,000/mm3), and C-reactive protein > 5 mg/L.[5]

In our clinic, pathological assessment of placental mate-
rial is performed routinely in the cases which undergo
termination due to amniotic fluid anomaly. The cases
diagnosed with chorioamnionitis were identified histo-
logically. In accordance with these assessments, amniot-
ic fluid anomalies were categorized under three groups
which are PPROM-anhydramnios, clinical chorioam-
nionitis and clinical-histological chorioamnionitis.

Fetal deaths and pregnancies before 10 weeks of
gestation were excluded from the study. Chorionic vil-
lus sampling or karyotype assay by amniocentesis were
recommended for the cases considered necessary.
Microarray and whole exome sequencing were recom-
mended beginning from 2017 for all patients whose
karyotype analysis results were normal. Microarray was
performed only in one patient due to its cost; however,
no result was obtained in that patient. The cases whose
karyotype analysis results were normal, whose kary-
otype analysis did not yield any result or those whose
families did not want karyotyping were evaluated apart
from the chromosomal anomaly group.

The distribution of fetal anomalies according to
maternal age, week of gestation, gravida and parity was
analyzed by Kruskal-Wallis test while the distribution
of fetal anomalies according to delivery type and fetus
number was analyzed by chi-square test. SPSS
(Statistical Package for the Social Sciences, Chicago,
IL, USA) 21.0 was used. In all tests, the statistical sig-
nificance level was considered 0.05.
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Termination indication was decided by the com-
mittee in our clinic which included three specialists
and some physicians from other branches in necessary
cases. As termination protocol, 400 μg vaginal miso-
prostol (Cytotec; Ali Raif, ‹stanbul, Turkey) was
administered with 3-hour intervals. Misoprostol
administration doses and intervals were arranged indi-
vidually in accordance with the clinical guidelines by
considering obstetric and clinical characteristics such
as week of gestation and history of uterine surgery.[6,7]

In cases which are at and above 23 weeks of gesta-
tion (late termination cases), termination procedure
was initiated after performing intrauterine feticide.
Intrauterine feticide procedure was performed by
administering 2 cc 7.5% potassium chloride (KCl)
after reaching fetal cardiac cavity via 22 Gauge 120 mm
spinal needle with the help of transabdominal ultra-
sonography.

In cases which were non-responsive to misoprostol,
dilatation was performed by intracervical Foley
catheter. Aspiration curettage was performed in cases
which were found to have rest material after abortion.
Hysterectomy was performed in cases which were non-
responsive to induction or had uterine rupture compli-
cation.

Post-termination hemorrhages were taken under
control by inflating intracavitary Foley catheter with
physiological saline solution (about 80 cc). In cases
with higher weeks of gestation and uterine volumes,
post-partum hemorrhage could only be taken under
control by Bakri balloon (Cook Women’s Health
Spencer, Bloomington, IN, USA).

The consents of all patients related with the proce-
dures to be performed were obtained.

This study was approved by the Medicine and
Health Sciences Research Committee of Baflkent
University (project no. KA18/329).

Results
It was seen that 507 termination cases occurred and the
reason for 128 cases was fetal death during a seven-year
period. In our study, mean age was 30.2±6 (range:
15–52), median gravida was 2 (range: 1–7), median par-
ity was 1 (range: 1–5), and mean week of gestation was
17.4±3.5 (range: 10–27.6) weeks. Mean termination
duration was 16.4±14.5 (range: 1–120) hours and mean

hospitalization was 2 (range: 1–13) days. In terms of
termination durations, there was no difference
between the groups (p=0.114). Of the pregnancies, 356
(93.9%) were singleton and 23 (6.1%) were twin. The
number of pregnancies conceived by assisted reproduc-
tive technologies was 45 (11.9%). One hundred preg-
nancies (26.4%) had previous history of uterine sur-
gery. Mean termination duration was 16.6±14.4 hours
in the cases which did not undergo uterine surgery
while it was 15.8±15.2 hours in the cases which under-
went uterine surgery (p=0.67). In addition, the termi-
nation procedure was completed in 24 hours in 162
(80%) cases with unscarred uterine and in 78 (81.3%)
cases with scarred uterine (p=0.50).

The termination procedure was performed after 23
weeks of gestation (late termination) in 24 (6.3%)
patients. In these cases, termination procedure was car-
ried out after performing feticide by intracardiac potas-
sium with the help of ultrasonography.

The dilatation was carried out by intracervical
Foley catheter in 25 (6.6%) patients who were non-
responsive to misoprostol and the termination was per-
formed. The terminations were completed in 44.7
hours by intracervical Foley procedure. It was found
that hysterotomy was performed in 1 (0.26%) patient
due to uterine rupture associated with misoprostol and
in 2 (0.79%) patients due to induction failure.
Hemorrhage was taken under control by Foley
catheter due to uterine atony in 3 patients who under-
went abortion. It was found that the vaginal hemor-
rhage which developed in 9 (3.2%) patients who had
higher weeks of gestation and uterine volume was
taken under control by applying Bakri tamponade in
uterine. It was found that all pregnancies which under-
went Bakri balloon and hysterotomy were at second
trimester (>15 weeks of gestation).

Mean termination periods and durations according
to the termination indications are given in Table 1. Of
379 termination cases, 25 (6.6%) were caused by
maternal reasons (Table 2). The distribution of termi-
nations is given in Fig. 1. Amniotic fluid anomalies
were the most common fetal reasons (n=126, 33.2%).
They were grouped as PPROM-anhydramnios (with-
out detecting any additional anomaly in the ultrasound
screening) (n=57, 45.6%), clinical chorioamnionitis
(n=10, 8%) and clinical-histological chorioamnionitis
(n=58, 46.4%). Of the cases with amniotic fluid anom-
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alies, 9 were late termination (>23 weeks of gestation),
and 4 of them were performed by clinical chorioam-
nionitis diagnosis and 5 of them were performed by
clinical and histological chorioamnionitis diagnosis.

Isolated fetal structural anomalies were detected in
114 (30.1%) cases. Among the isolated fetal anomalies,
central nervous system (CNS) anomalies were the most
common ones (n=60, 15.8%). Of 397 cases, invasive
examination was requested for 197 (49.6%) cases and it
was performed in 138 (34.8%) cases. Chromosomal
anomaly was found in 69 (53.9%) out of 128 cases
which underwent karyotype analysis. The distribution
of genetic disorders found in the cases which under-
went invasive prenatal assay is shown in Table 3.

The distribution of termination indications at first
and second trimesters during seven years beginning from
2012 is given in Table 4. It was observed that termina-
tions associated with genetic disorders were the most
common during the first trimester. It was seen that isolat-
ed anomalies could be diagnosed mostly during the sec-
ond trimester. It was found that there was an increase in
the rates of terminations associated with maternal indica-
tions in the last year, and that the rates of amniotic fluid
anomalies tended to decrease over the years (p=0.001).

While chromosomal anomalies were observed in
more advanced maternal ages, multiple congenital
anomalies and isolated CNS anomalies were more
common in younger maternal ages (p<0.001).
Chromosomal anomalies and hydrops were identified
at early weeks of gestation while cardiac and urogenital
anomalies were identified at further weeks of gestation
(p<0.001). In pregnancies with multiple congenital
anomaly, median gravida and parity were lower than
the other groups (p<0.001).

Table 1. Mean termination periods and durations according to the termination indications. 

Termination week (week) Termination duration (hour)

Mean±SD Mean±SD
N (%) (minimum-maximum)  (minimum-maximum) 

Maternal reasons 25 (%6.6) 17.0±4.5 (10–23) 17.3±12.3 (6–48)

Amniotic fluid anomalies 126 (%33.2) 18.2±3 (12–24) 14.2±14.5 (1–120)

Multiple congenital anomalies 36 (%9.5) 18.0±4.2 (12–27) 22.3±18.3 (2–72)

Genetic disorders 78 (%20.6) 15.6±3.1 (11–24) 15.1±11.9 (3–56)

Isolated CNS anomalies 60 (%15.8) 18±4.2 (11–26) 17.9±15.4 (4–80)

Isolated cardiac anomalies 14 (%3.7) 19±2.6 (14–22) 21.1±14 (4v54)

Isolated urinary anomalies 22 (%5.8) 19.1±2.6 (15–23) 14.5±13.2 (2–48)

Isolated skeletal anomalies 9 (%2.4) 16.4±3 (13–20) 12.6±7 (5–22)

Hydrops fetalis 9 (%2.4) 15.4±2.6 (12–20) 20.1±17.8 (5–52)

Total 379 17.4±3.5 (10–27.6) 17.4±3.5 (1–120)

CNS: Central nervous system; SD: Standard deviation.

Table 2. The distribution of terminations carried out by maternal in-
dications. 

Maternal indications N=25 (%)

Malignities 11 (%44) 

Endocrinological reasons 4 (%16)
(diabetes mellitus, thyroid disorders)

Use of teratogenic drugs 3 (%12)

HELLP syndrome 3 (%12)

Cardiac problems  2 (%8)
(atrial septal defect, mitral stenosis)

Major depression 1 (%4)

Severe preeclampsia 1 (%4)

HELLP syndrome: Hemolysis, elevated liver enzymes and thrombocytopenia.

Table 3. The distribution of anomalies found in cases which under-
went invasive prenatal analysis. 

n (%)

Trisomy 21 39 (%50)

Trisomy 18 14 (%18)

Trisomy 13 2 (%2.6)

Triple X 3 (%3.8)

Monosomy X  8 (%10.3)

Sickle cell anemia 9 (%11.5)

Other 3 (%3.8)

Total 15,000
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The rates of amniotic fluid anomalies were higher in
multiple pregnancies and the pregnancies conceived by
assisted reproductive technologies (independent from
being multiple pregnancy) (p<0.05). The incidence of
cardiac anomalies (27.3%) and amniotic fluid anomalies
(16%) was statistically higher in pregnancies conceived
by assisted reproductive technologies (p=0.04).

Discussion
The most common reason for termination was amniot-
ic fluid anomalies (33.2%) in our clinic. Amniotic fluid
anomalies frequently develop in association with
underlying PPROM. Histological chorioamnionitis is
identified almost 70% of PPROM cases. In the pres-
ence of clinical or suspected chorioamnionitis, delay in
the decision for termination may increase maternal
morbidity.[8,9] In our series, we found histological
chorioamnionitis in 46.4% of PPROM cases.

Excluding amniotic fluid anomalies, isolated struc-
tural anomalies (n=114, 30.1%) and CNS anomalies
among them were the most common ones in line with
the literature.[1,4,10–14] Also, Down syndrome is the leading
indication in the terminations with chromosomal anom-
aly indication, which is consistent with the litera-
ture.[1,12,14,15] This can be explained with the higher rate of
diagnosing trisomy 21 in the countries carrying out
national screening program during first trimester as in
Turkey.[12,16] Vaknin et al. performed karyotype assay in
71.4% of their cases in their study while this rate was

29.6% in our study group. Lower rate of diagnosing
chromosomal anomalies in our study may be associated
with the low rate of performing karyotype analysis.[13]

The rate of late terminations is 13.2–34.6% in the
literature.[17,18] We found that the rates of late termina-
tions (>23 weeks of gestation) were quite low (6.6%) in
our study group. In addition, all of 3 hysterotomy and 12
intrauterine balloon procedures in our series were in
second trimester. One of our cases with recurrent
cesarean (3 CS) which was at 21 weeks of gestation

Table 4. The distribution of terminations by trimesters and years. 

2012 2013 2014 2015 2016 2017 2018 Total

1st tri 2nd tri 1st tri 2nd tri 1st tri 2nd tri 1st tri 2nd tri 1st tri 2nd tri 1st tri 2nd tri 1st tri 2nd tri n (%)

Maternal reasons - 2 4 - 2 1 4 2 2 1 - 5 3 26 (6.8%)

Amniotic fluid anomalies 1 23 - 9 - 11 1 32 4 22 2 13 - 7 125 (33%)

Multiple congenital anomalies - 5 2 3 2 4 3 3 2 3 1 5 - 3 36 (9.5%)

Genetic disorders 4 8 9 9 3 9 2 5 5 7 1 7 4 5 78 (20.6%)

Isolated CNS anomalies - 12 1 11 1 4 4 1 2 4 4 5 3 8 60 (15.8%)

Isolated cardiac anomalies - 2 - 4 - 2 - 2 - - - 2 - 2 14 (3.7%)

Isolated urinary anomalies - 4 - 11 - 1 - - - 1 - 1 - 4 22 (5.8%)

Isolated skeletal anomalies - 1 - - 1 1 - - 1 2 1 - - 2 9 (2.4%)

Hydrops fetalis - 1 1 1 - 2 2 - - 2 - - - - 9 (2.4%)

Total 63 (16.6%) 65 (17.2%) 43 (11.4%) 60 (15.8%) 59 (15.5%) 43 (11.4%) 46 (12.1%) 379

CNS: central nervous system; tri: trimester (1st trimester: <14 weeks, 2nd trimester: ≥14 weeks).

Fig. 1. The diagram view for the distribution of terminations.
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underwent hysterotomy associated with uterine rupture
at 12th hour. Additionally, two cases, one of which was
at 22 weeks of gestation and had recurrent CS and the
other one at 23 weeks of gestation with previous history
of CS, underwent hysterotomy due to non-responsive-
ness to induction (dilatation by misoprostol + intracervi-
cal Foley catheter balloon) at 50th and 120th hours of
induction, respectively (0.79%). In another study inves-
tigating 263 cases in our region reported 6 hysterotomy
procedures (caused by induction failure in 4 cases,
HELLP syndrome in 1 case and uterine rupture in 1
case) (2.28%).[19] In the literature, the rates of hemor-
rhage, blood transfusion, infection, post-procedure pla-
centa retention, uterine rupture, hysterotomy and hys-
terectomy complications were reported higher in second
trimester terminations than first trimester terminations,
independent from all risk factors.[20]

Yapar et al. compared Bishop score ≤4, extra-amni-
otic ethacridine lactate in terminations conducted
between 4 and 28 weeks of gestation, intracervical
prostaglandin, E2 gel, IV concentrated oxytocin, vagi-
nal misoprostol and balloon procedure in 340 cases in
their study. Being unable to complete termination pro-
cedure in 48 hours was considered as a failure, and suc-
cess was achieved in all groups with a success rate of
98.8%. It has been reported that ethacridine lactate,
balloon and oxytocin procedures are faster and cheap-
er methods. Maternal death associated with uterine
rupture occurred in a case which underwent oxytocin.
It was reported that the extension of induction period
in late terminations in particular causes the increase of
complications.[21] It is known that prostaglandins are
the most effective agents to mature the cervix.[22] There
is no sufficient number of studies on the dosage and
method of vaginal misoprostol administration during
the publication date of the study; we found that the
administration of maximum 600 μg misoprostol in a
total of 36 hours was insufficient compared to other
treatment methods. In the termination procedures per-
formed in our clinic, mean vaginal misoprostol admin-
istration dose was 1200 μg.

Yüce et al. evaluated 112 cases of second trimester
termination in their recent study, and they adminis-
tered misoprostol in 50 cases, and used cervical Foley
in 32 cases and cervical Foley + single dose of miso-
prostol in 30 cases. When they compared the methods
in terms of efficacy, adverse effects and complications,

they observed that the termination duration was signif-
icantly shorter in misoprostol group; only the miso-
prostol group had 2 uterine rupture cases. They
claimed that the efficacy increased and complications
decreased when misoprostol and intracervical Foley
procedure were combined.[23]

In another study conducted in Turkey, the authors
separated 337 second trimester termination cases with
cesarean section history into three groups which were
those with cesarean section history for once, twice and
more, and the cases had 200 μg misoprostol administra-
tion intravaginally with 4-hour intervals. Intracervical
Foley was applied to the cases which did not undergo
termination up to 24 hours. The authors observed no
difference among the groups in terms of termination
completion period within 24 hours, Foley catheter pro-
cedures at the end of 24 hours (11.9%) and major com-
plications including uterine rupture. It was reported that
Foley catheter procedure in addition to misoprostol was
efficient and safe in cases which underwent cesarean.[24]

In our studies, 100 cases had cesarean section history.
We did not find any significant difference between
scarred and unscarred uterines in terms of termination
durations. 

In their meta-analysis results, Andrikopoulou et al.
found similar efficacy for prostaglandin E1, E2 and
mechanical methods in second trimester terminations of
scarred cases (1 and more cesarean section histories). In
their study, the most commonly used cervical agent was
prostaglandin E1 analogue (misoprostol), the vaginal
termination rate by misoprostol was 96.8%, the termi-
nation rate within 24 hours was 76.3%, and the uterine
rupture rate was 0.8%. While uterine rupture rates were
similar in the cases that were applied prostaglandin E1
and had one cesarean section during their second
trimester terminations, there was a slight increase in the
uterine rupture risk of those who had two or more
cesarean section previously.[25] In our study, the uterine
rupture rate was 0.26% and we did not find any differ-
ence in scarred uterines in terms of rupture.

While the clinicians may make termination decision
easily in anomalies which are near-fatal or will cause
severe disability if the fetus is born, it may be difficult to
make termination decision in patient groups which are
non-fatal but include additional problems such as tri-
somy 21 although the opinions of family, podiatrist or
physician from relevant field are taken. If the family



Perinatal Journal

Y›lmaz Baran fi et al.

20

decides to terminate the pregnancy, it should be evalu-
ated carefully if there is any severe malformation that
will require the termination of the pregnancy or if it is in
compliance with the legal regulations. The delayed ter-
minations in particular may introduce many ethical or
medicolegal issues. In addition to the laws of country,
many factors such as health system, educational level,
cultural characteristics, beliefs and socioeconomic status
of families and the sex of fetus have an influence on the
termination decision.[1]

The Maternal-Fetal Medicine and Perinatology
Society of Turkey reported in their Ankara Declaration
in 2011 that terminations after 24 weeks of gestation are
not ethical.[26,27] Yet, in accordance with the legal regula-
tions, pregnancies can be terminated under necessary
conditions without any upper limit for week of gestation
in Turkey. Similar to Turkey, there is no upper limit for
the termination of pregnancy in some countries such as
Austria, Denmark, Belgium, England, Switzerland and
Russia. However, some other countries such as
Germany, Iran (upper limit is 16 weeks of gestation),
Spain and Poland (upper limit is 12 weeks of gestation)
limited termination of pregnancy due to medical reasons
up to 22 weeks of gestation. In addition, some states of
the USA and some European countries defined obliga-
tory legal periods to reconsider the decision after
patients are informed about termination by physicians.[28]

Turkey does not have such a practice yet. If it is consid-
ered that fetus can live after 23 weeks of gestation,
neonatal resuscitation and hospitalization at intensive
care unit may be decided if it is born alive. Therefore,
pregnancy terminations are carried out by performing
intrauterine feticide procedure. 

Conclusion
In our series, the most common reason for termina-
tions was amniotic fluid anomalies while isolated fetal
anomalies were the second most common reason.
Chromosomal anomalies were identified in more
advanced maternal ages and at earlier weeks of gesta-
tion. We observed that isolated structural (cardiac and
urogenital anomalies in particular) and multiple con-
genital anomalies were identified at younger ages and
further weeks of gestation.

We believe that detailed analysis of fetal and mater-
nal reasons in the management of termination cases will

be beneficial for both current pregnancy of mother and
other following pregnancies. We think that considering
the ethical, social, psychological, economic and legal
results of the termination of pregnancy and carrying out
terminations in collaboration with families and physi-
cians will be effective in developing standard approaches
for this matter.

Conflicts of Interest: No conflicts declared.
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