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Abstract
The impact of practicing as a prenatal genetic counselor while pregnant is unclear given the limited amount of published literature
on this issue. To address this gap in knowledge, a total of 215 current and past prenatal genetic counselors provided insights
regarding this personal yet professional juncture through completion of an online survey that allowed for both close-ended and
open-ended responses. While participants agreed that experiencing pregnancy affected their perspectives and counseling in
several ways, this paper focuses on one particular finding—that of the changes in their own obstetric care perceived by genetic
counselors while working within the prenatal setting and being pregnant themselves. As a result of these changes, considerations
about when to disclose a pregnancy to colleagues along with how to integrate personal and professional needs as a pregnant
prenatal genetic counselor surfaced. Additional findings, practice implications, and research recommendations are discussed.
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Introduction

While biological, clinical, and psychosocial aspects of reproduc-
tion and pregnancy are often discussed in the prenatal genetic
counseling setting for the sake of clients, how these life transi-
tions may impact the practices and beliefs of prenatal genetic
counselors themselves are not always recognized. Surprisingly,
there remains a paucity of literature about how pregnancy may
impact a genetic counselor’s professional role despite the fact
that the majority of genetic counselors are women (96%) of
reproductive age (71%)whomay go on to have children of their
own (N = 1935; the NSGC Professional Status Survey 2014).

A previous study by Menezes et al. (2010) highlighted the
Blived experience^ of the prenatal genetic counselor by
conducting 15 interviews with counselors working in a prena-
tal setting in the areas of Canada and Australia. Although
commentaries of the counselors included expected terms such
as Bcrisis,^ Bgrief,^ and Burgency,^ unanticipated was the

discussion of the impact their visible pregnancies had while
working with patients undergoing adverse pregnancy out-
comes. The participants of this study also reported difficulty
in maintaining a realistic viewpoint while going through their
own pregnancy, felt to be due to the frequency with which
they witnessed fetal abnormalities occurring within their
patient populations. Sentiments pertaining to this con-
cept of increased anxiety for a pregnant prenatal genetic
counselor due to one’s own experience in the area have
similarly been echoed through additional investigations since
this study (Balcom et al. 2013; Clark 2010). While these pre-
vious studies unearthed valuable insights pertaining to a preg-
nant prenatal genetic counselor’s experience, they have yet to
address how a counselor’s perception of their own obstetric
care may differ during a pregnancy from others (e.g., clients,
family, friends).

Purpose of the Present Study

To date, there have only been a select number of published
investigations that have specifically examined how the chal-
lenges encountered by prenatal genetic counselors profession-
ally may heighten once a pregnancy is introduced into the
patient-counselor relationship or the counselor-colleague rela-
tionship (Clark 2010, 2012; Hatten 2002; Menezes 2010;
Menezes et al. 2010). As part of a larger study designed to
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further assess perspectives of a prenatal genetic counselor
(unpublished), we hypothesized that the state of pregnancy
and thereafter, childrearing, impacts the prenatal genetic coun-
selor in not only a biological but also psychological way. This
paper focuses on findings related to (1) the perceived changes
in obstetric care pregnant genetic counselors reportedly en-
counter while working within the prenatal setting and (2)
how the pregnant prenatal genetic counselor integrates her
newfound personal needs with her professional needs. We
anticipate the results that follow will provide a framework
for discussion of this topic in both genetic counseling training
programs and in professional development.

Methods

Participants

Participants in the larger study consisted of either current or
past prenatal genetic counselors who experienced a pregnancy
prior to or during their clinical prenatal genetic counseling
experience. Participants were also eligible for the study if they
experienced parenthood through other means, such as adop-
tion, fostering, stepchildren, or via surrogacy, and also had
provided prenatal genetic counseling prior to or during the
study. For this particular paper, we focused on analyzing data
from participants whose pregnancy coincided with their time
as a prenatal genetic counselor. Utilizing skip logic within our
survey design, the data presented in this paper reflects the
thoughts of participants who reportedly fit this criterion.

Online Survey

A cross-sectional online survey including 62 questions was
created via the University of Wisconsin-Madison’s Qualtrics
Hosting Service. This survey was based on existing findings
in the literature surrounding self-disclosure requests of preg-
nant prenatal genetic counselors and the reported increased
anxiety regarding a counselor’s own pregnancy (Balcom
et al. 2013; Clark 2010, 2012; Hatten 2002; Hodgson et al.
2010; Keilman 2002; Menezes 2010, 2012; Menezes et al.
2010; McCarthy Veach et al. 2002; Vokits Cohen 2002). The
research team’s professional experience in the field of genetic
counseling aided in overall survey design as well as the addi-
tion of novel questions. The survey was piloted online by five
genetic counselors in order to identify and resolve any techni-
cal difficulties prior to distribution.

After reading a consent form highlighting the eligible par-
ticipation criteria, participants were asked to respond to demo-
graphic questions along with both close- and open-ended
questions regarding their pregnancy history and/or parenthood
status in relation to their time spent as a prenatal genetic coun-
selor. The survey also asked participants about specific

experiences during their own pregnancy (if applicable) and
gathered information regarding their thoughts and feelings of
overall counseling experiences while being both a parent and
a practicing counselor. Many of these questions were set up
via a series of Likert scales, particularly for ease of responding
and out of respect for the participant’s time. As skip logic was
utilized for this survey, each question was not answered by
every participant.

Procedure

Upon receipt of approval from the University of Wisconsin-
Madison’s Health Sciences Institutional Review Board in
January of 2016, an invitation to participate in the online sur-
vey was sent to individuals enrolled in the National Society of
Genetic Counselors’ (NSGC) listserv (~N = 2900) along with
the American Board of Genetic Counselors’ (ABGC) listserv
(~N = 3705). The language within the invitation included a
description of the study as an exploration of pregnancy (and
thereafter, parenthood) and its effects on prenatal genetic
counselors and the prenatal genetic counseling session.
According to the NSGC’s most recent Professional Status
Survey of Genetic Counselors, approximately 35% of the pro-
fession was reported to provide prenatal genetic counseling
services in 2014. Given this statistic, roughly 1400 NSGC
members would potentially be eligible to complete the survey.
However, this reported percentage of practicing prenatal ge-
netic counselors does not take into account the genetic coun-
selors a part of the ABGC but not NSGC, nor the counselors
that provided prenatal genetic counseling in the past. More
importantly, there is no statistic that specifies a genetic coun-
selor’s pregnancy or parenthood history. As such, it is not
possible to reliably ascertain a response rate for our larger
study. Overall, a total of 215 participants completed more than
95% of the survey. Those participants who did not complete at
least 95% of the survey were excluded from the analysis.

All data were collected anonymously and stored electroni-
cally via the web-based survey software. The survey was open
and available for participation over the course of 2 weeks. A
follow-up e-mail was sent through the ABGC and NSGC
listserv after 1 week as a reminder for those who did not fully
complete the survey or for those who had yet to participate.
Participants had the option of being entered into a random
drawing of three $25 Amazon.com gift cards as compensation
for completing the survey. These gift cards were considered
menial in amount by the research team and were not believed
to have influenced participation in any way.

Data Analysis

Descriptive statistics (means, medians, and frequencies) were
calculated as appropriate for close-ended responses to the on-
line survey. Statistical analyses (chi-square or Fisher’s exact
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test of independence) were performed using the SAS® soft-
ware version 9.4 (Cary, North Carolina) to obtain and evaluate
significance values (p ≤ 0.05) of the variables relating to the
hypothesis in question. Variables were predetermined to
identify domains (major topic areas) pertaining to the
research aims that were pertinent to the broader study.
More specific categories were identified within domains
where applicable. Open-ended responses were not coded
or statistically analyzed. Instead, a sample of these re-
sponses is presented by theme in this paper to provide
context to close-ended questions (Table 3). As this was
a quantitative study, a formal analysis of the open-ended
responses was not completed.

Results

Participant Demographics

Table 1 contains a summary of demographic characteristics
for survey participants of the larger study. Of the 215 total
participants, all but eight identified themselves as female
(96%, n = 207/215). Participants ranged in age from 25 years
to greater than 45 years with the majority being between the
ages of 35 to 40 years (32%, n = 69/215). Most participants
self-identified as Caucasian (95%, n = 205/215), and the ma-
jority were in a marriage or domestic partnership (94%, n =
202/215). These numbers are comparable to those reported in
the NSGC’s 2014 Professional Status Survey in which the
demographic representation of genetic counselors was found
to be 96% female and 92% Caucasian, with 71% of coun-
selors under 40 years of age. The participants’ genetic
counseling experience ranged from less than 5 years to greater
than 20 years, with roughly 28% of the counselors having
between 5 and 10 years of experience (n = 60/215). Over half
(59%) of respondents were providing prenatal genetic
counseling at the time of survey completion (n = 127/215),
with 61% of these counselors exclusively providing prenatal
genetic counseling services (n = 78/127). Participants who
were not exclusively providing prenatal genetic counseling
had involvement in other clinics including adult and/or pedi-
atric general genetics (48%, n = 65/134), cancer (31%, n = 42/
134), public health (4%, n = 6/134), or another type of spe-
cialty not listed (49%, n = 66/134).

For participants that were not providing prenatal genetic
counseling at the time of survey completion, 50% had per-
formed prenatal counseling less than 5 years ago (n = 44/88).
In addition, the majority of participants reported that their
prenatal genetic counseling practice was associated or affiliat-
ed with an academic or university medical center (72%, n =
154/214), with 63% of respondents involved in teaching (i.e.,
instructor for genetic counseling training program or supervi-
sor of students/fellows) (n = 135/214).

Table 1 Demographic characteristics of survey participants

Variable n (%)

Age (years)

25–29 11/216 (5%)

30–34 41/216 (19%)

35–40 69/216 (32%)

41–45 30/216 (14%)

> 45 64/216 (30%)

Gender

Female 207/215 (95%)

Male 8/215 (4%)

Race

Asian or Asian Indian 8/216 (4%)

Black, African American 2/216 (1%)

White, Caucasian 205/216 (95%)

Other 4/216 (2%)

Ethnicity

Hispanic, Latino 6/215 (3%)

Non-Hispanic, non-Latino 209/215 (97%)

Ashkenazi Jewish ancestry

Yes 28/215 (13%)

No/not that I am aware of 187/215 (87%)

Marital status

Divorced 9/215 (4%)

Domestic partnership 2/215 (1%)

Married 200/215 (93%)

Single 2/215 (1%)

Years of genetic counseling experience

< 5 22/215 (10%)

5–10 60/215 (28%)

11–15 52/215 (24%)

16–20 30/215 (14%)

> 20 51/215 (24%)

Currently providing prenatal counseling

Yes 127/215 (59%)

No 87/215 (40%)

Exclusively providing prenatal counseling

Yes 78/127 (61%)

No 49/127 (39%)

Years since providing prenatal counseling

≤ 5 44/88 (50%)

> 5 44/88 (50%)

Other specialties

Adult/pediatric general genetics 65/134 (48%)

Cancer 42/134 (31%)

Public health 6/134 (4%)

Othera 66/134 (49%)

Percent of current position in prenatal counseling

≤ 50% 33/49 (67%)

> 50% 16/49 (33%)

Percent of past position in prenatal counseling
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Pregnancy History

The pregnancy history of participants (or their partners) is
presented in Table 2. The numbers listed in this table are not
representative of participants who did not wish to report their
(or their partner’s) pregnancy history. In brief, regardless of
current counseling practice at the time of survey completion,
86% of participants reported being pregnant during their time
as a prenatal genetic counselor (n = 186/215), and roughly
19% of participants reported experiencing pregnancy before-
hand (n = 40/215). Sixteen out of 213 respondents were

pregnant during the time of survey completion (8%).
Notably, 9% percent of participants reported a history of a
pregnancy resulting in a miscarriage, stillbirth, or termination
due to a known medical or genetic condition (n = 20/199).
Eighty-four out of 212 respondents disclosed a personal his-
tory of a high-risk pregnancy or one for their partner (40%).
The majority of respondents (or their partners) had undergone
prenatal genetic screening and/or prenatal diagnostic testing
(not including the newborn screen) at some point during a
pregnancy (82%, n = 172/210), with approximately 44% of
participants noting a personal or family history of a genetic
condition/s (includingMendelian related, multifactorial, mito-
chondrial, and chromosomal) (n = 121/211). However, only
32% of participants had ever undergone prenatal genetic
counseling for a pregnancy (n = 67/211).

Perceived Changes in Care for the Pregnant Prenatal
Genetic Counselor

Who else can have a friend do a quick ultrasound over
the lunch hour?
(Participant quote)

The majority of participants reportedly observed changes in
obstetric care either because of being a genetic counselor or
because of working in the same facility as their prenatal care
provider (63%, n = 131/209). For example, 70% of partici-
pants reported that they received favors from colleagues and/
or peers during their pregnancies, such as checking of fetal
heart tones or extra ultrasounds (n = 146/210). This response
was significantly influenced by age. Participants > 35 years of
age tended to report Byes^ when asked whether they received
favors from colleagues and/or peers during their pregnancies
(p = 0.02). Other factors that contributed significantly to par-
ticipants responding Byes^ to receiving favors from their

Table 1 (continued)

Variable n (%)

≤ 50% 22/86 (25%)

> 50% 63/86 (73%)

Work setting for prenatal counseling

Diagnostic—commercial 28/214 (13%)

Physician’s private practice 52/214 (24%)

Private hospital/medical facility 83/214 (39%)

Public hospital/medical facility 147/214 (69%)

Otherb 11/214 (5%)

Current or past prenatal practice associated with an academic or
university medical center

Yes 154/214 (72%)

No 60/214 (28%)

Currently involved in teaching

Yes 135/214 (63%)

No 79/214 (37%)

a Majority of responses included cardiac, metabolic, lab, research,
neurogenetics, and infertility/pre-implantation genetic diagnosis
bMajority of responses included not-for-profit clinical setting, govern-
ment agency, non-commercial laboratory, consulting, and health mainte-
nance organization (HMO)

Table 2 Pregnancy history of
survey participants Variable (# of pregnancies)a

1 2 3 > 3

G—gravida 39 83 46 40

P—para 62 94 36 9

Term 73 82 28 3

Preterm 29 9 3 0

SAB—spontaneous abortion 43 12 7 5

TAB—therapeutic abortion 17 4 0 0

Stillbirth 3 0 0 0

Multiples 12 0 0 0

Attempted or achieved with assisted reproductive technology 12 6 1 3

Resulted in a miscarriage, stillbirth, or termination due to a known genetic condition 16 0 3 1

aNumber of participants who had experienced 1, 2, 3, or > 3 pregnancies applicable to the associated variable.
Participants could respond to more than one option or did not need to report (~n = 201)
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colleagues and/or peers were whether or not the participant
exclusively practiced prenatal genetic counseling (p = 0.03),
had a family history of a genetic condition (p = 0.04), experi-
enced a pregnancy history that included preterm labor
(p = 0.01), or delivered multiples (p = 0.05). A factor that
neared significance for receiving favors in the workplace (or
the location in which the participant received obstetric care)
was for a participant who experienced either a stillbirth or
termination due to a known medical or genetic condition
(p = 0.06). Responses to favors from colleagues and/or peers
also depended on the type of setting the participant worked in
at the time of their pregnancy and whether or not they were
exclusively providing counseling in a prenatal setting (p =
0.002). Those participants providing prenatal care in a private
practice were more likely to respond Bno^ to receiving favors
from colleagues (p = 0.005). As both a patient and peer, the
majority of respondents noted that they did not need to contact
their obstetric care provider or midwife more often than
normal for increased anxiety during their pregnancy
(66%, n = 138/208) (Fig. 1). A sample of open-ended
participant responses that further illuminate these findings
is presented in Table 3.

Forty percent of participants responded Byes^ to having
more options than their clients in choosing which provider
would perform an invasive test (e.g., amniocentesis) (n = 88/
209) whereas 30% of participants responded Bno^ (n = 61/
209) (Fig. 2). Age of a counselor (> 35 years) also influenced
whether or not participants were more likely to choose which
provider would perform invasive testing (p = 0.05). However,
the type of setting for providing prenatal care did not influence
the response to choosing a provider for invasive testing
(p = 0.07). Overall, participants reported having easier ap-
pointment scheduling for their prenatal care in comparison

to their clients (Byes^ = 46%, n = 97/209) (Bno^ = 42%, n =
87/209), especially if they had a family history of a genetic
condition (p = 0.02). If genetic testing was pursued during a
pregnancy, the majority of participants reported not receiving
test results any faster than their clients (Bno^ = 55%, n = 115/
209) (Byes^ = 32%, n = 67/209). Interestingly, this was not the
case for participants who underwent genetic counseling for a
pregnancy, as they were more likely to respond Byes^ to re-
ceiving test results faster than their clients (p = 0.01).
Regardless of the perceived turnaround time for results, 71%
of participants Bagree/strongly agree^ that prenatal genetic
counselors have better access to prenatal screening/testing ver-
sus the general population (n = 150/210) (Fig. 3). These quan-
titative findings are further supported through a sample of
open-ended participant responses in Table 3.

Integrating Personal and Professional Needs

When questioned whether or not participants had been asked
to be a mock patient or subject for training of another col-
league on the job during a past or current pregnancy (e.g., to
train a resident how to scan a fetus), more participants reported
that they were Bnever/rarely^ asked (70%, n = 141/203).
Fifteen percent of participants Boccasionally^ were asked to
be a mock patient (n = 31/203), and 7% felt they were
Bfrequently/always^ asked (n = 14/203). Table 3 includes ex-
amples of open-ended participant responses that are relevant
to these findings.

Although the majority of participants reported that they
Bnever/rarely^ had apprehension about going into work as a
pregnant prenatal counselor (60%, n = 121/203), 26%
Boccasionally^ experienced apprehension (n = 52/203), and
9% Bfrequently/always^ did (n = 18/203). This apprehension
was more significant depending on the age of the counselor, as
participants who were ≤ 35 years of age experienced appre-
hension more frequently (p = 0.02). Independent of age, ap-
prehension was also more significant if the participant had a
family history of a genetic condition (p = 0.03). In addition,
more frequent apprehension experiences neared significance
depending on whether the participant had a history of a child
who either underwent genetic testing (not including the new-
born screen) or had a genetics evaluation (p = 0.06).

Participants in the study were asked, BHow do you think
your profession as a genetic counselor influenced your dis-
closing of your/your partner’s pregnancy to acquaintances,
friends, family, and colleagues?^ Responses varied depending
on which individual a participant was disclosing to (Fig. 4).
More often, participants decided to reveal their pregnancy
earlier (before 12 weeks gestation) to colleagues (23%, n =
47/207) than to family (16%, n = 34/207), friends (8%, n = 17/
208), and acquaintances (2%, n = 5/208) (Fig. 3). There were a
number of significant factors impacting the timing of pregnan-
cy disclosure for participants. These included the participant’s

Fig. 1 Percentage of participant responses to BFrom your experience as a
prenatal genetic counselor, do you believe you contacted your OB/GYN
or midwife more often than normal for increased anxiety?^ based on a
Likert scale (n = 208*). *BDo not wish to report,^ BNot Applicable,^ and
BUndecided^ responses are not shown
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Table 3 Sample of participant responses to open-ended questions

Finding Sample quotations

Receiving favors BI was working as a prenatal genetic counselor in my first pregnancy and I was able to get as many ultrasounds as I
wanted at work. Now, as a laboratory genetic counselor in my next pregnancy, I greatly miss that benefit^—P1

BI did receive more thorough/closer monitoring than I otherwise would have, as my first [pregnancy] had ‘borderline’
ventriculomegaly that might not have been reported had I not been friendly with the sonographer and the
perinatologist^—P2

BI think I asked my boss (who was also my maternal fetal medicine doctor during my pregnancy) about different things
probably far more often than the average pregnant patient. It was easy access to answers as soon as I thought of a
question—I just had to walk down the hall….Anytime I thought my baby wasn’t moving as much, or had any other
concern, I’d just ask one of my sonographers to take a quick look^—P3

BI do know that one ofmy colleagues was able to get an ‘extra’ ultrasound at the last minute because she had bleeding and
our [maternal fetal medicine doctor] said ‘let’s look.’ I thankfully never had a need to ask for a ‘favor’ ultrasound, and
never asked just to ‘double check’^—P4

BMy co-worker did a quick gender scan while my in-laws were in town for their sake but we couldn’t tell the gender
anyway. Otherwise, I tried to be a totally normal patient!^—P5

BI felt dizzy on a hot day once when I was 35 weeks [pregnant] and had one of our nurses check my blood
pressure^—P6

BI completed my prenatal care at a different hospital than where I was employed; however my obstetrician was aware I
was a prenatal genetic counselor and let me make my own decisions regarding any and all screening/testing that
involved genetics. [My doctor] would call me personally with my results (even when all were normal…not his usual
method) since I would want additional information the nurses may not be able to tell me^—P1

BThe favor was having the lab leave the gender off of the cytogenetics report as I didn’t want to know and didn’t want my
colleagues to see the report. After my daughter was born the lab gave me a copy of the karyotype^—P7

BIf I had wanted invasive testing, I would have been able to select who performs the procedure (and whether it is
performed at a certain facility) and would also have been able to select what lab(s) to send samples to^—P8

BI had an extra unofficial ultrasound at 16–17 weeks in each of my pregnancies because of my anxiety. My physician did
give permission to our unit to do these scans. It helped me feel significantly less anxious^—P9

BI experienced a post-amnio complication, and believe I was able to get in faster for [follow-up] than
clients; could have been my awareness of what was needed, but may also have been my flexibility in
being in proximity to the center^—P10

BMyOB called me at night at home with my abnormal quad screen results and offered to have me scanned in [labor and
delivery] that evening. I declined that option, but one of the [maternal fetal medicine physicians] did a detailed
ultrasound first thing the next day. I doubt that would have occurred if I did not work at the hospital and know
everyone involved in my care^—P11

Mock patient BI did get a 4D ultrasound during a job interview (ha!) when I was 7 months pregnant (the radiologist wanted to practice
with a machine on loan)^—P12

BI was asked if I could be scanned to help calibrate a new ultrasound machine. I work very closely with our sonographers
so I was very happy to help and did not feel any pressure when they asked^—P13

BI was asked to be interviewed by a local news agency and videotaped getting an ultrasound when I was pregnant and our
clinic was initiating our integrated screening program^—P14

BI was pregnant just at a time when the first trimester screen was starting to be offered to women of average risk. I was
literally the FIRST woman of average risk at my clinic to have it done. It actually worked out nicely, as there were
some process issues we needed to work out^—P15

Disclosure of pregnancy BMy supervisor (another prenatal genetic counselor) was the only person who knew of our pregnancy around 6 weeks.
This was in case there was a miscarriage and I needed to leave work during the day^—P12

BI had to tell people [about my pregnancy] where I worked earlier than I normally would as I was scheduled for a NT
(nuchal translucency) measurement. Ideally, I would have liked to disclose later in pregnancy^—P16

BI hadn’t disclosed my pregnancy to anyone outside the family when I miscarried at 8 weeks, and everyone found out
anyways ‘cause I was off work for a week and I had to provide a doctors note. While it was confidential, people still
put it together. It was really pointless in the end trying to keep it a secret^—P17

BI needed to de-brief with my genetic counselor colleagues and felt that disclosing my pregnancy early to them helped
with that^—P18

BMost people don’t tell their co-workers about their pregnancies before their family—but [prenatal genetic counselors]
work together every day and we all know pregnancy is a hope not a promise. This way the medical assistants can draw
a beta hCG, and we can have early weekly viability ultrasounds at work^—P19

BBecause of the workplace, once friends/colleagues knew, there was no point in not letting everyone know^—P20

BI waited until 16 weeks to tell my colleagues and would have waited longer if I could^—P21
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pregnancy history (p = <0.0001), especially if they experi-
enced a high-risk pregnancy (p = <0.0001) or if the participant
experienced a pregnancy that resulted in a miscarriage, still-
birth, or termination due to a known medical or genetic con-
dition in the fetus (p = 0.04). Some of these factors are
highlighted via open-ended participant responses in Table 3.

Discussion

A total of 215 participants completed an anonymous, online
survey initially designed to assess whether experiencing preg-
nancy and/or parenthood impacts the prenatal genetic coun-
selor in not only a biological but also psychological way. For
this paper, findings pertinent to the perceived changes in ob-
stetric care reportedly experienced while working in the pre-
natal setting as a pregnant prenatal genetic counselor are
discussed including the integration of newfound personal

needs with professional needs once pregnant. In the following
sections, we address the practice implications of these findings
along with our research recommendations and study
limitations.

Perceived Changes in Care for the Pregnant Prenatal
Genetic Counselor

Our study demonstrated that changes in obstetric care exist for
the pregnant prenatal counselor either because of being a ge-
netic counselor or because of working in the same facility as
their prenatal care provider. For better or worse, many partic-
ipants noted that they were able to have more ultrasounds than
typically performed for the average prenatal patient—some-
times without charge (Table 3). Besides receiving extra ultra-
sounds, some participants reported receiving other favors
from colleagues and/or peers, such as measuring of blood
pressure when feeling faint or ill during their pregnancy or
receiving results in a manner outside of the normal work flow
(Table 3). This finding suggests that pregnant prenatal genetic
counselors have the potential to tailor their obstetric care
needs while working where they counsel, further supported

Table 3 (continued)

Finding Sample quotations

BSince I received my prenatal care elsewhere, I was able to tell my colleagues at the normal time^—P22

Other implications B[Prenatal genetic counselors] might have better access to screening/testing, but there is NO anonymity^—P23

BMy doctor handed memy [test] result while I was in the break room eating lunch. He didn’t realize hemight need to call
me in his office and let me process the news^—P24

Sample quotations are retrieved from participants (denoted as BP#^), wherein each B#^ specifies a different participant (unless a participant is quoted
more than once)

Fig. 2 Number of participant responses to BAs a prenatal genetic
counselor (GC), during your/your partner’s pregnancy did you
experience…?^ (A) More options than your clients in choosing which
provider would perform an invasive test (e.g., amniocentesis). (B)
Changes in care either because of being a GC or because of working in
the same facility of the care provider. (C) Easier appointment scheduling
than your clients. (D) Receipt of test results faster than other clients. (E)
Favors from co-workers (e.g., checking of fetal heart tones, extra
ultrasounds) (n = 209*). *BDo not wish to report,^ BNot Applicable,^
and BUndecided^ responses are not shown

Fig. 3 Number of participant responses to, BIn general, do you believe
that prenatal genetic counselors (GCs) have better access to prenatal
screening/testing vs. the general population? And vs. other types of
GCs?^ (n = 210*) based on a Likert scale. *BDo not wish to report,^
BDo not recall,^ and BNot Applicable^ responses are not shown
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by the ease of access to those providers that surround them
(Table 3). While we find it appropriate that colleagues and/or
peers are sensitive to the prenatal counselor’s desires about her
obstetric care and that these individuals also acknowledge the
counselor’s background and experience in the area, there is
lack of empirical evidence to suggest whether these strategies
are effective in balancing the emotional well-being of the
counselor given the circumstances.

Interestingly, in contrast to Menezes et al.’s (2010) find-
ings, the majority of participants in our study did not report
an increased amount of anxiety for their pregnancy while
practicing as a prenatal genetic counselor. Although we ex-
pected the trend to be similar, possible explanations for this
difference might be based on the reported ease of access to
prenatal care providers at their workplace and/or the ease of
access to prenatal screening/testing options compared to their
clients (Table 3). Presumably, this could also be due to some
counselors having more options than their clients in choosing
the providers involved in their care. In this light, it seems
reasonable to speculate that when the counselor has more of
a direct role in decision-making for who provides her care,
how they provide it, and when/where it happens, it could
lessen a pregnant prenatal counselor’s anxiety. Counselors
who were > 35 years of age along with counselors who exclu-
sively provided prenatal counseling at the time of the survey
had more of an opportunity to be involved in the decision-
making process. This could be due to havingmore experience/
seniority in their work place and/or having deeper or more
trusting relationships with their colleagues and/or peers.
Albeit, counselors may also have more confidence in
confronting colleagues and/or peers about their obstetric care
requests based on their age, potentially given their maternal
age-related risks for fetal aneuploidy. Separate to age, coun-
selors with an atypical pregnancy history or family history of a
genetic condition also felt that they had more weight in decid-
ing who would provide their care. One could argue that this

finding might also be a result of the relationships established
in the workplace and counselors feeling comfortable enough
to disclose this information to colleagues and providers so that
their care can be managed more effectively for their needs.

Integrating Personal and Professional Needs

Findings from our study suggest that participants were typi-
cally not asked to be a mock patient or subject for training of
another colleague on the job during a past or current pregnan-
cy. Noteworthy, however, are the comments participants pro-
vided regarding this topic if they did happen to be a mock
patient (Table 3). One of the participants actually confessed
to being a mock patient while pregnant during an interview for
a position. Of important note, most of the counselors acknowl-
edged that they did not feel forced or incentivized to carry out
these requests. This may have been due to the nature of the
institution in which the counselors worked given that 72% of
participants reported practicing at an academic or university
medical center. Moreover, contributing to the education of
others is a staple of the genetic counseling profession
(National Society of Genetic Counselors: Code of Ethics)
and 63% of the participants reported their role involved teach-
ing or supervision of students in some way at time of survey
completion. Participants also brought attention to their expe-
riences being used as a mock patient when implementing or
initiating new systems-level processes or techniques within
the prenatal department where they worked (Table 3). It is
unknown whether or not being a mock patient within their
workplace contributes positively or negatively to the pregnant
prenatal genetic counselor’s overall perception of care—par-
ticularly given that accounts of shifting the focus of a coun-
selor’s personal pregnancy into a useful training tool for col-
leagues has yet to be addressed within the literature.

While participants reported a range of complex feelings in
deciding when to disclose their pregnancies to colleagues,
family, friends, and acquaintances, an important finding from
this study emerged from the reactions of counselors when
disclosing to their colleagues. Though it was anticipated that
participants were more likely to reveal their pregnancy later
(after 12 weeks gestation) to friends and acquaintances, unan-
ticipated was the higher frequency of pregnancy disclosure
earlier (before 12 weeks) to colleagues more often than to
family. In commenting on their experiences, participants in
the study expressed that they felt obligated to reveal their
pregnancies earlier than desired to their colleagues because
of the nature of where they worked, with a majority of partic-
ipants wanting to disclose their pregnancies to colleagues later
on in gestation (Table 3). This may be due to circumstance
(such as an early ultrasound and/or OB appointment), rather
than specific choice—a sentiment noted by a participant in the
study (Table 3). Based on these findings, it appears that

Fig. 4 Number of participant responses to, BHow do you think your
profession as a genetic counselor influenced your disclosing of
your/your partner’s pregnancy to acquaintances (n = 208*), friends (n =
208*), family (n = 207*), and colleagues (n = 207*)?^ *BDo not wish to
report,^ BNot Applicable,^ and BUndecided^ responses are not shown
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pregnancy in the workplace for a counselor can assert her
presence while shattering her privacy at the same time
(Zucker 2015).

Anxieties and hesitancies about when to disclose a preg-
nancy to colleagues might also be due to the perceived chang-
es in obstetric care prenatal genetic counselors reportedly en-
counter based on this study. Some participants went as far to
say that they traveled outside of the city in which they worked
to seek obstetric care in order to avoid their workplace and to
preserve their anonymity (Table 3). Counselors might also
initially avoid pregnancy disclosure based on the con-
cern that colleagues will suspect an increased subjectiv-
ity in their interactions with patients—particularly given
the previous literature that suggests prenatal counselors
have a better understanding or a more intimate connection
with their patients once experiencing pregnancy themselves
(Balcom et al. 2013; Menezes et al. 2010; Hatten 2002;
McCarthy Veach et al. 2002).

Aside from having hesitations with timing of pregnancy
disclosure to colleagues, many participants within our study
noted a willingness to disclose their pregnancy to colleagues
earlier because of a need for support if something unexpected
were to happen with their pregnancy. Given these findings,
one potential option a pregnant prenatal counselor might con-
sider is to disclose their pregnancy upfront to colleagues
alongside any wishes for either maintaining privacy or the
need for open communication.

Implications for Training/Practice

The results of the current study illustrate that for the trained
prenatal genetic counselor, there are potential changes in ob-
stetric care one may face when experiencing pregnancy, the
consequences of which are unknown. Awareness of these
findings may help place heightened emotions experienced
by the pregnant prenatal genetic counselor into an understand-
able context, if applicable. Logical venues for education about
this topic could include genetic counseling training programs.
Preemptive exposure in genetic counseling training programs
regarding potential changes in obstetric care or how a prenatal
genetic counselor may approach pregnancy differently than
her clients might also allow for students to better recognize
or anticipate these experiences if they are to become pregnant
in the future or experience parenthood through other means.

Another potential route for addressing this topic is through
continuing education for genetic counselors. Although the
majority of counselors in our survey felt supported and admit-
ted to benefitting from their interactions with colleagues and/
or peers while pregnant, a subset of counselors also reported
frustrations in lacking anonymity when receiving obstetric
care within the institution in which they worked. Should a
prenatal genetic counselor suspect that receiving care from
colleagues and/or peers might compromise their emotional

well-being during pregnancy and/or the environment in which
they work, counselors could consider seeking additional ave-
nues for receiving their prenatal care. We recognize that this is
not always an option given that counselors can be limited by
several factors to only seek care at their place of employment
(e.g., health insurance). Albeit not necessary, some counselors
may even consider switching specialties if they are uncom-
fortable with the idea of practicing in an area where they will
receive obstetric care or feel unable to address their concerns
with their colleagues upfront. Previous literature has already
pointed out that some prenatal counselors will end up leaving
their roles inevitably, simply due to the Bburnout^ that can
proceed after experiencing the anxiety-provoking responsibil-
ities of their profession combined with their own pregnancy
experiences (Vokits Cohen 2002). Confronting the challenges
of working in a prenatal setting while pregnant proactively
with colleagues and caregivers could aid in one’s transition
and also alleviate some of the reported negative implications
associated with this major life event for prenatal genetic
counselors.

Future Research

As this paper only discusses findings pertinent to the pregnant
prenatal counselor, additional research possibilities could in-
clude examining the implications of pregnancy and/or parent-
hood in other specialty areas of genetic counseling, such as an
adult or pediatric general genetics setting. We anticipate that
these challenges will be relevant to a range of other healthcare
professionals as well (e.g., sonographers or maternal fetal
medicine physicians), potentially normalizing the impact of
pregnancy in the workplace and allowing for a more open
discussion. Furthermore, it may be helpful to investigate
how certain medical concerns, such as infertility, affect a pre-
natal genetic counselor—as a counselor in the position of
wanting to become pregnant may find it challenging to work
with a pregnant patient. Additionally, an exploration of a part-
ner’s pregnancy for a male prenatal genetic counselor would
assess whether or not some of his issues are similar to those of
his female colleagues. Finally, research aimed at identifying
any tools that will help prenatal genetic counselors anticipate
their own likely reactions to pregnancy as it progresses in the
workplace as well as the reactions of others (particularly other
medical professionals) will be especially helpful given the
findings of our study.

Study Limitations

Several limitations of the present study suggest caution in
drawing definitive conclusions. Primarily, participants of our
survey may differ in important ways from non-respondents.
For example, there is a possibility that participants of the sur-
vey had an invested interest in this topic (i.e., genetic
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counselors experiencing less anxiety or compassion fatigue
were more likely to participate, or conversely, to avoid partic-
ipating in this study). This may limit the generalizability of the
findings. Additionally, this paper focused exclusively on the
pregnant prenatal genetic counselor’s experience and as such,
findings may not be applicable to other genetic counseling
specialties. It must also be known that we conducted a number
of univariate tests without controlling for familywise error.
Although this is permissible in an exploratory study, it in-
creases the likelihood that some of the significant findings
may be due to chance.

Conclusions

This is one of the first studies to generate specific insights
concerning a pregnant prenatal genetic counselor’s obstetric care
and how she might approach her pregnancy differently because
of her experience within the prenatal setting. Findings of this
study demonstrate that the way in which the prenatal genetic
counselor responds to a pregnancy witnessed by colleagues
and/or peers can depend on a number of factors, including preg-
nancy history, family history, age of the counselor, and the type
of institution where the counselor provides prenatal counseling.
This study has emphasized the need for education on this topic in
training programs and through professional development in or-
der to address the implications of being pregnant as a genetic
counselor while working in the prenatal setting, including action-
able ideas to help foster a workplace that supports the genetic
counselor’s right to privacy during their pregnancy if so desired.
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