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ABSTRACT 

STUDY QUESTION: What are experiences of infertility-related traumatic events and are these associated with symptoms of Post- 
Traumatic Stress Disorder (PTSD) and Complex PTSD (CPTSD)?

SUMMARY ANSWER: Infertility-related trauma results from the interplay between a strong unfulfilled desire for children, negative 
reproductive events and (lack of) associated care, with 9% and 32% of those reporting a traumatic event meeting criteria for PTSD 
and CPTSD, respectively.

WHAT IS KNOWN ALREADY: There is worldwide recognition that fertility treatment is highly stressful, but limited understanding 
of its potential to trigger traumatic responses like PTSD and CPTSD. PTSD is a mental health disorder characterized by reexperiencing 
the traumatic event, avoidance of traumatic reminders, and a sense of ongoing threat. CPTSD is diagnosed when trauma also leads 
to difficulty managing emotions, negative self-concept, and disturbances in relationships. We aimed to document infertility-related 
traumatic events and how these are associated with symptoms of PTSD and CPTSD.

STUDY DESIGN, SIZE, DURATION: Mixed-methods online survey co-produced with and disseminated by the charity Fertility 
Network UK. Inclusion criteria were being an adult, having suffered from infertility or attended a fertility clinic within the last 5 years, 
and the ability to read/write English. Eight hundred and sixty-five consented, and 590 (68%, final sample) reported on their most trou
bling infertility experience.

PARTICIPANTS/MATERIALS, SETTING, METHODS: Most participants were highly educated white heterosexual women in a relation
ship. The average age was 37.54% had children, 65% were trying to have (more) children, and 30% were undergoing treatment. 
Infertility-related trauma experiences and symptoms were assessed with the International Trauma Questionnaire (ITQ, Cloitre et al, 
2018, 2021), a validated questionnaire that asks people to describe the experience that troubles them the most and to rate how much 
18 trauma-related symptoms bothered them in the past month (Likert scale, from 1—none at all to 5—extremely). The ITQ is used to 
identify participants meeting criteria for PTSD, CPTSD, or both. We replaced ‘experience’ with ‘infertility experience’. Participants 
also reported on other traumatic experiences, on 12 negative reproductive events (e.g. failed cycle, treatment, [recurrent] miscar
riage, stillbirth, and experiences of care).

MAIN RESULTS AND THE ROLE OF CHANCE: Descriptions of infertility troubling experiences yielded 31 categories, 7 themes and 3 
meta-themes. Themes showed that suffering and distress are omnipresent in fertility care due to the stressful nature of fertility 
treatment journeys (e.g. emotional burden, invasive procedures), reproductive loss (e.g. cycle failures, miscarriages), and lack of con
trol (e.g. over access to treatment and its outcomes). This repeated accumulation of distress was compounded by care perceived as 
dismissive (e.g. insensitive and unsupportive care) and medical trauma (e.g. complications, errors) and had a functional impact at 
the individual and social level. Fifty-three (9%) participants met criteria for PTSD, 189 (32%) for CPTSD, with 242 (41%) meeting criteria 
for PTSD or CPTSD. Three-hundred and twenty-eight (56%) participants reported other traumatic events, the 3 most frequent refer
ring to achievement (45%, health and parenthood goals, for example, adoption disruption, recurrent miscarriage), survival (27%, e.g. 
accidents, traumatic birth) and autonomy (17%, e.g. rape, domestic abuse). The most reported negative reproductive events were un
successful cycle (79%), miscarriage (57%), and unsuccessful treatment (52%). Ninety (16%) participants reported that staff discussed 
trauma with them, 154 (28%) that staff put in place support, and 334 (61%) that the care received made their distress worse. Logistic 
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regression (χ2 ¼ 78.600, df ¼ 11, P < .001) explained 21.7% of variance in meeting criteria for CPTSD. Participants who met criteria for 
CPTSD were less likely to have children (OR ¼ 0.461 [0.280, 0.759]), more likely to report a strong child desire (OR¼1.202 [1.036, 1.395]), 
to have experienced their troublesome infertility experience within the last year (ref category within last year, 1 to 5 years OR ¼ 0.557 
[0.339, 0.917]), having ended treatment without children (OR¼ 1.630 [1.051, 2.529], having experienced recurrent miscarriage 
(OR¼ 2.2028 [1.109, 3.709]), and reporting that care received made trauma worse (OR¼ 1.788 [1.124, 2.845]). Background factors (e.g. 
ethnicity, sexual orientation) were not associated with CPTSD and none of the factors measured were associated with PTSD.

LIMITATIONS, REASONS FOR CAUTION: The survey may have attracted people self-identifying as having experienced traumatic 
events, but the sample is overall representative of the typical fertility care population and at risk-groups (e.g. ethnicity, sexual 
orientation, asylum seekers) were unrepresented. Participants meeting criteria for PTSD and CPTSD diagnoses were identified using 
a self-reporting questionnaire, but which is validated, sound and internationally used.

WIDER IMPLICATIONS OF THE FINDINGS: Many fertility patients have experienced or will experience traumatic events prior to 
and/or during treatment, and trauma responses can be compounded by poor care and psychosocial contexts. Traumatic events and 
symptoms must be recognised in clinical practice to prevent (re)traumatising patients, as many will return for treatment and risk 
re-exposure.

STUDY FUNDING/COMPETING INTEREST(S): None.

TRIAL REGISTRATION NUMBER: Not applicable.
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Introduction
Many patients describe infertility and its treatment—including 
reproductive losses like miscarriage and recurrent miscarriage— 
as traumatic. However, few studies have explored if and how fer
tility care is associated with symptoms of trauma-related clinical 
diagnoses. The NHS defines traumatic events as events or cir
cumstances perceived as harmful or life-threatening. Most peo
ple exposed to traumatic events will experience some level of 
distress, around 1 in each 3 people will experience lasting nega
tive effects on well-being and functioning (NHS, 2022), and a mi
nority will develop Post-Traumatic Stress Disorder (PTSD) or 
Complex PTSD (CPTSD). PTSD manifests as re-experiencing, 
avoidance, and heightened threat perception, while CPTSD 
includes these symptoms along with disturbances in self- 
organisation, such as emotion regulation difficulties, negative 
self-concept, and relational challenges (WHO, 2022). Failure to 
identify trauma responses in fertility care risks invalidating 
patients’ lived experiences. For example, emotional dysregula
tion and increased reactivity are trauma symptoms that can be 
misinterpreted as ‘difficult’ behaviour, leading to stigma or pen
alties. It also prevents the provision of mental health care for 
those more seriously affected (i.e. those with a diagnosis of PTSD 
or CPTSD). In this mixed-methods online survey study, we inves
tigated infertility-related traumatic experiences, PTSD and 
CPTSD symptoms, and trauma-related care.

A significant proportion of fertility patients are likely to have 
experienced one or more traumatic events prior to starting treat
ment. Around 90% of adults report a history of at least one trau
matic experience, including violence, racism, or medical trauma, 
with 8% subsequently developing PTSD (Lewis et al., 2019). 
Lifetime PTSD prevalence is 8% in women and 3.4% in men in the 
USA (Schein et al., 2021). In primary care settings, PTSD preva
lence is estimated in a systematic review at 12.5%, with lifetime 
diagnosis rates ranging from 14.5% to 48.8% (Spottswood et al., 
2017). Since fertility treatment primarily targets women, the gen
dered disparity in trauma exposure is relevant, as women are at 
greater risk of certain traumatic events (e.g. sexual victimization, 
intimate partner violence) prior to treatment than are men. For 
example, in Europe, 26% of women have experienced sexual vio
lence (Li et al., 2023), and sexual assault prevalence ranges from 
6.2% to 52.2%, depending on definition and measurement 
(Dworkin et al., 2021). In some countries, infertility is strongly 
linked with violence against women. A meta-analysis reported a 
36% 12-month prevalence and 47% lifetime prevalence of 

intimate partner violence among infertile women in low- and 
middle-income countries (Wang et al., 2022). Given the intrusive 
nature of fertility procedures, it is essential to consider how 
treatment may re-trigger trauma. Retriggering happens when a 
previous trauma response is reactivated, often unintentionally, 
via exposure to a reminder of the original traumatic event. 
Indeed, routine exams, personal questioning, invasive touch, and 
provider authority are seen to trigger memories of past trauma 
by women undergoing perinatal care (Gordon et al., 2025). 
However, within fertility care, this is not routinely considered in 
clinical practice.

Fertility treatment may also induce a trauma response. It can 
be physically painful, emotionally exhausting, and frightening— 
all of which are hallmarks of medically traumatizing events 
(Kazak et al., 2006). For example, although the cause of PTSD was 
unknown, 6% of women undergoing obstetric/gynaecological 
procedures in one study met PTSD criteria, and many reported 
their procedures as traumatizing (Menage, 1993). Reproductive 
loss—including failed cycles, ectopic pregnancies, and miscar
riage—is common and has been associated with subclinical 
symptoms of post-traumatic stress. One multicentre prospective 
study found that after miscarriage or ectopic pregnancy, 34% of 
women reported symptoms of Post Traumatic Stress (PTS, less 
intense than PTSD, may resolve with time) at 1 month, 26% at 
3 months, and 21% at 9 months. 7%, 8%, and 4% of their partners 
reported symptoms of PTS at the same time intervals (Farren 
et al., 2021). Additionally, most patients must undergo repeated 
treatment cycles if they wish to conceive, resulting in prolonged 
exposure to distress, loss, and uncertainty, which risks leading to 
cumulative emotional burden (Boivin et al., 2020). This cumula
tive burden may further worsen even when treatment ends in 
childbirth, as childbirth can also be traumatising: meta-analysis 
shows 4% of women meet PTSD criteria postpartum (Ayers 
et al., 2016).

Some researchers argue that infertility, although not life- 
threatening, can be experienced as traumatic because it threat
ens a core life goal: parenthood. This may threaten psychosocial 
assumptions about life (and fertility) as fair, predictable, and 
controllable. Ethnographic meta-synthesis (19 qualitative stud
ies, 503 females) shows women see infertility and its treatment 
as personal reproductive trauma associated with intense stress, 
grief, insomnia, shame, and guilt, with distress persisting beyond 
pregnancy (Assaysh-€Oberg et al., 2023). Traditional definitions of 
traumatic events have been critiqued for overlooking cumulative 
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or subjectively distressing experiences such as illness or loss 
(Boals, 2018; Burstow, 2003). When more inclusive definitions of 
what counts as a traumatic event are used, infertility can be seen 
as a threat to psychosocial integrity and basic human needs for 
affiliation, legacy, and control (especially in pronatalist societies) 
that could lead to the development of clinically significant 
trauma responses (Archetti, 2024). Many patients report PTSD 
and CPTSD-like symptoms during fertility treatment. These in
clude emotional distress triggered by reminders of infertility 
(PTSD criteria 1, ICD-11), negative self-perception (e.g. shame, 
worthlessness, CPTSD criteria 2), avoidance (e.g. of social settings 
involving children, PTSD criteria 2), and emotional dysregulation 
(e.g. anger, numbness, CPTSD criteria 1) (Gameiro et al., 2015). 
Subjective experiences of events which are perceived as trauma
tizing are linked to symptoms of PTSD, regardless of whether 
they meet diagnostic criteria for PTSD (Maschi et al., 2011).

Whether a fertility patient’s symptoms of PTSD began prior to 
or during fertility treatment, the emotional consequences (e.g. 
worsening of symptoms, distress, functional impairment) of the 
failure to address trauma are similar. Despite this, few studies 
have investigated trauma responses prior to and during fertility 
care. Three cross-sectional studies (n¼66, 352, and 173) found 
that 5%, 37%, and 41% of women undergoing fertility treatment 
met criteria for PTSD, respectively (Hahn et al., 2021; Roozitalab 
et al., 2021; Cogendez et al., 2023). The differences may reflect di
verse patient profiles, contexts, and assessment tools. PTSD diag
nosis in these studies was associated with higher depression, 
anxiety, and lower quality of life (Yang and Yeo, 2017). One addi
tional study found people with fertility issues had higher PTSD 
avoidance symptoms compared to those with other reproductive 
losses, though total PTSD scores were similar. In this study, a 
provisional diagnosis of PTSD was given to 46% of participants 
who reported experiencing traumatizing reproductive experien
ces (Brigance et al., 2023). These studies did not consider CPTSD. 
Cumulative exposure to traumatic events—including cumulative 
loss and failed cycles—may lead to the development of 
CPTSD, yet cumulative fertility-specific risk factors are un
der-researched.

This survey-based study aimed to investigate infertility- 
related trauma in patients receiving care in the UK and Ireland. 
First, we reported on the proportion of participants meeting diag
nostic criteria for PTSD, CPTSD, or either—hereafter (C)PTSD, as 
defined by the World Health Organisation and operationalised in 
the International Classification of Diseases (WHO, 2022), as this 
is the classification system used in the UK and Ireland. Second, 
we documented patients’ perceptions of infertility-related trau
matic events and associated care. After we investigated back
ground, fertility, trauma, and care factors associated with 
meeting criteria for PTSD or CPTSD. Finally, we examined well- 
being differences between those who met and did not meet PTSD 
or CPTSD criteria and with or without a clinical diagnosis 
of PTSD.

Materials and methods
Participants
Inclusion criteria were age 18þ, experience of infertility or fertil
ity clinic attendance within 5 years, and English literacy. A 5-year 
window was chosen due to the known lasting impact of trau
matic experiences. An a priori power calculation for logistic re
gression indicated a required sample of N¼ 445 to detect a 
medium effect size (0.5) with α ¼ 0.05, power ¼ 0.80, assuming a 
10% PTSD prevalence—consistent with lifetime prevalence 

estimates in women—to differentiate individuals meeting versus 
not meeting PTSD or CPTSD criteria.

Materials
The Trauma in Infertility Survey (TIS) was a mixed-methods on
line survey hosted on Qualtrics (Qualtrics, Provo, UT, USA), com
prising five sections designed to comprehensively assess 
participants’ backgrounds, fertility histories, traumatic experien
ces, fertility care, and well-being.

The background section assessed age (in years), gender identity, 
sex assigned at birth, ethnicity, sexual orientation, education, 
asylum seeker or refugee status, relationship status, religion, and 
country of residence.

The fertility history and treatment section included a set of ques
tions to assess strength of child desire (no desire at all [0] to a very 
strong desire [10]), parental status (childless, children), trying sta
tus (trying, never tried, tried and stopped), fertility care status 
(fourteen options, e.g. never had treatment, waiting to start, un
dergoing surrogacy with donated eggs or sperm), funding (totally, 
partially, or self- funded, unsure), past treatment, and total 
cycles done.

The about trauma and how it affects you section began with the 
International Trauma Questionnaire (Cloitre et al., 2018; Cloitre 
et al., 2021). The ITQ asks people to think about and describe ‘the 
experience that troubles you the most’ [open-ended text] and specify 
when it occurred (ranging from <6 months ago to >20 years ago). 
It then asks people to keep that [infertility-related] experience in 
mind when rating how much 18 trauma-related symptoms (e.g. 
“avoiding external reminders of the experience”) had bothered 
them in the past month (on a 1–5 scale, from none at all to ex
tremely). The ITQ applies a diagnostic algorithm to determine 
whether respondents meet criteria for PTSD or CPTSD, in line 
with the International Classification of Diseases (WHO, 2022). 
Specifically, a diagnosis of PTSD requires the endorsement (i.e. 
scoring 2 or higher) of one of two symptoms from the symptom 
clusters of re-experiencing in the here and now, avoidance, and 
sense of current threat, plus endorsement of at least one indica
tor of functional impairment. A diagnosis of CPTSD requires, in 
addition to the PTSD criteria, the endorsement of one of two 
symptoms from each of the three Disturbances in Self- 
Organization cluster (affective dysregulation, negative self- 
concept, disturbances in relationships) and one indicator of 
functional impairment related to these symptoms. Systematic 
review provides empirical support for the reliability and validity 
of the ITQ (Redican et al., 2021). One study using the ITQ in fertil
ity patients reported that 13% of women and 3% of men met cri
teria for PTSD (Tetecher et al., 2024), though CPTSD was not 
assessed. In our study, we adapted the ITQ by replacing the term 
‘experience’ with ‘infertility experience’. Participants were also 
asked whether there were other experiences in their life they 
would consider stressful or traumatic (yes/no), to describe these 
[open-ended], and report when they occurred. They were then 
asked if they agreed to be shown a list of 13 reproductive events 
(e.g. unsuccessful fertility cycle, miscarriage, ectopic pregnancy) 
and, if so, to indicate which they had experienced and how long 
ago the most recent occurred.

The about your reproductive or fertility care section explored how 
participants perceived the support received from healthcare pro
fessionals (HCPs). Participants reported whether HCPs had dis
cussed infertility-related trauma and ways to cope with it (yes/ 
no), whether they offered support (yes/no/not needed), and 
whether any part of care worsened their trauma (yes/no/not ap
plicable). Open-ended boxes enabled participants to provide 
details. Ratings were also collected on comfort levels when 
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discussing trauma or requesting support (from 1—not at all com
fortable to 5—extremely comfortable) and on their evaluation of 
the support received (from 1—extremely bad to 5—extremely 
good, or not applicable).

The about your wellbeing section used the World Health 
Organisation Wellbeing Index (WHO-5; Topp et al., 2015) to assess 
recent mental wellbeing. The WHO-5 includes five statements (e. 
g. ‘I have felt calm and relaxed’) rated on a six-point scale from 0 
(none of the time) to 5 (all of the time), covering the previous two 
weeks. Total scores are scaled from 0 to 100, with higher scores 
reflecting better well-being. In the UK, the general population 
mean is 58.6 (56.1 for women, 61.3 for men), and a 10-point dif
ference is considered clinically meaningful. Internal consistency 
for the WHO-5 in this study was high, with a Cronbach’s alpha 
of 0.88.

Procedures
The TIS was disseminated by Fertility Network UK (FNUK) 
through patient and professional networks, including email lists, 
closed Facebook and WhatsApp groups, open social media chan
nels, and stakeholder lists comprising health professionals, fertil
ity clinics, government representatives, and allied organisations 
(e.g. BICA, HFEA, British Fertility Society, Endometriosis UK, 
Miscarriage Association, Donor Conception Network). The survey 
ran from October 27 to November 25, 2023. On clicking the link, 
participants received an information sheet explaining the study’s 
purpose, voluntary nature, 30-minute duration, and their right to 
skip questions or withdraw. Participation was open to all, regard
less of trauma history. Those who consented accessed the sur
vey. Upon completion, participants were thanked and provided 
with further study information and a range of support contacts.

Data analysis
Descriptive statistics were used to characterize the sample across 
background, fertility and treatment history, and trauma—includ
ing proportions meeting criteria for PTSD, CPTSD, or (C)PTSD— 
and associated care experiences. We considered valid to group 
patients meeting criteria for PTSD or CPTSD when describing the 
sample because these share a core set of criteria and risk factors 
and are perceived by some researchers as falling on a continuum 
of severity or complexity of trauma response (e.g. Cloitre et al., 
2018). Differences between those meeting and not meeting (C) 
PTSD criteria were tested using chi-square (χ2) or t-tests (t), as ap
propriate. Multivariate logistic regression analyses were con
ducted to identify background, fertility, trauma, and care 
(independent) variables associated with PTSD and CPTSD (depen
dent variables). All variables showing significant univariate asso
ciations were entered in each model. Results reported model 
significance (χ2), odds ratios (OR) with 95% CIs, and proportion of 
explained variance (Nagelkerke R2). ANOVA was used to examine 
differences in well-being between participants who met and did 
not meet criteria for PTSD and CPTSD, as well as between those 
with and without a clinical PTSD diagnosis. These analyses con
trolled for all variables associated with well-being in univariate 
tests, specifically education, parental, and trying status. 
Significance (F-test) and effect size (eta squared, η2) were 
reported. η2 values below 0.06 indicate small, between 0.06 and 
0.15 moderate, and above 0.15 large effect sizes. A significance 
threshold of P < 0.05 was used.

Open-ended descriptions of ‘the infertility-related experience 
that troubles you the most’, “support put in place”, ‘support that 
could be offered’, and ‘aspects of care that made trauma worse’ 
were analysed separately, using Braun and Clarke (2006) guide
lines. These included familiarization, inductive coding, theme 

and meta-theme generation, and iterative team discussions. The 
generation of meta-themes was made separately for the question 
regarding the most troublesome infertility-related experience 
and experiences of care. Themes and meta-themes were pre
sented with explanatory narratives and illustrative quotes. 
Coders considered inductive coding was appropriate given that 
the use of clinical models of trauma would not be appropriate in 
this non-clinical sample and the absence of clinical diagnoses. 
For these reasons, no qualitative comparisons were made be
tween participants meeting and not meeting ITQ criteria for (C) 
PTSD, though this is noted in the illustrative quotes used. Ellipses 
( … ) indicate omitted text; square brackets [] clarify meaning. 
Open-ended accounts of other traumatic experiences were de
ductively coded using Kira’s (2001) trauma taxonomy because 
participants were specifically asked about stressful or traumatic 
events. Descriptions too vague to classify were labelled ‘Not 
specified’. Qualitative coding was performed by A.D., S.G., and L. 
C., with disagreements resolved through discussion.

Ethical approval
The study was approved by the Cardiff University’s School of 
Psychology Ethics Committee (EC.21.11.09.6442GA6).

Results
Recruitment outcome
A total of 1012 survey accesses were recorded, and 899 participants 
provided consent. Of these, 34 were excluded due to duplicate 
responses. From the remaining 865 consenting individuals, 590 
reported a traumatic experience or completed the International 
Trauma Questionnaire (ITQ) and were thus included in the final 
sample—representing 68% of those who consented.

The final sample of 590 participants had an average survey 
completion rate of 96.7% (SD¼ 7.9%, range¼ 58–100%), with an 
average completion time of 19 minutes (SD¼ 9.3, excluding out
liers; range¼ 5–8636 minutes).

Tables 1 and 2 detail participants’ background, fertility, and 
treatment history. Most were women, white, heterosexual, part
nered, and university educated, with an average age of 37. Over 
half had children, were trying for children, and had undergone 
an average of four treatment cycles.

Proportion of participants meeting criteria for 
PTSD, CPTSD, or (C)PTSD
Fifty-three (9%) participants met criteria for PTSD, 189 (32%) met 
criteria for CPTSD, and 242 (41%) met criteria for any of these di
agnoses, that is, (C)PTSD. Fourteen participants (2.4%) were not 
classifiable. A total of 56 (10%) participants reported having re
ceived a clinical diagnosis of PTSD. Participants who received a 
clinical diagnosis of PTSD in the past were more likely to meet 
criteria for CPTSD (13.5% vs 7.9%, χ2 ¼ 4.297, P ¼ 0.045), but not 
for PTSD (6.4% vs 10%, χ2 ¼ 0.648, P ¼ 0.606).

Infertility-related experiences
Three-hundred and twenty-eight participants provided a descrip
tion of their infertility experience that troubles them the most, 
corresponding to 55.9% of the total sample. Participants meeting 
criteria for PTSD or CPTSD were more likely to have had the expe
rience within the last year than participants not meeting criteria 
(43.1% vs 26.6%, χ2 ¼ 24.600, P < 0.001).

Thematic analysis of participants’ narratives yielded 1714 ini
tial codes, which were organized into 31 categories, 7 core 
themes, and 3 overarching meta-themes. A thematic map illus
trating these relationships is shown in Fig. 1 and illustrative 
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quotes are presented in the text. Detailed descriptions of themes, 
categories, and further illustrative quotes can be found in 
Supplementary Tables S1, S2, S3, S4, S5, S6, and S7.

The main meta-theme reflects perceptions that Suffering and 
distress are omnipresent in fertility care. This was supported by 
three interrelated themes: the extremely distressful nature of 
fertility treatment, reproductive loss, and lack of control. 
Participants described (in)fertility journeys as extremely distress
ful due to the ongoing emotional strain, physical burden, and in
vasive procedures, making treatment feel ‘all-consuming’ (P 560). 

‘I felt like I was in a tunnel. I had to force myself to get up each 

day and function. I returned to work and at the first sign of 

pressure, I had an anxiety attack and was sent home’. P 141, 

Met criteria for (C)PTSD

Many spoke of the painful contrast between their hope and ef
fort to have children and the deep disillusionment when treat
ment failed. Even when IVF resulted in pregnancy, the initial joy 
often gave way to anxiety. The process left them emotionally 
exhausted, with many feeling that it had taken over every aspect 
of their lives.

Fertility journeys were also marked by the (repeated) experi
ence of reproductive loss. Participants described loss as beginning 
with the shock of infertility or diagnosis, followed by repeated cy
cle failures, miscarriages, stillbirths, and perinatal deaths: 

‘Everything about it is traumatizing - physical violation, con

stant emotional trauma, ( … ), the absolute utter grief of it. 

Grief that has nowhere really to go because it’s a grief for 

something that never was’. P 69, Did not meet criteria for 

(C)PTSD

Table 1. Participants background characteristics (N¼ 590).

Total sample  
N¼590

Did not meet criteria  
for (C)PTSD  

n¼334

Met criteria for  
(C)PTSD  
n¼242

t/χ2

Age, M (SD) [range]65 missing
37.14 (5.06) [23–65] 37.44 (5.09) [27–65]

36.88 (4.98) [26–53] 1.238
% n % n

Gender identity
Women 98.0 578 98.2 328 97.5 236
Men 1.5 9 1.5 5 4 1.7 1.461
Prefer to self-describe 0.3 2 0.3 1 0.4 1
Prefer not to say 0.2 1 0 0 0.4 1
Sex assigned at birth2 missing

Female 98.0 578 98.2 328 97.5 236 1.401
Male 1.6 9 1.5 5 1.7 4
Prefer not to say 0.2 1 0 0 0.4 1
Ethnicity
Asian 2.4 14 2.1 7 2.9 7 2.823
Black/African/Caribbean 0.8 5 1.2 4 0.4 1
Mixed 1.5 9 1.5 5 1.7 4
Other 0.3 2 0.3 1 0.4 1
Prefer not to say 0.2 1 0 0 0.4 1
White 94.7 559 94.9 317 94.2 228
Sexual orientation31 missing

Heterosexual or straight 94.6 529 95.0 304 93.8 212
Queer (gay or lesbian, bisexual, not sure, prefer to self-describe) 5.0 28 4.4 14 6.2 14 2.288
Prefer not to say 0.4 2 0.6 2 0 0
University education2 missing

No 16.7 99 15.0 50 19.2 46 3.220
Yes 83.0 488 85.0 284 80.4 193
Prefer not to say 0.2 1 0 0 0.4 1
Asylum seeker/refugee4 missing

No 99.8 585 100 332 99.6 240 1.380
Prefer not to say 0.2 1 0 0 0.4 1
Relationship status3 missing

Single/divorced/separated/widowed 5.8 34 6.0 20 5.4 13
Partnered/married/cohabiting 93.9 551 93.7 311 94.6 228 0.835
Prefer not to say 0.3 2 0.3 1 0 0
Religion1 missing

No religion 50.8 299 50.8 169 50.8 123
Christian (all denominations) 45.5 268 45.3 151 45.5 110
Other 3.1 18 3.0 10 3.3 8 0.521
Prefer not to say 0.7 4 0.9 3 0.4 1
Country of residence
England 62.0 366 62.6 209 61.6 149
Northern Ireland 11.7 69 11.7 39 11.6 28
Republic of Ireland 5.3 31 4.8 16 5.8 14 0.527
Scotland 10.7 63 10.8 36 9.9 24
Wales 6.4 38 6.3 21 7.0 17
Other 3.9 23 3.9 13 4.1 10

Note: 14 people could not be classified as meeting criteria for C(PTSD) or not.
M, mean; (C)PTSD, Post Traumatic Stress Disorder or Complex Post Traumatic Stress Disorder; t¼ t-test; χ2, Chi-squared test.
�P < 0.05, ��P < 0.01, ���P < 0.001.
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‘I still have days where the grief is unbearable. I am unable to 

talk about my experience without crying and sometimes feel 

quite isolated. My mum who I have always been quite close to 

told me I needed to get over it’. P 141, Met criteria for (C)PTSD

Secondary infertility was often overlooked, adding to partici
pants’ pain. Grieving was seen as a central, ongoing part of the 
journey, yet the depth and duration of suffering were rarely ac
knowledged by others. Ending treatment without children was 
experienced as an invisible loss of the future patients had envi
sioned, compounding feelings of isolation and sorrow.

Lack of control was also experienced and stemmed from high 
treatment costs, unequal NHS funding access, uncertainty de
spite major sacrifices, prolonged waiting, and the absence of 
patient-centred care. These structural barriers left participants 
feeling frustrated and hopeless, compounding the emotional toll 
of infertility and making the journey feel unpredictable, inequita
ble, and beyond their influence or control. 

‘The uncertainty around whether it would ever happen was 

crippling. The amount of drugs, time, admin, waiting that you 

have to do when going through infertility and then undergoing 

treatment is all consuming and there is still no guarantee’. P 

560, Did not meet criteria for (C)PTSD

The second meta-theme reflected the repeated accumulation of 
distress inherent to these three aspects of fertility care, which 
was compounded by dismissive care and medical trauma. 
Dismissive care reflected perceptions of being treated insensitively 
or without compassion by HCPs, receiving poor communication, 
and lacking adequate preparation for treatment (e.g. information 
about success rates). Participants noted limited emotional sup
port and systemic barriers to empathetic care: 

‘The process is extremely cold and harsh, the emotional pres

sures through the treatment are never addressed properly in 

the clinics and the recognition of this also in clinic is quite 

poor’. P 85, Met criteria for (C)PTSD

Table 2. Participants’ fertility and treatment history characteristics (N¼ 590).

Total sample  
N¼590

Did not meet criteria  
for (C)PTSD  

n¼334

Met criteria  
for (C)PTSD  

n¼242
t/χ2

Child desire, M (SD) [range]16 missing
8.75 (2.31) [0–10] 8.35 (2.57) [0–10] 9.31 (1.72) [0–10]

–5.256���

% n % n % n

Children9 missing 53.9 313 61.8 204 43.3 103 19.139���

Non-assisted reproduction 13.7 81 14.7 49 12.0 29 0.865
Assisted reproduction of own gametes 34.9 206 41.9 140 26.9 65 13.878���

Assisted reproduction donated gametes 7.8 46 9.6 32 5.0 12 4.29�

Surrogacy 0.3 2 0.3 1 0.4 1 0.053
Adopted 0.3 2 0.3 1 0.4 1 0.053
Fostered 1.2 7 0.9 3 1.2 3 0.159
Stepchildren 0 0 0 0 0 0 –
Years trying, M (SD) [range]7 missing 4.83 (2.67) [0.17–16.33] 4.72 (2.55) [0.17–12] 4.94 (2.79) [0.17–16.33] –0.784
Currently trying13 missing 9.403��

No, never tried 1.0 6 1.2 4 0.8 2
No, tried and stopped 34.3 199 39.6 129 27.4 65
Yes 64.6 373 59.2 193 71.7 170
Years since stopped22 missing 2.81 (3.24) [0–22] 2.91 (3.26) [0–22] 2.66 (3.30) [0.08–20.17] 0.482
Trying independently218 missing 1.486
No, with partner 98.4 366 99.0 190 97.6 166
Yes 1.3 5 1.0 2 1.8 3
Prefer not to say 0.3 1 0 0 0.6 1
Fertility care status38 missing

Never did treatment 1.3 7 1.3 4 1.3 3
Diagnosis, waiting to start treatment 5.1 28 4.2 13 5.8 13
Treatment own gametes 20.5 113 15.7 49 27.4 62 37.621���

Treatment donated gametes 4.5 25 4.2 13 5.3 12
Surrogacy 0.2 1 0 0 0.4 1
Did treatment, no children 25.0 138 20.1 63 31.0 70
Did treatment, pregnancy or child 43.5 240 54.6 171 28.8 65
Years doing treatment, M (SD) [range]44 missing 3.56 (2.64) [0.08–15.5] 3.53 (2.58) [0.08–15.5] 3.56 (2.74) [0.08–15] –0.126
Treatment funding390 missing

Totally publicly funded 22.5 45 22.6 21 20.6 21
Partially publicly funded 6.5 13 3.2 3 9.8 10 3.695
Self-funded 61.0 122 62.4 58 60.8 62
Unsure 10.0 20 8.8 11 10.3 9
Past fertility treatment
OI, IUI, AI with own gametes 38.1 225 38.6 129 37.6 91 0.062
IVF, ICSI with own gametes 74.2 438 74.0 247 75.2 182 0.116
OI, UIU, AI, IVF, ICSI with donated gametes 14.1 83 13.5 45 14.9 36 0.229
Surrogacy with own or donated gametes 1.0 6 1.2 4 0.8 2 0.188
Other (e.g. surgery) 18.5 109 19.2 64 18.6 45 0.029
Total cycles done, M (SD) [range]58 missing 4.12 (3.70) [1–25] 3.90 (3.37) [1–23] 4.32 (3.87) [1–25] –1.284

Note: 14 people could not be classified as meeting criteria for C(PTSD) or not.
AI, artificial insemination; (C)PTSD, Post Traumatic Stress Disorder or Complex Post Traumatic Stress Disorder; ICSI, intracytoplasmic sperm injection; M, mean; 
OI, ovulation induction; SD ¼ standard deviation; t¼ t-test, χ2, Chi-squared test.
�P < 0.05, ��P < 0.01, ���P < 0.001.
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The increasing marketization of fertility services further eroded 
trust. These experiences undermined patients’ ability to cope with 
setbacks and negatively impacted their mental health and overall 
well-being.

Medical trauma stemmed from painful, distressing, and some
times life-threatening procedures, surgical complications, and 
care errors that caused delays or inappropriate interventions, po
tentially reducing the chances of having children. Participants 
also described discovering new health issues or having long-term 
conditions exacerbated by treatment. These difficult experiences 
added complexity to their fertility journey and were seen to be 
minimised or dismissed by HCPs. 

‘With the interruptions in the room, people coming and going 

and the pain and discomfort I was experiencing I started to 

cry. The nurse asked why I was crying. At this point I was in a 

distressed and almost dissociative state. The consultant finally 

performed the transfer which had taken an hour in total. I left 

the clinic in tears ( … )’. P 80, Met criteria for (C)PTSD

The third meta-theme captured the functional impact of infer
tility at the social and personal level. Social impact captured views 
that the fertility journey is an isolating experience, straining cou
ple communication and intimacy, and causing jealousy or anger 
toward other people with children. Participants reported limited 
support, especially from friends and family: 

‘I was very fed up, emotionally withdrawn from social situa

tions, I was angry with other people’s birth announcements 

and most of my friends had babies or kids so I reduced the 

amount I saw them. I felt life was so unfair’. P 441, Did not 

meet criteria for (C)PTSD

Social impacts extended to work, where treatment was hard to 
balance, created additional stress, and often reduced productivity.

The broken-self theme captured a sense of shattered identity, 
marked by self-blame, feelings of inadequacy, shame over unmet 
social expectations, and a deep detachment from or even hatred 
toward one’s own body: 

‘The news it hadn’t worked again was indescribable. I have 

never felt that desperate. I screamed for about half an hour 

and had to be calmed down. These experiences have caused 

me to truly hate my own body. I’ve never felt so angry, and it is 

all anger towards myself’. P 54, Met criteria for (C)PTSD

Other reproductive and life events
Table 3 summarizes participants’ responses regarding other re
productive events. Nearly all (96.4%) agreed to report on repro
ductive events, with no significant differences between those 
meeting and not meeting (C)PTSD criteria. The most frequently 
reported events were one or more unsuccessful fertility cycles, 
followed by miscarriage and failed fertility treatment. 
Participants meeting criteria for (C)PTSD were more likely to 
have experienced unsuccessful fertility treatment, abortion, mis
carriage, recurrent miscarriage and less likely to experience 
health complications after birth than participants who did not 
meet criteria.

Table 4 presents other stressful or traumatic life events, cate
gorized using Kira (2001) taxonomy, along with illustrative 
quotes. A total of 328 participants (55.9%) reported one or more 
stressful or traumatic life events, with an average of 1.41 
(SD¼ 0.65). The most prevalent types of events were achievement 
or self-actualisation—primarily linked to fertility-related losses 
preventing participants from having (more) children—and sur
vival. Survival traumatic events encompassed baby loss, miscar
riage, and life-threatening reproductive and non-reproductive 
events (e.g. car accidents).

Experiences of reproductive or fertility- 
related care
Figure 2 presents participants’ ratings of trauma-informed care 
(TIC) experiences. A minority reported that HCPs discussed 
trauma (15.9%) or provided support (26.8%), while 17 participants 
(3.0%) said support was not needed. The majority (61.1%) felt 
aspects of care worsened their trauma, and 12 (2.2%) said the 
question was not applicable. Those meeting criteria for (C)PTSD 
were more likely to report care worsened their trauma than those 
who did not meet criteria (70.7% vs 54.1%, χ2 ¼ 15.742, P < 0.001). 
Likert-type responses indicated participants generally felt un
comfortable discussing trauma or seeking support from HCPs, 

Figure 1. Thematic map representing the three meta-themes (grey background) and seven themes (white background) identified in qualitative 
analysis of traumatic experiences reported (N=590). For detailed descriptions of each theme and their categories, prevalence and level of 
endorsement by participants, and illustrative quotes, refer to Supplementary Tables S1, S2, S3, S4, S5, S6 and S7.
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and their overall evaluation of trauma support was negative, 
with no significant differences as a factor of meeting criteria for 
(C)PTSD.

Thematic analysis of narrative responses generated 1326 ini
tial codes, which were grouped into 25 categories, 5 themes, and 
4 meta-themes (see Supplementary Fig. S1 for a thematic map). 
Illustrative quotes are presented in the text, with detailed themes 
descriptions in Supplementary Tables S8, S9, S10, and S11.

The first meta-theme reflected an unmet need for psychosocial 
care. Participants described limited preparation for the psychoso
cial impact of infertility and poor access to support, reducing 
their ability to cope, including when treatment did not work. 

‘I have been having fertility treatment for 8 years in total, in

cluding with my daughter. No one has ever offered me support 

with the impact this has had on my mental health or even ac

knowledged it is hard’. P 183, Met criteria for (C)PTSD

When participants discussed infertility-related distress with 
HCPs, most reported being offered or referred to counselling and 
received some form of talking therapy, including CBT, hypno
therapy, mindfulness, or trauma-specific interventions like Eye 
Movement Desensitization and Reprocessing. Most sessions were 
short-term, often limited to one, three, or six appointments. 
HCPs explored topics such as grief, treatment impact, fears for 
future children, and communication with partners or employers. 
Participants also discussed non-counselling support, such as so
cial networks or signposting to services (e.g. support groups, be
reavement midwives), and that they were rarely offered mental 
health medication. Participants recommended counselling, sup
port groups, and tailored resources. They suggested clear adver
tising, accessible referral pathways, and integration of support— 
especially counselling—into fertility treatment as a standard, 
rather than optional, part of care. 

‘I saw a fertility psychologist before starting treatment and she 

outlined the steps to take if I need any further support 

throughout my journey and beyond, the resources available, 

etc’. P 154, Did not meet criteria for (C)PTSD

The second meta-theme focused on communication and informa
tion provision. Many participants described care experiences as 
dismissive, lacking empathy and compassion. Poor language 
choices, tone, and even microaggressions—such as BMI shaming, 
ageism, or misogyny—were reported. Patients highlighted a lack 
of recognition or validation of their emotional and physical 
needs, which were often minimised or ignored. They also noted 
limited preparation and inadequate information about treatment 
outcomes and impacts, leaving them feeling unable to express 
their needs. Only few participants recalled discussions about 
expectations for their fertility journey. Participants called for sys
temic and cultural change in fertility services, including better 
administrative communication, clearer information, and im
proved HCP communication styles. From the outset, discussions 
should address both the physical and mental impacts of IVF, not 
just success rates. Aligning expectations with reality could help 
reduce the psychological impact and trauma experienced 
throughout the treatment process. 

‘Unsupportive or unhelpful comments. A constant push to 

carry on with treatment due to the funding constraints regard

less of my wellbeing. Being told by the consultant to put my 

“big girl pants” on when I said how I was struggling to cope’. P 

34, Did not meet criteria for (C)PTSD

‘A clearer understanding of the impact IVF can have whether 

successful or not and to be told from the beginning the small 

chance of IVF even working’. P9, Met criteria for (C)PTSD

The third meta-theme captured organisational aspects of care. 
Patients described a lack of resources—funding, time, staff, and 

Table 3. Other reproductive events reported by participants (N¼ 590).

Total sample  
N¼590

Did not meet criteria  
for (C)PTSD  

n¼334

Met criteria  
for (C)PTSD  

n¼242
χ2

% n % n % n

Agreed to report on reproductive events10 missing 96.4 559 96.4 317 96.2 229 0.007
When reproductive events occurred22 missing

< 6 months ago 24.6 145 23.3 69 34.1 73 16.362��

6–12 months ago 16.6 98 15.9 47 22.4 48
1–5 years ago 39.8 235 52.0 154 36.4 78
5–10 years ago 4.9 29 5.7 17 5.1 11
10–20 years ago 1.9 11 2.4 7 1.9 4
>20 years ago 0.3 2 0.7 2 0.0 0
Reproductive events
Unsuccessful fertility cycles12 missing 79.2 441 77.5 245 81.1 185 1.041
Unsuccessful fertility treatment17 missing 52.2 288 46.6 146 58.4 132 7.269��

Ectopic pregnancy26 missing 9.0 49 9.1 28 8.1 18 0.148
Abortion28 missing 9.4 51 6.8 21 13.6 30 6.678�

Miscarriage22 missing 56.7 310 51.6 161 62.6 139 6.387�

Recurrent miscarriage27 missing 17.7 96 11.8 36 25.1 56 15.996���

Complicated birth23 missing 20.7 113 22.3 69 18.8 42 0.922
Stillbirth20 missing 2.2 12 1.9 6 2.7 6 0.340
Baby loss23 missing 0.9 5 0.3 1 1.4 3 1.844
Health complications during pregnancy29 missing 17.0 92 19.3 59 14 31 2.501
Health complications after birth19 missing 16.2 89 19.6 61 12.0 27 5.440�

Mental health problems19 missing 22.0 121 21.8 68 22.2 50 0.014
Other45 missing 13.6 66 11.9 33 16.3 32 1.886
Any of the above15 missing 95.8 531 95.6 301 96.5 218 0.276

Note: 14 people could not be classified as meeting criteria for C(PTSD) or not.
�P < 0.05, ��P < 0.01, ���P < 0.001.

(C)PTSD, Post Traumatic Stress Disorder or Complex Post Traumatic Stress Disorder; χ2, Chi-squared test.
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training—as well as treatment errors, poor management, and 
limited privacy, including distressing exposure to pregnant 
women during reproductive loss, delays and poor-quality care. 
COVID-19 restrictions further disrupted treatment. Participants 
recommended that services become more responsive to patient 
needs, offer clear information and treatment timelines, and en
sure easy access to support resources and referral pathways 
throughout the treatment pathway. 

‘Having minimal consultation at the clinic, feeling rushed 

through the process. I feel that our one shot of funded treat

ment was wasted due to our lack of understanding of the pro

cess and how much it was taken from us. We were deers in the 

headlights with no one really telling us any information that 

we could understand or process’. P 351, Met criteria for 

(C)PTSD

‘Better systems in the first place to prevent a lot of the distress 

that was caused through long wait times and admin errors’. 

P29, Met criteria for (C)PTSD

The final meta-theme contrasted the current business- 
focused model of fertility care with a preferred patient-centred care 
approach. Participants wanted individualized care plans with 
built-in mental health support and time to address their needs. 
They also called for IVF records to be accessible across the NHS— 
from GPs to antenatal services—to ensure continuity of care, rec
ognition of their experiences, and more tailored, informed sup
port throughout their reproductive journey. 

‘Because I went to a private clinic my GP was out of the loop- it 

would be good to have shared care with them’. P175, Did not 

meet criteria for (C)PTSD

‘Giving me an individualised care plan which I was involved in 

creating, rather than simply following their usual practice.’. P 

32, Did not meet criteria for (C)PTSD

Factors associated with meeting criteria for PTSD 
or CPTSD
Univariate associations
Differences between participants meeting and not meeting crite

ria for PTSD or CPTSD—that is, (C)PTSD, were reported in 

Table 1, Table 2, Table 3, Table 4, and Fig. 2. No significant differ

ences were observed between participants meeting and not 

meeting criteria for PTSD (data not reported). Compared with 

participants not meeting criteria for CPTSD, those who met crite

ria reported a stronger child desire (9.39 vs 8.44, P < 0.001), were 

less likely to have children (36.8% vs 62.4%, P < 0.001), more 

likely to be trying to have children (72.6% vs 60.5%, P ¼ 0.017), to 

indicate their infertility-related traumatic experience and repro

ductive traumatic events had happened less than a year ago 

(72.3% vs 54.8%, P < 0.001; 60.6% vs 38.9%, P < 0.001), and to have 

experienced failed treatment (61.6% vs 46.7%, P < 0.001), abortion 

(14.5% vs 7.3%, P ¼ 0.008), miscarriage (62.4% vs 53.2%, P ¼

0.044), and recurrent miscarriage (26.0% vs 13.2%, P < 0.001). 

They were less likely to have experienced health complications 

after birth (10.3% vs 19.3%, P ¼ 0.008) but more likely to report 

fertility care made trauma worse (72.7% vs 55.4%, P < 0.001).

Logistic regressions
No logistic regression was tested for meeting criteria for PTSD 

given lack of significant univariate associations.

Figure 2. Experiences of trauma-related care reported by participants (N=590). Error bars indicate standard error. (C)PTSD, Post Traumatic Stress 
Disorder or Complex Post Traumatic Stress Disorder; HCPs, healthcare providers.
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Logistic regression (χ2 ¼ 78.600, P < 0.001) explained 21.7% of 
variance in meeting criteria for CPTSD. Participants who met cri
teria for CPTSD were less likely to have children (OR ¼ 0.461 
[0.280, 0.759]), more likely to report a strong child desire 
(OR¼1.202 [1.036, 1.395]), to have experienced their troublesome 
infertility experience within the last year (ref category within last 
year, 1 to 5 years OR ¼ 0.557 [0.339, 0.917]), having ended treat
ment without children (OR¼ 1.630 [1.051,2.529]), having experi
enced recurrent miscarriage (OR¼ 2.2028 [1.109, 3.709]), and 
reporting that care received made trauma worse (OR¼ 1.788 
[1.124, 2.845]).

Associations between trauma and well-being
Figure 3 displays participants’ psychological well-being scores 
according to whether they met criteria for PTSD or CPTSD, and 
whether they received a clinical diagnosis of PTSD. Mean and 
standard deviation for the whole sample were 44.15 (21.8). One- 
sample t-test with the UK average for females (56.1) indicates 
moderately lower values (t ¼ –12.762, df¼ 541, P < 0.001, Cohen’s 
d ¼ 0.548). Participants who met criteria for CPTSD reported 
worse well-being scores than those who did not meet criteria 
(F¼ 68.227, df¼ 1, P < 0.001, η2 ¼ 0.12). No other statistically sig
nificant group differences were observed.

Discussion
This study provides the most comprehensive account to date of 
distressful reproductive and infertility events and experiences 
and their association with trauma symptoms among fertility 
patients in the UK and Ireland. Our findings indicate that clini
cally significant trauma symptoms are common in this popula
tion. Specifically, 9% of participants met the ITQ diagnostic 
criteria for PTSD and 32% for CPTSD. The most frequent trauma 
profile was CPTSD, characterised by difficulty regulating emo
tions, low self-esteem and self-hatred towards one’s body, part
nership challenges and deterioration of ones’ social networks. 
Distressing experiences were common and seen as omnipresent 
in the fertility journey for both those who did or did not report 
symptoms consistent with PTSD or CPTSD. Trauma symptoms 
were not associated with the ‘amount’ of treatment received. 
Instead, they were more likely to be reported among patients 
with a very strong desire for children who were (repeatedly) con
fronted with reproductive loss or medical trauma within the last 

year, instead of their desired child, and whose distress was not 
met with sufficiently empathetic care. The severity of distress ex
perienced may be reflected in the clinically significant lower psy
chological well-being reported by participants meeting criteria 
for CPTSD. Findings highlight the need to better understand 
trauma (symptoms, clinical diagnoses) in the context of fertility 
care via implementing further and more rigorous research to in
form how HCPS can recognize, evaluate, and support patients 
experiencing these.

The proportion of participants meeting criteria for PTSD and 
CPTSD in this study (9% and 32%) is considerably higher than UK 
adult population estimates (5.3% and 12.9%) using the same 
measure (Cloitre et al., 2018). The proportion of participants 
meeting criteria for PTSD is lower than observed in other health- 
related populations: 17.4% in people with cancer (Hansen et al., 
2021) and 20.4% in individuals with chronic pain (Siqveland et al., 
2017). The proportion of participants meeting criteria for CPTSD 
is also lower than in trauma and mental-health service samples 
collected in the UK (41.9% and 53.1%, Karatzias et al., 2016; 
Hyland et al., 2017) but higher than non-UK samples using the 
same measure (9.3% and 17.3%, Kazlauskas et al., 2018; Lueger- 
Schuster et al., 2018). The dominant trauma profile was CPTSD, 
reflecting complex emotional, cognitive, and relational disrup
tions consistently reported in infertility research (Verhaak et al., 
2007; Greil et al., 2010; Gameiro et al., 2015) that are typically de
scribed as stress- or grief-related in much of the infertility litera
ture. Although our study is unable to determine the cause of 
CPTSD symptoms and clinical diagnoses can only be assigned via 
performing a clinical interview, results highlight that some 
symptoms of distress reported by fertility patients are trauma re
lated. Qualitative and quantitative data show that CPTSD symp
toms in fertility patients are not linked to the amount of 
treatment but arise when individuals with a strong desire for 
children face repeated reproductive loss without sufficient sup
port or empathetic care. Taken together, this evidence likely re
flect participant self-selection in survey research, paired with the 
distinct psychosocial impact of infertility, which has been de
scribed by patients as being as stressful as cancer (Domar et al., 
1993) and is known to have a unique severe, prolonged, cumula
tive, but often not recognized emotional burden. These findings 
support patients’ perceptions of infertility and its treatment as 
personal reproductive trauma (Assaysh-€Oberg et al., 2023). They 
also support conceptualisation of infertility as a (non-life-threat
ening) traumatic event, in which potential for trauma is closely 
linked to the threat it poses to parenthood and assumptions 
about fertility as predictable and controllable (Olson, 1994). At 
this point, we must acknowledge the past, largely unsupported, 
claims that Borderline Personality Disorder (BPD) is associated 
with infertility, and the ongoing debate between the overlap of 
CPTSD and BPD (Cloitre et al., 2014; Owczarek et al., 2023). While 
the latter needs further investigation, this study’s participants 
did not report many BPD symptoms, such as disturbed patterns 
of thinking (e.g. hallucinations), impulsive behaviour (e.g. reck
less and irresponsible activities), and unstable relationships (e.g. 
frantic efforts to prevent being left alone). What is relevant for 
fertility care is that participants are reporting symptoms of 
CPTSD and requesting appropriate support to manage these.

Distressing reproductive events were highly prevalent in this 
sample. Consistent with IVF literature, over half of participants 
reported unsuccessful cycles (79%) and treatment (52%). 
Miscarriage (57%) and recurrent miscarriage (18%) were far more 
common in this study sample than in other studies reporting on 
miscarriage in women of similar age (15% and 2–5%, respectively) 

Figure 3. Psychological well-being of participants according to whether 
they met criteria for Post Traumatic Stress Disorder (PTSD) and 
Complex PTSD (CPTSD), and if they received a clinical diagnosis of 
PTSD. WHO-5¼World Health Organisation Wellbeing Index. Higher 
values indicate better well-being. The mean WHO-5 score for females in 
the UK is 56.1 (Topp et al., 2015). Error bars indicate standard error.
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(Larsen et al., 2013, Sunkara et al., 2014). Notably, a third of partic
ipants (33.9%) reported negative reproductive events within the 
last year, and this was linked to CPTSD symptoms. Combined 
with the finding that CPTSD diagnosis is linked to a strong desire 
for children, this suggests many patients may pursue further 
treatment while meeting diagnostic criteria for CPTSD. Less often 
considered is that some patients enter fertility care already car
rying symptoms consistent with PTSD or CPTSD. In our sample, 
56% reported prior traumatic life events, with nearly 30% 
experiencing threat to life and 35% reporting that event hap
pened within the past year. Undergoing fertility treatment in the 
context of unresolved distress from prior trauma exposure likely 
contributes to the chronicity and complexity of trauma symp
toms. Care models must account for how treatment may interact 
with prior trauma exposure (be it infertility or non-infertility re
lated). This is especially relevant as the UK and Ireland fertility 
patient population becomes more diverse. Single women and 
same-sex couples seeking treatment tripled and doubled, respec
tively, from 2011 to 2022, and Asian patients now account for 
15% of IVF cycles (HFEA, 2023), and minoritized groups are more 
likely to face adversity and trauma exposure (Craig et al., 2020; 
Maguire-Jack et al., 2020). Unfortunately, like much of the field, 
our sample mostly reflects the experiences of white heterosexual 
patients. Finally, fertility staff may vicariously experience 
patients’ trauma. One study with 1095 obstetricians and gynae
cologists working in the UK found two-thirds reported exposure 
to a traumatic work-related event and, of these, 18% reported 
clinically significant PTSD symptoms that were associated with 
lower job satisfaction, emotional exhaustion and uptake of sick 
leave. This is an area for future research (Slade et al., 2020).

Overall, findings suggest that traditional frameworks of stress 
and coping may be inaccurate or incomplete to understand and 
address patient distress. If future studies confirm that PTSD and/ 
or CPTSD are common among fertility patients, this will signifi
cantly impact how care is understood and suggest that such care 
be delivered in a trauma-informed manner. While stress and 
grief often follow an adaptive, though non-linear, recovery pro
cess with appropriate support (Djelantik et al., 2022), exposure to 
traumatic events can lead to chronic emotional dysregulation, al
tered self-perception, persistent avoidance, and even increased 
mortality risk (Nilaweera et al., 2023). Given that only around 56% 
of UK patients who undergo treatment achieve a live birth and 
that the postpartum period is a high-risk time for mental health 
issues (Meltzer-Brody et al., 2017) the potential for co-morbid or 
worsened mental health outcomes is considerable. The psycho
logical impact of unresolved trauma symptoms is considerable. 
In this study, participants meeting CPTSD criteria had WHO-5 
scores more than 10 points lower than those not meeting crite
ria—a clinically significant difference (Topp et al., 2015). 
Qualitative accounts confirmed the severity and wide-reaching 
effects of trauma, describing profound emotional suffering, ex
haustion, hopelessness, and a loss of meaning in life, with nega
tive impacts across personal, relational, and work domains. This 
highlights the need to recognise and address trauma symptoms 
and experiences in fertility care. From the patient perspective, 
more empathic, sensitive and responsive care with an integrated 
approach to mental health during patients’ fertility pathway, 
reflected at the organisational (e.g. information provision, articu
lation with other NHS services) and individual level (i.e. staff rec
ognize the traumatic potential of infertility and its treatment, 
their wide-ranging impacts on patients, and provide person- 
centred support) can make a significant difference. Clinics 
should explore adopting TIC, an approach that recognises 

trauma’s effects, identifies its signs, and creates a culture of 
safety while avoiding re-traumatisation (Substance Abuseand 
Mental Health Services Administration, 2014). TIC in fertility care 
needs to reflect the specific context of treatment (Lawson and 
Swanson, 2024) and should be co-produced with staff, patients, 
and stakeholders. While primarily patient-focused, TIC can also 
support staff.

This mixed-methods study offers a detailed view of infertility- 
related distress and the frequency of PTSD and CPTSD in an in
fertility mostly female patient population. The sample was large 
enough for robust analysis, but recruited mostly online through 
our charity partner, likely attracting people identifying as having 
experienced infertility as particularly distressing. Clinically sig
nificant symptoms of PTSD and CPTSD were assessed using the 
self-report, validated ITQ. A recent study found that adding clini
cal checks to clarify participants’ understanding of ITQ items re
duced prevalence estimates by 1.6% for PTSD and 4.6% for 
CPTSD (a relative drop of 29.6% and 48.4%, respectively) (Shevlin 
et al., 2025). Well-being was assessed at the end of the survey, 
and responses were likely primed by the previous reporting on 
traumatic events. This suggests our PTSD and CPTSD estimates 
and distress severity reports may be inflated. However, the sam
ple broadly reflects the typical research-active fertility care pop
ulation and men and important at-risk groups—such as ethnic 
minorities, LGBTQþ individuals, and asylum seekers—were un
derrepresented. Future research should be more inclusive and 
disaggregate results for these different groups.

The key implication of this study is the urgent need for more 
rigorous research into the presence of PTSD and/or CPTSD in di
verse infertility patient populations. Existing survey-based stud
ies show wide variability in PTSD and CPTSD estimates, likely 
inflated by self-selection, while underrepresenting higher-risk 
groups (e.g. minoritised patients, those with high risk for prior 
trauma exposure). To accurately establish prevalence, prospec
tive studies with consecutive clinic recruitment, repeated assess
ments, and diagnostic interviews to assess the cause and 
symptoms of PTSD and/or CPTSD are essential, particularly to 
capture CPTSD. Secondly, as in other areas of gynaecology, fertil
ity staff must recognise the traumatic potential of infertility and 
its treatment, and the wide-ranging impacts these have on 
patients, and clinics can adopt TIC.

In conclusion, distressing and potentially traumatizing experi
ences are common in fertility care. Staff must acknowledge that 
any patient may have a history of trauma. Not all patients will 
want to disclose this, and they do not have to. Staff do not need 
to know details about patient’s history, they just need to ask 
patients what reasonable adjustments they need in their care 
and endeavour to always provide sensitive care. These simple 
measures provide a good foundation to prevent (re)traumatising 
patients, particularly as many will return for treatment and risk 
re-exposure. The field needs to discuss how specific TIC practices 
should look like in fertility care.

Supplementary data
Supplementary data are available at Human Reproduction online.

Data availability
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