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Abstract
Reproductive trauma (RT) describes experiences of miscarriage, infertility, complicated birth, or infant health risks, often reoccurring. Currently, 15% of couples experience infertility worldwide and 30% of all pregnancies result in miscarriages (World Health Organization, 2023). The complexity of RT, lack of public awareness, and limited professional training puts individuals/couples at risk for developing mental health issues. This qualitative study explored clinicians’ experiences working with clients presenting with RT. Results revealed rich descriptions of the clinicians’ personal experiences that informed their work as they creatively developed clinical competence despite the paucity of specialized training, and combined evidence-based trauma interventions such as EMDR with other modalities in the absence of specialized RT therapy. Focus of treatment included trauma, grief/loss, relational distress and spiritual concerns. Participants emphasized the need for trauma-informed care for medical providers to increase mental health awareness and foster inter-collaboration between professions. Implications for future training and advocacy are discussed. 
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Clinicians’ perspective on counseling clients with reproductive trauma: A phenomenological study
Experiencing reproductive trauma is a growing problem worldwide. Reproductive trauma (RT) is specialized trauma consisting of miscarriage, infertility, premature or complicated birth, carrying a baby with health risks, experiencing postpartum depression or anxiety, and subsequent re-occurring losses (Jaffe, 2017). Infertility is defined as the inability to conceive after 12 months of unprotected sex for women aged 35 or younger or 6 months for women over 35 (World Health Organization, 2023). Pregnancy loss before 20 weeks’ gestation age is known as a miscarriage and pregnancy loss after 20 weeks is referred to as a stillbirth (CDC). Approximately one in four pregnancies will result in miscarriage, and one in six couples will experience infertility throughout the lifespan (World Health Organization, 2023). Despite the vast number impacted by RTreproductive trauma, there remains a gap in public awareness and unclear clinical treatment directions for mental health providers. 
. Due to the lack of available/adequate medical, mental health, and community support, individuals/couples are at risk for developing mental health challenges or worsening preexisting mental health challenges, including post-traumatic stress, depression, anxiety, relational issues, and spiritual distress (Born et al., 2018). Those who have experienced reproductive trauma may feel stigmatized, isolated, or dismissed by well-meaning friends, family, or their spiritual/religious community. As RT impacts a large portion of the population with increasing risk for mental health concerns, increased counselor awareness and training are needed to support this population. Little research exists from the perspective of clinicians who work with reproductive trauma, but there are a few studies that describe combining existing treatment modalities such as CBT and mindfulness techniques (Brigance et al., 2021; Chen et al., 2021; Dube et al., 2021). Additionally, while many clinicians working with this population have personally experienced RT, current research is scarce in describing how this may impact the therapeutic process (Bindeman, 2019; Jaffe, 2017). 	Comment by Vanessa Kent: maybe keep a couple to summarize the intensity of it as well as familiarize the effect to the reader	Comment by Caitlin Overfelt: I'm still trying to figure out how to keep part of this and have it flow with the other pieces...	Comment by Vanessa Kent: I reworked it. We can take out the mommy daddy piece it you like- I rewrote below as it was getting too hard to follow above
Understanding the Reproductive Story
 The concept of the reproductive story (Jaffe, 2017) provides key insights into the unique nature of reproductive trauma. Across cultures, becoming a parent is often seen as a natural life progression, with expectations shaped by familial influences and societal norms from an early age. Children, for example, frequently engage in role-playing as “mommy” or “daddy,” which represents the beginning of their personal reproductive story—a narrative of how they envision their lives unfolding (Jaffe, 2017). However, for many individuals, the reality of their reproductive journey does not align with this early vision. Infertility, miscarriage, or stillbirth can disrupt this expected life path, resulting in both physical and psychological distress (Dube et al., 2021; Zurlo et al., 2018).
Such disruptions can be classified as traumatic, often necessitating specialized mental health interventions. While these experiences may not meet the clinical criteria for post-traumatic stress disorder (PTSD) as outlined in the DSM, many individuals exhibit PTSD-like symptoms (Brigance et al., 2023). Raising awareness of reproductive trauma (RT) helps to destigmatize it and validate the experiences of those affected, which is a crucial step toward healing.
Current Therapeutic Protocols
	Despite the vast number of people experiencing reproductive trauma-related distress, few effective protocols exist specific to RT. Researched protocols include modified versions of traditional interventions such as mindfulness meditations, yoga, CBT, relaxation strategies, and imagery exercises (Frederiksen et al., 2015; Golshani et al., 2021). Unfortunately, these modified protocols only offer small to moderate effects (Golshnai, et al., 2021). Eye-movement desensitization and Reprocessing (EMDR) has been mentioned in some studies with reported improvement in trauma-related symptoms; however, the sample sizes are small (Baas et al., 2020; Chiorino et al., 2019; Vucina & Oakley, 2018). Additionally, the majority of the studies focused on the perinatal or postnatal period and utilized modified versions of the standard protocol to treat PTSD for improvement of birth experiences and bonding between mother and baby (Baas et al., 2020; Cortizo, 2020). It is unknown whether clinicians specializing in treating RT use a standard or modified version of EMDR due to the scarcity of research. Much of the research conducted on the efficacy of the above-mentioned protocols were quantitative and failed to specify details regarding how the clinicians applied these modified versions. Emotionally focused therapy has been used with couples experiencing infertility with promising results (Brigance et al., 2021; Najafi, 2015). Dube and colleagues (2021) found that most clinicians in their study use an eclectic approach when treating infertility-related distress. However, this approach lacks evidence-based support and findings were specific to infertility rather than broad experiences of RT. Understanding the lived experiences of clinicians working with specific populations is beneficial in gaining insight regarding more in-depth details of treatment approaches while also uncovering future research directions. 
The Clinician’s Experience
Mental health professionals are often drawn to the field due to their own personal experiences with mental health challenges, a concept referred to as the “wounded healer” (Conchar & Repper, 2014). Research indicates that clinicians with lived experiences may be more effective in instilling hope, as they tend to exhibit a heightened understanding and empathy for their clients' concerns (Conchar & Repper, 2014; Gilbert & Stickley, 2012). Clients frequently report positive experiences and stronger therapeutic relationships when clinicians, who ethically utilize self-disclosure, share similar lived experiences (Cleary & Ramour, 2022). Given the profound exposure to grief and loss in reproductive trauma (RT) cases, some clinicians may face the dual challenge of managing their own RT while helping clients process theirs (Jaffe, 2017). 
Though clinicians are encouraged to engage in self-care, consultation, and maintain self-awareness to ensure effective therapy, there is limited research exploring which self-care strategies are most effective. Gaining insights into how clinicians manage their own reproductive trauma while providing meaningful therapy to clients could benefit training programs for both current and aspiring RT specialists.
The Current Study	Comment by Vanessa Kent: i added this to separate from the method section.
This phenomenological study sought to explore the lived experiences of mental health clinicians who work with individuals and couples dealing with reproductive trauma. Given the limited research on specific treatment approaches for RT, as well as the lack of focus on clinicians' perspectives, this study aimed to fill that gap by examining how therapists address reproductive challenges such as infertility, miscarriage, and repeated loss, along with the absence of adequate support systems that disrupt their clients' reproductive narratives. 
The research sought to answer the following question: What is the lived experience of clinicians who provide mental health services to individuals or couples facing reproductive trauma? The study also investigated the therapeutic interventions used, treatment outcomes observed, and any recommendations for additional resources or training that could improve care. Emerging themes from the study included clinicians’ personal experiences, which enhanced their empathetic approach to RT; the creative ways they navigated the lack of specialized mental health training; the process of addressing trauma, grief, relational issues, and spiritual distress; frustrations with the medical community’s limited trauma-informed care; and the growing needs of the RT community. The participants’ voices highlighted the importance of raising awareness of RT. 
Method
 	A phenomenological design was selected for this study, as phenomenology aims to describe the shared or common meanings participants derive from their experiences of a specific phenomenon (Creswell & Poth, 2017). Specifically, transcendental phenomenology was chosen, which emphasizes removing researcher biases and presuppositions to allow for rich descriptions of participants' lived experiences. The concept of epoche, introduced by Husserl, is central to this approach. Epoche, a Greek word meaning "to abstain or stay away," refers to the practice of consciously setting aside current thoughts, beliefs, and judgments that may lead to bias (Moustakas, 1994, p. 85). Moustakas described this process as both challenging and essential to "suspend everything that interferes with fresh vision" (1994, p. 86). In keeping with this tradition, the researchers employed bracketing techniques to set aside assumptions and biases, thereby approaching the research with a fresh perspective focused on the experiences of clinicians treating reproductive trauma.
Design and Rationale	
A phenomenological design was used to capture the depth and meaning of participants' subjective experiences. This approach allowed the researchers to explore the "what" and "how" of clinicians' experiences in working with individuals or couples presenting with reproductive trauma (RT), and to document the essence of these experiences (Creswell & Poth, 2018). Understanding these experiences can provide valuable insights into the mental, emotional, and spiritual dimensions of RT, which may inform both treatment and training considerations.
To investigate this phenomenon, the research sought to answer a broad question: What are the lived experiences of clinicians who provide mental health services to individuals or couples experiencing reproductive trauma? Specific sub-questions delved into clinicians' decisions to specialize in RT, the personal attributes and experiences that guided these decisions, the training they received, the clinical, relational, and spiritual issues addressed in therapy, the specific interventions and techniques used, and the additional resources needed to serve this population.
Research Team 	
The research team consisted of two female licensed professional counselors with experience counseling individuals or couples dealing with infertility. Each researcher conducted approximately half of the interviews, and an independent licensed mental health counselor reviewed the final manuscript and agreed with the findings. The researchers adhered to bracketing, which involves “acknowledging and setting aside—but not abandoning—pre-existing knowledge and assumptions, allowing them to approach participants’ accounts with an open mind” (Starks & Trinidad, 2007, p. 1376). This required self-reflection, honest discussions, and accountability to ensure that their perspectives did not influence the research.
 	Given the sensitive nature of the topic, the researchers reflected on how their own reproductive journeys or clinical work might affect the study (Jaffe, 2015). Before beginning the study, the researchers discussed their reproductive histories, bracketed their biases and assumptions related to RT, and continued to reflect on these throughout the study. During participant selection, interviews, and data analysis, they used memoing and reflexive journaling to maintain transparency.
For full disclosure, one researcher experienced four years of infertility and multiple miscarriages before becoming a mother of three—two biological and one through adoption. The other researcher endured over a decade of infertility, several ectopic pregnancies that required emergency surgeries, and three rounds of IVF before successfully carrying a pregnancy to term.	Comment by Vanessa Kent: should we keep this or take out	Comment by Caitlin Overfelt: I think it's important to keep in and see what editors think
Participants
This study involved 14 participants, all licensed clinicians who provided counseling to individuals or couples dealing with reproductive trauma or infertility. For the purposes of this study, reproductive trauma was defined as experiences including infertility, miscarriage, ectopic pregnancy, premature birth, and health risks to either the baby or mother during pregnancy or delivery. After receiving approval from the university's research review committee, participants were recruited through listservs, Facebook groups, the American Society of Reproductive Medicine’s Mental Health Professional Group, and several clinical practices specializing in women’s issues. Purposeful sampling was used to gather participants with extensive and diverse experiences in RT, supplemented by snowball sampling to expand the pool. 
All participants signed informed consent forms and completed demographic questionnaires. Of the 14 participants, 13 were female. The group included five licensed professional counselors (or the equivalent), three social workers, three psychologists, and three marriage and family therapists. Their years of clinical experience ranged from 3 to 27 years, and all participants were actively practicing, either full-time or part-time. They represented a geographically diverse group from various regions of the Northeast, Mid-Atlantic, Midwest, and West Coast. Age and ethnicity data were not collected.
About the Researchers	Comment by Vanessa Kent: deleted and added to the researcher section
	Due to the sensitive nature of this topic, it was important for the researchers in this study to continually reflect and understand how their own reproductive story might impact their research (Jaffe, 2015). They discussed their reproductive journeys and engaged in reflexive journaling throughout the process, meeting frequently to discuss emerging themes. The first author experienced four years of infertility and miscarriage before becoming a mother of three, two biological and one by adoption. The second author experienced over a decade of infertility and loss, including several ectopic pregnancies resulting in emergency surgeries and three rounds of IVF before a successful pregnancy and live birth. 
Data Collection	Comment by Caitlin Overfelt: Should we include some examples of our open ended questions here?	Comment by Vanessa Kent: done but may be repetitive	Comment by Caitlin Overfelt: We could use the broader, overall research question for above and then break it down with specific questions asked here - thats consistent with APA7 guidelines for what to include within the data collection section
Both researchers conducted semi-structured interviews which allowed participants to speak of their experiences, clinical expertise, and personal views. Interview sessions took place over Zoom and ranged from 60-90 minutes with an average of 75 minutes. The interview questions included a combination of 13 open-ended questions and probing statements to best capture the rich experiences, stories, and viewpoints of participants. A sample of the open-ended questions included, “What personal attributes or experiences have prepared you to counsel those presenting with RT?, “What are some of the presenting concerns clients/couples express in the areas of mental health, relationships, or spiritual issues?” “What additional training would be beneficial to prepare clinicians to work with this population, and “What ancillary resources are used to support clients (medical, support groups, churches) within the community?” An example of a probing statement included, “Describe how your training has prepared you to work with this population.” Follow up questions were asked as needed for clarification. The interview recordings were transcribed using Otter.ai. All data was de-identified and pseudonyms used. Data was stored in password protected files on the researchers’ computers. Printed transcripts were stored in a locked file cabinet with no identifying information. Recordings were erased after transcripts were checked and confirmed to be accurate. 
Data Analysis	Comment by Caitlin Overfelt: include more detail about phenom. specific analysis from the literature	Comment by Vanessa Kent: Done
Thematic analysis is a research method used to identify and interpret patterns or themes in a data set in order to gain new insights and understanding (Naeem et al., 2023). This study utilized a six-step theme analysis technique including keyword and quotation selection, initial coding, theming, interpretation, and a report of the findings  (Braun & Clark, 2012). First, working independently, each researcher read through the electronically transcribed interviews, checking for accuracy and noting initial takeaways. Familiarization with the data involved reading all transcripts and interview notes multiple times, while journaling, and bracketing through memoing. Next, keywords and phrases were identified and matched with the most relevant quotations to animate the data (Naeem et al. 2023). This coding became the structure for organizing key phrases into meaningful themes or subthemes that provided layers of meaning and insights into the research question. Further thematic analysis involved one researcher constructing a coding tree while the other created a theme table as part of investigator triangulation (Guion et al., 2011). Researchers met frequently to review and rework themes throughout the process. Final phases involved conceptualizing broad themes in light of prior research to make meaning of these emerging concepts and to answer the research question around the phenomenon of clinicians’ experience working with RT (Creswell & Poth, 2018). The final product is the representation of the invariant experience of the clinicians that may be helpful for treatment and training purposes. 	Comment by Caitlin Overfelt: I love the details added here - should we add any clarity around or make specific that we also met multiple times to discuss our findings or is that implied?	Comment by Vanessa Kent: done
Strategies for Trustworthiness 
	To ensure trustworthiness (credibility, transferability, confirmability, authenticity, sampling adequacy, ethical validation, and substantive validation), multiple techniques were employed (Hays & Singh, 2023; Creswell & Poth, 2018). Purposeful sampling was used to assemble a range of perspectives along with iterative data collection as interviewing and analysis occurred concurrently until saturation was reached with no new emerging themes. Ample engagement with the participants occurred as the interviews were video calls ranging from 60-90 minutes as determined by the participants’ responses. Researchers were able to observe both verbal and non-verbal reactions and ask clarifying questions. The results of using well-constructed interview questions provided rich data that led to thick contextual description of the participants’experiences. At the close of the interviews, participants were encouraged to reach out by email if they wanted to add any additional comments or information. Several participants followed up with additional resources or clarifying statements. Member checking was employed as the thematic table was sent out to the participants. The small number of participants who responded, concurred with the findings. Researcher triangulation was employed as the researcher independently analyze the same data to check for consistency in interpretation. To enhance dependability through peer review of the methods, results, and conclusion (Creswell & Poth, 2018), the manuscript was sent to a practitioner/professor colleague who provided edits and confirmed the results. The researchers kept a robust audit trail that included journaling, memoing after each interview, and in the margin of the theme table during the analysis and cross-analysis. They continued to bracket their biases, expectations, and personal reactions through reflexive journaling and ongoing discussions. For example, reading through one of the quotes, one researcher commented that a participant’s statement got her in the “feels” while another talked to a colleague about the insensitivity of some medical professionals in handling miscarriages. Together and individually, they worked to maintain neutrality and objectivity. Although a full external audit was not possible, the trustworthiness was strengthened through additional collaborations with clinicians outside the study who confirmed the salience of the findings.  	Comment by Caitlin Overfelt: could we cut this since it's technically stated in another section?	Comment by Caitlin Overfelt: love this statement
Findings
Key themes that emerged included rich accounts of clinicians’ personal experiences, which enhanced their empathy toward clients dealing with reproductive trauma. Participants discussed how they creatively developed resources in the absence of specialized mental health training, their approaches to addressing trauma, grief, relational issues, and spiritual distress, and their frustrations with the medical community’s lack of trauma-informed care. The findings underscored the growing need for greater support and awareness for individuals and couples experiencing reproductive trauma, as voiced by the participants.
Clinician’s Motivation for Working with RT 	Comment by Caitlin Overfelt: we can probably cut down on some of the quotes from this section and keep it simple and straightforward	Comment by Vanessa Kent: I agree- i cut some more . let me know if you see more.
The first theme centered around the clinicians’ motivation to treat clients experiencing reproductive trauma. Many participants’ motivation was personal as 10 of the 13 experienced reproductive trauma, either directly or through a close family member. Some participants shared part of their reproductive stories. 
Participant 1, a social worker, shared her journey, “My husband and I did … two rounds of IVF, both failed. So, at that point, I decided I wanted to use that experience to help other people.”  Similarly, Participant 3, a Licensed Professional Counselor revealing her struggle with miscarriages, a stillbirth and secondary infertility, described why she treats RT: 	Comment by Caitlin Overfelt: if we keep this one I think it needs moved up with the others who share personal stories - participant 8 shares an RT story of a fam member so for flow it might be best to move them around or eliminate participant 1
I know what it feels like to walk back into my OB/GYN office, sit in the waiting room after experiencing stillbirth and seeing all these pregnant women…feelings of sadness and fear. There is …this deeper level of understanding that I have… just invaluable. I found it very difficult to find [a therapist] who specializes in reproductive trauma. Just made me feel like there is a need …that I can fill.
Participant 4, a Licensed Clinical Social Worker, employed at an adoption agency during her infertility, commented, “I just felt like infertility would be a part of our own story” and shared the irony of being surrounded by infertile couples, yet unable to share her mutual experience while all of her friends were “seamlessly having babies.” Similarly, Participant 13, a marriage and family therapist surprised by the lack of support during her infertility was compelled to become trained in medical family therapy: “The psychological distress caused by an infertility diagnosis is akin to [a} cancer diagnosis” and contrasting the support offered between the two diseases, she continued: . “[With infertility], I was really taken aback that no one was talking to us as a family … no sort of psychosocial support, or even a question of ‘how are you all doing” …there wasn't even a pamphlet in a waiting room…seems like a real need.” 	Comment by Caitlin Overfelt: I think we can cut this one
Participant 8, a social worker experienced in labor and delivery , “My sister had her first child and then lost him a week after birth, which was gut-wrenching. As part of her “healing journey”, she became a certified perinatal mental health specialist..
For others, specialization in reproductive trauma was contingent on the clientele they treated - women in their 20s, 30s, and 40s, with ages spanning the reproductive years. As Participant 8 summarized, “You automatically are going to welcome those women who have trauma or who are going to experience trauma...it just comes with the territory.”
Clinicians’ Training Experiences 	Comment by Vanessa Kent: Yes- you work on that- I will continue to shorten the others and remove less impactful quotes	Comment by Caitlin Overfelt: Done
	A universal theme was the lack of formal training or certification specific to reproductive trauma. Regardless of the professional degree, none of the participants received training in reproductive mental health (infertility or trauma) during their master’s or doctoral programs.  Several participants completed a perinatal mental health certification through Postpartum Support International (PSI) focusing on maternal mental health during pregnancy and up to a year afterwards. Others accessed valued resources through the American Society for Reproductive Medicine (ASRM). Despite the lack of formal training, participants discussed how they used knowledge gained from personal RT experiences, collected resources, and adaptations of trauma-informed interventions to create clinician-made RT therapy. Trauma Focused-Cognitive Behavioral Therapy, Acceptance and Commitment Therapy, Mindfulness, and EMDR protocols were often among the clinician-adapted modalities. Emotionally-focused therapy (EFT), with an evidence-based approach for infertility, was the therapy of choice in working with distressed couples. A few turned to consultants while developing their clinician-specific adaptations. A psychologist, fed up with the lack of training, created a year long program, complete with consultation. Many relied on supplementary materials (podcasts, books, blogs, websites, and support groups) to round out their training and resources.   
While many participants shared that personal experiences informed their work, participants also recognized that personal experience does not equate to training. Participant 10 explained, “What qualifies me as my training is NOT my experience. In fact, there are times when I have to take a very deep breath and put my experience way on the backburner.” Participant 12 cautioned, “Clinicians come into this work because of their own journey with an expectation that they don't necessarily need to know more than what they experienced. And I say to people… interested in this field is that ‘your journey was your journey.’” Participants discussed the combination of training and personal experience may be useful in working with RT. “I understand all the acronyms … and all those experiences. My personal experiences combined with my training and education have made it possible for me to provide therapy” (Participant 1). 
None of the participants received training in their master’s or doctoral programs for addressing reproductive issues. A few took a human sexuality course, but none were offered a framwork to address this type of lifecycle crisis. Despite the lack of formal RT training, many pieced together resources through perinatal trainings, books, and podcasts that focused on infertility, infant loss, and postpartum mental health issues. Others relied on consultation while developing  clinician-specific adaptions of Trauma Focused-Cognitive Behavioral Therapy, Acceptance and Commitment Therapy, Mindfulness, and EMDR protocols. Specialty courses and RT-focus groups were also mentioned. Participant 12, a psychologist who now specializes in RT, responded to the lack of training materials by creating a year-long course on reproductive psychology. The RT course/consultation package uses a holistic model focusing on the impact of race, sexuality, gender, and religious persuasions. Several clinicians cited the American Society for Reproductive Medicine (ASRM) as a training resource. Although no available certification in reproductive trauma exist at the time of this research, several received perinatal mental health certification through Postpartum Support International (PSI). Regardless of the scarcity of trainings, most participants agreed that having lived RT experiences did not equate to adequate preparation. Participant 10 explained, “What qualifies me as my training is NOT my experience. In fact, there are times when I have to take a very deep breath and put my experience way on the backburnSharing advice for clinicians considering working with RT, participant 12 cautioned, “Clinicians come into this work because of their own journey with an expectation that they don't necessarily need to know more than what they experienced. And I say to people… interested in this field is that ‘your journey was your journey.Treatment Consideration in RT Therapy	Comment by Vanessa Kent: I changed this up a bit and moved things around
	A key theme in reproductive trauma (RT) therapy is the consistent use of a trauma-focused lens. Regardless of the participants’ personal or professional experiences, this perspective was the driving force behind their approach to assessment, treatment or advocacy. 
Trauma Focused
 	Acknowledging the Trauma. All participants emphasized the importance of helping their clients name the traumatic experiences, which are often neither acknowledged nor supported by the medical providers, friends, or family, leading to feelings of isolation. Participant 3 explained, “The cornerstone of trauma is certainly a feeling of … helplessness. I would add hopelessness in there too, but that helplessness that no one's coming to save me, nothing's going to change. I think it's important for them to feel validated in that really hard place.” Participant 9 shared, “Be open to the possibility that this has impacted your clients more than they even realize, because society is not encouraging them to realize it …and they're not validating it for them. It's like a hidden trauma.” As participant 4 explained, It's the invisible wound that is not being cared for… to be able to affirm that I see you- THIS IS TRAUMA!. I think that can make a difference.”	Comment by Vanessa Kent: I am moving this to the top as an intro to the trauma lens
 Understanding somatic experiences of trauma that may accompany miscarriages and or infant loss was crucial. Participant 4 remarked of her own visceral reaction whenever she heard that someone was pregnant long after she became a mother herself, “It was somatic, and my body was responding…. It clued me in to areas of healing that still needed to be paid attention to.” Although she had been in a mindfulness treatment group and other types of counseling for infertility, only in the last few years did she learn that her somatic experiences were trauma-related. 	Comment by Vanessa Kent: I am moving this to the top as an intro to the trauma lens
Treating the Trauma. In response to the trauma-related symptoms, EMDR and Trauma-Focused Cognitive Behavior Therapy (TF-CBT) were commonly part of the intervention protocol. EMDR was a favorite of many who found it highly effective for working through traumatic memories. Participant 3 explained how she had worked with several women sent home by their medical provider with no preparation of what to expect after being given three options for a non-viable pregnancy (medication to miscarry, a surgical removal, or spontaneous abortion) and ended up experiencing traumatic miscarriages, alone in the middle of the night. “Working through the actual miscarriage experience… just really reducing the amount of activation that comes with a memory- that's been my go-to modality.” The one male clinician who worked primarily with the male partner shared how he used EMDR successfully to treat a conversion disorder of arm paralysis occurring after holding the fetus as his wife miscarried. In addition to working on specific traumatic responses, much work focused on rebuilding hope and installing a new template of possibilities. For example, Participant 9 helped a client prepare for her next pregnancy: “Reprocess the hope of being able to get pregnant and have a healthy pregnancy... It's not just, can I get pregnant, if they've experienced miscarriages… I can get pregnant, but I can't stay pregnant…trying to help reduce…as much as we can related to the previous trauma..	Comment by Caitlin Overfelt: if we need to cut more - i think we could cut this quote - the statement above about installing positive beliefs is sufficient	Comment by Vanessa Kent: i cut it down a bit- an example is nice but ok either way
Although a few used traditional CBT, the majority found it less helpful. Participant 10 emphasized this: “ I don't think you can really talk about the [best/worst] likely scenarios [to imagine]..., because the most terrible thing has already happened.” Instead, the focus was on helping clients manage the uncertainty of their situation.	Comment by Caitlin Overfelt: did others use ACT? not sure we should mention if it's not common to more participants or need to include a statement that more than just one participant mentioned using ACT	Comment by Vanessa Kent: done
Addressing Grief/Loss
	Another significant theme in reproductive trauma therapy was addressing the profound grief and loss that deeply affected their clients, both immediately and over the long term. This grief permeated every aspect of the clients' lives- from identity to self-worth. Participants helped clients coping with the immediate trauma and those dealing with long-lasting effects of their loss.
Ambiguous Grief. Reproductive trauma is often described in the literature as ambiguous loss, grieving something that doesn’t go away with time. Participant 4 explained,	Comment by Caitlin Overfelt: I think to be consistent it might be helpful to list the subthemes of grief/loss, such as loss of motherhood identity, long-term impact of infertility grief, and guilt/shame, then a short snippet of each sub theme
It is a unique type of ambiguous loss where nothing else has this monthly rhythm of hope, hope, hope built up, despair; hope, hope, hope built up, despair…that builds each month…then the letdown and repeating that for 100, 200 cycles. It takes its toll on the body, the mind, the emotions, and the spirit… It's the loss that there's no Hallmark card for. 
Loss of Motherhood. Losses varied by circumstances, but the loss of the motherhood identity was universal. “Most of my clients say that they wanted to be mothers their whole lives and it's just so devastating when it just doesn't work for them” (Participant 1). Participant 10 shared how the magnitude of pain is often tied to the client’s reproductive story: “Quoting Jaffe- ‘the more fixed your story is, the more painful the deviation is’.” Infertility/pregnancy loss robs “the rite of passage of life… being able to carry a baby in your womb, have a child…for that to be basically stolen … it just does something to your core being” (Participant 4). Adding to the identity loss, Participant 1 shared, “Infertility does define them; [they] can't walk through Target (store) without crying when seeing the babies.”	Comment by Caitlin Overfelt: this seems redundant - could be cut
Long Term Impact. Even for some who chose motherhood through adoption, the long-term impact of infertility spans the lifecycle. Participant 3 noted “It certainly comes up from maybe 20-30 years ago…their kids are all grown now, and they ended up adopting, but they still grieve the fact that they could never actually get pregnant and carry a child.” Participant 4 added her own experience: “Even after adopting, I couldn’t make this desire go away to still have biological children… part of me felt guilty because…I'm a mom, I've got the most amazing kids. 
Guilt/Shame. Some clients expressed their loss through guilt or shame of not being able to have children. They expressed shame that their bodies were broken or assigned blame that they had done something wrong (ie. waiting too late, previous abortion, poor maternal self-care). Participant 1 shared, “There's this anger with their body for not doing what it's supposed to…our bodies are just made to reproduce…so they feel broken.” 	Comment by Caitlin Overfelt: I think we keep one or the other quote here	Comment by Vanessa Kent: reduced it to fit the topic
Treating Grief/Loss. An essential ingredient for grief work was employing core counseling skills including empathy, compassion, and reflective listening.  “There aren't enough modalities or right words…to replace just sitting with somebody in something really hard and painful…just being willing to sit with them…is invaluable.” (Participant 3). Adding on, many participants favored various forms of narrative storytelling that can be processed individually or in a group setting. Participant 3 created a safe space for clients to process broken dreams, fears, and uncertain future: “Giving them the space…to tell someone their story, sometimes for the first time…such a sacred process”. Participant 4 who experienced her own group narrative therapy described its powerfulness:	Comment by Caitlin Overfelt: I wonder if this would fit better under treatment interventions or we can remove - doesn't seem to fit in this section	Comment by Vanessa Kent: I moved it here	Comment by Caitlin Overfelt: I wonder if this would fit better under treatment interventions or we can remove - doesn't seem to fit in this section	Comment by Vanessa Kent: I moved it here
I wrote about my reproductive trauma…the infertility…our miscarriage. Not just the facts, but …What I wearing when the ultrasound was happening…what did I hear the technician say?  What did I feel in my body? …getting into the details at a sensory level… and having a compassionate community…listen and be moved to tears. There was such healing! It is one thing to say I had a miscarriage. It's another thing to have a group of women hear …what it was like to come home without a baby.
Navigating Relational Distress	Comment by Caitlin Overfelt: is this heading menat to be under Grief/Loss or a new subheading?	Comment by Vanessa Kent: new- i separated it out. What i noticed was that we had no treatment interventions
 Identifying Couple Distress. Reproductive trauma was often entwined with relational issues between the couple. Participants explained that couple distress intensifies for those with relational struggles before experiencing RT, but can equally impact well-adjusted couples.Subthemes included listening for the couple’s reproductive story, partner’s misaligned throughout the journey, blaming and shaming, and divergent stages of grief.	Comment by Caitlin Overfelt: same with others - a clearer statement at the beginning of the section identifying the themes/subthemes - listening for reproductive story (which may involve address loss of hopes/dreams), identifying next steps in their journey, shame/blame of infertility, communication challenges, and navigating being in different stages of grief
Listening for the Reproductive Story. Listening for the couples’ reproductive story often helped determine the direction of therapy. Participant 3 explained further: “It may be processing just one loss…or having to move to fertility treatments, or… accepting that they might be childfree. Depending on their stage …determines what I do with them…starts with their story.” Participant 10 shared a lost perspective of the future going forward:, “So the actual incident or situation is super traumatic, but the traumatic loss of dreams and goals, impacts their relationship.” Couples’ work also included identifying next steps in decisions of treating infertility. Participant 10 further explained: “Getting on the same page… harder to do the farther down the road you go. Couples completely aligned about using fertility treatments are not completely aligned about using a donor…completely aligned about prenatal testing are not always completely aligned about termination.” 	Comment by Caitlin Overfelt: same here - doesn't seem to fit under training	Comment by Vanessa Kent: I will incorporate in other area
Misaligned Goals. Participants observed couples navigating the challenges of having different goals throughout their journey to become parents. Participant 7 discussed misaligned goals when a spouse was not ready to try fertility treatments again after a failed attempt: “... for her, the loss that her biological clock was …ticking. The doctor told her, ‘It's now or never’, and she has repeated that to me with tears in her eyes.”
Shame and Blame. Shame between the couple about infertility was also a source of tension. Several clinicians described blaming: “Is it me or is it him…having to explore [infertility] can also put a strain on the relationship” (Participant 4). When one partner is implicated as having the fertility issue, it may result in decreased sexual intimacy and increased performance anxiety. The male partner may experience overwhelming pressure to perform sexually, especially during IVF treatments. 	Comment by Caitlin Overfelt: can we cut this?
Divergent Stages of Grief. Additionally, couples’ work included recognizing the divergent stages of grief. “You are in the same place right now, but...in the future…your grief is going to diverge, …it's going to be expressed differently…That doesn't mean that one person doesn't care anymore” (Participant 12).
Partner distress. Partners may lack an outlet to relieve stress as the demand to attune to their partner’s distress is intense. “The interactions with my wife, we're always talking about fertility stuff’…wanting to support his wife but not fully understanding. ‘Why can't we just kind of forget about it… for most of the month’,”(Participant 5).  Participant Participant 10 explained agreed, “The wife is on this emotional rollercoaster that the male partner doesn’t experience…it's created a lot of distance between couples. A lot of women say, ‘I don't feel like my partner gets it because he [says], ‘We'll try again next month’.”	Comment by Caitlin Overfelt: if we want to keep this i'm thinking it needs its own sub heading
Treating Couple Distress. Therapeutic interventions involved identifying next steps in decisions of treating infertility, Participant 10 explained: “Getting on the same page… harder to do the farther down the road you go.” Additional interventions included using the reproductive story to identify shared dreams and the use of EFT.
Couples unable to communicate their losses and future fears was common. One clinician shared a podcast of a couple describing their infertility story with her clients.. Listening to it while driving to fertility treatments, the couple gained the vocabulary to talk about their pain.
Additionally, couples’ work included recognizing the divergent stages of grief.
“You are in the same place right now, but...in the future…your grief is going to diverge, …it's going to be expressed differently…That doesn't mean that one person doesn't care anymore” (Participant 12).
 Managing Other Relational Distress.  A subtheme included managing relational issues beyond the couple relationship. Relational distress involved clients dealing with expectations of friends and family in light of their limited fertility status. Many clients of childbearing age experienced stigmatization and isolation. Others felt the arduous task of explaining why they did not have kids yet. “They don't want to get into telling every stranger or acquaintance, we've been trying, but we haven't been successful, or we've had these miscarriages” (Participant 5). Participant 3 on the impact of RT on clients’ friendships,	Comment by Caitlin Overfelt: I added this statement to make it clear that the theme is concerning presenting concerns reported by clients	Comment by Vanessa Kent: is it a subtheme?
So many women are in this season of life where all their friends are having babies…so to be that one who is longing to be pregnant but can't get pregnant or gets pregnant and continues to have losses. Then you're expected to just…clean yourself up, go out and act like everything's normal and engage with those relationships… really difficult. 
Therapeutic interventions included managing triggers and setting boundaries. “We help them find words to say to people who do not necessarily mean to be …rude and insensitive” (Participant 3). Resourcing strategies included permission to say “No” to attending triggering events, learning to live in the tension of honoring their needs while still being excited for other’s celebration of parenthood, and creating a plan so when a triggering situation occurs, clients can “survive in circumstances that feel un-survivable (Participant 4)
Addressing Spiritual Issues
	An important theme in RT therapy involved assessing the impact of trauma on the client’s spirituality or religious traditions. Regardless of their own religious background or the setting in which they practiced, participants recognized the importance of exploring this aspect with their clients.	
Strength/Stress. Traumatic experiences, including reproductive trauma, are often mediated through religious or spiritual traditions. Through this lens, participants observed a range of client responses from retaining strong spiritual connection despite their hardship to experiencing a disruption in their belief system. A common theme among participants was helping clients explore spiritual questions without fear of judgment. Clients struggled to find answers to “Why is this happening to me?” or “Am I being punished?” Participant 3 noted that clients’ “crisis of faith,” was often marked by questioning God's love or goodness. Participant 10 reflected on how reproductive trauma can either bring individuals closer to their spiritual beliefs or drive them away from their previous understanding of life’s purpose. 
Treating Spiritual Distress. Regardless of the client’s spiritual stance, therapists created space for clients to process their experiences through their belief systems—whether by accepting God’s sovereignty or questioning his/the universe’s plan. As Participant 3 explained, "The spiritual space I create allows clients to be livid with God” and ask difficult questions, without expecting “neat answers tied up in a bow." Therapeutic interventions varied depending on the client’s religious/ spiritual practices. Many clients found strength in prayer and scripture during challenging times, using them as a foundation for managing anxiety and grief. Several participants combined EMDR with a spiritual approach. For example, Participant 9 described how a client reprocessed a traumatic memory by envisioning God taking her baby to heaven, which brought comfort and reduced trauma Additionally, some participants explored contradictions between clients' perceptions of a loving God and shame-based beliefs that they were being punished. Others, like Participant 1, integrated Internal Family Systems (IFS) therapy with spiritual elements, encouraging clients to see God as an attachment figure, and connect with parts of themselves that needed healing.	Comment by Vanessa Kent: or take this one out
Need for RT Training and Support Services in the Medical Community	Comment by Caitlin Overfelt: added
	A final theme that emerged included the need for increased awareness of RT in the medical and mental health communities. Specifically, clinicians stated the need for medical providers to use trauma-informed care with patients experiencing reproductive issues. Seventy percent of the participants discussed stories either from their own lived experiences or their clients’ experiences involving adverse experiences with medical providers, which may add to the emotional distress of RT. One participant stated, “Medical providers are possibly doing more psychological harm” (Participant 13). Participant 8 shared this experience at a fertility clinic, 
The doctor told one of my clients that “quitters don't get babies” because she wanted to stop. I have clients who have miscarriages at six weeks, and I think that a lot of doctors just pretend like that's not a big deal. Someone who's been trying for 10 years, that is a huge deal! Whether it was at 6,12, or 20 weeks, I think not having a baby is not having a baby. 
Additional participants shared similar concerns echoing a lack of understanding from the medical community, including the impact of RT on mental health. Participants discussed the need for medical providers to offer resources and referrals to mental health providers. Most agreed that emergency room doctors and fertility clinic staff must prepare women or couples about what is happening or may happen during a miscarriage or procedure as well as provide referrals for follow up mental health services. Several participants mentioned that specialty medical providers tend to focus only on the physiological aspects of fertility treatments, which may dehumanize their patients, causing unintentional emotional harm. Participant 2 explained, “The medical community is basically very clinical. You know, it's about temperature charts and IVF treatments. It's not about the emotional side of all.”	
Discussion 
	This study highlights several important considerations. New findings showed most participants had personal experiences with reproductive trauma, motivating them to work with this population. Participants reported that their reproductive trauma experiences enhanced their ability to provide thorough assessments and accurately diagnosediagnosis trauma in their clients, a key factor in treatment considerations. They also noted that it helped them empathize with clients and brought a deeper understanding, enabling them to sit with clients experiencing profound losses. Research suggests that personal experience with RT can help clinicians connect with clients genuinely. Similarly, another study noted “I can extrapolate from my experience what they (client) might be feeling” (Bindeman, 2019, p.92). However, participants advised using personal disclosure discreetly, and only when it benefited the client. Participants highlighted the importance of seeking personal support/consultation to address countertransference and gain valuable insight from colleagues. 
This study also describes the uniqueness of each individual and couple’s experience, underscoring the complexity with the intersection of gender, age, culture, religious/spiritual traditions, trauma, grief, medical stage of infertility, treatment efforts, and social support that may affect outcomes (Brigance et al., 2021; Zurlo et al., 2017). Treatment interventions included a comprehensive reproductive history as well as listening to the individual or couples’ reproductive stories (Jaffe, 2017). Similarly to earlier research, clients often initially sought therapy for symptoms of depression, anxiety, or couple relational distress that seem unconnected to the trauma (Galst, 2018, Luk & Loke, 2015). Participants emphasized the importance of using a trauma-focused approach when considering their client’s reproductive experiences. Treating these coexisting conditions without addressing the reproductive trauma was seen as invalidating and ineffective. Research highlights the importance of naming the experience for clients to validate their challenges and acknowledge symptoms consistent with PTSD (Brigance et al., 2023). Participants in this study reported creating space for clients to share their RT experiences, often for the first time - including isolation, loss of dreams, shame, change in self-image, cycles of hope and despair, anger toward their bodies, and difficulties with social relationships. For couples, participants also addressed shame/blame, variation of distress by gender, altered communication patterns, inability to make future plans, varying stages of grief, and decreased quality of the relationship and sexual intimacy. Other studies confirm findings of psychological and relational distress reported by these participants (Brigance et al., 2021; Cousineau & Domar, 2007; Dube et al., 2021; Galst, 2018; Jaffe, 2017). 
Another aspect of this study involved investigating the treatment modalities used by participants when working with RT clients. In general, participants utilized eclectic treatment but identified the following interventions/modalities for treating the traumatic aspects of experiences: EMDR, EFT, and ACT. Several studies have reported the effectiveness of EMDR in treating various aspects of RT, including pregnancy-related distress after a stillborn, childbirth trauma, and general RT (Chiorino et al., 2019; Pašaliü & Hasanoviü, 2018; Vucina & Oakley, 2018). Current literature noted significant improvement in using EFT to help couples process mismatched reactions to RT, often unnamed in the relationship, and communicating their experiences without blame while building support to strengthen attachment bonds (Brigance et al., 2021; Soleimani et al., 2014). Acceptance and commitment therapy (ACT) has been little researched for the treatment of trauma but has been shown to improve depression, anxiety, and quality of life (Barbosa et al., 2024). While participants in our study were mixed regarding CBT, many studies suggest that CBT helps reduce infertility-related distress, anxiety, and depression (Golshani et al., 2021). However, others have noted that it can be invalidating approaching a client who has experienced multiple losses by focusing on cognitive distortions (Dube et al., 2021). Some participants agreed with the use of CBT for RT when assisting clients who have rigid/fixed beliefs regarding their reproductive story and could benefit from reframing negative beliefs that may develop about the self (Jaffe, 2022). Overall, more studies are needed to explore the efficacy of modalities and interventions about specific experiences of RT (infertility, miscarriage/loss, stillbirth, postpartum depression/anxiety) with individuals and couples. 
Spiritual and religious practices were often part of interventions sought by clients that included prayer, scripture, and meditation. The research noted that spiritual and religious support during the childlessness experience was valued by individuals and couples as a positive contributor to health and wellness while helping to regain a sense of hope and empowerment (Romanio et al., 2017). This finding validates the importance of assessing spiritual needs prior to   medical interventions and referrals to fertility clinics as some clients may have religious/spiritual values that conflict with certain assisted reproductive measures or termination procedures (Nissen et al., 2021). Additionally, participants shared the need for greater awareness in churches or other religious/spiritual communities of RT for connection and support. 
[bookmark: _GoBack]A final theme of this study was the need for greater awareness of RT by medical providers. A majority of participants reported personal negative experiences and reports from clients regarding interactions with the medical community that added to the emotional burden of RT. Current research highlights similar themes, such as clients being “failed by the healthcare system” (Assaysh-Oberg et al., 2023, p. 4), medical providers being dismissive of mental health challenges, failing to offer resources for support/care, and often leaving their patients to deal with the loss or trauma on their own (Assaysh-Oberg et al., 2023; Ozturk et al., 2021). The overall theme aligns with current research that emphasizes the need for more training and education in trauma-informed care throughout all levels of the healthcare system (McClinton & Laurencin, 2020). Medical providers are often the first and, sometimes, only provider individuals will see and it is of extreme importance that medical professionals gain understanding and training in trauma-informed care to resist retraumatization. This may be an area of advocacy for mental health professionals to explore.Additionally, a TIC approach includes an emphasis on interprofessional collaboration, such as offering mental health resources or partnering with mental health professionals. Interprofessional collaboration is considered the gold standard in healthcare, yet many healthcare professionals feel ill-equipped and lack adequate resources/time to collaborate (Lathan et al., 2023). Mental health professionals may be in an advantageous position to partner with medical professionals and fill this gap by collaborating on training initiatives. More research and training opportunities are essential to improve RT patients' experiences with healthcare providers. 
Limitations/Future Directions
	This qualitative study has some limitations, including the risk of researchers’ bias. To minimize their influence, the researchers used bracketing, consultation, and memoing. Sampling may have been limited initially with general listservs but expanded to include professional organizations as researchers broaden their scope. This study lacks diversity in the race/ethnicity of the participants. The race, ethnicity, or sexual orientation of the participants’ clientele was not revealed. Current literature suggests that minorities experiencing RT may have less access to mental health care and fewer resources especially regarding infertility (Markin & Coleman, 2023; Weiss & Marsh, 2023). Additionally, there is a scarcity of research on same sex and transgender couples experiencing RT. This further elucidates the importance for clinicians to recognize how race/culture/ethnicity/gender may impact presenting concerns and individual experiences (Thomas et al., 2021). Future research should focus on recruiting clinicians that work with various types of clients to gain valuable insights and ensure careful consideration of interventions and resources tailored to the intersectionality of race/ethnicity/culture/sexual orientation and RT-related distress. 
This study also emphasized a greater need for training in master’s and doctoral programs. Counselor educators are encouraged to include reproductive trauma in lifecycle curriculum and trauma informed counseling. Finally, the lack of medical and community awareness of RT signals a call for advocacy for trauma-informed care (TIC) aligning with existing literature (Assaysh-Oberg et al., 2023). To address this, several medical schools have begun implementing trauma-informed care training for medical students, ranging from general TIC to specific populations with positive results (Brennan et al., 2023; Brown et al., 2023; Chokshi et al., 2020; Gore et al., 2021). Future research should focus on the creation of trauma-informed care training specific to reproductive trauma for mental health providers, medical students, and practicing medical providers. 
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