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Abstract
Post-Traumatic Stress Disorder (PTSD) is a prevalent mental health condition that can significantly impair individual’s daily 
life. PTSD literacy can help not only those affected cope with the condition but also facilitate laypeople’s interactions 
with those who have experienced or currently suffer from PTSD. However, it is not well-established whether and how the 
perceived severity of the traumatic event and the supposed need for intervention depend on the causes of PTSD. In the 
present experiment, we systematically varied the cause across vignettes while holding other aspects constant. Analyses 
revealed significant differences in severity ratings of the traumatic experience across conditions. The sexual assault and 
military combat conditions stood out with the highest ratings. Furthermore, severity ratings predicted the intensity of 
the intervention participants recommended, and both ratings were higher for female participants compared to male 
participants. While the study confirms the impact of the cause of PTSD on the severity assumed by laypeople, our results 
diverge from earlier findings in that sexual assault led to particularly high ratings in the current study.
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1  Introduction

Traumatic events such as natural disasters, serious accidents, war, sexual assault, physical or psychological abuse occur 
worldwide and can elicit feelings of sadness, intense fear, anger, shame and hopelessness [1]. Based on the World Mental 
Health (WMH) Surveys, Benjet et al. (2016) reported that 70% of respondents had experienced some form of a traumatic 
event. Subsequently, the probability that a random individual has already experienced at least one traumatic event or 
that someone in their immediate social circle has, is very high. Although the majority of those affected cope with the 
trauma, others may not recover from experiencing or witnessing a traumatic event for a long time and may develop 
Post-Traumatic Stress Disorder (PTSD). The development of PTSD is a function of intrapersonal, interpersonal, and trauma-
related factors. For instance, emotional reactions are not the same across different traumatic events. Moreover, there 
is often a discrepancy between the intensity of emotions reported by affected individuals regarding a traumatic event 
[2] and the public’s labelling of PTSD symptoms for different types of trauma [16]. The present study aims to examine 
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whether the perceived severity of the experience and help-seeking recommendation ratings differ depending on the 
type of traumatic event.

Cross-national data on the epidemiology of PTSD show that the lifetime prevalence of PTSD among trauma-exposed 
individuals is 5.6% [14]. PTSD can significantly affect an individual’s mental and physical well-being and impair daily 
life. Having reoccurring nightmares, flashbacks, a tendency to avoid places or people associated with the traumatic 
event, and an array of physical and mental health problems are common in people with PTSD (American Psychiatric 
Association, 2022). Most individuals develop PTSD symptoms within three months after the traumatic experience 
(American Psychiatric Association, 2022). In half of the PTSD cases, symptoms are persistent [14]. There are a variety of 
factors including level of resilience, comorbid depression, anxiety, gender, age, income, country of origin, and others 
that determine the likelihood of developing PTSD after a traumatic experience [31]. Social support is another influential 
factor. A supportive social system—close friends and family—can reduce the probability of developing severe PTSD 
symptoms (see [32], for a review). Moreover, the relationship between social support and PTSD is bidirectional. On one 
hand, social support can have a protective effect on PTSD. On the other hand, individuals with PTSD may overlook the 
help available within their social network (see [29], for a review). Thus, the influence of support from family and loved 
ones is immense in the course of PTSD. To make this support effective for the PTSD-affected individuals, members of 
society should know how to interact with and help them.

Knowledge about mental health in general, and PTSD in particular, is crucial for coping with PTSD. Jorm et al. [9] 
introduced the term mental health literacy (MHL) and defined as „knowledge and beliefs about mental disorders that aid 
the recognition, management or prevention of these disorders “ (p. 143). A high level of MHL can improve mental health 
outcomes by fostering help-seeking behavior and enabling early identification of mental health issues [8, 11]. However, 
the general public often struggles to attribute symptoms to the corresponding mental disorder [5]. Little is known about 
public literacy specifically about PTSD. An online survey revealed good general knowledge about PTSD among U.S. 
citizens. The majority of the survey participants (76–94%) supported the increased funding for PTSD research, practice, 
and training but they demonstrated poor understanding of effective treatment strategies for PTSD [28]. Military veterans 
in the U.S. also showed limited knowledge about intervention possibilities [30]. PTSD is frequently underdiagnosed 
even by healthcare professionals [4]. Compared to depression, the correct differential diagnosis of PTSD by general 
practitioners is significantly lower (94.4% vs 67.5% [19]). The PTSD recognition rate is even lower for indirect exposure 
[16]. The study using case vignettes to describe different mental disorders found that 73.7% of laypeople correctly 
recognised depression vignettes, whereas only 19.8% identified the PTSD vignettes [22, 24]. A study on resettled Iraqi 
refugees revealed a meager rate (14.2%) of correctly labelled PTSD symptoms [25]. Another vignette-based study showed 
higher rates of PTSD recognition (42.5%) but low general awareness of the possible causes of PTSD [16]. These findings 
suggest that poor knowledge about PTSD symptoms and causes, not only among professionals but also laypeople, 
can contribute to underdiagnosis and a lack of help-seeking behavior, ultimately worsening the course of the disorder.

Apart from the knowledge, beliefs about the causes of PTSD can also affect the outcome. Meyer et  al. [18] 
identified three classes of causal beliefs about PTSD. In the (1) traumatic event–focused class, 41.1% of participants 
attributed symptoms solely to the traumatic experience. In (2) the intrapersonal causes class, 40.1% of participants 
believed that psychological factors are also involved. Lastly, in the (3) multiple causes class, 18.0% of lay participants 
considered both  individual psychological factors as well as trauma-associated stress, along with a range of psychosocial 
aspects. Notably, over 50% of ay participants agreed that there might be more than one cause involved in the 
development of PTSD [18]. Thus, beliefs about the origins of PTSD vary significantly among laypeople. The growing 
popularity of the trauma-informed approach - which emphasizes physical and emotional safety, awareness of available 
options, transparency, and individualized care - 6highlights the importance of understanding trauma, its causes, and 
individual needs of those affected. This approach has proven effective in reducing PTSD symptomology [6]. Trauma-
informed participants report feeling more hopeful, self-reflective, able to adjust their perspective, and better able to 
communicate with individuals who have experienced trauma [3].

Emotional responses to traumatic events are natural regardless of the trauma type. However, the way these emotions 
evolve can vary depending on the nature of the traumatic experience. Direct and interpersonal traumas lead to 
more severe symptoms than vicarious (indirect or witnessed) and non-interpersonal traumas [23]. Also, survivors of 
sexual assault reported more intense post-trauma emotions than survivors of other trauma-types (physical assault, 
transportation accident, and illness/injury [2]). The severity of PTSD symptoms was also highest in the sexual assault 
condition compared to other conditions [12]. Yet, findings suggest that categorizations by laypeople may not accurately 
reflect the profound psychological impact of a sexual offence. Lee et al. [16] report that PTSD recognition was significantly 
lower for rape scenario compared to the combat and man-made disaster scenarios. Given that knowledge and causal 
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beliefs can significantly affect treatment-seeking behavior and treatment outcomes, it is important to take these factors 
into account when discussing emotional reactions and PTSD symptoms in response to different traumatic experiences.

PTSD knowledge can serve as a buffer against stigma and promotes readiness for social engagement with those 
affected by PTSD [15]. Besides, laypeople’s knowledge about PTSD symptoms and causes can play a preventive role, 
helping to protect affected individuals from developing severe PTSD symptoms by encouraging help-seeking at earlier 
stages of the disorder. Public recognition of PTSD-related issues, knowledge about its potential causes, treatment 
preferences and effectiveness remains low [25]. Guiding by the cause of the PTSD rather than symptoms can delay or 
even prevent the seeking or recommending professional help and thus impair the overall psychological well-being 
of those affected. The present study aims to compare six different traumatic events using case vignettes and examine 
how laypeople evaluate the severity of each experience, as well as the intensity  of the intervention they believe is 
appropriate for each trauma type.

2 � Methods

2.1 � Participants

We recruited 504 participants in total but had to exclude 49 due to high expertise in clinical psychology (n = 34), unclear 
entries in the age variable (n = 3), unserious participation (n = 16) and missing informed consent (n = 4). We excluded eight 
cases as they met more than one exclusion criterion. The remaining participants (N = 455; Mage = 29.22, SD = 12.72, range 
18–73 years; 72.7% female) were randomly assigned to one of the six groups and received a corresponding vignette case: 
1) sexual assault (n = 75), military combat (n = 76), car accident (n = 80), incident with clamping machine (n = 75), tornado 
(n = 78), and robbery (n = 71). The majority of participants had either a university (BSc, MSc., or Diploma) degree (26.4%) 
or had completed vocational training (33%). Almost 19% of the participants reported that someone in their private or 
professional circle had previously been diagnosed with PTSD, whereas about 63% answered “no” to this question. Ninety 
percent of the participants claimed they had never been diagnosed with PTSD. Participants were recruited through the 
university laboratory. Thus, the study sample mostly consists of psychology students at the beginning (when course 
credits are still needed) of their degree program in psychology. The University of Hagen is a distance learning university 
characterized by high diversity with respect to students’ age, political attitudes, family status, and occupation [26]. 
University of Hagen students live all across Germany. About 80% are working or self-employed during their studies.

Students received partial course credit for their participation. The study was approved by the ethics committee of 
the Department of Psychology at University of Hagen, Germany. Participants have provided informed consent for the 
publication of data in this study.

2.2 � Material and procedure

The experiment was conducted online. We briefly presented our study to the participants and explained what to expect. 
We also informed them about the anonymity and the possibility of discontinuing participation at any time. Participants 
provided informed consent before participating in the study. At the beginning of the experiment, participants answered 
demographic questions about their age, gender, and education. Afterwards, they were presented with one of the six 
vignette cases. The text described the experience and symptoms of a fictional person—Maria, who suffered from multiple 
PTSD-associated symptoms (e.g. sleeping problems lasting more than one month, anxiety, fear, nightmares, flashbacks, 
nervousness, and loss of interest in activities). The texts of all six vignettes were identical except for the named cause 
(sexual assault, military combat, car accident, incident with clamping machine, tornado, robbery). Participants received 
only one vignette text according to the group they were assigned to. We assessed the severity of the traumatic experience 
(the scale included five items, for instance, how severe do you think the reported experience was? How serious do you think the 
impact of the reported experience was on Maria’s ability to work?: 1 – not very severe … 5 – extremely severe) and the intensity 
of the recommended intervention (measured using four items for instance, Maria doesn’t need any support, she can take 
care of herself and will feel better on her own; Maria needs professional help, e.g. psychological or psychotherapeutic: 1—no 
agreement … 6—full agreement). The reliability of both scales (1) the severity of the traumatic experience (Cronbach’s 
α = 0.83) and (2) the intensity of the recommended intervention (Cronbach’s α = 0.74) was in an acceptable range. All 
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text vignettes used in the study, questionnaires, raw data and other study-related materials are available at: https://​osf.​
io/​uhpqs/?​view_​only=​c48ed​5efb4​f242d​e9c0a​c4a76​5350d​83.

To estimate general knowledge about PTSD in lay participants, we designed a PTSD knowledge test with six multiple-
choice items. It included questions about symptoms, causes, risk factors, possible coping strategies, and the prognosis 
of the disorder (e.g. what is an early symptom of post-traumatic stress disorder? (a) Hallucinations (b) Racing thoughts (c) 
Decreased appetite (d) Suicidal thoughts (e) Intrusive memories). There was only one correct answer for each question. 
At the end of the survey, participants were given the opportunity to decline the use of their collected data for research 
purposes.

2.3 � Design

We used a between-subjects design with case vignettes as a factor with six categories (sexual assault, military combat, car 
accident, incident with clamping machine, tornado, and robbery). The dependent variables were two subjective ratings: 
severity of the traumatic experience and the intensity of the recommended intervention. All participants completed the 
knowledge test on PTSD, which served as a moderator variable in our experiment.

3 � Results

3.1 � Descriptive statistics of the groups

The demographic characteristics of participants were homogeneous across all six groups (see Table 1) as confirmed by 
lack of significant group differences in ANOVA and χ2 -tests. In particular, participants’ scores did not differ significantly 
on the PTSD-literacy scale (F < 1). Regarding education, the percentage of participants with a university degree (BSc, MSc, 
or Diploma) ranged from 21.3% (sexual assault condition) to 34.6% (tornado condition). The percentage of participants 
with vocational training ranged from 26.8% (robbery condition) to 46.7% (sexual assault condition). Groups did not 
differ significantly in terms of the level of participants’ education (p = 0.564). The proportion of participants who knew 
someone with PTSD in their immediate social circle varied between 15.8% (military combat condition) and 21.8% (tornado 
condition) and did not differ systematically between groups (p = 0.963). In terms of the own PTSD diagnosis, the lowest 
percentage of participants with personal experience of PTSD was 3.9% (military combat condition) and the highest 12.7% 
(robbery condition). However, this difference was present only on the descriptive level (p = 0.350).

3.2 � The severity of the traumatic experience

Testing the assumptions of variance analysis (univariate ANOVA with six independent groups) showed that the 
data were not normally distributed, as both Shapiro–Wilk and Kolmogorov–Smirnov tests were significant (both 
ps < 0.001). Therefore, we used the Kruskal Wallis H test, which does not require the groups to be normally distributed. 
The test results revealed significant differences between the groups in the severity ratings, H (5) = 56.34, p < 0.001 
(see Fig. 1a and Fig. 1b for mean rating comparisons). The pairwise comparisons with Bonferroni correction showed 
that the severity rating for the sexual assault experience was significantly higher compared to the experience of a 

Table 1   Descriptive statistics for each group: number of participants in the group (n), age, gender and the mean score on the PTSD-literacy 
scale.

https://osf.io/uhpqs/?view_only=c48ed5efb4f242de9c0ac4a765350d83
https://osf.io/uhpqs/?view_only=c48ed5efb4f242de9c0ac4a765350d83
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car accident (p < 0.001), tornado (p < 0.001), incident with clamping machine (p < 0.001), and robbery (p < 0.001). The 
severity rating for military combat was also significantly higher compared to the ratings of car accident (p = 0.001), 
tornado (p = 0.014), and incident with clamping machine (p = 0.032). Other pairwise comparisons did not reach the 
significance level (all ps  ≥ 0.116).

3.3 � The intensity of the recommended intervention

According to the Shapiro–Wilk and Kolmogorov–Smirnov tests, similar to the severity ratings, the ratings of the 
intensity of the recommended intervention showed a non-normal distribution (both ps < 0.001). Thus, we used the 
Kruskal–Wallis H test, which revealed a significant main effect of the group on the intensity rating, H (5) = 15.89, 
p = 0.007 (see Fig. 2 for mean rating comparisons). However, the Bonferroni-corrected pairwise comparisons did not 
show significant differences among the groups (all ps ≥ 0.112). Descriptively, the mean ratings for sexual assault and 
military combat are the highest compared to the other groups.

Fig. 1   a Mean ratings for the 
severity of the experience 
for each group separately. 
Error bars depict the standard 
deviations from the mean 
value. b Percentage of answer 
frequency for the severity 
scale in each condition 
separately

Fig. 2   Mean ratings for the 
intensity of the recommended 
intervention for each group 
separately. Error bars depict 
the standard deviations from 
the mean value
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The vast majority of participants recommended Maria to begin psychotherapy, especially in the sexual assault (81.33%), 
robbery (80.28%) and military combat (78.95%) conditions (Table 2). The second most recommended intervention types 
were talking with friends and family and finding a self-help group.

3.4 � Relationship between the ratings

Since both variables (the severity of the traumatic event and the intensity of the recommended intervention) are non-
normally distributed, we used Spearman-Rho to calculate the correlation. The results revealed a strong positive correlation 
between the two variables, r (455) = 0.52, p < 0.001. This means, that the higher the severity rating for the vignette text, 
the higher the intensity of the recommended intervention across the groups. The same pattern was observed within the 
groups as well (all rs ≥ 0.36, all ps ≤ 0.002).

Further, we tested this relationship under the potential moderating influence of the third variable—knowledge 
about PTSD (M = 4.43, SD = 1.12). According to the results, knowledge does not significantly moderate the relationship 
between the severity and intensity ratings, b =− 0.06, p = 131. Whether participants had a high or low level of knowledge 
about PTSD, did not influence their assessment of the severity of the traumatic experience and the intensity of the 
recommended intervention.

3.5 � Influence of gender on the ratings

We explored whether the rating of the severity of the traumatic experience differed between female and male 
participants. As shown in Fig. 3, females rated severity higher (M = 3.74, SD = 0.67) than male participants (M = 3.49, 
SD = 0.79) across all of the six groups, U = 16,740, n1 = 331, n2 = 123, p = 0.003. The same was true for the recommended 
intervention (female: M = 5.30, SD = 0.70; male: M = 4.89, SD = 0.93), U = 15,247, n1 = 331, n2 = 123, p < 0.001 (see Fig. 4).

Table 2   Percentage of participants that chose the specific intervention in response to the item „Which of the following interventions would 
you most likely recommend to Maria? “

No intervention 
needed

Distraction, practice 
a hobby

Relaxation, 
running, yoga

Talk with friends 
and family

Find a self-help 
group

Begin 
psychotherapy

Sexual assault 2.67 0.00 0.00 8.00 8.00 81.33
Military combat 0.00 0.00 0.00 11.84 9.21 78.95
Car accident 0.00 1.25 5.00 13.75 13.75 66.25
Incident with 

clamping machine
1.33 0.00 4.00 20.00 8.00 66.67

Tornado 0.00 0.00 2.56 15.38 16.67 65.38
Robbery 1.41 0.00 1.41 9.86 7.04 80.28

Fig. 3   Gender differences 
in the mean severity of 
the traumatic experience 
ratings for female and male 
participants, and for each 
group separately. Error bars 
depict the standard deviations 
from the mean value
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The correlation coefficient (Spearman-Rho) for the severity and intensity ratings were significant for both female 
(r = 0.45, p < 0.001) and male (r = 0.62, p < 0.001) participants. There was also some indication of a gender difference in 
knowledge about PTSD. Female participants tended to show higher awareness (M = 4.48, SD = 1.08) of symptoms and 
interventions than male participants (M = 4.28, SD = 1.22), t (452) = 1.75, p = 0.081, d = 0.184 (two-tailed).

4 � Discussion

Current evidence on whether the assessment of the severity and the need for treatment varies across different types of 
traumatic experiences is contradictory. This study aimed to investigate whether any specific cause of traumatic experience 
stands out in terms of how severe participants consider an experience to be and how intense they think the intervention 
should be. The results show that the assessment of severity varied significantly across different traumatic experiences 
with the highest ratings in the sexual assault condition and the lowest in the car accident condition. This result aligns with 
the finding of the study by Kessler et al. [13], where rape and molestation were closely associated with PTSD, especially 
in women. Our results contradict those of several other studies, where recognition of PTSD symptoms was highest 
in military combat scenarios and lower in sexual assault scenarios [16, 17]. A similar pattern emerged in participants’ 
intensity of intervention ratings, with the highest intensity recommendations for the sexual assault and the lowest for the 
car accident condition. However, these differences were descriptive only, as the post hoc tests could not reveal significant 
inter-group differences. In our study, beginning psychotherapy was the most  frequently recommended intervention 
type, especially in the sexual assault condition (81.33%). This suggests that the majority of participants were aware of the 
most appropriate treatment approach for the described case. In contrast, other studies have shown that while awareness 
of PTSD is high in general, knowledge about effective treatment strategies is low in the general public [28] as well as in 
people with PTSD symptoms [7].

We observed gender differences in both the severity and intensity ratings, with female participants providing higher 
overall scores. Interestingly, in male participants, the ratings for severity and intervention intensity were not higher in 
the military combat conditions. Conversely, there was even a slight descriptive difference between these two ratings, 
with higher values in the sexual assault condition. Female participants showed better general knowledge about PTSD 
compared to the male participants. In this regard, the higher ratings in the severity and intensity variables in female 
participants could have been made in the wake of higher awareness of PTSD [28].

An unequal distribution of female and male participants could be seen as a limitation of the present study. Another 
shortcoming is the very high overall knowledge of participants about PTSD, which casts doubt on the assumption that 
the participants can be considered laypeople. The fact that some of the participants were psychology students and 
therefore more aware of mental health problems than the general public, may have affected the results. Future studies 
could address these aspects and further elaborate the study question.

Evidence is accumulating that the development of PTSD is not a mere consequence of traumatic experiences but 
rather a myriad of internal and external factors that define how we respond to traumatic events. According to the theory 
of sequential traumatization [10], trauma is not a single event but an open-ended process [21], which entails phases 

Fig. 4   Gender differences 
in the intensity of the 
recommended intervention 
ratings for female and male 
participants, and for each 
group separately. Error bars 
depict the standard deviations 
from the mean value
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and can be significantly influenced by the experiences following the traumatic event. Social interactions and feedback 
from others are among these factors [20, 27]. In the present study, almost 19% of the participants stated that someone 
in their immediate social circle had been diagnosed with PTSD. Thus, the odds of interacting with someone with PTSD 
are relatively high. In this regard, we should not underestimate and overlook the PTSD symptoms, even if the traumatic 
event (e.g. experiencing a tornado or robbery) appears less dangerous compared to other traumatic events (e.g. rape 
or military combat), which are conventionally more associated with PTSD. Awareness of PTSD causes, symptoms and 
treatment options in laypeople is important on two levels: a) to interact correctly with people in our social environment 
affected by PTSD and recommend that they seek professional help, and b) to help ourselves through early intervention 
if we are the ones affected. It is well-established that trauma-informed people are more hopeful, self-reflective, able to 
shift their perspective, and can effectively communicate with others who have experienced trauma [3]. In this respect, 
it is important to understand how laypeople perceive PTSD symptoms as well as treatment possibilities, as these factors 
can have a substantial influence on the development as well as the course of the disorder.
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