
 

 

 

 

 

 

 

 

 

The Epidemiology and Impact of Social Trauma 

Preliminary Results from a Population Study among Icelandic Women 

 

 

 

 

 

Arnar Guðjón Skúlason 

Lokaverkefni til MS-gráðu í klínískri sálfræði 

Sálfræðideild 

Heilbrigðisvísindasvið 

 

 

 



 

 

ii 

ii 

 

 

 

 

 

 

 

 

 

 

 

 

The Epidemiology and Impact of Social Trauma:  

Preliminary Results from a Population Study among Icelandic Women 

Arnar Guðjón Skúlason 

Leiðbeinandi: Dr. Andri Steinþór Björnsson 

 

 

Ritgerð þessi er lokaverkefni til MS gráðu í klínískri sálfræði og er óheimilt að  

afrita ritgerðina nema með leyfi rétthafa.  

 

© Arnar Guðjón Skúlason og Andri Steinþór Björnsson, 2018 

 

 

Prentun: Háskólaprent 

Háskóli Íslands 

Heilbrigðisvísindasvið 

Sálfræðideild  

Vor 2018  



 

 

iii 

iii 

Table of Contents 

 

Abstract ...................................................................................................................................... 1 

Trauma and Posttraumatic Stress Disorder ................................................................................ 2 

Social Anxiety Disorder and Social Trauma .............................................................................. 4 

Aims of the Present Study .......................................................................................................... 8 

Method ....................................................................................................................................... 8 

Participants ............................................................................................................................. 8 

Instruments and Measures .................................................................................................... 10 

Procedure .............................................................................................................................. 16 

Design and Data Analysis..................................................................................................... 16 

Results ...................................................................................................................................... 18 

Discussion ................................................................................................................................ 34 

Endorsement rate of potentially traumatic events ................................................................ 34 

Association between worst trauma, SAD and PTSD ........................................................... 35 

Threat to life and/or social trauma and association with psychopathology .......................... 38 

Relationship between social PTSD and SAD ....................................................................... 41 

Limitations of the study ........................................................................................................ 42 

Conclusions and Implications ............................................................................................... 43 

References ................................................................................................................................ 45 

 

 



 

 

1 

1
 

Abstract 

This study sought to address and move forward the unproductive Criterion A debate on what 

constitutes a traumatic stressor that is likely to lead to symptoms of posttraumatic stress 

disorder (PTSD). We propose that there exist at least two types of trauma; threat-to-life trauma 

and social trauma. The impact of trauma generally, and social trauma specifically, on 

psychopathology was investigated in a large epidemiological sample of Icelandic women. All 

adult women currently residing in Iceland were invited to respond to an online questionnaire, 

whereby they reported detailed socio-demographic data, lifetime history of exposure to 

traumatic events, and current psychopathology, including measures of PTSD and social anxiety 

disorder (SAD). Preliminary results based on a sample of 12,564 women (𝑀𝑎𝑔𝑒 = 43.5) 

showed that about 25% of participants regarded a traumatic social event as their worst 

traumatic experience and many of these were associated with high scores of PTSD symptoms 

and high rates of probable PTSD and SAD diagnoses. Primarily social traumas, in which 

participants experienced high rejection/humiliation but low threat to life, had an impact on 

psychopathology measures and functional variables comparable to primarily threat to life 

traumas, in which participants experienced high threat to life but low rejection/humiliation. 

Furthermore, traumas involving a combination of high threat to life and rejection/humiliation 

had the strongest association with PTSD symptoms, SAD symptoms, generalized anxiety, 

depression, and suicidality. Among participants with a probable SAD diagnosis, more than 

64% had probable PTSD in response to a traumatic event involving severe rejection/ 

humiliation (i.e. social PTSD). These findings may have important implications for the 

conceptualization of trauma and theoretical models of both PTSD and SAD. They could also 

have substantial clinical implications, especially for the treatment of individuals who develop 

PTSD and SAD in response to social trauma. 

 Keywords: trauma, social trauma, social anxiety disorder, posttraumatic stress disorder   
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Trauma and Posttraumatic Stress Disorder 

Researchers and clinicians have long debated which kinds of events or experiences constitute 

a traumatic stressor. Until recently, trauma has almost exclusively been researched in the 

context of posttraumatic stress disorder. According to the fifth edition of the Diagnostic and 

Statistical Manual of Mental Disorders (DSM-5; American Psychiatric Association, 2013) a 

traumatic event is defined as “exposure to threatened death, serious injury, or sexual violence” 

(p. 271, Criterion A). Such exposure may be through a direct encounter or indirect, for example 

by witnessing in person the event befall upon others, learning that the event happened to a 

loved one or a friend, or repeated confrontation to unpleasant details related to the such events 

(e.g., through work of emergency responders, police officers, etc.). Traumatic events, defined 

this way, are characterized by exposure to imminent threat to life, although sexual violence 

does not always involve an obvious life-threat. 

According to DSM-5, exposure to a traumatic event is a necessary condition for the 

diagnosis of PTSD, but it is, however, not a sufficient condition. The individual must also 

experience a subjective traumatic reaction for at least one month with symptoms of intrusion 

(e.g., intrusive distressing memories of the event; recurrent distressing dreams); persistent 

avoidance of places and people associated with the traumatic event; negative alterations in 

cognitions and mood (e.g., negative beliefs or expectations about oneself, others and the world; 

intense guilt, anger, or shame); and marked alterations in arousal and reactivity (e.g., 

hypervigilance; sleep disturbance; self-destructive behavior). PTSD is, unquestionably, a 

severe mental disorder, with a lifetime prevalence of around 6 to 8% in the general population 

(Kessler, Sonnega, Bromet, Hughes, & Nelson, 1995; Pietrzak, Goldstein, Southwick, & Grant, 

2011) and 12-month prevalence of just under 4% (Kessler, Chiu, Demler, & Walters, 2005; 

Kessler, Petukhova, Sampson, Zaslavsky, & Wittchen, 2012). It is believed that PTSD 

develops and becomes persistent when individuals appraise the experience of a traumatic event 
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such that it leads to a sense of constant, serious, and imminent threat (Brewin & Holmes, 2003; 

Ehlers & Clark, 2000). 

 Contrary to earlier beliefs, traumatic events, as defined by the DSM, are extremely 

common experiences. A recent investigation by Kilpatrick and colleagues (2013) examining 

the prevalence of traumatic events using DSM-5 criteria found that the vast majority (89.7%) 

of their large U.S. sample (𝑁 = 2,953) had experienced at least one traumatic event and most 

had been exposed to multiple traumatic events, with the mode number being three events. 

Among the 1,538 women in their sample, the prevalence of sexual assault and physical assault 

victimization was 42.4% and 44.9% respectively. Furthermore, Benjet et al. (2016) compiled 

the results of general population surveys from 24 countries yielding a total sample of nearly 

70,000 adults assessing exposure to Criterion A traumatic events and discovered that over 

70% of the respondents reported having experienced such trauma in their lifetime, and thereof 

30.5% reported four or more events. Clearly, traumatic life-threatening events can and will 

happen to almost everybody and yet, relatively few go on to develop persistent PTSD 

symptoms. No Criterion A trauma will invariably lead to PTSD and many who initially develop 

PTSD recover over time. However, events differ in their conditional probability that exposure 

will result in PTSD, for example victims of sexual assault develop PTSD at a higher rate than 

individuals who experience natural disasters (Friedman, Resick, Bryant, & Brewin, 2011). 

Without doubt, the type of event experienced as traumatic has important bearing on whether 

an individual develops PTSD or not.  

 There is, however, little agreement between experts on the general objective definition 

of a traumatic event and, more importantly, what types of experiences can be considered 

traumatic and are likely to lead to PTSD symptoms and diagnosis (i.e., the Criterion A debate; 

Weathers & Keane, 2007). Abundant research evidence indicates that people often report 

symptoms meeting full PTSD criteria following negative life events that do not meet Criterion 
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A for a traumatic event in DSM and do not involve an imminent threat to life (for a review see 

Rosen & Lilienfeld, 2008). Gold, Marx, Soler-Baillo & Sloan (2005) studied a sample of 454 

undergraduate students, who reported a life event they experienced as traumatic, some of them 

consistent with DSM-IV requirements for Criterion A and others inconsistent with that 

definition. They found that students who experienced a stressful life event inconsistent with 

Criterion A reported a significantly higher PTSD rate and greater severity of symptoms, 

according to a self-report measure, than those who reported a Criterion A traumatic event. 

Other retrospective studies, using either self-report measures or structured clinical interviews, 

have also found similar results (Bodkin, Pope, Detke, & Hudson, 2007; Long et al., 2008; Mol 

et al., 2005), while others have not (Boals & Schuettler, 2009). A recent meta-analysis suggests 

that, on the whole, DSM-III and -IV defined traumas were associated with only slightly higher 

PTSD symptoms compared to stressful events that do not meet this definition (Larsen & 

Pacella, 2016), and for DSM-5-congruent events, this difference was minor and nonsignificant 

(Larsen & Berenbaum, 2017). Taken together, this literature indicates that PTSD symptoms 

are not specific to DSM Criterion A traumas and other types of negative, stressful experiences 

may lead to traumatic reactions and even the full clinical syndrome of PTSD. What do such 

experiences have in common and how are they associated with other psychiatric disorders? 

Social Anxiety Disorder and Social Trauma 

Some answers to these questions can, conceivably, be found by considering the etiology of 

social anxiety disorder (SAD) and its association with PTSD symptoms. SAD is characterized 

by significant fear or anxiety of being humiliated or embarrassed in one or more social 

situations in which the individual might be exposed to scrutiny by others (American Psychiatric 

Association, 2013). Epidemiological studies have found that this severely distressing and 

impairing condition is one of the most prevalent psychiatric disorders today (Stein & Stein, 

2008), with estimates of lifetime prevalence ranging from 10 to 12% (Kessler, Berglund, et 

al., 2005; Kessler, et al., 2012) and a 12-month prevalence of around 7% (Kessler, Chiu, et al., 



 

 

5 

5
 

2005; Kessler et al., 2012). Environmental risk factors influence the development of the 

disorder to a large extent (Brook & Schmidt, 2008; Norton & Abbott, 2017), although genetic 

factors also play a role (Scaini, Belotti, & Ogliari, 2014). Specifically, aversive social 

experiences (e.g., peer victimization and teasing; witnessing parental conflict; sexual 

harassment or abuse; public humiliation or ridicule) have been associated with the onset and 

development of SAD (Bandelow et al., 2004; Chartier, Walker, & Stein, 2001; Magee, 1999; 

McCabe, Miller, Laugesen, Antony, & Young, 2010; Rosellini, Rutter, Bourgeois, Emmert-

Aronson, & Brown, 2013; Storch, Masia‐Warner, Crisp, & Klein, 2005; Siegel, La Greca, & 

Harrison, 2009). These experiences involve the overarching themes of humiliation, rejection, 

embarrassment, or criticism and most people with SAD report one or multiple such events 

around the time of the onset or exacerbation of their disorder (Hackmann, Clark, & McManus, 

2000). Even though aversive social events are neither necessary nor sufficient for the onset of 

SAD, the role of negative social experiences in the etiology of SAD seems similar to the role 

of trauma in the development of PTSD. 

 Furthermore, there is limited but compelling research evidence to suggest that negative 

social experiences may be experienced as traumatic in the sense that they can lead to PTSD 

symptoms among individuals with SAD. Erwin, Heimberg, Marx, & Franklin (2006) compared 

the frequency of PTSD re-experiencing, avoidance, and hyperarousal symptoms in response to 

an extremely stressful social event between 45 patients with SAD and 30 non-anxious controls. 

On the whole, socially stressful events were very common, with all SAD patients and 70% of 

control participants reporting experiencing such an event. More than one-third of the 

participants in the SAD group met DSM-IV criteria for PTSD in response to the stressful social 

event. Of the 29 SAD patients reporting both a socially stressful event and Criterion A trauma, 

14% met PTSD diagnostic criteria for their worst stressful social event, but not for their worst 

Criterion A event. Interestingly, none of the non-anxious controls reported a PTSD symptom 
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pattern, despite the majority of them having experienced a stressful social event. Carleton, 

Peluso, Collimore, & Asmundsson (2011) carried on this line of research by assessing the 

endorsement rates of negative social events (i.e., being publicly humiliated; being bullied; 

being ridiculed) among Canadian community members (𝑁 = 601) and comparing patterns of 

social anxiety and PTSD symptoms among participants reporting socially distressing events to 

participants reporting DSM-IV Criterion A traumatic events. Their results showed that 55% of 

their sample reported experiencing a negative social event, with one-third of participants who 

reported both types of events rating the social event as more distressing. What is more, 

participants reporting a significant negative social event had higher scores on measures of 

social anxiety and PTSD symptoms, and scores were highest for those indicating that the nega-

tive social event was worse than their Criterion A trauma. Lastly, PTSD symptoms predicted 

social anxiety symptoms, but only among those participants who reported a negative social 

event. In summary, these two studies suggest that among those prone to social anxiety, a 

traumatic reaction to aversive social events may contribute to the development of both SAD 

and PTSD. 

 This association between PTSD and SAD is further supported by numerous studies 

demonstrating a high degree of comorbidity between the two disorders (Collimore, Carleton, 

Hofmann, & Asmundson, 2010; McMillan, Sareen, & Asmundson, 2014) conferring an 

additive impact on suicidality and quality of life beyond that of either disorder individually 

(McMillan, Asmundson, & Sareen, 2017). A plausible explanation for this co-occurrence, at 

least for a subset of vulnerable individuals, is that PTSD and SAD developed simultaneously 

from one or more stressful social events that were experienced as traumatic. It seems likely 

that in addition to traumatic events characterized by an imminent threat to life and defined in 

DSM Criterion A, there exists another type of traumatic events – social trauma, conceptualized 

as the experience and appraisal of severe humiliation, embarrassment and/or rejection in social 
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situations. Social trauma makes intuitive sense from an evolutionary perspective, since humans 

have always been social creatures, dependent on a group for such vital things as shelter, access 

to food, and mating (Gilbert, 2002; Gilboa-Schechtman, Shachar, & Helpman, 2014). The 

experience of being humiliated, embarrassed, and eventually rejected from one’s social group 

may, from an evolutionary standpoint, have been just as life-threatening as attacks from wild 

animals or natural disasters (Björnsson, 2016). 

In an effort to add to the limited research on social trauma and its potency in 

contributing to PTSD and SAD, our research team conducted a study, in which frequency, type, 

severity, and appraisals of social trauma was compared between 60 outpatients with SAD as a 

primary diagnosis and a control group of 57 individuals with no mental disorder 

(Valdimarsdóttir, 2017). The results showed that most participants in both groups, over 60%, 

had experienced a socially traumatic event. Although there were no clear differences in the 

types of events experienced by both groups, the social trauma was rated as more severe, on 

average, in the SAD group compared to the control group. Higher severity scores were 

associated with increased depression and social anxiety symptoms, worse quality of life and 

more functional impairment. Most importantly, 31.2% of those who reported social trauma in 

the SAD group suffered from clinically significant PTSD symptoms, of which 80% met full 

PTSD criteria. These results could have important implications for theoretical models and 

treatment of PTSD and SAD, especially if a large subset of SAD patients has PTSD in response 

to social trauma.  

In conclusion, we propose that there exist at least two types of traumas – threat to life 

trauma involving the appraisal of imminent life-threat at the time of the event and social 

trauma involving the experience of severe humiliation, embarrassment and/or rejection. Both 

types seem to have the capacity to lead to symptoms of PTSD, and some studies indicate that 

social trauma might even have a more substantial impact than threat to life trauma. In addition, 
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these two types of trauma may also play a role in the etiology of other mental illnesses (e.g, 

major depressive disorder, social anxiety disorder). However, this research is in its infancy and 

it is, therefore, imperative to conduct a population based epidemiological study to assess the 

prevalence of social trauma, explore different types of events classified as such, and shed light 

on their impact on PTSD, SAD, and other clinical and functional measures.  

Aims of the Present Study 

The purpose of the present study was to conduct a large-scale investigation of the 

impact of trauma generally, and social trauma specifically, through a self-administered web-

based questionnaire in an epidemiological sample of Icelandic women ages 18 years and older. 

Specific aims were to determine:  

1) The endorsement rate of various potentially traumatic events, both experiences 

typically considered consistent with the DSM definiation of threat to life trauma and 

socially traumatic experiences inconsistent with that definition. 

2) The association between types of traumatic events participants consider the worst they 

have ever experienced and scores on validated measures of PTSD and SAD symptoms. 

3) The appraisal of traumatic events as threat to life or social trauma and their association 

with scores on measures of psychopathology. 

4) The relationship between social PTSD (i.e., probable PTSD in response to social 

trauma) and a probable diagnosis of SAD. 

 

Method 

Participants 

All adult women, 18 years and older, currently residing in Iceland (𝑁 = 131,527 according to 

Statistics Iceland, January, 2018) were invited to participate in the study. Participation was on 

a voluntary basis and no compensation was offered for participation. The only inclusion 

criterion was adequate proficiency in reading and understanding Icelandic, as the questionnaire 
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was available in no other language. Upon data export for this preliminary analysis of results on  

April 20th, 2018, a total of 12,564 women (response rate 9.6% of the population) had 

completed the questionnaire and submitted their response. However, the study is still ongoing 

and more women are expected to participate in the upcoming months. 

 Table 1 displays socio-demographic characteristics of participants, including age, 

country of birth, highest level of education completed, marital status, and employment status. 

Mean age was around 43 years (𝑆𝐷 = 13.3). A vast majority was born in Iceland (96.1%), 

with no other single country of birth exceeding 1%. Overall, the education level in this sample 

was quite high, with most having completed an undergraduate degree or higher (58.4%). 

Although most reported being married, cohabitating, or in a relationship, a sizable minority did 

not with 24% reporting being single. Almost 74% stated that they were working, but more 

than 10% of the sample reported being on disability compensation, most of which (> 90%) 

were considered 75% disabled or more. 

Table 1 

Socio-demographic characteristics of participants 

Age, 𝑀(𝑆𝐷) 43.46 (13.3) 

Country of birth, 𝑛(%)  

     Iceland 12,073 (96.1) 

     Other 467 (3.7) 

     Unable/prefer not to say  24 (0.2) 

Highest education completed, 𝑛(%)  

     Grade school  1,568 (12.5) 

     Junior college  2,157 (17.2) 

     Multi-craft trade skill  669 (5.3) 

     College or university  7,338 (58.4) 

     Other 781 (6.2) 

     Unable/prefer not to say 51 (0.4) 

Marital status, 𝑛(%)  

     Married 5,581 (44.4) 

     Cohabitating 2,783 (22.2) 

     In a relationship, not cohabitating 938 (7.5) 

     Single 3,010 (24.0) 

     Widow 275 (2.2) 

     Unable/prefer not to say 64 (0.5) 
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Table 1. Cont’d 

Employment status, 𝑛(%)  

     Working 9,254 (73.7) 

     Student 2,012 (16.0) 

     On disability compensation 1,275 (10.1) 

     Retired on pension 482 (3.8) 

     Working at home/parental leave 561 (4.5) 

     Sick leave, longer than 2 months 413 (3.3) 

     Unemployed/looking for work 312 (2.5) 

     Unable/prefer not to say 95 (0.8) 

Instruments and Measures 

 Demographic characteristics were assessed with questions considering socio-

demographic information including age, country of birth, place of residence, marital status, 

number of children, highest level of education completed, employment status, salary, and leave 

from work. For some of these (e.g., place of birth, highest level of education completed), 

participants selected one response option from a list of possibilities. For others (e.g. marital 

status, employment status), participants could select multiple options as a response to the same 

question, if applicable.  

The Life Events Checklist for DSM-5 (LEC-5; Weathers et al., 2013) was used to screen 

for lifetime history of exposure to potentially traumatic events. LEC-5 is originally a 17-item 

checklist covering 16 types of Criterion A traumas such as natural disasters, sudden accidental 

or violent death, exposure to disasters, explosion or transportation/work-related accidents, 

physical or sexual assault, and life-threatening illness or injury. The 17th and last item assesses 

any other extraordinarily stressful event not captured by the previous items. In the current 

study, the instrument was adapted by dropping some items from the original questionnaire, 

combining others, and adding new ones. Items concerning exposure to toxic substances and 

severe human suffering were not included in this study. Three items relating to fire or 

explosion, transportation accident, and serious accident at work, home, or during recreational 

activity were combined to create one single item. Similarly, items covering physical assault or 

assault with a weapon were combined into one. For each item, the participant indicated whether 
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it happened to her personally, she witnessed it happen to someone else, or she learned about it 

happening to a close family member or close friend. In addition, items on potentially traumatic 

social events, such as bullying, discrimination, public ridicule or humiliation, adultery or 

rejection by spouse, were included, along with items on potentially traumatic events related to 

childbirth or child-rearing, such as losing custody of child and stillbirth. These were displayed 

on a separate page in the online questionnaire, before the original LEC-5 items. Here, 

participants only indicated whether or not it had happened to them personally or not.  

The participant then selected the traumatic event that she considers the worst she had 

ever experienced and that she believes has had the most effect on her presently for more 

detailed assessment of the characteristics and appraisal of that trauma. These included 

questions about the level of experienced threat to life and rejection and humiliation when the 

event took place. With regards to threat to life, participants first responded to an item indicating 

whether or not they believed someone’s life was in danger at the time of their worst trauma. If 

so, they responded to a second item estimating the degree of threat to life they experienced 

using the response options “Severe”, “Substantial”, or “Minimal”. These items were only 

displayed when one of the following traumatic events was selected as the worst: Natural 

disaster; fire, explosion, transportation accident or serious accident at work, home, or during 

recreational activity; physical assault or assault with a weapon; combat or exposure to a war-

zone; captivity; life-threatening illness or injury; any traumatic social event; losing custody of 

a child; giving birth to a child with severe physical or mental disability; other stressful 

experience. Regarding rejection/ humiliation, only one item was used whereby participants 

estimated the degree of rejection and/or humiliation they experienced during their worst trauma 

using the response options “Yes, severe”, “Yes, substantial”, “Yes, minimal”, “No, none” and 

“Does not apply”. These items were only displayed when one of the following traumatic events 

was selected as the worst: Physical assault or assault with a weapon; sexual assault; other 

unwanted or uncomfortable sexual experience; any traumatic social event; losing custody of a 
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child. In addition to this, data were only retained for a portion of the sample for the items 

concerning threat to life and rejection/humiliation. 

The LEC-5 does not yield a total or composite score and there is no formal scoring 

protocol, other than identifying exposure to one or more of the events listed and whether the 

worst traumatic event meets the requirements of trauma as defined by DSM-5. Studies have 

found an earlier version of the instrument to be psychometrically sound, especially in terms of 

temporal stability and convergent validity (Gray, Litz, Hsu, & Lombardo, 2004). Translation 

to Icelandic was done by Berglind Guðmundsdóttir, Ingunn Hansdóttir, Agnes Tryggvadóttir, 

and Guðlaug Friðgeirsdóttir (unpublished translation). The psychometric properties of this 

version have not yet been established. 

 The PTSD Checklist for DSM-5 (PCL-5; Weathers et al. 2013) was used to assess 

severity of PTSD symptoms, among participants who indicated having experienced any of the 

potentially traumatic events included in the questionnaire. The PCL-5 is a 20-item self-report 

scale that maps onto the 20 PTSD symptoms of the DSM-5 PTSD diagnosis (e.g., “Repeated, 

disturbing dreams of the stressful experience?”, “Having strong negative beliefs about yourself, 

other people, or the world?”). Participants were asked to keep the traumatic experience they 

considered their worst in mind and for each of the items, the participant indicated how much 

she has been bothered by the corresponding problem for the past month on a 5-point Likert 

scale, ranging from 0 (i.e. “not at all”) to 4 (i.e. “extremely”). A total symptoms score was then 

obtained by summing the scores from each item, yielding a composite between 0 and 80, 

whereby higher scores indicate more severe PTSD symptoms. Numerous studies have found 

the PCL-5 to have strong internal consistency, test-retest reliability, convergent, and 

discriminant validity (Blevins, Weathers, Davis, Witte, & Domino, 2015; Bovin et al., 2016; 

Wortmann et al., 2016). According to the developers of PCL-5, preliminary validation work is 

sufficient to recommend using a cut-point score of 33 and this threshold was used here to 

estimate a probable PTSD diagnosis. The instrument was translated to Icelandic by Berglind 



 

 

13 

1
3
 

Guðmundsdóttir, Agnes Tryggvadóttir, and Guðlaug Friðgeirsdóttir (unpublished translation). 

The psychometric properties of this Icelandic version of PCL-5 have not been studied and are 

unknown. In this study, internal consistency of the scale was excellent (𝛼 = .94). 

 The Mini Neuropsychiatric Interview (MINI; Sheehan et al., 1997; 1998) was used to 

estimate a probable diagnosis of SAD, obsessive compulsive disorder (OCD), and panic 

disorder (PD). MINI is a relatively brief semi-structured diagnostic interview that assesses 

existence of 17 current DSM-IV and ICD-10 diagnostic disorders. For each disorder, the 

participant is first asked one or two screening questions, and if these are positively answered, 

more symptom questions follow which closely map onto DSM diagnostic criteria. Here, only 

the SAD, OCD, and PD modules were used and most of the questions were abbreviated and 

simplified in the online questionnaire. Traditionally, the MINI is a clinician-administered 

interview but in the current study it was delivered via self-report. The MINI has rarely been 

used this way and its psychometric properties have never been studied in the self-report format. 

However, in the interviewer administered form, the MINI has shown good sensitivity and 

specificity for these three disorders and good inter-rater and test-retest reliability overall 

(Lecrubier et al., 1997). An Icelandic translation by Pétur Tyrfingsson was used in this study. 

Studies of the psychometric qualities of this version are limited, but in one study the Icelandic 

MINI showed good convergent validity with self-reported measures of depression and anxiety 

symptoms (Sigurðsson, 2008). 

 Generalized Anxiety Disorder-7 (GAD-7; Spitzer, Kroenke, Williams, & Löwe, 2006) 

was used as an overall measure of anxiety symptoms and to screen for generalized anxiety 

disorder (GAD). The GAD-7 is a 7-item self-report measure, with items partly corresponding 

to the symptoms of generalized anxiety disorder (e.g., “Feeling nervous, anxious or on edge”; 

“Worrying too much about different things”). For each item the participant indicated how 

often, over the last two weeks, she had been bothered by the following problems, with response 

options on a 4-point Likert scale ranging from 0 (“not at all”) to 3 (“nearly every day”). The 
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scores were then summed to yield a total score between 0 and 21, with higher scores signifying 

more severe symptoms. Studies have generally found good psychometric properties for the 

GAD-7 as a measure of anxiety symptoms in the general population and clinical samples (Löwe 

et al., 2008; Spitzer et al., 2006). However, its specificity for anxiety disorders and usefulness 

as a screening tool for GAD has been questioned (Beard & Björgvinsson, 2014). Two recent 

inquiries into the psychometric qualities of an Icelandic translation of GAD-7 by Haraldur 

Þorsteinsson (unpublished translation) have supported its internal consistency and construct 

validity (Ingólfsdóttir, 2014; Ólafsson, 2018). The internal reliability of the scale in the current 

study was good (𝛼 = .89). No diagnostic guidelines have been established for the Icelandic 

version of the GAD-7, but Spitzer et al. (2006) argue that a score of 10 or greater represents 

the most reasonable cut-point for probable GAD diagnosis. 

Patient Health Questionnaire (PHQ-9; Kroenke & Spitzer, 2002; Kroenke, Spitzer, & 

Williams, 2001) was used to measure depression symptoms and the severity of those 

symptoms. The PHQ-9 is a 9-item self-report scale, with items corresponding to the main 

symptoms of major depressive disorder (MDD) according to DSM (e.g., “Little interest or 

pleasure in doing things?”; “Trouble falling or staying asleep, or sleeping to much?”). The 

participant indicated how often she had been bothered by any of the problems described, over 

the past 2 weeks, on a 4-point Likert scale ranging from 0 (i.e. “not at all”) to 3 (i.e. “nearly 

every day”). A total score was obtained by adding the scores for every item, yielding a 

depression symptoms severity score ranging from 0 to 27 with higher scores indicating more 

severe symptoms. Studies have found the PHQ-9 to be a reliable and valid measure of 

depression severity both in the general population and primary care samples (Kroenke et al., 

2001; Martin, Rief, Klaiberg, & Braehler, 2006). Andri Björnsson combined two Icelandic 

translations of the PHQ-9, one by Auður Þórisdóttir (unpublished translation) and the other by 

Agnes Agnarsdóttir, Hafrún Kristjánsdóttir, Jakob Smári, Jón Friðrik Sigurðsson, and Pétur 

Tyrfingsson (Pálsdóttir, 2007). One recent study of the psychometric properties of this 
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Icelandic translation of the PHQ-9 found evidence for very good internal consistency and good 

convergent validity with a diagnosis of major depressive disorder using the MINI (Jónsdóttir 

& Sigurðardóttir, 2016). In the current study, the PHQ-9 had good internal reliability (𝛼 =

.88). According to Pálsdóttir (2007), a cut-off score of 12 on the Icelandic version of PHQ-9 

provides the best estimate of probable major depressive disorder diagnosis. 

 The Composite International Diagnostic Interview (CIDI; (Kessler & Ustün, 2004; 

Robins et al., 1988; World Health Organization, 1990) was used to assess suicidality. The CIDI 

is a comprehensive, fully structured psychiatric diagnostic interview that has been widely used 

in both epidemiological research and clinical settings. Studies have generally supported its 

reliability and validity with regards to most clinical diagnoses included, with Kappa 

coefficients ranging from good to excellent (Wittchen, 1994). Here, only questions concerning 

suicidality were used from the CIDI, along with items concerning age of ideation and number 

of attempts. Specifically, participants were asked about both suicidal ideation (i.e., “Have you 

ever seriously though about committing suicide?”; “Have you ever made a plan for committing 

suicide?”) and attempted suicide (“Have you ever attempted suicide?”) whereby they 

responded simply either “yes” or “no”. These items from the CIDI were translated into 

Icelandic by Hildur Ásgeirsdóttir and Védís Eiríksdóttir (unpublished translation) and their 

psychometric properties have not been investigated. 

Self-reported history of diagnosed mental illness was assessed using items covering 

major mental disorders included in the DSM-5. Participants responded to the question “Have 

you ever been diagnosed with any of the following mental disorders?” and checked from a list 

of 21 disorders, including neurocognitive disorders, attention-deficit/hyperactivity disorder, 

autism spectrum disorder, schizophrenia, bipolar disorder, major depressive disorder, anxiety 

disorders, body dysmorphic disorder, obsessive-compulsive disorder, PTSD, eating disorders, 

sleeping disorders, personality disorders, substance use disorders, and sexual dysfunctions. 
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Procedure 

The study was conducted in the spring of 2018. All adult women, 18 years and older, currently 

residing in Iceland were invited to participate by logging in to www.afallasaga.is. Recruitment 

was done through various means; short text messages (SMS) were sent to every Icelandic 

phone number registered to an adult woman, advertisements ran on numerous media outlets, 

and the link was shared on social media. Once on this website, participants registered for 

participation using either electronic ID or Íslykill supplied by Registers Iceland and provided 

informed consent. 

 On completing the registration, participants received a link through SMS or email 

directing them to the web-based questionnaire used in the study. There, women reported 

detailed background and socio-demographic data, along with clinical measures, medical 

history, and lifetime history of traumatic experiences. Overall, this questionnaire took about 30 

to 60 minutes to complete and upon completion, participant were given general information on 

where to seek help regarding any of the problems disclosed in response to questions. The study 

was approved by the National Bioethics Committee. 

Design and Data Analysis 

 This study was retrospective and based on self-report, with a cross-sectional design. 

Initially, the data set was screened for significant deviations from normality, obvious outliers, 

and missing data for all variables of interest. The first aim was addressed by examining 

descriptive statistics, specifically the frequency and percentage of various stressful and 

potentially traumatic events in the entire sample. No inferential statistics were necessary for 

this part of the analysis. 

The second aim was addressed using one-way analysis of covariance (ANOVA), chi-

square tests of independence and linear regression. ANOVAs were used to examine mean 

differences in continuous psychopathology measures (i.e., scores on PCL-5, GAD-7, PHQ-9) 

between independent groups of participants who reported different types and categories of 
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worst trauma. If Levene’s tests revealed that the assumption of homogeneity had been violated, 

Brown-Forsyth F-ratios where used instead of the traditional F-test for significance testing. 

Games-Howell nonparametric post hoc tests were used to break down significant differences. 

Chi-square tests were used to examine the association between different types and categories 

of worst trauma and whether or not participants scored above or below cut-off scores for 

probable diagnoses (i.e., on PCL-5, GAD-7, PHQ-9, MINI-SAD, MINI-OCD, MINI-PD). 

Then, z-tests with adjusted p-values were used to further examine significant associations. 

Multiple linear regression, with the forced entry method, was used to examine the relative 

relation between type of worst trauma and estimates of PTSD symptoms. Since type of worst 

trauma was a categorical predictor, dummy coding was used with no worst trauma as a baseline. 

For the third aim, valid responses to the items relating to both threat to life and rejection/ 

humiliation at the time of worst trauma were used to define threat to life trauma and social 

trauma. Participants’ combination of high (i.e. “severe” or “substantial”) and low (“minimal” 

or “none”) responses to these questions were used to divide them into four groups irrespective 

of the type of traumatic event they considered their worst: 1) Neither threat to life nor social 

trauma (combination of low threat to life and low rejection humiliation); 2) Primarily threat to 

life trauma (combination of high threat to life and low rejection/humiliation); 3) Primarily 

social trauma (combination of low threat to life and high rejection/humiliation); 4) Both threat 

to life and social trauma (combination of high threat to life and high rejection/humiliation). 

Statistically, the third aim was addressed similarly to the second aim, using one-way 

ANOVAS, chi-square tests, and multiple linear regression where appropriate. In addition, 

binary logistic regression, with the forced entry method, was used to examine the relative 

relation between primarily threat to life trauma and primarily social trauma on probable SAD 

diagnosis. Again, dummy coding was applied with neither threat to life nor social trauma as a 

baseline. 
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For the fourth aim, valid responses to the item relating to degree of rejection/ 

humiliation were used along with an estimate of probable PTSD diagnosis to define the concept 

of social PTSD. A combination of high (i.e. “severe” or “substantial”) rejection/humiliation 

during trauma and a probable PTSD diagnosis in response to that trauma was considered 

indicative of social PTSD, and other combinations of these two variables fell outside this 

definition. A chi-square test was then used to examine the association between probable SAD 

diagnosis and social PTSD. A criterion of 𝛼 = .05 was used in all significance tests. 

Results 

Table 2 below provides an overview of the self-reported history of diagnosed mental disorders 

in this sample along with the overall outcomes on psychopathology measures. Most 

participants indicated that they had not been diagnosed with any mental disorder (54.7%). 

However, more than 43% of the sample reported having been diagnosed with at least one of 

the disorders listed, and just under 27% reported two or more lifetime diagnoses. The most 

commonly endorsed diagnoses were generalized anxiety disorder (GAD; 21.0%), major 

depressive disorder (MDD; 18.9%), PTSD (15.6%), and SAD (10.6%). Other commonly 

reported mental disorders in this sample were panic disorder (PD; 9.9%), attention-deficit 

hyperactivity disorder (ADHD; 9.5%), sleeping disorders (6.5%), substance use disorders 

(4.6%), and eating disorders (4.4%). More than 29% of the women scored above the cut-off 

score of 33 for probable PTSD. Furthermore, around 25% scored over the cut-off score of 10 

for probable GAD on the GAD-7 and 12 for probable MDD on the PHQ-9. For the MINI 

modules included in the questionnaire, over 14% gave answers indicative of probable SAD, 

around 7% gave responses indicative of probable OCD, and 4% gave responses indicative of 

probable PD. 
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Table 2 

Self-reported diagnosed mental disorders and overall outcomes on psychopathology measures 

Diagnoses 𝑛 % 

     Neurocognitive disorders 20 0.2 

     Attention-deficit/hyperactivity disorder 1,188 9.5 

     Autism or other autism spectrum disorder 81 0.6 

     Schizophrenia or other psychotic disorder  50 0.4 

     Major depressive disorder 2,380 18.9 

     Bipolar disorder 254 2.0 

     Panic disorder 1,242 9.9 

     Agoraphobia 179 1.4 

     Social anxiety disorder 1,338 10.6 

     Body dysmorphic disorder 89 0.7 

     Obsessive-compulsive disorder 479 3.8 

     Specific phobia 96 0.8 

     Generalized anxiety disorder 2,644 21.0 

     Adjustment disorder 32 0.3 

     Posttraumatic stress disorder 1,960 15.6 

     Eating disorders 550 4.4 

     Sleeping disorders 819 6.5 

     Personality disorders 151 1.2 

     Substance use disorders 583 4.6 

     Gender dysphoria 19 0.2 

     Sexual dysfunction 67 0.5 

     Other 315 2.5 

     None of the above 6,872 54.7 

     Unable/prefer not to say 232 1.8 

Instrument 𝑀(𝑆𝐷) % > clinical cut-off 

     PCL-51 23.3 (17.4) 29.1 

     GAD-72 6.8 (5.0) 24.6 

     PHQ-92 7.9 (6.0) 25.0 

     MINI-SAD2 - 14.5 

     MINI-OCD2 - 7.1 

     MINI-PD2 - 4.0 
Note. PCL-5: The PTSD Checklist for DSM-5. GAD-7: Generalized Anxiety Disorder-7. PHQ-9: Patient Health 

Questionnaire. MINI-SAD: The Social Anxiety Disorder module of the Mini Neuropsychiatric Interview (MINI). 

MINI-OCD: The Obsessive Compulsive Disorder module of the MINI. MINI-PD: The Panic Disorder module of 

the MINI. 1𝑛 = 12,388. 2𝑛 = 12,564. 

 

 Tables 3, 4, and 5 below provide an overview of potentially traumatic events reported 

by participants. Table 3 reports 10 events originally included in the LEC-5, table 5 covers 6 

potentially socially traumatic experiences, and table 6 contains 6 difficult experiences related 

to childbirth or child-rearing. The most commonly endorsed item in Table 3 was “Other un-
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Table 3 

Reported potentially traumatic events on the Life Events Checklist for DSM-5 (LEC-5) 

   𝑛(%) 

Event 
Happened to 

me 

Witnessed it 

happen 

Learned about 

it 

Does not  

apply 

Unable/prefer 

not to say 

Natural disaster 3,376 (26.9) 1,065 (8.5) 1,600 (12.7) 7,419 (59.0) 127 (1.0) 

Fire, explosion, transportation accident or serious 

accident at work, home, or during recreational activity 
3,148 (25.1) 1,318 (10.5) 3,515 (28.8) 6,072 (48.3) 874 (7.0) 

Physical assault or assault with a weapon 3,050 (24.3) 1,608 (12.8) 2,315 (18,4) 7,316 (58.2) 874 (7.0) 

Sexual assault 4,302 (34.2) 196 (1.6) 3,103 (24.7) 6,437 (51.2) 874 (7.0) 

Other unwanted or uncomfortable sexual experience 7,091 (56.4) 584 (4.6) 2,347 (18.7) 4,487 (35.7) 874 (7.0) 

Combat or exposure to a war-zone 104 (0.8) 70 (0.6) 281 (2.2) 12,161 (96.8) 874 (7.0) 

Captivity 350 (2.8) 54 (0.4) 204 (1.6) 11,966 (95.2) 874 (7.0) 

Life-threatening illness or injury 2,277 (18.1) 1,141 (9.1) 5,656 (45.0) 5,245 (41.7) 874 (7.0) 

Sudden violent death - 303 (2.4) 3,126 (24.9) 9,208 (73.3) 874 (7.0) 

Sudden accidental death - 487 (3.9) 3,376 (26.9) 8,799 (70.0) 874 (7.0) 

Serious injury, harm, or death you caused to someone 

else 
152 (1.2) - - 12,353 (98.3) 874 (7.0) 

Other stressful experience 5,006 (39.8) - - 6,268 (49.9) 1,290 (10.3) 
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Table 4 

Reported potentially traumatic social events 

    𝑛(%) 

Event 
Happened to  

me 

Does not  

apply 

Unable/prefer  

not to say 

Bullying 7,148 (56.9) 5,219 (41.5) 197 (1.6) 

Discrimination 1,112 (8.9) 11,311 (90.0) 141 (1.1) 

Public ridicule or humiliation on social or mass media 1,296 (10.3) 11,195 (89.1) 73 (0.6) 

Other humiliating experience 5,918 (47.1) 6,093 (48.5) 553 (4.4) 

Divorce or separation 8,257 (65.7) 4,217 (33.6) 90 (0.7) 

Adultery or rejection by spouse 5,735 (45.6) 6,641 (52.9) 188 (1.5) 

 

Table 5 

Reported difficult experiences related to childbirth or child-rearing 

    𝑛(%) 

Event 
Happened to  

me 

Does not  

apply 

Unable/prefer  

not to say 

Losing custody of a child 196 (1.6) 12.298 (97.9) 79 (0.6) 

Giving birth to a child with severe physical- or mental disability 1,137 (9.0) 11,348 (90.3) 79 (0.6) 

Having an abortion 3,000 (23.9) 9,522 (75.8) 42 (0.3) 

Early miscarriage  4,151 (33.0) 8,317 (66.2) 96 (0.8) 

Stillbirth 369 (2.9) 12.143 (96.6) 52 (0.4) 

Other difficult experience related to childbirth 4,045 (32.2) 8,423 (67,0) 96 (0.8) 
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wanted or uncomfortable sexual experience – Happened to me”, reported by more than 56% 

of this sample. “Sexual assault – Happened to me” was also common (34.2%) along with 

“Other stressful experience – Happened to me” (39.8%). Many had also learned about “Life 

threatening illness or injury” happening to a family member or friend (45.0%). Of the social 

events included in Table 4, “Divorce or separation” was the most common (65.7%), with many 

also reporting “Bullying” (56.9%), “Other humiliating experience” (47.1%), and “Adultery or 

rejection by spouse” (45.6%). Of the difficult experiences related to childbirth or child-rearing 

covered in table 5, “Early miscarriage” (33.0%), “Having an abortion” (23.9%), and “Other 

difficult experience related to childbirth” (32.2%) were most frequently endorsed. Only 176 

of the women (1.4%) recognized no potentially traumatic events. 

Table 6 shows the relationship between type of traumatic event participants considered 

the worst they had ever experienced and estimates of PTSD symptoms and probable PTSD 

diagnosis, measured on the PCL-5, along with estimates of probable SAD diagnosis, measured 

on the SAD module of the MINI.  “Sexual assault” was most frequently considered the worst 

traumatic event participants had ever experienced, reported by more than 15% of the sample. 

“Life-threatening illness or injury” was also considered the worst by many (12.4%) along with 

“Other stressful experience” (12.3%). The high endorsement rate of some socially traumatic 

experiences is also of note, with “Bullying”, “Divorce or separation”, and “Adultery or 

rejection by spouse” all considered the worst traumatic experience encountered by well over 

5% of the sample. 

 There was a significant effect of type of traumatic event considered the worst ever 

experienced on mean total scores on PCL-5, 𝐹(23; 1169.7) = 44.8; 𝑝 < .001. Levene‘s test 

revealed that the variances in the groups compared were significantly different, 

𝐹(23; 12,364) = 8.0; 𝑝 < .001, so Brown-Forsythe F-test was used to compare group means. 

According to Games-Howell post hoc tests, mean PCL-5 scores for those who reported “Losing 
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custody of a child” (𝑀 = 43.0) was significantly higher than that for any other group, except 

“Combat or exposure to a war zone” and “Captivity”. Other traumatic events associated with 

high PCL-5 scores were “Sexual assault” (𝑀 = 30.3), “Captivity” (𝑀 = 28.6), “Physical 

assault or assault with a weapon” (𝑀 = 28.2), “Public ridicule or humiliation on social or mass 

media” (𝑀 = 28.0), and “Other humiliating experience” (𝑀 = 28.1).  

Furthermore, there was a significant association between type of traumatic experience 

considered the worst and probable PTSD diagnosis on the PCL-5, 𝜒2(23) = 555.3; 𝑝 < .001. 

The highest probability of scoring above a clinical cut-off was observed for “Losing custody 

of a child” (71.1%), “Other humiliating experience” (43.5%), “Sexual assault” (43.0%), and 

“Captivity” (40.9%). Similarly, there was a significant association between type of traumatic 

experience considered the worst and probable SAD diagnosis on the MINI-SAD module, 

𝜒2(23) = 326.6; 𝑝 < .001. High rates were found for “Sexual assault” (23.8%), “Other 

humiliating experience” (22.5%), “Bullying” (21.4%), “Losing custody of a child” (21.1%), 

and “Physical assault or assault with a weapon” (21.0%). 

Table 6 

Relationship between type of worst trauma and estimates of PTSD symptoms and probable PTSD 

diagnosis (on PCL-5) along with probable SAD diagnosis (on MINI-SAD) 

  PCL-51 MINI-SAD2 

Traumatic event 
𝑛(%) 𝑀(𝑆𝐷) %  cut-off %  cut-off 

Natural disaster 156 (1.2) 11.1 (12.1) 5.8 5.1 

Fire, explosion, transportation 

accident or serious accident at work, 

home, or during recreational activity 
404 (3.2) 17.5 (15.2) 17.6 10.9 

Physical assault or assault with a 

weapon 
694 (5.5) 28.2 (18.7) 38.9 21.0 

Sexual assault 1,904 (15.2) 30.3 (18.2) 43.0 23.8 

Other unwanted or uncomfortable 

sexual experience 
812 (6.5) 20.4 (16.1) 22.3 15.1 

Combat or exposure to a war-zone 8 (0.1) 18.3 (19.3) 25.0 12.5 



   

 

24 

2
4
 

Table 6. Cont’d 

  PCL-51 MINI-SAD2 

Traumatic event 
𝑛(%) 𝑀(𝑆𝐷) %  cut-off %  cut-off 

Captivity 44 (0.4) 28.6 (18.9) 40.9 13.6 

Life-threatening illness or injury 1,564 (12.4) 19.5 (15.4) 19.7 9.7 

Sudden violent death 516 (4.1) 21.4 (16.4) 26.2 10.7 

Sudden accidental death 537 (4.3) 18.7 (16.1) 20.3 8.4 

Serious injury, harm, or death you 

caused to someone else 
15 (0.1) 19.5 (13.1) 13.3 6.7 

Bullying 958 (7.6) 24.2 (17.0) 31.0 21.4 

Discrimination 32 (0.3) 18.9 (2.1) 21.9 18.8 

Public ridicule or humiliation on 

social or mass media 
79 (0.6) 28.0 (17.7) 38.0 13.9 

Other humiliating experience 333 (2.7) 28.1 (17.7) 43.5 22.5 

Divorce or separation 866 (6.9) 20.9 (16.7) 25.1 10.6 

Adultery or rejection by spouse 747 (5.9) 23.9 (17.4) 31.2 10.4 

Losing custody of a child 38 (0.3) 43.0 (15.9) 71.1 21.1 

Giving birth to a child with severe 

physical- or mental disability 
271 (2.2) 23.3 (16.5) 25.1 8.5 

Abortion 168 (1.3) 18.3 (15.6) 17.9 10.7 

Early miscarriage  263 (2.1) 14.1 (15.0) 14.1 9.9 

Stillbirth 126 (1.0) 19.3 (15.7) 23.0 13.5 

Other difficult experience related to 

childbirth 
305 (2.4) 15.2 (14.9) 14.8 8.9 

Other stressful experience 1,548 (12.3) 25.7 (16.6) 33.0 12.4 

No traumatic experience reported 176 (1.4) - - 3.4 

Total 12,564 23.3 (17.4) 29.1 14.5 

Note. PCL-5: The PTSD Checklist for DSM-5. MINI-SAD: The Social Anxiety Disorder module of the Mini 

Neuropsychiatric Interview (MINI). 1𝑛 = 12,388.  2𝑛 = 12,564. 
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 Table 7 shows similar information as Table 6, but here types of worst trauma have been 

grouped together into four categories; original LEC-5 traumas (10 items), traumatic social 

experiences (6 items), difficult childbirth or child-rearing experiences (6 items), and other 

stressful experience (1 item). There was a significant effect of these categories on total PCL-5 

scores, 𝐹(23; 6,706.5) = 40.9; 𝑝 < .001. Games-Howell post hoc tests revealed that those 

who considered some other stressful experience their worst trauma had the highest mean PCL-

5 scores (𝑀 = 25.7) and those who selected one of the traumatic social experiences as their 

worst had, on average, scores equal to those who selected any of the original LEC-5 traumas 

(𝑀 = 23.6 vs. 𝑀 = 23.4, respectively). There was also a significant association between these 

categories of events and probable PTSD diagnosis, 𝜒2(3) = 61.4; 𝑝 < .001. Participants were 

most likely to score above the cut-off on PCL-5 if they regarded other stressful experience as 

their worst trauma, and equally likely if they selected either one of the original LEC-5 traumas 

or any of the traumatic social experiences as their worst. Likewise, these was an association  

Table 7 

Relationship between category of worst trauma and estimates of PTSD symptoms and probable PTSD 

diagnosis (on PCL-5) along with probable SAD diagnosis (on MINI-SAD) 

  PCL-51 MINI-SAD2 

Category of event 
𝑛(%) 𝑀(𝑆𝐷) %  cut-off %  cut-off 

Original LEC-5 trauma 6,654 (53.0) 23.4 (17.6) 28.9 15.5 

Traumatic social experiences 3,015 (24.0) 23.6 (17.3) 30.8 15.5 

Difficult childbirth or child- 

rearing experiences 
1,171 (9.3)) 18.6 (16.5) 20.2 10.2 

Other stressful experience 1,548 (12,3) 25.7 (16.6) 33.0 12.4 

No traumatic experience reported 176 (1,4) - - 3.4 

Total 12,564 23.3 (17.4) 29.1 14.5 

Note. PCL-5: The PTSD Checklist for DSM-5. MINI-SAD: The Social Anxiety Disorder module of the Mini 

Neuropsychiatric Interview (MINI). 1𝑛 = 12,388.  2𝑛 = 12,564. 
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between worst trauma category and probable SAD diagnosis, 𝜒2(3) = 30.9; 𝑝 < .001. A 

significantly higher proportion scored above the clinical cut-off on MINI-SAD among those 

who selected one of the LEC-5 traumas or traumatic social experiences as their worst trauma, 

compared to the other categories. 

Table 8 shows the main results from a multiple regression analysis examining different 

types of traumatic events considered the worst as predictors of total scores on the PCL-5. This 

regression model was significant, 𝐹(24; 12,539) = 56.6; 𝑝 < .001, and accounted for around 

10% of the variance in PCL-5 scores (𝑅2 = .10). All types of traumatic events considered the 

worst had a significant positive association with PCL-5 total scores compared to reporting no 

stressful experience, at either the . 01 or . 001 level . “Sexual assault” was by far the strongest 

predictor in the model (𝛽 = .62), with other important predictors being ”Other stressful 

experience” (𝛽 = .48),  “Physical assault or assault with a weapon”, “Life threatening illness 

or injury”, and “Bullying” (all 𝛽′𝑠 = .37). “Divorce or separation” and “Adultery or rejection 

by spouse” also had a strong effect in the model (𝛽 = .30 and . 32 respectively). 

Table 8 

Multiple regression model with type of worst trauma as a predictor of PCL-5 score 

Traumatic event 𝐵 𝑆𝐸 𝛽 

Constant 4,2 × 10−12 1.25  

Natural disaster 11.14 1.83 . 07 

Fire, explosion, transportation accident or serious 

accident at work, home, or during recreational activity 
17.46 1.50 . 18 

Physical assault or assault with a weapon 28.19 1.40 . 37 

Sexual assault 30.32 1.31 . 62 

Other unwanted or uncomfortable sexual experience 20.39 1.38 . 29 

Combat or exposure to a war-zone 18.25 6.00 . 03 

Captivity 28.61 2.80 . 10 
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Table 8. Cont’d 

Traumatic event 𝐵 𝑆𝐸 𝛽 

Life-threatening illness or injury 19.46 1.32 . 37 

Sudden violent death 21.42 1.45 . 24 

Sudden accidental death 18.74 1.44 . 22 

Serious injury, harm, or death you caused to someone 

else 
19.53 4.47 . 04 

Bullying 24.16 1.36 . 37 

Discrimination 18.88 3.19 . 05 

Public ridicule or humiliation on social or mass media 28.04 2.25 . 13 

Other humiliating experience 28.11 1.55 . 26 

Divorce or separation 20.86 1.37 . 30 

Adultery or rejection by spouse 23.87 1.39 . 32 

Losing custody of a child 43.00 2.97 . 14 

Giving birth to a child with severe physical- or mental 

disability 
23.27 1.61 . 19b 

Abortion 18.30 1.79 . 12 

Early miscarriage  14.12 1.62 . 12 

Stillbirth 19.29 1.94 . 11 

Other difficult experience related to childbirth 15.17 1.57 . 13 

Other stressful experience 25.69 1.32 . 48 

Note. B: Unstandardized regression coefficient. SE: Standard error. : Standardized regression coefficient.  

𝑅2 = .10 (𝑝 < .001). 𝑝 < .01. 𝑝 < .001. 

 Table 9 shows the association between different types of traumatic events participants 

considered the worst they had ever experienced and their evaluation of the degree to which 

they experienced threat to life and/or rejection or humiliation at the time of these events. As 

noted before, the corresponding questions were not always displayed and data was not retained 

for all participants, and for that reason the table has information on valid responses to these 



   

 

28 

2
8
 

two questions for each type of traumatic event. Only 5,411 (~43% of total) participants 

responded to the questions concerning threat to life and 4,091 (~33% of total) responded to 

the question concerning rejection/humiliation. The table shows the percentage of women who 

rated their experience of threat to life and/or rejection/humiliation as high for each type of 

traumatic event considered the worst. There was a significant association between type of 

traumatic event and whether participants experienced high or low threat to life, 𝜒2(14) =

1807.4; 𝑝 < .001. More than 50% of participants who selected “Physical assault or assault 

with a weapon”, “Combat or exposure to a war-zone”, “Captivity”, and “Life threatening 

illness or injury” reported experiencing high threat to life at the time of these events, with threat 

to life generally rated as low for most other events in which these items where displayed. There 

was also a significant association between type of traumatic event and whether participants 

experienced high or low rejection/humiliation, 𝜒2(9) = 311.3; 𝑝 < .001. On the whole 

however, a majority (> 60%) rated their level of experienced rejection and humiliation as high 

for every event where this item was displayed. For traumatic social events (e.g., “Bullying”, 

Other humiliating experience”, “Adultery or rejection by spouse”), participants tended to rate 

threat to life as low and humiliation/rejection as high. 

Table 9 

Association between type of traumatic experience considered the worst and evaluation of threat to 

life and/or rejection/humiliation 

 Threat to life      Rejection/humiliation 

Traumatic event 
Valid

𝑛 
Rated as high, % 

Valid 

𝑛 Rated as high, % 

Natural disaster 98 24.5 0 - 

Fire, explosion, transportation 

accident or serious accident at work, 

home, or during recreational activity 
179 36.9 0 - 

Physical assault or assault with a 

weapon 
431 50.8 428 78.3 

Sexual assault 0 - 1,132 82.2 
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Table 9. Cont’d 

 Threat to life      Rejection/humiliation 

Event 
Valid

𝑛 
Rated as high, % 

Valid 

𝑛 Rated as high, % 

Other unwanted or uncomfortable 

sexual experience 
0 - 523 61.8 

Combat or exposure to a war-zone 5 80.0 0 - 

Captivity 20 65.0 0 - 

Life-threatening illness or injury 1,032 70.1 0 - 

Bullying 871 6.9 615 93.3 

Discrimination 30 0.0 17 82.4 

Public ridicule or humiliation on 

social or mass media 
66 9.1 52 88.5 

Other humiliating experience 276 8.3 226 91.2 

Divorce or separation 747 7.6 570 73.5 

Adultery or rejection by spouse 685 6.1 505 96.0 

Losing custody of a child 19 21.1 23 78.3 

Giving birth to a child with severe 

physical- or mental disability 
101 6.9 0 - 

Other stressful experience 851 15.4 0 - 

Total 5,411 - 4,091 - 

Table 10 shows the relationship between participants’ appraisal of their traumatic 

experience as primarily threat to life trauma, primarily social trauma, neither, or both and 

various psychopathology measures and important background variables. Importantly, this 

division into four groups based on combinations of high or low threat to life and rejection/ 

humiliation resulted in vastly different group sizes, as most participants reported experiencing 

primarily social trauma (𝑛 = 1,581) and few reported experiencing primarily threat to life 

trauma (𝑛 = 42). Significant differences and associations were found for all of the variables 

tested. There was a significant effect of appraisal of threat to life and/or social trauma on mean 

total scores on PCL-5, 𝐹(3; 291.0) = 112.6; 𝑝 < .001, GAD-7, 𝐹(3; 375.1) = 42.2; 𝑝 <

.001, and PHQ-9, 𝐹(3; 322.3) = 53.8; 𝑝 < .001. For these three variables, Games-Howell 



   

 

30 

3
0
 

post hoc tests showed that those who appraised their trauma as neither threat to life nor social 

trauma had significantly lowest mean scores, those who experienced both threat to life and 

social trauma had significantly highest mean scores, and those who experienced primarily 

threat to life trauma or primarily social trauma had mean scores in between those two. The 

difference between the two intermediary groups did not reach statistical significance at the . 05 

level for any of the continuous measures.  

Table 10 

Relationship between appraised threat to life and social trauma and psychopathology measures 

(PCL-5, MINI-SAD, GAD-7, PHQ-9, suicidality) along with background variables (𝑛 = 2,247) 

 Appraisal of traumatic experience 

 

Neither 

Primarily 

threat to life 

trauma 

Primarily 

social 

 trauma 

Both 

Valid 𝑛 (Valid %) 255 (11.3) 42 (1.9) 1,581 (70.4) 369 (16.4) 

PCL-5     

     𝑀(𝑆𝐷) 11.7 (12.2) 20.6 (16.7) 23.0 (16.4) 35.5 (19.3) 

     %  cut-off 8.2 28.6 28.9 55.3 

MINI-SAD     

     %  cut-off 5.9 14.3 14.2 27.1 

GAD-7     

     𝑀(𝑆𝐷) 
5.0 (4.1) 6.6 (4.4) 6.5 (4.7) 9.0 (5.5) 

     %  cut-off 12.9 23.8 22.3 41.2 

PHQ-9     

     𝑀(𝑆𝐷) 5.4 (4.8) 7.7 (5.7) 7.5 (5.6) 11.0 (6.6) 

     %  cut-off 13.3 16.7 21.9 46.1 

Lifetime suicidality     

     Ideation (%) 19.2 47.6 32.9 62.9 

     Plan (%) 5.9 26.2 16.5 43.6 

     Attempt (%) 2.0 19.0 5.1 24.4 

Background variables     

     In relationshiph (%) 71.0 76.2 68.2 62.1 

     Workingi (%) 74.9 81.0 78.7 63.1 

     Disability compj (%) 4.7 7.1 6.8 19.5 
Note. PCL-5: The PTSD Checklist for DSM-5. MINI-SAD: The Social Anxiety Disorder module of the Mini 

Neuropsychiatric Interview (MINI). GAD-7: Generalized Anxiety Disorder-7. PHQ-9: Patient Health 

Questionnaire. 
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There was also a significant association between appraisals of traumatic experience and 

whether or not participants scored above a clinical cut-off score on PCL-5, 𝜒2(3) =

167.2; 𝑝 < .001, MINI-SAD, 𝜒2(3) = 58.5; 𝑝 < .001, GAD-7, 𝜒2(3) = 78.3; 𝑝 < .001, and 

PHQ-9, 𝜒2(3) = 116.2; 𝑝 < .001. Z-tests with adjusted p-values showed that those who 

experienced neither threat to life nor social trauma were least likely to score above the cut-off, 

those who experienced both threat to life and social trauma were most likely, and those who 

experienced primarily threat to life trauma or primarily social trauma fell somewhere in 

between, with non-significant differences found between them at the . 05 level.  

Significant associations were also found between appraisals of traumatic experience 

and lifetime suicide ideation, 𝜒2(3) = 154.7; 𝑝 < .001, lifetime suicide planning, 𝜒2(3) =

174.0; 𝑝 < .001, and lifetime attempted suicide, 𝜒2(3) = 168.3; 𝑝 < .001. Z-tests with 

adjusted p-values showed that those who experienced neither threat to life nor social trauma 

where least likely to reported suicidal ideation, suicidal planning, and attempted suicide. Those 

who experienced primarily social trauma and primarily threat to life trauma were equally likely 

to report suicidal ideation and planning, but those who experienced primarily threat to life 

trauma were significantly more likely to report having attempted suicide in their lifetime than 

those who experienced primarily social trauma (19.0 vs. 5.1%). Furthermore, those who 

experienced both threat to life and social trauma were significantly more likely to report all 

aspects of suicidality than those who experienced primarily social trauma, but not compared to 

those who experienced primarily threat to life trauma. 

Similarly, there was an association between appraisal of traumatic experience and 

whether or not participants were in a relationship, 𝜒2(3) = 8.2; 𝑝 < .05, whether or not 

participants were working, 𝜒2(3) = 40.0; 𝑝 < .001, and whether or not participants were on 

disability compensation, 𝜒2(3) = 67.4; 𝑝 < .001. On the whole, z-tests showed significantly 
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different endorsement proportions for those who experienced both threat to life and social 

trauma compared to the other groups, with non-significant differences among those three. 

Tables 11 and 12 below show the main results from two regression analyses exploring 

appraisal of threat to life and social trauma as predictors of total scores on the PCL-5 and 

probable SAD diagnoses on the corresponding MINI module. The multiple regression model 

depicted in Table 11 was significant, 𝐹(24; 2,243) = 109.5; 𝑝 < .001, and accounted for 

approximately 13% of the variance in PCL-5 scores (𝑅2 = .13). Using those who experienced 

neither threat to life nor social trauma as a baseline, all the other three combinations of high or 

low threat to life and rejection/humiliation had positive associations with total PCL-5 scores, 

significant at either the . 01 or . 001 level. Experiencing both threat to life and social trauma 

was the most important predictor in the model (𝛽 = .50) and experiencing primarily social 

trauma trailed thereafter (𝛽 = .29).  

Likewise, the binary logistic regression model depicted in Table 12 shows that the 

appraisal of threat to life or social trauma at the time of participants’ worst traumatic experience 

was a significant predictor of probable SAD diagnosis, 𝜒2(3) = 57.2; 𝑝 < .001. However, the 

predicators included explained only around 4% in the variability of probable SAD diagnosis 

(Nagelkerke’s 𝑅2 = .04). Using neither threat to life nor social trauma as a baseline, the 

experience of primarily threat to life trauma was not a significant predictor of probable SAD 

diagnosis, but the other two combinations of high and low threat to life and 

rejection/humiliation had a significant positive association with probable SAD diagnosis. The 

odds ratio was 2.64 (95% 𝐶𝐼: 1.54 − 4.53) for primarily social trauma and 5.95 

(95% 𝐶𝐼: 3.36 − 10.52) for both threat to life and social trauma.  
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Table 11 

Multiple regression model with appraised threat to life and social trauma as a predictor of 

PCL score (𝑁 = 2,247) 

Appraisal of traumatic experience 𝐵 𝑆𝐸 𝛽 

Constant 11.72 1.03  

Primarily threat to life trauma 8.92 2.75 . 07 

Primarily social trauma 11.32 1.12 . 29 

Both 23.85 1.35 . 50 

Note. B: Unstandardized regression coefficient. SE: Standard error. : Standardized regression coefficient.  

𝑅2 = .13 (𝑝 < .001). 𝑝 < .01.  𝑝 < .001. 

 

Table 12 

Binary logistic regression model with appraised threat to life and social trauma as a predictor 

of probable SAD diagnosis (𝑁 = 2,247) 

  𝟗𝟓% 𝑪𝑰 for Odds Ratio 

Appraisal of traumatic experience 
𝑩 (𝑺𝑬) Lower 

Odds 

ratio 
Upper 

Constant −2.77 (0.27)    

Primarily threat to life trauma 0.98 (0.52) 0.97 2.67 7.32 

Primarily social trauma 0.97 (0.28) 1.54 2.64 4.53 

Both 1.78 (0.29) 3.36 5.95 10.52 

Note. B: Unstandardized regression coefficient. SE: Standard error. : Standardized regression coefficient.  

CI: Confidence interval.. 𝑝 < .01.  𝑝 < .001. 

Lastly, Table 13 shows the association between whether or not participants had social 

PTSD and whether or not participants had a probable SAD. According to a chi-square test, this 

association was significant, 𝜒2(3) = 493.8; 𝑝 < .001. Among those who had a probable 

diagnosis of SAD, 64.2% gave responses indicative of social PTSD, compared to only 23.1% 

of those with no SAD. Based on the odds ratio, this seems to represent the fact that the odds of 

having social PTSD were 5.97 times higher if participants had a probable SAD diagnosis than 

if they did not. Based on z-test with adjusted p-values, the proportions within the not/probable 

SAD categories of every column in the table differed significantly from each other at the 0.05 

level. 
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Table 13 

Cross tabulation showing the association between social PTSD and probable SAD diagnosis (on the 

MINI-SAD) (𝑁 = 4,091) 

 Low rejection/ 

humiliation,  

not PTSD 

Low rejection/ 

humiliation, 

prob. PTSD 

High rejection/ 

humiliation, 

not PTSD 

Social PTSD 

Total 

Not SAD, 𝑛 (%) 588 (17.4) 84 (2.5) 1,931 (57.0) 784 (23.1) 3,387 

Prob. SAD, 𝑛 (%) 38 (5.4) 30 (4.3) 184 (26.1) 452 (64.2) 704 

Total 626 114 2,115 1,236 4,091 

 

Discussion 

The purpose of the current study was to address and move forward the unfruitful Criterion A 

debate on what constitutes a traumatic stressor that is likely to lead to symptoms of PTSD 

(Weathers & Keane, 2007). We proposed that there exist at least two types of trauma; threat-

to-life trauma and social trauma. This study represents a unique opportunity to examine and 

systematically compare these constructs on a large scale. The aim of this research was to 

investigate the epidemiology and impact of trauma generally, and social trauma specifically, 

using preliminary results from a population study of Icelandic women. 

Endorsement rate of potentially traumatic events 

The first aim of the study was to assess the endorsement rate of various potentially traumatic 

social events. Overall, the experience of potentially traumatic events was very common in the 

sample and only about 1% of the participants recognized none of the events included in the 

questionnaire. Indeed, this seems to support the notion that traumatic events will happen to 

most people in their lifetime. However, as one would expect, the rate found here is considerably 

higher than the proportions reported by Kilpatrick et al. (2013) and Benjet et al. (2016) who 

only included Criterion A traumatic events in their inquiries. In the current study, a much wider 

array of potentially traumatic events was surveyed, including experiences consistent with the 

DSM definition of threat to life trauma and experiences generally considered inconsistent with 
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that definition; traumatic social events and difficult experiences relating to childbirth or child-

rearing.  

This study is the first of its kind and on this large a scale. There was a high endorsement 

rate of sexual assault (~34%), unwanted or uncomfortable sexual experience (~56%), and 

physical assault or assault with a weapon (~25%) indicating that violence and harassment are 

among the most common traumatic events experienced by women in their lifetime. However, 

despite the likely influence of the recent “#MeToo” movement against gender-based violence, 

this is somewhat lower than the proportion reported by Kilpatrick et al. (2013), who found a 

lifetime prevalence of sexual and physical assault victimization of well over 40% among 

women. Other stressful experiences, not included in the list of potentially traumatic events, 

were also frequently reported in this sample, whereby participants wrote down brief 

descriptions of what happened. Comprehensive content analyses are needed to delineate the 

nature of these experiences. 

Potentially traumatic social experiences were also common in this sample of women. 

More than 56% of the women reported having been bullied, more than 65% had gone through 

divorce or separation, and around 45% stated that they had been cheated on or rejected by their 

spouse. In fact, divorce or separation was the most frequently endorsed potentially traumatic 

event from the entire list of events. Additionally, other humiliating experiences were reported 

by almost half of the women as well. Socially traumatic experiences of this kind are normally 

not included in surveys of exposure to trauma since they do not meet the requirements of 

Criterion A in the DSM. Nevertheless, in the current study they represented a large proportion 

of potentially traumatic events reported by women. 

Association between worst trauma, SAD and PTSD 

The second aim of the study was to examine the association between type of traumatic event 

participants considered their worst and measures of PTSD and SAD. Potentially traumatic 
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events differed considerably in their probability of being considered the worst traumatic 

experience reported by participants. Although around 53% reported one of the 10 original 

LEC-5 (i.e., Criterion A) events as their worst trauma, participants were also likely to select a 

potentially traumatic event inconsistent with Criterion A as their worst traumatic experience. 

Roughly 24% selected one of the six social events, 9% selected one of the six experiences 

related to childbirth or child-rearing, and 12% selected some other stressful experience. 

Besides sexual assault, other unwanted or uncomfortable sexual experience, and life-

threatening illness or injury, participants were more likely to regard bullying, divorce or 

separation, and adultery or rejection by spouse as their worst trauma than any other original 

LEC-5 event. This supports the findings of Carleton et al. (2011) and reflects the fact that many 

women believe that a traumatic social experience has impacted their life greatly, even more so 

than traditional Criterion A traumas. 

 Interestingly, every single traumatic event included in this study led to clinically 

significant PTSD symptoms for a proportion of participants who selected them as their worst 

trauma. This is in line with numerous studies reporting the full symptom picture of PTSD in 

response to various Criterion A incongruent stressful events, suggesting that traditional 

Criterion A traumas are not the only events capable of producing PTSD symptoms (Larsen & 

Berenbaum, 2017; Larsen & Pacella, 2016; for a review see Rosen and Lilienfeld, 2008). 

Nevertheless, according to Friedman et al. (2011) some events are more likely to lead to 

symptoms of PTSD than others, and this was also the case in the current study whereby 

different types of traumatic experiences considered the worst had varying degrees of impact on 

measures of PTSD symptoms and SAD.  

Regression analyses revealed that sexual assault, other stressful experience, physical 

assault or assault with a weapon, life threatening illness or injury, and bullying were the 

strongest predictors of PCL-5 scores. These traumas tended to be associated with high mean 
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scores on the PCL-5 and a high probability of scoring above a cut-off indicative of probable 

PTSD diagnosis. Of particular interest for the purpose of the present study is the substantial 

impact of socially traumatic events on measures of PTSD and SAD. Generally speaking, 

traumatic social experiences seemed to have the same level of impact as original LEC-5 

traumas, as no significant differences were found between these two categories on measures of 

PTSD symptoms and SAD. Of those who considered some humiliating experience as their 

worst trauma, more than 43% had a probable PTSD diagnosis and around 22% had probable 

SAD. The rates of probable diagnoses were also higher than the base rate in this sample for 

bullying, public ridicule or humiliation on media, adultery and rejection by spouse. 

These results support the well-established association between the experience of 

socially traumatic events and a diagnosis of SAD (Bandelow et al., 2004; Chartier, Walker, & 

Stein, 2001; Magee, 1999; McCabe, Miller, Laugesen, Antony, & Young, 2010; Rosellini, 

Rutter, Bourgeois, Emmert-Aronson, & Brown, 2013; Storch, Masia‐Warner, Crisp, & Klein, 

2005; Siegel, La Greca, & Harrison, 2009). Moreover, these results are in accordance with 

Erwin et al. (2006) and Carleton et al. (2011) who found evidence for high scores on measures 

of PTSD symptoms and social anxiety in response to socially distressing events. Similar to the 

study by Carleton and colleagues, the current study used self-report measures to assess history 

of traumatic events, PTSD and SAD symptoms in a sample of community members, but ours 

did so on a much larger scale and with a slightly broader range of potentially traumatic social 

experiences. The current study strongly supports the idea that socially stressful events are 

strongly related to both PTSD and SAD. 

However, we also found that the relationship between original LEC-5 Criterion A 

traumas and probable SAD diagnosis was equivalent to the relationship between traumatic 

social experiences and SAD. This could be interpreted to suggest that SAD is not uniquely 

associated with socially traumatic events but is related to trauma more generally, and this might 

well be the case. Nevertheless, it should be kept in mind that many Criterion A traumas are 



   

 

38 

3
8
 

interpersonal in nature and could be classified as social trauma according to our definition. The 

results of this study showed that physical assault or assault with a weapon, sexual assault, other 

unwanted or uncomfortable sexual experience, and captivity where associated with the highest 

proportions of probable SAD diagnoses from among the original LEC-5 traumas. Even though 

all these events are consistent with the Criterion A definition of trauma, they are certainly also 

interpersonal and could just as well be classified as social trauma, which might account for 

their strong relationship with probable SAD diagnosis in this study. 

Threat to life and/or social trauma and association with psychopathology 

The third aim of the study was to evaluate the appraisal of traumatic events as either threat to 

life or social trauma, based on participants’ responses to items concerning appraisal of life-

threat and rejection/humiliation at the time of trauma irrespective of the objective properties of 

the event, and their association with scores on measures of psychopathology. Unfortunately, 

the questions relating to this appraisal were only displayed if certain trauma types were selected 

as the worst and the corresponding data was not retained for all participants. Therefore, there 

was missing data for these variables which limits their use for data analysis. This study, 

nonetheless, provides an initial effort to characterize the experience of traumatic events as 

either primarily threat to life trauma or primarily social trauma, based not on preconceived 

notions or conceptualizations of traumatic events, but on participants’ appraisal of the relative 

degree of threat to life and rejection/humiliation at the time of trauma. The findings of the 

current study relating to this appraisal are interesting and suggest a completely novel way of 

defining psychological trauma. 

 First, results indicated that participants were more likely to rate their level of threat to 

life as high for original LEC-5 traumas than socially traumatic events, when items about threat 

to life were displayed. This confirms that most traditional Criterion A traumatic events are truly 

defined by an appraisal of a substantial threat to life. Conversely, for each traumatic social 

experience, a great majority rated their experience of rejection/humiliation as high (~74 to 
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~96%) while only a small minority rated their experience of threat to life as high (~0 to ~9%). 

Clearly, these social events are mainly considered traumatic by most because of the high degree 

of rejection and/or humiliation evoked by their experience. For sexual assault and other 

unwanted or uncomfortable sexual experience, only the items concerning rejection/humiliation 

were displayed and participants tended to rate this appraisal as high for both types of events 

(~78% and ~82%, respectively). For the only original LEC-5 trauma type which led to both 

items being displayed in this questionnaire, a fascinating pattern emerged. For those who 

considered physical assault or assault with a weapon their worst trauma, both high treat to life 

and high rejection/humiliation was reported by a majority of participants (~51% and ~78% 

respectively). This underscores the fact that these threat appraisals are by no means mutually 

exclusive and similar experiences can evoke various combinations of appraised threat to life 

and rejection/humiliation for different individuals. 

 Second, the combination of high and low responses to the questions concerning threat 

to life and rejection/humiliation was used to divide traumatic experiences into primarily threat 

to life, primarily social trauma, neither, or both to examine the association between the 

appraisal of trauma and measures of psychopathology. Primarily social traumas and primarily 

threat to life traumas had, on the whole, a very similar effect on measures of PTSD symptoms, 

social anxiety, generalized anxiety, depression symptoms, suicidality, marital status and 

employment status. This demonstrates that social traumas, involving the appraisal of severe 

rejection/humiliations and little or no threat to life, can have a substantial impact on women’s 

lives, comparable to the impact of life threatening Criterion A compatible traumas. Interest-

ingly, traumas that involved both a strong threat to life and social component resulted in the 

highest scores on PCL-5, GAD-7, and PHQ-9, and the largest proportions of participants with 

probable diagnoses of PTSD, SAD, GAD, and MDD. Participants who appraised their 

traumatic experience this way were also the most likely to have contemplated suicide in their 
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lifetime (~63%), to have had a suicide plan (~44%), and to have attempted suicide (~25%). 

They were also less likely to be in a relationship, less likely to be working, and more likely to 

be on disability compensation then the other three groups. This highlights the finding that this 

combined experience of a high degree of threat to life and rejection/humiliation seemed to have 

the biggest impact on women’s psychopathology and functional status.  Even though this could 

perhaps have been anticipated, the magnitude of the effects of such trauma is striking.  

It is our conclusion that, instead of the unfruitful Criterion A approach of identifying 

an event as traumatic based on its objective characteristics (Weathers & Keane, 2007), it would 

be more constructive to focus on specific events and whether or not their experience led to an 

appraisal of severe threat to life and/or rejection/humiliation. Our study demonstrates that 

individual differences in the appraisal of threat during trauma provides important information 

about the nature of the traumatic experience and its likely impact, over and above its objective 

features or the type of trauma. For instance, knowing that an individual experienced a traumatic 

event whereby she believed her life was in danger and she felt severely humiliated yields a 

richer picture of the potential impact of this trauma, than knowing whether the event entailed 

physical assault, natural disaster, bullying, or something else. This novel approach might have 

important implications for the trauma literature generally, and theories of PTSD specifically 

(Brewin & Holmes, 2003; Ehlers & Clark, 2000), shifting the focus towards the appraised 

threat imposed by trauma; threat to life, rejection/humiliation, or some combination or 

interaction of both. At the very least, social events that seem particularly likely to lead to an 

appraisal of severe rejection/humiliation for most who experience them should be included in 

definitions of trauma associated with PTSD symptoms. There might also be other important 

types of threat appraisals, yet to be identified, that better characterize other types of trauma. It 

seems that most difficult experiences related to childbirth and child-rearing are characterized 

by neither threat to life nor rejection/humiliation, and perhaps this type of trauma is better 

defined by some other threat, for example threat to reproductive ability. 
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Relationship between social PTSD and SAD 

The final aim of the study was to briefly examine the important concept of social PTSD and its 

potential relationship with a probable diagnosis of SAD. For participants who gave responses 

indicative of social PTSD, a traumatic event involving a strong social component whereby 

participants experienced a high degree of rejection and/or humiliation led to a probable PTSD 

diagnosis according to the PCL-5. Results indicated that the odds of having social PTSD were 

almost six times higher for participants with a probable SAD diagnosis on the corresponding 

MINI module, compared to those who did not have a probable SAD diagnosis. Among those 

with probable SAD, more than 64% had social PTSD. This is more than double the rate 

reported in Erwin et al. (2006), who found that more than one-third of their SAD group met 

DSM criteria for PTSD in response to a stressful social event. This is also much higher than 

the rate found in our previous study of SAD patients, in which only about 31% suffered from 

clinically significant PTSD symptoms in response to social trauma (Valdimarsdóttir, 2017). 

 Even though this extraordinarily high rate of social trauma among participants with 

probable SAD in the current study is hard to reconcile with previous studies, it certainly 

supports the general idea that a traumatic reaction to a stressful social event involving the 

appraisal of rejection, humiliation, and or embarrassment might play a critical role in the 

etiology of SAD. Most established models of SAD have tended to focus on cognitive and 

behavioral factors maintaining social anxiety (Clarke & Wells, 1995; Hofmann, 2007; 

Moscovitch, 2009) and even though some researchers have emphasized the high comorbidity 

between SAD and PTSD (Collimore et al., 2010; McMillar et al. 2014; 2017), this co-

occurrence has rarely been interpreted as evidence for a direct theoretical relationship between 

these two disorders. Indeed, our study in combination with published work by Erwin and 

colleagues (2006) and Carleton and colleagues (2011), suggests that for many individuals with 
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SAD, PTSD symptoms in response to one or more social traumas could be a vital part of the 

case conceptualization of their condition.  

This certainly has clinical implications for the treatment of SAD. Imagery rescripting 

techniques are already being used to treat negative self-images in social phobia, which are often 

linked to memories of socially traumatic events (Wild & Clark, 2011), and the current findings 

supports their continued use and development. Our study also suggests that incorporating other 

empirically valid interventions that target PTSD might benefit those with SAD in combination 

with social PTSD. Furthermore, if these findings are replicated, this will warrant a revision of 

theoretical models of SAD to account for the etiological significance of social trauma. 

Limitations of the study 

There were some important limitations to the current study. First, a volunteer sampling method 

was used and since this study is based on data extracted at an early point of an ongoing study, 

this likely led to a biased sample. It is plausible that women with a history of trauma and 

associated psychiatric problems felt more compelled to take part at the early stages of the study, 

resulting in a sample overrepresenting trauma survivors and the psychiatrically ill. Second, the 

psychometric properties of the Icelandic translations of the instruments used in the study have 

not been investigated and valid cut-off scores for the general population in Iceland have not 

been established. Third, administering modules from the MINI using self-report with 

abbreviated and simplified items is unconventional and its effect on response patterns is 

unknown. Forth, the items surveying potentially traumatic events can be criticized on two 

accounts. Many items covered two or more arguably related but distinct events (e.g., “adultery 

or rejection by spouse”) making it difficult to interpret the implication of some of them. Also, 

the list of items was by no means exhaustive and therefore, the response categories “other 

stressful experience” and “other humiliating experience” likely encompassed a wide range of 

important traumatic experiences, not completely captured by the other items (e.g., intimate 
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partner violence, emotional abuse). We intend to conduct comprehensive content analyses of 

participants’ responses to these items for future analyses. 

Fifth, the items relating to the appraisal of threat to life and rejection/ humiliation were 

only displayed if certain trauma types were selected as the worst and data for these items were 

only retained for a portion of the sample. As stated before, this resulted in a lot of missing data 

for these variables which limited their use and affected their observed outcomes in 

unpredictable ways. Sixth, when traumatic experiences were divided into primarily threat to 

life trauma, primarily social trauma, neither, or both, the resulting group sizes were vastly 

different, which probably restricts the generalizability of the results based on these analyses. 

Seventh, this was a retrospective study based on self-report and biases in memory might, 

therefore, have affected participants’ responses. Eight, some participants may have initially 

developed PTSD in response to a traumatic experience but have later recovered, perhaps as a 

result of treatment. Because of the cross-sectional nature of the study and since PTSD 

symptoms were only assessed for the previous month, these participants are not represented in 

the results. If some traumas are systematically more likely to lead to treatment and recovery, 

this would introduce significant bias in the evaluation of the lifetime impact of trauma. 

Conclusions and Implications 

In conclusion, this study found that the experience of potentially traumatic events was 

extremely common in this sample of Icelandic women. Most participants regarded sexual 

assault as their worst traumatic experience and this was also the strongest predictor of PTSD 

symptoms in this sample. About one in every four women regarded a traumatic social event as 

their worst traumatic experience and many of these, including bullying, public ridicule or 

humiliation on media, and adultery or rejection by spouse, were associated with high scores of 

PTSD symptoms and a high percentage of probable PTSD and SAD diagnosis, compared to 

the base rate in this sample. This supports the emerging idea that socially traumatic events can 

lead to clinically significant PTSD and SAD symptoms.  
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Furthermore, using participants’ appraisal of threat to life and rejection/humiliation at 

the time of their worst trauma, results showed that primarily social traumas were strongly 

associated with measures of psychopathology and functional variables, comparable to the 

impact of primarily threat to life traumas. However, traumas involving the combined appraisal 

of high threat to life and high rejection/humiliation had the strongest such association and were 

associated with more symptoms of PTSD, social anxiety, generalized anxiety and depression 

and greater suicidality. This has far reaching implications for the conceptualization of trauma 

and the definition of PTSD, indicating that an evaluation of the degree of threat to life and 

rejection/humiliation experienced at the time of trauma might provide much richer information 

on the potential impact of the trauma, than focusing on its objective characteristics. 

Lastly, almost two in every three participants with a probable SAD diagnoses had social 

PTSD, supporting the idea that a traumatic reaction in response to social trauma involving the 

experience of severe rejection/humiliation might have played an important etiological role in 

their condition. If these results are replicated and extended, this will drastically change 

theoretical model of SAD, which will need to be reevaluated to account for the role of social 

trauma in the development and maintenance of the disorder. The clinical implications of these 

findings are also substantial, underscoring the usefulness of incorporating imagery rescripting 

procedures and other PTSD interventions in the treatment of SAD, especially for individuals 

who also present with PTSD in response to social trauma.  
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